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2022 Press Ganey Pinnacle of Excellence Award Winner

SOUTHERN MONO HEALTHCARE DISTRICT
MARCH 2023 MONTHLY BOARD MEETING AGENDA

NOTICE IS HEREBY GIVEN that the Board of Directors of Southern Mono Healthcare District
will convene at its regular monthly board meeting at the location and on the date and time
set forth below.

The meeting will be accessible telephonically to all members of the public seeking to observe and to
address the Board of Directors, including giving public comment. For any member of the public
desiring to attend the meeting in-person, appropriate masking is required. Attendees will undergo a
pre-entry screening process. To access the meeting via teleconference, the District has set up a
virtual meeting on Microsoft Teams, as well as a call-in number set forth below.

Click here to join the meeting
+1619-614-6679
Phone Conference ID: 519 171 361#

In compliance with the Americans with Disabilities Act (ADA), if you need special assistance
to attend this meeting via telephone, please contact the District Board Administrative
Assistant at Mammoth Hospital by telephoning 760.924.4114. Prompt notification prior to
the meeting will enable the District to make reasonable arrangements to assist with
accessibility to this meeting.

Note: All public comments will be limited to a speaking time of three minutes.

March 16, 2023

8:00 a.m.

Mammoth Hospital Administration Conference Rooms A & B and Microsoft Teams
85 Sierra Park Road

Mammoth Lakes, CA 93546

I CALL TO ORDER

Il PLEDGE ALLEGIANCE TO THE FLAG AND READING OF THE SMHD VISION, MISSION AND
VALUES

Mammoth Hospital
P.O. Box 660 | 85 Sierra Park Road | Mammoth Lakes, CA 93546 | 760.924.4114 | Fax 760.924.4104
www.mammothhospital.com

METICULOUS CARE * MEMORABLE PEOPLE * MAIJESTIC LOCATION



http://www.mammothhospital.com/
https://teams.microsoft.com/l/meetup-join/19%3ameeting_NGUyODQxOWMtODhlNy00MTI1LTllZDAtYmIzYWI1ZGE5YmRj%40thread.v2/0?context=%7b%22Tid%22%3a%2292827138-2d5e-47b3-a087-2cc804d6af09%22%2c%22Oid%22%3a%22fd88350f-883b-4d82-8ee7-a7684a2465a0%22%7d
tel:+16196146679,,519171361# 
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V.

V.

PUBLIC COMMENTS
CHIEF OF STAFF REPORT

ADJOURN TO CLOSED SESSION

CONFERENCE WITH LEGAL COUNSEL — PENDING AND THREATENED LITIGATION Existing
Litigation and Significant exposure to litigation pursuant to Government Code
§54956.9.

Nothing to discuss.

CONFERENCE WITH REAL PROPERTY NEGOTIATORS (Government Code § 54956.8).
Nothing to discuss.

QUALITY ASSURANCE — (Health and Safety Code §32155)
Chief of Staff Report.

CEO Report.

CFO Report.

CNO Report.

CMO Report.

COO Report.
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QUALITY ASSURANCE QUARTERLY SUMMARIES - (Health and Safety Code §32155)

HEALTH CARE FACILTY TRADE SECRETS (Health and Safety Code §32106)
1. Mammoth Hospital and Mammoth Hospital Clinics.

CREDENTIALING

Re-Appointment to Provisional Staff
Grace Kim, MD—Pediatrics

Mark Goldsworthy, MD—Anesthesia

Re-Appointment to Active Staff
Laurence Fakinos, MD—OB/GYN

Re-Appointment to Courtesy Staff

Joanne Feldman, MD—Emergency Medicine
Nathan Ho, DO—Cardiology

Michelle Newkirk, DO—Rheumatology
Richard Thunder, MD—Orthopedics

Initial Appointment to Telemedicine Staff
Ellen Johnson—Radiology
William Randazzo, MD—Radiology

Re-Appointment to Telemedicine Staff
Michael Illovsky, MD—Radiology
Jack Newman, MD—Radiology
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John Nwankwo, MD—Radiology
William Phillips, MD—Radiology
William Rusnak, MD—Radiology

Moderate & Deep Sedation
Joanne Feldman, MD—AIl Modules Complete

PERSONNEL MATTERS (Government Code §54957)
1. Tom Parker, CEO.

VI. REPORT ON CLOSED SESSION
VIl.  PUBLIC COMMENTS

VIII. CONSENT AGENDA
(All matters on the consent agenda to be approved on one motion unless a Board
Member requests separate action on a specific item)
1. Previous Minutes to be approved:
January 19, 2023 Regular Board Meeting
February 16, 2023 Strategic Planning Meeting
Chief Financial Officer Report
Chief Nursing Officer Report
Chief Medical Officer Report
Chief Operating Officer Report
Administrative Services Report
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IX. COMMITTEE REPORTS
1. Finance Committee (March 13, 2023):
Laurey Carlson, Alec Clowes
2. Physician Compensation, Relations and Retention Committee:
Laurey Carlson, Joanne Hunt
3. Employee Relations Committee:
Yuri Parisky, M.D., Joanne Hunt
4. Quality Assurance Committee (March 14, 2023):
Alec Clowes, Joanne Hunt
5. CEO Annual Review Committee:
Laurey Carlson, Ryan Wood
6. IT Steering Committee
Alec Clowes, Yuri Parisky, M.D.
7. Facilities Committee (February 23, 2023):
Yuri Parisky, M.D., Laurey Carlson
8. Board Member Recruitment Committee:
Laurey Carlson, Ryan Wood
9. Ad Hoc, Special, or Other (as needed) Committees

X. CHIEF EXECUTIVE OFFICER’S REPORT



Southern Mono Healthcare District
Board of Directors Meeting Agenda
March 16, 2023
XI. FINANCE REPORT
1. February 2023 Financial Package.
2. Investment Report.

Xll. BOARD EDUCATION
No Board Education this month.

Xlll.  OLD BUSINESS
1. Ratification and approval of AMENDMENT #2 TO AGREEMENT FOR EMPLOYMENT OF
CHIEF EXECUTIVE OFFICER AND HOSPITAL ADMINISTRATOR (Thomas Parker).

XIV. NEW BUSINESS

Review and Approval of the 2023-24 Strategic Plan.

Approval of Contract for Project Management Services.

Approval of Pursuing the North Wing Project as a Design-Build Project.

Proposed additions/revisions to Medical Staff Rules and Regulations.

Resolution 23-01: Compensation of Board Members.

Update on Benefits for Board Members.

Discussion of National Rural Health Conference, May 16-19, 2023.

Review and approval of professional services agreement between Southern Mono
Healthcare District and Grace Kim, M.D.; for the provision of Pediatric professional
Services.

9. Declaration of Surplus District Property, Equipment and Supplies.
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XV. CREDENTIALING
Re-Appointment to Provisional Staff
Grace Kim, MD—Pediatrics
Mark Goldsworthy, MD—Anesthesia

Re-Appointment to Active Staff
Laurence Fakinos, MD—OB/GYN

Re-Appointment to Courtesy Staff

Joanne Feldman, MD—Emergency Medicine
Nathan Ho, DO—Cardiology

Michelle Newkirk, DO—Rheumatology
Richard Thunder, MD—Orthopedics

Initial Appointment to Telemedicine Staff
Ellen Johnson—Radiology
William Randazzo, MD—Radiology

Re-Appointment to Telemedicine Staff
Michael lllovsky, MD—Radiology

Jack Newman, MD—Radiology

John Nwankwo, MD—Radiology
William Phillips, MD—Radiology
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William Rusnak, MD—Radiology

Moderate & Deep Sedation
Joanne Feldman, MD—AIl Modules Complete

XVI. PUBLIC COMMENTS
XVII. FUTURE BUSINESS

The next Regular meeting will take place on Thursday, April 20, 2023 at 8:00 a.m. in Conference Rooms A&B
at Mammoth Hospital and on Teams.

ADJOURN
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Southern Mono Healthcare District
Report to the Board of Directors
Financial Report

February 2023

Year to Date

e Total Gross Revenue of $107.8 million is $430 thousand higher than budget and $4.9 million higher
than the prior year.

e Total Operating Revenue was almost $62.6 million - $692 thousand higher than budget and $4.8
million higher than prior year.

e Total Operating Expenses of $59.3 million are $198 thousand higher than budget and $5.9 million
higher than last year.

o Salaries are $499 thousand under budget at $20.5 million, but $2 million higher than last year

o Benefits are $10.3 million and $1.1 million higher than budget and $1.5 million higher than last
year due to higher employee health claims.

o Contracted Services are $101 thousand lower than budget and $900 thousand higher than last
year. Several vacant positions were filled by travelers (mostly OR/PACU/Lab). Hiring and training
efforts allowed the discontinuance of most of the travelers.

o Supplies were $405 thousand lower than budget and $445 thousand lower than last year

=  Pharmaceuticals are $282 thousand less than last year
e Non-Operating Revenue:

o Donation income YTD is $466 thousand but $250 was budgeted in June 2023, thus not yet
showing up in the YTD budget

o Investment Income YTD $879 thousand which is greater than budget by $773 thousand due to
new investments at better rates of return.

e Donation income
o The Year-to-date Net Gain was $4.6 million (7.4% total margin) compared to the
budgeted gain of $2.6 million (4.1 % total margin).












SOUTHERN MONO HEALTH CARE DI

Statement of Revenues & Expenses - February 28, 2023

STRICT

February 28, 2023 Year-to-Date
Variance to Variance to Prior Variance to Variance to
Prior Month Actual Budget Budget Prior Year Year OPERATI NG REVENUE Actual Budget Budget Prior Year Prior Year
(000s omitted)/1000

$2,835 $1,984 $2,867 (5882) $2,798 ($814) Inpatient services $16,692 $20,561 ($3,869) $20,123 ($3,431)
9,431 8,154 8,398 (244) 7,570 585 Outpatient services 66,855 61,630 5,225 58,854 8,001
2,594 2,560 2,580 (21) 2,494 66 Professional fees services 17,364 18,027 (662) 17,415 (50)
840 751 913 (162) 805 (54) Clinic services 6,876 7,139 (263) 6,431 445
15,699 13,449 14,758 (1,309) 13,666 (217) Total Gr 107,787 107,356 430 102,823 4,964
(6,098) (5,627) (6,302) 675 (5,418) (208) Contractual & other discounts (45,096) (45,841) 745 (43,228) (1,868)
(80) (37) (295) 258 (314) 277 Charity write offs (1,139) (2,147) 1,009 (1,239) 101
(366) (76) (221) 146 50 (125) Provision for bad debts (1,574) (1,610) 36 (1,801) 227

- - 333 (333) 538 (538) Supplements/Settlements 1,498 2,667 (1,169) 538 960
9,155 7,710 8,273 (563) 8,522 (812) Net Pati 61,476 60,424 1,051 57,093 4,383
254 95 188 (93) 69 26 Other operating revenue 1,129 1,488 (359) 658 471
9,409 7,804 8,461 (657) 8,591 (787) Total Oper 62,605 61,912 692 57,751 4,854

OPERATI NG |
$2,666 $2,523 $2,721 $198 $2,592 69 Salaries $20,502 $21,001 499 $18,535 (1,967)
1,404 1,153 1,167 14 1,189 36 Benefits 10,282 9,192 (1,090) 8,772 (1,510)
1,782 1,735 1,790 54 1,707 (29) Professional services 12,977 13,095 118 12,188 (789)
105 79 165 86 87 8 Contract services 1,451 1,552 101 528 (923)
1,208 762 946 184 950 188 Supplies 6,992 7,396 405 7,437 445
1,100 982 860 (123) 775 (208) Services 7,180 6,949 (230) 6,024 (1,156)
8,266 7,235 7,649 413 7,300 65 Tot al 59,383 59,185 (198) 53,484 (5,899)
1,142 569 812 (243) 1,291 (722) OPERATI NG GAI N 3,222 2,727 495 4,268 (1,046)
$307 $306 $349 43 $408 102 Depreciation & amortization $2,803 $3,095 292 $3,021 218
$8¢ $2¢ $4¢€ (%2 $8¢ (%6 Operating Gain (Los $41 ($3 $7¢ $1, ¢ (%8
NON- OPERATI NG | NCOMI
S0 S0 S0 S0 Gain (loss) on sale of property $2 $0 2 - 2
- Provider Relief Funds - - - -

3) 55 - 55 1 44 Donation income 466 - 466 11 455

253 253 253 240 14 Bond property tax revenue 2,028 2,028 - 1,919 109
(120) (120) (120) (119) (1) Bond interest expense (962) (962) - (956) (6)
219 219 219 - 271 (52) Property tax revenue & interest income 1,802 1,751 52 1,684 118
295 (33) 13 (46) 20 (53) Interest expense/income 879 107 773 140 739
645 375 365 9 422 (47) Total Non-Operatin: 4,215 2,923 1,292 2,798 1,417
$1, ¢ $6° $82 ($1 $1, ¢ ($6 Increase in net ass $4, ¢ $2, ¢ $2,( $4, ( $5¢
15 8. : 9. ¢ -1 15 - 7. Tot al 7. ¢ 4. 3. 7. ( 0. ¢
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SOUTHERN MONO HEALTH CARE DISTRICT

Key Statistical Data - February 2023

Year-to-Date

Variance Variance
Prior Variance to Prior Variance to to Prior
Month Actual Budget toBudget Prior Year  Year Hospital Statistics Actual Budget Budget  Prior Year Year
31 28 28 28 Days in month 243 243 243
Acute Patient Days:
3 1 10 9) 11 (10) ICU Days 29 78 (49) 76 (47)
169 103 119 (16) 117 (14) Med/Surg & Telemetry Days 807 808 (1) 779 28
- - 3 (3) - - Labor & Delivery Days - 6 (6) 46 (46)
172 104 132 (28) 128 (24) Total Acute Patient Days 836 892 (56) 901 (65)
47 46 27 20 26 20 Observation Days 317 275 42 272 45
219 150 159 9) 154 (4) Total Patient Days (Incl Obs) 1,153 1,166 (14) 1,173 (20)
5.5 3.7 4.7 (1.0) 46 (0.9) Average Daily Census (ADC) 34 3.7 (0.2) 3.7 (0.3)
3.7 2.4 2.2 0.2 3.5 (1.0) Average Length of Stay (ALOS) 2.7 2.0 0.7 2.5 0.2
46 43 60 (17) 37 6 Discharges 312 441 (129) 361 (49)
1.395 1.475 NA NA 1.549 (0.074) Case Mix Index 1.345 NA NA 1.365 (0.020)
Other Key Hospital Statistics:

1,084 1,091 1,052 39 1,104 (13) ED Visits 7,704 6,800 904 7,225 479
1,134 1,113 638 475 628 485 Observation Hours 7,596 6,599 997 6,519 1,077
- - - - - - Deliveries - - - 30 (30)
26 16 25 9) 24 (8) IP Surgeries 134 185 (51) 183 (49)
108 103 103 - 101 2 OP Surgeries 814 769 45 753 61
134 119 128 9) 125 (6) Total Surgeries 948 954 (6) 936 12
135 115 118 (3) 115 - MRI Procedures 966 890 76 866 100
253 247 286 (39) 282 (35) CT Scans 1,857 1,870 (13) 1,838 19
61 74 99 (25) 95 (21) Mammography Procedures 745 811 (66) 779 (34)
102 94 113 (19) 110 (16) Ultrasound 1,025 1,065 (40) 1,041 (16)
1,403 1,295 1,565 (270) 1,561 (266) Radiology 9,477 9,376 101 9,344 133
1,954 1,825 2,181 (356) 2,163 (338) Total Imaging 14,070 14,012 58 13,868 202
6,700 6,264 7,070 (806) 6,530 (266) Lab Tests 59,776 58,255 1,521 61,807 (2,031)
8,250 6,371 7,215 (844) 6,838 (466) Pharmacy Units 51,464 51,323 142 51,469 (5)
2,147 1,854 1,734 120 1,915 (61) PT/OT Visits 16,577 16,707 (130) 18,511 (1,934)

Clinic Visits

1,287 1,070 1,188 (118) 1,184 (114) Family Medicine clinic 9,850 10,207 (357) 10,175 (325)
447 445 473 (28) 366 79 Behavioral Health clinic 2,916 3,206 (290) 2,960 (44)
385 356 450 (94) 385 (29) Pediatric clinic 3,383 3,600 (217) 3,238 145
561 489 551 (62) 522 (33) Ortho Mammoth clinic 4,551 4,442 109 4,440 111
366 270 349 (79) 376 (106) Ortho Bishop clinic 3,135 2,761 374 2,916 219
560 467 645 (178) 498 (31) Specialty clinic 4,490 4,620 (130) 4,300 190
57 106 95 11 96 10 Surgical clinic 820 760 60 712 108
288 291 487 (196) 404 (113) Dental clinic 3,083 4,076 (993) 2,749 334
3,951 3,494 4,238 (744) 3,831 (337) Total Clinic visits 32,228 33,672 (1,444) 31,490 738
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Jul2022 Aug 2022 Sep 2022 Oct2022 Nov 2022 Dec 2022 Jan 2023 Feb 2023 Actual FYTD 2023 YTD FYTD 2022 % ofchange Level of
I ELY Total Budget Total to Budget  concern

Dept Name Unit of Service Desc

6010 980100 6010980100  ICU Patient Days 9 6 1 5 2 2 3 1 10 11 29 78 76 -63%
6170 980100 6170980100  Med/Surg Patient Days 57 58 62 71 25 96 129 85 82 81 583 564 548 3%
6170 980100 6170980100  Telemetry Patient Days 40 25 24 18 9 50 40 18 37 36 224 244 223 -8%
7400 980100 7400980100 L&D Patient Days 0 0 0 0 0 0 0 0 3 0 0 6 46 -100%
Total Acute Patient Days 106 89 87 94 36 148 172 104 132 128 836 892 893 -6%
6530 980100 6530980100  Nursery Patient Days 0 0 0 0 0 0 0 0 4 4 0 8 282 -100%
6380 980100 6380980100  Observation Patient Days 41 39 34 33 31 44 47 46 27 26 317 275 272 15%
Total Patient Days 147 128 121 127 67 192 219 150 159 154 1,153 1,166 1,165
7080 980200 7080980200  Family Medicine Clinic Patient Visits 1,147 1,374 1,258 1,339 1,251 1,124 1,287 1,070 1,188 1,184 9,850 10,207 10,175 -3%
7080 980200 7080980200  Behavioral Health Clinic Patient Visits 213 330 295 384 443 359 447 445 473 366 2,916 3,206 2,960 -9%
7090 980200 7090980200  Pediatric Clinic Patient Visits 373 463 411 392 529 474 385 356 450 385 3,383 3,600 3,238 -6%
7160 980200 7160980200  Ortho Mammoth Clinic Patient Visits 670 655 531 580 446 619 561 489 551 522 4,551 4,442 4,440 2%
7140 980200 7140980200  Ortho Bishop Clinic Patient Visits 376 480 444 412 420 367 366 270 349 376 3,135 2,761 2,916 14%
7180 980200 7180980200  Specialty Clinic Patient Visits 522 600 561 673 641 466 560 467 645 498 4,490 4,620 4,300 -3%
7110 980200 7110980200  Surgical Clinic Patient Visits 65 148 91 95 144 114 57 106 95 96 820 760 712 8%
7060 980200 7060980200  Dental Clinic Patient Visits 387 536 407 460 403 311 288 291 487 404 3,083 4,076 2,749 -24% I
Total Clinics 3,753 4,586 3,998 4,335 4,277 3,834 3,951 3,494 4,238 3,831 32,228 33,672 31,490 -4%
7010 980200 7010980200 ED Patient Visits 1,254 986 764 587 802 1,136 1,084 1,091 1,052 1,104 7,704 6,800 167
6380 981400 6380981400  Observation Hours 988 929 818 802 747 1,065 1,134 1,113 638 644 7,596 6,599 47
7040 980600 7040980600  Ambulance Work days 20 23 21 20 20 23 20 19 20 19 20 167 167
7420 981300 7420981300  Surgery Minutes 14,775 19,260 13,995 16,080 18,060 22,545 19,005 16,515 19,020 19,890 140,235 143,300 183
7420 980400 7420980400  IP surgeries Procedures 14 14 13 12 10 29 26 16 25 24 134 185 753
7420 980500 7420980500  OP surgeries Procedures 93 108 85 103 99 115 108 103 103 101 814 769 318
7420 980800 7420980800  Colo/Endo Procedures Procedures 28 62 36 36 59 61 26 46 43 43 354 344 43
7427 981300 7427981300 PACU Minutes 13,590 14,565 12,165 13,770 13,050 17,130 15,720 14,280 16,850 6,530 114,270 124,850 61,807
7500 980300 7500980300  Lab Tests 9,283 8,845 7,798 7,695 6,491 6,700 6,700 6,264 7,070 127 59,776 58,255 1,305
7520 980300 7520980300  Pathology only Tests/Units 157 248 215 181 238 140 215 264 151 23 1,658 1,285 141
7590 980400 7590980400 EKG's IP Procedures 27 9 1" 14 4 10 7 11 20 129 93 136 1,207
7590 980500 7590980500 EKG's OP Procedures 209 98 188 133 129 126 101 170 129 24 1,154 1,207 184 -4%
7641 980500 7641980500  Chemotherapy Patient Visits 35 41 33 34 38 42 32 33 18 6,838 288 151 51,469 91%
7710 980300 7710980300  Pharmacy Units 5,956 6,832 5399 5842 4,870 7,944 8,250 6,371 7,215 282 51,464 51,323 2,585 0%
7720 980300 7720980300  Respiratory Unique Patients 420 396 382 374 295 490 492 474 340 110 3,323 2,566 1,041 30%
7630 980200 7630980200  Radiology Patient Visits 1,279 1,218 1,003 889 1,020 1,370 1,403 1,295 1,565 95 9,477 9,376 779 1%
7635 980200 7635980200  Mammography Patient Visits 72 76 94 145 114 109 61 74 99 115 745 811 866 -8%
7660 980200 7660980200 MRI Patient Visits 127 121 109 111 99 149 135 115 118 110 966 890 1,041 9%
7670 980200 7670980200  Ultrasound Patient Visits 135 160 132 162 103 137 102 94 113 282 1,025 1,065 1,838 -4%
7680 980200 7680980200  CT Scan Patient Visits 267 232 201 181 182 294 253 247 286 2,163 1,857 1,870 13,868 1%
Total Imaging Procedures 1,880 1,807 1,539 1,488 1,518 2,059 1,954 1,825 2,181 2,765 14,070 14,012 18,392 0%
7770 981300 7770981300  Mammoth PT Visits 1,160 1,327 1,199 1,175 1,064 1,103 1,056 985 864 654 9,069 9,016 5,911 1%
7772 981300 7772981300  Bishop PT Visits 659 741 594 703 743 718 879 678 645 654 5,715 5,811 5,911 -2%
7773 981300 7773981300  Bishop OT Visits 110 109 110 87 66 67 91 86 130 94 726 1,083 1,105 -33% I
7790 981300 7790981300  Mammoth OT Visits 148 172 131 148 122 120 121 105 96 1,734 1,067 797 16,714 34%
Total Visits PT/ST/OT 2,077 2,349 2,034 2,113 1,995 2,008 2,147 1,854 1,734 1,528 16,577 16,707 29,641 1%




SOUTHERN MONO HEALTH CARE DISTRICT

Investments Summary - February 28, 2023

Corporate Bonds
JPMORGAN CHASE FINL CO LLC SER A MTN
ROYAL BK CDA SER | MTN
BANK OF MONTREAL SER | MTN
CANADIAN IMPERIAL BK COMM TORO MTN

US Treasury Agency Securities

FEDERAL HOME LOAN BA SER ZL-9023
FEDERAL HOME LOAN BA SER ZV-9023
FEDERAL FARM CR BKS

FEDERAL HOME LOAN BA SER 8Y-9023
FEDERAL HOME LOAN BA SER 86-9024
FEDERAL HOME LN MTG CORP MTN
FEDERAL HOME LOAN BA SER BL-8024

Certificates of Deposit (CDs)
FIRST BANK RICHMOND NA IN CD
PNC BK NATL ASSN WILMINGTON DE CD
BEAL BK USA LAS VEGAS NEV CD
FIRST LIBERTY BK OKLA CITY CD
SOUTHEAST BANK ATHENS TENN CD
RAYMOND JAMES BK NATL ASSN CD
BMO HARRIS BK NATL ASSN CHICAG CD

Cash In Transit

Local Agency Investment Fund (LAIF)

Total Investments

Interest
Rate

5.40%
5.50%
5.50%
5.00%

4.15%
4.13%
4.75%
4.75%
5.00%
5.00%
5.13%

4.65%
4.50%
4.60%
4.65%
4.70%
4.75%
4.70%

Interest
Rate

2.624%

Purchase Date Maturity Date

10/31/2022
10/31/2022
11/30/2022
1/31/2023

9/29/2022
9/29/2022
11/21/2022
12/19/2022
11/30/2022
12/30/2022
12/27/2022

12/23/2022
12/21/2022
12/28/2022
2/3/2023
2/6/2023
2/8/2023
1/31/2023

10/31/2024
10/31/2024
11/29/2024
2/29/2024

9/29/2023
9/29/2023
11/21/2023
12/19/2023
5/16/2024
6/28/2024
12/27/2024

10/23/2023
12/21/2023
12/27/2023
2/2/2024
2/6/2024
2/8/2024
2/29/2024

Beginning
Balance

$63,885,647

Broker

Union Banc Investment Services
Union Banc Investment Services
Union Banc Investment Services
Union Banc Investment Services

Union Banc Investment Services
Union Banc Investment Services
Union Banc Investment Services
Union Banc Investment Services
Union Banc Investment Services
Union Banc Investment Services
Union Banc Investment Services

Union Banc Investment Services
Union Banc Investment Services
Union Banc Investment Services
Union Banc Investment Services
Union Banc Investment Services
Union Banc Investment Services
Union Banc Investment Services

Activity

($2,300,000)

Note 1: These investments comply with the Districts Statement of Investment Policy and with Government Code §53600.
Note 2: The District has the ability to meet all scheduled expenditures for the next 6 months.
Note 3: The maximum allowed balance of LAIF is $75,000,000.

) Estimated Current Percentage
Cost Basis
Market Value of Funds

S 5,000,000 $ 4,956,500 4.67%
S 5,000,000 $ 4,961,727 4.67%
S 5,000,000 $ 4,975,317 4.68%
S 4,000,000 $ 3,983,186 3.75%
S 3,250,000 $ 3,227,348 3.04%
S 1,750,000 $ 1,737,575 1.64%
S 5,000,000 $ 4,975,000 4.68%
S 5,000,000 $ 4,982,450 4.69%
S 5,000,000 $ 4,974,000 4.68%
S 2,000,000 $ 1,985,800 1.87%
S 2,310,000 $ 2,290,504 2.16%
S 230,000 $ 229,540 0.22%
S 230,000 $ 228,963 0.22%
S 230,000 $ 229,124 0.22%
S 230,000 $ 229,092 0.22%
S 230,000 $ 229,181 0.22%
S 230,000 $ 229,280 0.22%
S 230,000 $ 229,110 0.22%
$ 44,920,000 $ 44,653,694 42.03%
Ending Balance

$61,585,647 $61,585,647 57.97%

$106,505,647 $106,239,341 100.00%

Benchmark
Comparison




Southern Mono Healthcare District 3/7/2023
LAIF Investment

Balance as of January 31, 2022 75,000,000
Balance as of February 28, 2022 75,000,000
Balance as of March 31, 2022 75,000,000
Interest Payment 59,108
Interest Withdrawal (59,108)
Balance as of April 30, 2022 75,000,000
Balance as of May 31, 2022 75,000,000
Balance as of June 30, 2022 75,000,000
Interest Payment 140,433
Interest Withdrawal (140,433)
Balance as of July 31, 2022 75,000,000
Balance as of August 31, 2022 75,000,000
Balance as of September 30, 2022 75,000,000
Interest Payment 255,327
Interest Withdrawal (255,327)
Balance as of October 31, 2022 75,000,000
Balance as of November 30, 2022 75,000,000
Withdrawl 12/19 (7,000,000)
Withdrawl 12/23 (2,300,000)
Withdrawl 12/30 (700,000)
Balance as of December 31, 2022 65,000,000
Interest Payment 385,647
Withdrawl 01/30 (1,500,000)
Balance as of January 31, 2023 63,885,647
Withdrawl 02/10 (2,300,000)
Balance as of February 28, 2023 61,585,647

Z:\BankAccounts\LAIF\LAIF Activity.xlsx
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Thousands

Net Revenue

Net Patient Revenue
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Payer Mix
Medicare
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Net Revenue per Adjusted Patient Day

mmmm Current Year

Consolidated Summary, by payer
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YTDFY  Budget FY
FY 2019 FY 2020 FY 2021 FY 2022 Oct22 Nov22 Dec22 Jan23 Feb23 2023 2023
224% 268% 23.3% 26.0%| 236% 335% 2309% 223% 197% 225% 225%  262% 20.2%
211% 18.6% 18.9% 17.1%| 159% 179% 203% 184% 155% 168% 17.8%  16.8% 20.5%
21.5% 207% 19.7% 18.1%| 159% 17.5% 164% 205% 244% 215% 192%  19.7% 22.5%
26.0% 273% 29.8% 30.3%| 159% 243% 250% 2329% 340% 2317% 2349%  301% 29.5%
22%  20% 27% 27%| 159% 23% 12% 23% 13% 17% 17% 2.1% 2.7%
47%  46%  56% 57%| 159% 45% 6.1% 36% 50% 58%  4.0% 5.1% 4.6%
100.0% 100.0% 100.0% 100.0%] 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% _ 100.0% 100.0%
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52,342 285 $994.253 $391.233 $138.966 5714.432 54,581,169
$3,849.086  $1676,527  $1.341158 $584.071 1,753,624 9,204 467
$2,728,030 $919,660 $413,961 $441,846 805,389 5,308,887
$3.682.726 5898,352 $124.014 87,734 263.346 5.056,172
$742,336 $336,718 $308,283 $155,335 767,932 2,310,603
$5565,933 5647773 $503.268 5314 931 3.008.033 5,029,937
$13.900,397 55473283  §3.081.917 51,722 884 §7.312.755 $31.491.236
Percent of Dollars Over 120 Days 23.2%
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AMENDMENT #2 TO
AGREEMENT FOR EMPLOYMENT OF CHIEF EXECUTIVE OFFICER AND
HOSPITAL ADMINISTRATOR
SOUTHERN MONO HEALTHCARE DISTRICT
(MAMMOTH HOSPITAL)

This Amendment #2 pertains to the Employment Agreement referenced below and is made
this 19" day of January, 2023, at the Town of Mammoth Lakes, County of Mono, State of
California, by and between SOUTHERN MONO HEALTHCARE DISTRICT (the "DISTRICT"),
and THOMAS S. PARKER ("PARKER").

1. The DISTRICT and PARKER are parties to an AGREEMENT FOR
EMPLOYMENT OF CHIEF EXECUTIVE OFFICER AND HOSPITAL ADMINISTRATOR,
dated September 16, 2021 (the “Employment Agreement”).

2. After an extended annual CEO evaluation and review process by the DISTRICT
Board of Directors, the parties are amending and modifying the terms of the Employment
Agreement, as is provided for in this Amendment #2, and making the terms retroactive to the
effective anniversary date (December 1, 2022) for the CEO as was separately and previously
established by the Board of Directors.

3. The annual base salary in section 8.1 shall be increased by 3% from what was
provided for in Amendment #1 to Four Hundred Seventy Thousand, One Hundred Forty-Two and
40/100 Dollars ($470,142.40) as of the effective date of this Amendment #2 (December 1, 2022).

4. Except as otherwise provided for in this Amendment #2, all other terms and
provisions of the Employment Agreement shall remain in full force and effect.

***End of Text* * *

IN WITNESS WHEREOF, this Amendment #2 is executed and in effect as of the day and
year first above written.

SOUTHERN MONO HEALTHCARE DISTRICT

LAUR YC J:Zir_o\fthe Board

THOMASSS. WER
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Mammoth Hospital

Strategic Planning Session, February 16, 2023 — All Ideas

For FY24-25 Strategic Plan

HIGH RELIABILITY AND QUALITY OUTCOMES

Strategy Metric Goal Capital Operating Exp
Continue to create operational e Number of efficiency metrics Five metrics
efficiencies beyond OR start times e Improved performance of the Show 10%
new efficiency metrics improvement
in the five
Create more rigorous dashboards e Number of departments where 100%
for quality metrics quality dashboards are posted
e Number of easy QA Metrics Five
replaced with more
challenging metrics
e Number of departments with 100%

Pl measures

Pl measures improvement

5-10% in 80%
of the areas

Create a Shared Care Plan

Outcomes of a stakeholder
workgroup

Proposals
developed
Approved
proposals
implemented
across
departments

e Enhanced Analytics
o Interface of data,
gathering all

patients and health

Enhanced analytics: Move
Hospital into integrated data.
Put QA metrics into i2i (eg.
Readmission rates, BH




DRAFT

plan data from
outside
organizations

measures, discharges, count
NIH readmissions).

GROWTH AND CAPACITY
Strategy Metric Goal Capital Operating Exp
Explore Feasibility of and Urgent Time to produce feasibility study One year

Care

Keep North Wing project on
schedule (value engineering, the
less we borrow the better)

Design-Build timeline

Less than 10%
extension of
timeline.

Improve utilization of our specialty
clinic with the following
approaches:
e Throughput
e Virtual care
e Expand hours and days
e Move services to free up
capacity in Specialty
e Use of a temporary
structure
e Add capacity to Specialty
Clinic

Wait times for appointments

50% reduction or
down to four weeks

Maintain capacity in Family Med
through remodel

Wait times for appointments

Two weeks or less

Notes of Affirmation from group:
e Solve wait times before
adding to scope of services

e Commitment to serving the

community with inpatient
care.

N/A

From Quality Group -

Percent of patients seen in a month.

10%
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Meet BH needs in new ways to
increase capacity (how to we utilize
resources)

From Quality Group —
Research other billable ways to see
BH patients.

From Quality Group —

Operationalize care management Number of additional billing avenues Three
for XCM. (groups, classes, ED,
Med/Surg?)

Post-discharge performance: Percent of patients recommended for 90% -

Know more about what is
happening with scheduling
of appointment after
discharge

Move from sampling to
looking at all patients
discharged from inpatient
and ED

follow up that are seen within the
recommended time frame

Consider this be a
% improvement
over what it is now.
90% may be the
ultimate goal but
may not be realistic
in 1 or 2 years.

Chart Cleaning:

1.

Convene a group of
physicians representing the
various specialties to start
this project

Define process

Define what constitutes
cleaning

Establish time per chart for
cleaning

Project how much time it
will take to get through all
charts.

Projection done (step 4) —

Note: Resources used for this project
may not have knowledge to clean up.
Also, need buy-in from the Primary
Care physicians to get this off the
ground. Needs a lot more investigation
and consensus. Might be easier to
clean up specialty diagnosis or
conditions vs. chronic issues.

Yes/No —

100% in 1 or 2
years — may be too
optimistic
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FINANCIAL VIABILITY

Strategy

Metric

Goal

Capital

Operating Exp

Increase Cash Reserves to Fund
50% of the North Wing Project

Cash in excess of floor for operational
days-cash-on-hand

Increase to fund
50% of NWP over
next 5 years.

Enhance Revenue

e Percentage increase in Point of
Service collections

e Percentage increase in
supplemental funds

e Percentage increase in
philanthropic funds

e Percentage increase in grant
funds

Continue cost reduction work and
slow increases of cost:
e Reduced supply costs:
trauma implants
e Pharmaceutical costs
e Improve staff efficiencies
e Implement Centralized
Scheduling
e Evaluate existing purchased
services contracts (eg.
Snow removal)

e Percentage reduction in trauma
implant device costs

e Percentage reduction in
Purchased Services

e Percentage reduction in growth
of employee expenses (wages,
benefits, etc.)

Further develop financing plan for
North Wing including a strategy to
bridge the gap between our
financing and total cost

See above cash reserve measure

See above cash
reserve goal

Perform financial viability on all
new and expanded programs

supply pool)

Create NIH Shared Resources
(collaboration, workforce pool,
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From Recruitment and Retention
Group —
Grow Philanthropic Impact

FY24: Conduct feasibility study with 20
constituents to determine campaign
goal (philanthropic impact), assemble
campaign cabinet and identify chair.
FY25: Identify and solicit lead gifts for
North Wing Project

Initiate capital
campaign to
provide meaningful
support for the
North Wing Project

CUSTOMER EXPERIENCE AND RELATIONSHIPS

Maximum travel time for specialty care
for patients in our service area

Strategy Metric Goal Capital Operating Exp
Obtain more space for clinical Same day appointments within 24 90%
operations: hours
e Move PT to off-campus
location Same day appointments with 48 hours 100%
e Repurpose L&D space
e Lease or buy commercial
space and convert to
clinical use
Reduce the travel time to clinics Maximum travel time for primary care 45 minutes
for patients in our service area.
Maximum travel time for specialty care | 60 minutes
for patients in our service area
Reduce the travel time to clinics — Maximum travel time for primary care 45 minutes
for patients in our service area.
[Which specialties]
[How is our service area defined?] 60 minutes

Improve transparency of bills

Create helicopter landing closer to
the hospital
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POPULATION HEALTH AND WELLNESS

Strategy Metric Goal Capital Operating Exp
Create Coordinated Care Plan for Plan developed and communicated Yes/No
pregnant women receiving care at | publicly.
Mammoth Hospital and Northern
Inyo Healthcare District.
Improve Performance on Annual Percent of assigned Medicare patients 65%
Wellness Visits receiving an Annual Wellness Visit.

[This would

[Only 76% of our assigned lives use our
PCP’s in Family Med. Melanie is
working with Signify Health to address

translate to 85% of
our FM patients
getting an AWV —

this concern.] which is not
realistic. Consider
the QIP goal.]
Improve performance on Advance Percent of allocated Medicare patients | 50%
Care Planning with completed Advance Care Plan
Improve performance on Advance | Percent of allocated Medicare patients | 50%

Care Planning

with completed Advance Care Plan.

[As stated above if only 76% are getting
care from our PCP’s this will make this
very difficult.]

[Consider a %
improvement.]

Improve patients’ ability to manage
their chronic conditions through
provision of resources and
education.

Percent of high risk CCM patients (66)
and medium risk CCM patients (180)
contacted.

QIP — Establish agreement with NIH
for sharing medical record
information.

NIHD data can be accessed

Yes/No

Preventative screening:
e Progressively increase the
rate of colonoscopies and

mammograms.

Number of exams

Continue to meet
numbers currently
set
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e Let community know why
important.

e Publish in English and
Spanish

PHYSICIAN AND STAFF RETENTION

Strategy

Metric

Goal

Capital

Operating Exp

Reduce burnout/lower change
fatigue.

BETA Heart Scores

Provide opportunities for nursing
career development.

Number of Nurses in float role that can
work in three or more departments

Five

Prioritize EAP/mental health.

EAP Utilization by staff

10% increase

Increase Employee Fitness use.

Raise awareness of on-site fitness
center.

Childcare and Housing
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PROJECT MANAGEMENT SERVICES AGREEMENT

Between District and Project Manager

THIS AGREEMENT ("Agreement") is made as of March 17, 2023 ("Effective Date") between
Southern Mono Healthcare District d.b.a. Mammoth Hospital (“District”) and Kasa
Enterprises, LLC ("Project Manager") to provide construction project management services
("Services") pursuant to Government Code section 4525, et. seq. in connection with the
design and construction of the Mammoth Hospital Expansion Project ("Project").

By executing this Agreement, each of the Signatories represents that he or she has the
authority to bind the Party on whose behalf his or her execution is made.

District:

Southern Mono Healthcare District
d.b.a. Mammoth Hospital

85 Sierra Park Road

Mammoth Lake, CA 93546

By:

(Signature)

Name: Tom Parker, Chief Executive Officer

Telephone No. 760-924-4010
Facsimile No. 760-924-4104

Email. tom.parker@mammothhospital.com

Project Manager:
Kasa Enterprises, LLC
PO Box 3360

Stateline, NV 89449

By:

(Signature)
Name: Richard S. Kasa
Telephone No: 775-720-9685
Facsimile No. 775-384-2704
Email. Richard.kasa@kaserv.com

CA License No.: A543925

THE PARTIES AGREE TO THE FOLLOWING TERMS AND CONDITIONS.

Mammoth Hospital Expansion Project
PM Services Agreement

Initial: /
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1. DEFINITIONS

1.1 Defined Terms. Defined terms and titles of Exhibits will be capitalized
throughout the Agreement and any Exhibits to the Agreement. The definitions for this
Agreement are set forth in alphabetical order in Exhibit 1.

2. PROJECT DESCRIPTION AND RELATIONSHIP OF PARTIES

21 Project. The Project includes renovation of the existing Mammoth Hospital and
construction of new hospital additions and associated sitework. The work includes demolition of
HCAI building 00267 main hospital building 1, demolition of HCAI building 03698, and the
addition of a new wing connecting corridor north at building 03, demolition of HCAI building
05561 with a new wing connecting corridor south at building 04, and minor renovation of HCAI
building 03697 with new wing at building 2. There will also be construction of new HCAI
buildings 06859, 06860, and a new generator. The Project is subject to the Hospital Safety Act
of 1983, HCAI 1 jurisdiction. The CEQA process is complete.

2.2 Project Budget. The Project Budget for design and construction is
approximately $85 million. The Project Budget does not include Mammoth Hospital's soft costs
associated with entitlements, permits, development, preparation of the Partial Bridging
Documents, project management fees, insurance, etc. Those costs will be carried separately in
Mammoth Hospital's Budget.

23 Partial Bridging Documents. Partial Bridging Documents will be prepared by
Greenbough Design ("Bridging Architect"), and its tier-consultants for procurement of the Design
Builder.

24 Enabling Statutes and Project Delivery Method. This District is authorized to
retain construction project management services through Government Code sections 4525 et
seq. The Project will be delivered through design build pursuant to Health and Safety Code
section 32132.5 and California Public Contract Code section 22160, et seq.

25 Project Team. The Project Team will include the District, Project Manager,
Bridging Architect (initially during procurement), Design Builder and its design consultants and
Subcontractors, as well as the District's Separate Consultants and Separate Contractors.

2.6 Relationship of the Parties. Project Manager's relationship with the District is
that of an independent contractor and not as an agent, fiduciary, partner, member of, subsidiary
of, or otherwise affiliated with the District. The Project Manager is a consultant to the District
who has authority to monitor, facilitate, and coordinate the day-to-day activities on the Project
but the Project Manager does not have the authority to bind the District per Section 3.8.

2.7 Good Faith and Fair Dealing. Project Manager accepts the relationship of trust
and confidence and agrees to act in good faith and to exercise its skill and judgment in
furthering the interests of the District. Project Manager will furnish efficient business
administration and supervision related to coordination of design and construction on behalf of
the District, will collaborate with other Project Team members in the performance of their
respective tasks, and will use Project Manager's best efforts in performing all Services in the
most expeditious and economical manner consistent with the Contract Documents and the
District’s best interests.
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2.8 Direct Communications. Project Manager may communicate directly with other
Project Team members in furthering the best interests of the Project. However, Project
Manager must keep the District in the loop when having direct communications with the
Separate Consultants, Separate Contractors, or the Design Builder. Communications with
Design Builder's Subcontractors and design consultants will be through the Design Builder but
Project Manager may copy Subcontractors or design consultants on all such communications.

3. SERVICES

31 Scope. Project Manager will assist the District with coordination of the Bridging
Architect and its tier consultants to complete the Partial Bridging Documents, procurement of
the Design Builder and other necessary Separate Consultants and Separate Contractors, and to
help the District oversee and manage the design, validation, and construction process during all
phases of the Project, including commissioning and close-out. The Project Manager's Services
are described more fully in Exhibit 2. All Services will be performed in accordance with the
Contract Documents.

3.2 Licensing and Experience Requirements. Project Manager warrants that it
meets the licensing requirements of Government Code section 4525(e) and the experience
requirements of Government Code section 4529.5, and is authorized to do business in the State
of California.

3.3 Standard of Care. Project Manager will timely perform its Services using skill
and judgment consistent with the degree of care ordinarily used by competent project managers
who meet the licensing and experience requirements set forth in Section 3.2 and provide
construction project management services for healthcare projects of similar size, scope,
location, and complexity in California.

34 Legal Compliance. Project Manager agrees to comply with all federal, state,
municipal and local laws, ordinances, rules, regulations, building codes and standards, orders,
notices and requirements applicable to its Services on the Project.

3.4.1 Hospital Safety Act of 1983. This Project is subject to the Hospital
Safety Act of 1983 as an HCAI-1 level facility. Project Manager acknowledges that it is familiar
with all provisions and the applicable duties under the Hospital Safety Act of 1983 and can
assist the District and Design Builder with facilitation through HCAI processes and procedures.
Project Manager will notify the District if it believes Project Team members are not complying
with the Act.

3.5 Project Staffing and Key Personnel. Project Manager's personnel, their
respective positions, and the Billable Rates will be designated in Exhibit 3A. The Project
Manager must also identify its key personnel in Exhibit 3A. Unless otherwise requested by the
District, the key personnel who were disclosed in Project Manager's proposal in response to the
Request for Proposal cannot be removed from, or additional personnel added to, the Project
without prior written consent of the District except for death, disability, or departure of person
from employment. If a replacement is necessary, the proposed key personnel will have
substantially equivalent or better qualifications than the former principal or employee, and all
candidates are subject to final approval by the District. Non-compliance with this Section
constitutes a material breach of contract.
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3.5.1 Principal. Project Manager will name a principal whose duties include,
without limitation, directing and coordinating the Services of Project Manager. The principal will
represent Project Manager, and all communications given to the principal will be deemed to
have been delivered to Project Manager. The principal identified in Exhibit 3A is key personnel.

3.6 Resource Loaded Work Plan. Project Manager will provide a Resource Loaded
Work Plan ("RLWP") (Exhibit 3C) identifying its staff members and allocating portions of its Fee
based on each staff member, broken down by phase, and spread over the Contract Time. The
RLWP will be maintained in a format approved by the District and will be used as a
management tool when evaluating Project Manager's payment applications and adjustments in
compensation.

3.7 District's Approvals. All requests for approval must be in writing. District
approval will be in accordance with Section 4.3. An approval by the District of any Services will
not relieve Project Manager from its obligations or liabilities for the technical or professional
adequacy of its Services.

3.8 Project Manager’s Authority. The Project Manager has the authority to order
minor changes in the Work that do not impact the Design Builder’s contract time or contract
price; to reject Design Builder's Work that does not comply with the Partial Bridging Documents
or Construction Documents; to participate in the preparation of punch list items for correction
upon substantial completion and final completion; and other tasks to fulfill Project Manager’s
Services. Minor revisions may be made through responses to requests for information or other
such clarifications. Interpretations and decisions of Project Manager will be consistent with the
intent and reasonably inferable from the Contract Documents. The Project Manager will review
Design Builder's, Separate Consultants', and Separate Contractors' payment applications,
change order requests, and schedule updates, and make recommendations to the District for
approval or disapproval, and may provide construction change directives for signature by the
District.

4, DISTRICT’S RESPONSIBILITIES

4.1 Information and Documents. The District will provide information regarding
requirements for the Project, including preliminary design documents, geotechnical and
environmental impact reports, schedule requirements, budget constraints and other criteria.
The District Provided Documents are set forth in Exhibit 6.

4.2 Permits and Fees. The District will secure and pay for all permits, approval,
easements, assessments and fees required for the development, construction, use or
occupancy of the Project.

4.3 District's Representative. The District's designated representative is Mark Lind,
Chief Operating Officer. Mr. Lind is authorized to act on the District's behalf with respect to the
daily operations of the Project and is authorized to approve changes in the Services that affect
the cost of the Services, up to an amount of $25,000 per occurrence with a total cumulative
amount of $75,000. Any request exceeding a cumulative amount of $75,000 will require the
District’s Board of Directors approval and must be timely submitted to the District by the Project
Manager in order to allow proper consideration during the board's regularly scheduled meetings.
The District's representatives will render decisions in a timely manner pertaining to documents
submitted by the Project Manager in order to avoid unreasonable delay in the progress of the
Project Manager's Services and the Work.
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4.4 District's Budget. The District will provide information to Project Manager for
development and maintenance of the District's Budget.

4.5 Design Builder. The District will retain a Design Builder for design and
construction of the Project. The terms and conditions of the agreement between the District and
Design Builder, as amended, will be furnished to the Project Manager. The Project Manager will
not be responsible for acts or omissions by Design Builder or its design consultants or
Subcontractors.

4.6 Test and Inspections. The District will be financially responsible for all third
party testing, inspections, or commissioning.

4.7 Legal Accounting and Insurance Services. The District will furnish legal,
accounting and insurance counseling services as may be necessary for the Project, including
auditing services, that the District may require to verify applications for payment or to ascertain
how or for what purposes the money paid by or on behalf of the District has been used.
However, Project Manager is responsible for its own legal and insurance counseling.

4.8 Proposal Advertisement. The District will pay for advertisements for proposals
as may be required for procurement of the Design Builder, Separate Consultants, or Separate
Contractors, as may be required.

4.9 Separate Contracts. The District reserves the right to perform administration
and operations related to the Project with the District's own forces, and to award contracts in
connection with the Project. The Project Manager will notify the District if any such independent
action will interfere with the Project Manager's ability to perform its Services under this
Agreement.

5. COMPENSATION

5.1 Project Manager's Fee. The Project Manager will be paid based on the cost of
the Services performed by Project Manager per the Billable Rates set forth in Exhibit 3A and an
allowance for Reimbursable Expenses incurred per the terms and conditions set forth in
Exhibit 3B ("Fee"), up to the Not-to-Exceed Amount set forth in Exhibit 3C. The Billable Rates
will be calculated based on the terms and conditions set forth in Exhibit 3B and must include
overhead, burden, and profit. Payment will be calculated by multiplying the Billable Rates by
the number of hours spent performing the Services. In addition to payment based on the
Billable Rates, the Project Manager will be reimbursed at actual cost (without mark-up) for those
Reimbursable Expenses defined in Exhibit 3B. All other costs are excluded and Project
Manager will not be compensated beyond the NTE Amount for completion of the Services
unless a Change Order is executed under Article 7 of this Agreement for adjustment to the
Reimbursable Expenses allowance, additional services, or an extension of the Contract Time.
All unspent amounts accrue 100% to the District.

6. PAYMENT

6.1 Payment Applications. Certified payment applications will be prepared by
Project Manager in the format agreed to by the District Representative. The period covered by
each payment application will be one calendar month. The payment application will include an
itemized breakdown of the Services performed for that particular period and itemized
Reimbursable Expenses, including additional services performed per approved Change Orders.
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All Reimbursable Expenses must be supported by sufficient documentation such as receipts,
invoices, etc., substantiating the amount requested.

6.2 Progress Payments. Project Manager's payment applications will be submitted
within 5 business days of the end of the semimonthly billing period for review by the District.
The District Representative and Project Manager will attempt to resolve any disagreements
regarding amounts before processing the application. The District will make payment for all
approved amounts within 30 days of approval of a payment application. In taking action on
payment applications, the District Representative may rely on the accuracy and completeness
of the information furnished by the Project Manager in its payment request.

6.3 Right to Withhold. District Representative may refuse to approve a payment
application, in whole or in part, or, because of subsequently discovered evidence, or
subsequent observations that may nullify the whole or any part of a prior payment application to
the extent the District determines it is necessary to protect the District from loss due to, among
other things, deficient Services or failure to perform Services in accordance with the Contract
Documents; disputed amounts; third party claims against the District allegedly arising from the
Services; or reasonable doubt that the Services can be completed within the NTE Amount set
forth in Section Exhibit 3C, as adjusted through approved Change Order.

6.4 Final Payment. The District will make final payment to the Project Manager after
completion of the Services, and within 30 days of receipt of an approved payment application for
final payment.

6.5 No Waiver. Payment by the District will not constitute approval or acceptance of
any Services included in the payment application or final acceptance or approval of that portion
of the Services.

6.6 No Right to Stop Services. If Project Manager disputes any determination with
respect to a payment application, Project Manager will nevertheless expeditiously continue to
prosecute the Services, provided that undisputed amounts are timely paid. The District will not
be deemed to be in default or breach of contract for withholding of any payment under
Section 6.3. Project Manager may submit unresolved payment disputes as a Claim under
Article 10.

6.7 Audit Right. The District may audit Project Manager's Project records at any
time throughout the duration of the Project and for a period up to 4 years after final completion
of the Project upon 10 business days' written notice. The audit will take place during normal
business hours and will be coordinated with Project Manager. Project Manager will produce all
records related to its Fee, as amended, payment applications, as well as any other Project
records deemed necessary by the District or District Representative to substantiate charges
related to the Services. Should the audit indicate that Project Manager's records were
fraudulently or negligently prepared or maintained, the District reserves the right to seek
damages and legal remedies from Project Manager.

6.8 Medicare Audit. Upon written request of the District, the Project Manager will
make available to the Secretary of Health and Human Services or the Comptroller General or
any of their duly authorized representatives this Agreement and books, documents and records
of Project Manager that are necessary to verify the nature and extent of the cost of the Services
provided hereunder for a period of 4 years from the furnishing of such Services when required
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by Section 952 of the Omnibus Budget Reconciliation Act of 1980 and the regulations
promulgated thereunder.

7. CHANGES IN SERVICES

71 Change Orders. A Change Order is a mutually agreed written order adjusting
the Project Manager's Services, Contract Time, or NTE Amount. Changes will only be
authorized by an executed Change Order and performed under the applicable conditions of the
Contract Documents. A Change Order signed by the Project Manager indicates the Project
Manager's agreement to the adjustment in its compensation and fully and completely resolves
any Claim by Project Manager for additional compensation arising from or related to the
additional services required as a result of the change, or an extension of the Contract Time.
Additional compensation will only be allowed to the extent that the Reimbursable Expenses
allowance has been exceeded, if a changed condition requires additional services, or if the
Contract Time is extended, and provided that the additional services or extension of time is not
due to any negligent act or omission of the Project Manager in rendering its Services. Upon
procurement of the Design Builder the NTE Amount and Contract Time will be adjusted through
additive or deductive change order (as applicable) if the time frame for procurement of the
Design Builder and the Design Builder's Project Schedule combined differ from the 50 month
period.

7.2 Changes. Project Manager must submit pricing to the District within 10 business
days of discovering facts or circumstances giving rise to the change. If Project Manager does
not timely request adjustment of its NTE Amount set forth in Exhibit 3C or Contract Time,
Project Manager’s Claim for adjustment will be waived. Change requests must comply with the
Billable Rates and Reimbursable Expenses set forth in Exhibit 3A and Exhibit 3B.

7.3 Submission. All Claims for additional compensation to the Project Manager will
be presented in writing to the District Representative and approved by the District before the
expense is incurred. The District Representative will review all requests for additional
compensation (including additional services for an extension of the Contract Time) within 10
business days of receipt and make a recommendation to the District on whether or not to
proceed with the additional services.

7.4 Pricing. Project Manager will provide a not-to-exceed amount for the additional
services per the Billable Rates (Exhibit 3B) plus a not-to-exceed amount for additional
Reimbursable Expenses directly related to the additional services (including extensions of the
Contract Time). Upon approval, the NTE Amount will be adjusted. Project Manager will keep
and present an itemized summary of the additional services performed on an employee and
task basis, and will itemize additional Reimbursable Expenses and present receipts (as
applicable). Project Manager will be paid the actual cost for Services rendered in accordance
with Article 6.

7.5 Continued Performance. No Services will be allowed to lag pending the
adjustment through Change Order, but will be promptly executed as directed, even if a dispute
arises. Disputes regarding Change Orders will be resolved in accordance with Article 10.
Failure to properly execute the Services as directed by the District or District Representative will
constitute a material breach of contract.
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8. INDEMNIFICATION AND DEFENSE

8.1 Indemnification. To the fullest extent permitted by law, Project Manager will
defend, indemnify, and hold harmless the District, its Board of Directors, officers, agents, and
employees ("Indemnitees") from and against any and all claims, losses, damages, liabilities, and
expenses (including legal, expert witness, and consulting fees and costs) arising out of, or
resulting from, the performance of Services, bodily injury (including disease, sickness, and
death) or damage to tangible property, but only to the extent the claims against the Indemnitees
arise out of, pertain to, or relate to the negligence, recklessness, or willful misconduct of the
Project Manager, its employees, or anyone directly or indirectly employed by Project Manager
for whose acts Project Manager may be liable.

8.2 Duty to Defend. Project Manager will defend (with counsel acceptable to the
District) all claims as defined in Section 8.1 at its own cost and expense and satisfy any
judgment or decree that may be rendered against any Indemnitee arising out of a claim, and
reimburse Indemnitee(s) for any and all attorney's, expert witness, and consulting fees and
expenses incurred in connection with the claim or in enforcing the indemnity and defense
granted by Sections 8.1 and 8.2.

8.3 Enforcement. Nothing contained in this Article 8 will be construed to impose
any obligation in conflict with current California state law. In the event of a conflict with
California State law, as may be amended, the Agreement will be modified to allow
indemnification and defense by Project Manager to the greatest extent permitted by law.

9. INSURANCE

9.1 Requirements. The Project Manager will carry the insurance required in
Exhibit 4. Proof of appropriate insurance, including endorsements of additional insureds as
required per Exhibit 4 must be submitted to the District Representative before commencement
of the Services. Project Manager will provide additional insured status to the District, and any
other entities or persons set forth in Exhibit 4 on all required coverage except for workers'
compensation and professional liability policies.

10. CLAIMS AND DISPUTES

10.1 Notice of Claim. Either Party may initiate the dispute resolution procedures by
providing a notice of Claim. All notices must include a detailed factual narrative of events fully
describing the nature and circumstances giving rise to the Claim, including, a detailed
breakdown of the amount of damages or costs associated with the Claim. The notice will be
submitted within 10 days following the discovery of the occurrence of the event or condition or
circumstance giving rise to the dispute, whichever is later. Under no circumstances will a Claim
be made if it is barred by applicable statutes of limitation or repose.

10.2 Continuation of the Services. Project Manager must continue to diligently
perform its Services during the pendency of the Claim or dispute resolution process and the
District will continue to make payments for all undisputed Services.

10.3 Business Negotiation. The parties will endeavor to first resolve their disputes
through business negotiation. The business negotiation will be a face-to-face business meeting
between senior management for all entities involved in the Claim. The parties will coordinate
and schedule the meeting within 10 business days of notice. Legal representation is not
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permitted. All decisions will be recorded in writing and signed by the District, Project Manager,
and other necessary parties. If the dispute is not resolved through business negotiations, either
Party may request mediation of the dispute in writing.

10.4 Mediation. If the dispute is not resolved by the conclusion of business
negotiations, either Project Manager or District may demand mediation of the dispute in writing.
The parties will jointly select a mediator who is a construction attorney with at least 10 years of
experience in resolving disputes for construction projects. Each party to the dispute will give the
mediator a written statement regarding the asserted Claims, and the mediator may inspect the
Project site and other information reasonably required to understand the factual and legal basis
of the dispute. The mediator will schedule a mediation session within 60 calendar days of the
parties' agreement to mediate unless the parties mutually agree to another time frame.
Representatives from each party who have authority to resolve the dispute, together with any
other party who has an interest in the dispute, will attend the mediation. All parties involved in
the dispute will bear the cost of mediation equally. Before the mediation, each party will execute
a disclosure confirming that each party understands the confidential nature of the mediation
proceedings and materials pursuant to California Evidence Code section 1129. The mediation
process must be completed within 90 days of the parties’ agreement to mediate, unless the
parties mutually agree to extend the mediation period. If, as a result of the mediation, a
negotiated settlement is reached, the parties will enter into a written settlement agreement that
will be enforceable in a court of competent jurisdiction.

10.5 Government Code Claim. If mediation is unsuccessful Project Manager must
submit a government claim pursuant to Government Code section 910 et seq. if it wishes to
pursue its Claim and initiate a civil action.

10.6 Joinder. Project Manager agrees to be joined in any litigation or arbitration
between District and any person or entity involving a dispute that relates to the Project if claims
for or against the Project Manager or District arise from the same, substantially the same, or
interrelated facts, issues, or incidents relating to the Project, or where separate dispute
resolution processes create a risk of inconsistent awards or results. The joinder may include,
but is not limited to, participating in mediation, judicial arbitration, or litigation held pursuant to
Public Contract Code sections 9204 and 20104-20104.6 that relates to the Project.

11. TERMINATION

11.1  Termination of the Project Manager for Convenience. The District may
terminate this Agreement for convenience upon 10 calendar days' prior written notice at any
time before completion of the Services. Upon termination, the District will pay Project Manager
the earned portion of its Fee (billable amounts and Reimbursable Expenses per Article 5) as of
the effective date of termination. Project Manager expressly waives any claims for
consequential damages, including anticipated lost profits and unabsorbed overhead. The notice
will state the effective date of termination. All payments under this Section are subject to the
payment provisions in Article 6. All disputes over termination will be resolved under Article 10.

11.2 Termination of the Project Manager for Cause. The District may terminate
this Agreement for material breach of any term or conditions of the Contract Documents upon
10 calendar days' written notice unless Project Manager has commenced curing its breach to
the District's satisfaction. The notice will set forth the reason for termination and the effective
date of termination. If the District terminates this Agreement for cause, Project Manager will not
be entitled to receive any further payments until 35 calendar days after final completion of the

Mammoth Hospital Expansion Project
PM Services Agreement
Page 8 of 11 Initial: /



Project, and only to the extent that the cost of completing the Services does not exceed the
remaining NTE Amount. If the NTE Amount is not exceeded, Project Manager will be entitled to
payment for all undisputed Services performed prior to the date of termination less any costs or
expenses anticipated or projected by the District to satisfy any claims arising out of, or services
required for, curing the breach. Nothing stated in this paragraph will prevent the District from
pursuing and recovering any damages allowed by law from Project Manager arising out of the
breach of the Contract Documents. [f a court of competent jurisdiction deems that termination
of this Agreement was wrongful or otherwise improper, the termination will be deemed a
termination for convenience under Section 11.1. All disputes over termination will be resolved
under Article 10.

11.3 Termination by Project Manager for Cause. Project Manager may terminate
this Agreement upon 30 calendar days' written notice if the District fails to make payment to
Project Manager in accordance with this Agreement and cannot provide evidence substantiating
that financial arrangements have been made to make payment. Project Manager will be
compensated as if the Services were terminated by the District for convenience under
Section 11.1.

11.4 Termination by Project Manager for Convenience. Project Manager may
terminate this Agreement for convenience upon sixty (60) calendar days' prior written notice at any
time before completion of the Services. The notice will state the effective date of termination. If
Project Manager chooses to exercise this termination right, Project Manager shall assist the
District with finding a substitute project management service provider, shall provide any and all
work product and information related to the Services to the selected substitute service provider,
and work with the selected substitute as needed to ensure a seamless transition (“Transition
Services"). Such Transition Services shall be provided at no cost to the District. All disputes over
termination will be resolved under Article 10.

12. MISCELLANEOUS PROVISIONS

12.1 Confidentiality. Project Manager will keep information provided by the District
or made available to Project Manager during performance of the Services confidential, and will
not disclose confidential information to persons or entities other than as necessary to perform
the Services.

12.2 Governing Law. This Agreement will be governed and construed under the
laws of the State of California without giving effect to any choice of law or rule of conflict that
would cause the application of the laws of any other jurisdiction. Each of the Parties agrees that
the exclusive venue for any action will be in the applicable court in Mono County, California.

12.3 Assignment. The District and Project Manager respectively bind themselves,
their partners, successors, assignees, and legal representatives to the other Party to this
Agreement. Project Manager may not assign this Agreement. Upon notice, the District may
assign this Agreement to any lender in obtaining Project financing, and Project Manager will
cooperate with the District and execute required assignment and subordination agreements.

12.4 Interpretation and Severability. This Agreement's terms and conditions will be
interpreted according to their plain meaning, and not strictly for or against either the District or
Project Manager. Any contrary rule of construction or interpretation will be of no force or effect
with respect to this Agreement. If a court of competent jurisdiction finds any term or provision of
this Agreement to be void or unenforceable for any reason, the term or provision will be
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amended to comply with the law. If a term or condition is severed, the remainder of the
Agreement will remain in full force and effect to the maximum extent permitted by law and
consistent with the District’'s and Project Manager's overall intent.

12.5 Notices. Any notice required to be given by Section 10.1 will be in writing and
deemed effective upon: (i) the date of personal delivery; (ii) 3 business days after being sent via
registered or certified mail with a return receipt requested,; (iii) 2 business day after being sent
by overnight commercial courier providing next-business-day delivery; or (iv) the date sent by
email before 5:00 p.m. local time on a business day and provided notice is also sent via certified
mail or overnight. Delivery by email is not deemed effective if the sender receives an
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automated reply indicating that the email was not delivered to the intended recipient or that the
intended recipient was out of the office. All other notices required under this Agreement may be
sent by email only or any of those methods. Notices will be addressed to the following
respective parties:

District: Project Manager:

Mark Lind, Chief Operating Officer Richard Kasa

Mammoth Hospital Kasa Enterprises, LLC

85 Sierra Park Road PO Box 3360

Mammoth Lakes, CA 93546 Stateline, NV 89449

Telephone: 760-924-4021 Telephone: 775-384-2704
mark.lind@mammothhospital.com Email: richard.kasa@kaserv.com
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12.6 Third Party Beneficiaries. Nothing contained in this Agreement creates a
contractual relationship with, or a cause of action in favor of, a third party against the District or
the Project Manager. The Parties acknowledge and agree that the obligations of the Project
Manager are solely for the benefit of the District and are not intended in any respect to benefit
any third parties.

12.7 Rights and Remedies. All rights and remedies under the Contract Documents
will be cumulative and in addition to, and not in limitation of, all other rights and remedies of the
Parties under the Contract Documents or otherwise available at law or in equity.

12.8 Survival. The following provisions will survive termination of this Agreement or
completion of the Services: Sections 3.2, 3.3, 6.7, and 6.8, and Articles 8 through 12.

12.9 Waiver. Unless otherwise indicated in this Agreement, the District's and Project
Manager's action or failure to act will not waive any right or duty it has under the Agreement,
and such action or failure to act will not be an approval of or acquiescence in a breach of the
Agreement unless specifically agreed to in writing by the Party.

12.10 Counterparts. This Agreement may be executed in counterparts, each of which
will be deemed an original. When proving this Agreement, it will only be necessary to produce
or account for the counterpart signed by the Party against whom enforcement is sought.
Electronic copies or photocopies of this Agreement showing the true signatures may be used for
all purposes as originals.

12.11 Interest. Payments due and unpaid under this Agreement will bear interest from
the date payment is due at 3.0% per annum.

12.12 Attorneys' Fees. If the District or Project Manager commences an action or
dispute resolution process in accordance with the terms and provisions of this Agreement
against the other Party for Claims arising out of or in connection with the Contract Documents,
the prevailing Party will be entitled to recover all reasonable attorneys' fees and costs (including
charges and expenses related to the suit, expert witness, and consultants' fees) as may be
determined by a court with competent jurisdiction.

12.13 Equal Employment. Pursuant to Labor Code section 1735, the Fair
Employment and Housing Act (Gov. Code section 12900 et seq.), California Administrative
Code, Title 2, sections 7285 et seq., Government Code sections 11135-11139.5, and other
applicable law, the Project Manager will not discriminate against any employee or
applicant for employment because of race, color, religion, sex, national origin, age, political
affiliation, marital status, or disability on this Project. The Project Manager will take
affirmative action to ensure that employees are treated during employment or training
without regard to their race, color, religion, sex, national origin, age, political affiliation,
marital status, or disability. Project Manager will maintain policies in compliance with
California state and federal law regarding equal employment opportunities throughout the
duration of this Project.

12.14 Gratuities. Project Manager warrants that it has not offered or given any
gratuities (in the form of entertainment, gifts, or otherwise) to any official, employee, or agent of
the District in an attempt to secure this contract or favorable treatment in awarding, amending,
or making any determinations related to the performance of the Services under this Agreement.
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12.15 Conflict of Interest. Project Manager will comply with the District's Conflict of
Interest Policy and Procedures set forth in Exhibit 6B.

12.16 Drug Free Workplace. Project Manager certifies that it has complied with
Government Code section 8355 relating to a drug free workplace and will comply with the
requirements included in the safety program.

12.17 Exhibits. The Exhibits listed in the table of exhibits are incorporated into this
Agreement by reference as though set forth in full.

12.18 Electronic Signature. The Parties agree that a "Digital Signature" as defined
under Government Code section 16.5 and California Code of Regulations section 22000 is an
acceptable form of signature for written communications with the District and will have the same
force and effect as the use of a manual signature provided that the Digital Signature is: (i)
unique to the person using it; (ii) capable of verification; (iii) under the sole control of the person
using it; and (iv) linked to the data in such a manner that if the data are changed, the Digital
Signature will be invalidated. In order to be valid, the Digital Signature must be created by an
acceptable technology as defined in California Code of Regulations section 22001 et. seq.

12.19 Legal Citations. Legal citations to statutory requirements are included in the
Agreement for convenience and an omission of any statutory requirement will not relieve the
Project Manager from compliance with applicable law.

12.20 Entire Agreement. The Contract Documents as defined in Exhibit 1 form the
entire contract between the District and Project Manager and supersede all prior oral and other
written negotiations, representations, or agreements between the District and Project Manager
with respect to the Services performed for this Project.

Mammoth Hospital Expansion Project
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EXHIBIT 1

DEFINITIONS
1. "Agreement" means the written contract between the District and Project
Manager inclusive of all Exhibits.
2. "Amendment" is a document executed by the Signatories that amends the

terms and/or conditions of this Agreement.
3. "Billable Rates" are set forth in Exhibit 3A.

4. "Change Order" a written order that increases or decreases the Not-to-Exceed
Amount for Fee set forth in Exhibit 3C due to a change in the scope of Services, reconciles the
allowance amount for Reimbursable Expenses, or provides an extension in Contract Time. In
order to be valid, a Change Order must be signed by the District's Signatory and Project
Manager's Signatory.

5. "Claim" is an unresolved dispute among the Parties, which may include other
Project Team members through joinder, involving monetary or equitable relief that arises out of
or relates to the Project, Contract Documents, performance of the Services or Work,
indemnification, or third party claims for personal injury or property damage.

6. "Construction Documents" means the 2-D Drawings and Specifications
developed by the Design Builder that are approved and permitted for construction by
Governmental Authorities, any clarifications through responses to requests for information,
design sketches, or other such clarifications issued post-permit, and any modifications through
executed change orders with the Design Builder.

7. "Contract Documents" includes the Agreement (inclusive of all Exhibits), the
Partial Bridging Documents, Construction Documents, and any subsequent modifications
through executed Amendments or Change Orders.

8. "Contract Time" is 50 months from the Effective Date of the Agreement.

9. "Design Builder" is the California state licensed general contractor that is
responsible for performing design services and construction work in accordance with the
Design-Build Agreement.

10. "Design-Build Agreement" is the contract between the Design Builder and the
District for design, construction, and commissioning of the Project.

1. "District's Budget" is the District's cost model for owner costs associated with
entitlements, permits, development, insurance, fixtures, furnishings, and equipment, IT, etc.,
Separate Contractors, Separate Consultants, Project Manager, Partial Bridging Documents, and
design and construction of the Project.

12. "District Representative" is the person who acts on behalf of the District, as set
forth in Section 4.3.

13. "District" is the Southern Mono Healthcare District, which is the owner of the
Project. The District is also referred to as Mammoth Hospital in this Agreement.

Mammoth Hospital Expansion Project Exhibit 1: Definitions
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14. "Drawings" means the 2-dimensional graphic illustrating the design, how the
buildings are situated on the site, and the location, building elevations, plan views, dimensions,
and details of the Work.

15. "Effective Date" is the date set forth in the Agreement that the Parties agree the
Agreement was executed.

16. "Fee" is the total amount that Project Manager will be compensated for
performance of the Services, not in excess of the Not-to-Exceed Amount set forth in Exhibit 3C,
including all compensation for Project Manager's employees, all Reimbursable Expenses,
overhead, profit and based on the Contract Time.

17. "Guaranteed Maximum Price" or "GMP" is the Design Builder's guaranteed
cost for designing and constructing the Project.

18. "Governmental Authority"” or "Governmental Authorities™ means any and all
federal, state, county, or municipal boards, departments, courts, offices, or agencies that are
providing funding or have jurisdiction over the Project.

19. "HCAI" is the California Department of Health Care Access and Information.
20. "Not-to-Exceed Amount™” or "NTE Amount" is the maximum Fee that the
Project Manager will be compensated for performance of the Services. An allowance for

Reimbursable Expenses per Article 5 is included in the NTE Amount.

21, "Partial Bridging Documents" means the drawings and specifications
developed by the Bridging Architect that will be used for procurement of the Design Builder.

22, "Party" means either the District or Project Manager and "Parties" refers to the
District and Project Manager collectively.

23. "Project" is Mammoth Hospital Expansion as described in Section 2.1 of the
Agreement.
24, "Project Budget" is the amount of money that the District has to spend for

design and construction of the Project.

25. "Project Manager" means the California State licensed general contractor,
architect, or registered engineer who is responsible for performing the Services described in
Exhibit 2, and in accordance with the Contract Documents.

26. "Project Schedule" is the Design Builder's most current, approved, schedule for
designing, constructing, and commissioning the Project.

27. "Project Team" includes the District, Project Manager, Bridging Architect,
Design Builder and its design consultants and Subcontractors, as well as the District's Separate
Consultants and Separate Contractors.

28. "Reimbursable Expenses" are the items subject to reimbursement set forth in
Exhibit 3B.
Mammoth Hospital Expansion Project Exhibit 1: Definitions
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29. "Resource Loaded Work Plan" is the cost loaded staffing plan prepared by the
Project Manager allocating its NTE Amount broken down by phase and spread over the duration
of the Contract Time.

30. "Separate Consultants" means those consultants, other than Project Manager
or Design Builder, who enter into a direct agreement with the District to perform services related
to this Project. The Bridging Architect is a Separate Consultant.

31. "Separate Contractor” means those contractors, vendors, or consultants, other
than Project Manager or Design Builder, that enter into a direct agreement with the District to
perform work or services related to a Project.

32. "Services" are all services performed by Project Manager under this Agreement
including any additional services amended into the Agreement through executed Change Order.

33. "Signatory" or "Signatories" are those persons authorized by the District and
Project Manager to execute this Agreement, any Amendments, and any Change Orders.

34, "Specifications" are the written requirements for materials, equipment, systems,
standards, execution, and workmanship for the Work, and performance of related services.

35. "Subcontractor(s)" are those trade contractors in direct privity of contract with
Design Builder.

36. "Work™ means all design services, preconstruction services, labor, materials,
equipment, and appurtenances required of the Design Builder and its consultants and
Subcontractors, as well as the District's Separate Contractors and Separate Consultants to
properly design, construct, and commission the Project in accordance with the permitted, final
Construction Documents and other design documentation prepared by Separate Consultants
that may or may not be incorporated into the Construction Documents but that include work
required for completion of the Project.
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EXHIBIT 2
SCOPE OF SERVICES

1. BRIDGING DOCUMENTS

11 Additional Studies. The Project Manager will assist the District in drafting
scopes of service for additional studies of site in conformance with Project needs and with
District policy.

1.2 Completion of Partial Bridging Documents. The Project Manager will provide
coordination among the District, Bridging Architect and District's Separate Consultants and
support to assist in completion of the Partial Bridging Documents.

1.3 District’s Budget. Project Manager will assist the District with development of
the District’s Budget. The Project Manager will maintain and manage the District’'s Budget
throughout the duration of the Project. The District's Budget will include a detailed estimate of
the cost of design and construction based on the Preliminary Design Documents and, when
available, the Partial Bridging Documents. It is recognized, however, that neither the Project
Manager nor the District has control over the actual cost of labor, materials or equipment, over
Design Builder's methods of determining bid prices, or over competitive bidding, market or
negotiating conditions, and that Project Manager is not guaranteeing cost estimates or
projections that it prepares with respect to design and construction.

14 Utilities. The Project Manager will assist the District in coordination of utilities for
service at the Project site.

1.5 Agency Regulations and Approvals. The Project Manager will assist the
District with obtaining necessary Governmental Authority approvals and compliance with any
Governmental Authority regulations and procedures. However, the Design Builder will be
responsible for obtaining HCAI approvals and compliance with any HCAI regulations and
procedures. The Project Manager will provide assistance, track and coordinate with Design
Builder for the HCAI Permits.

1.6 Milestone Schedule. The Project Manager will collaborate with the District in
preparation of an initial milestone schedule that will include projections for Governmental
Authority approvals, for completion of Partial Bridging Documents, procurement of Design
Builder and necessary Separate Contractors and Separate Consultants, completion of design,
HCAI approval, permit, construction, commissioning, and patient licensing.

2. BIDDING

21 Coordination with Legal Counsel. Project Manager will collaborate with the
District's legal counsel to develop procedures for procuring the Design Builder, and other
Separate Consultant or Separate Contractor procurements, and will work closely with the
District's legal counsel in developing the Request for Qualifications and Request for Proposals
for each necessary procurement.

2.2 Solicitation of Bids. Project Manager will assist the District and its legal
counsel with solicitation of Design Builder. At a minimum, the Project Manager will:
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2.2.1 Develop bidders' interest in the Project.
2.2.2 Assist the District with public notice and advertising for solicitation of bids.
2.2.3 Review and provide comments to draft the Design-Build Agreement.

2.2.4 Assist with development of Design Builder’s scope of work and issue
bidding documents to qualified, interested bidders.

2.2.5 Facilitate pre-bid conferences and assist the District in answering bidders'
questions.

2.2.6 Assist the District with notice of award.

23 District’s Separate Contractor Bids. For construction that is not included
within the scope of the Design-Build Agreement, the Project Manager will make
recommendations for developing bid packages, and assist in the advertising, pre-qualification,
and award of these contracts. The Project Manager will assist the District with procurement of
and coordination of fixture, furnishings, and equipment, art, IT, and other owner furnished items,
and will be responsible for developing bid packages, and assist in the advertising, pre-
qualification, and award of these contracts. The Project Manager will manage the work of the
Separate Contractors on District's behalf and assist with coordination between District's
Separate Contractors and the Design Builder.

24 Separate Consultants and Laboratories. Project Manager will make
recommendations to the District regarding selecting, retaining, and coordinating any additional
professional services, special consultants, the inspector of record, and testing laboratories
required for the Project.

3. PROJECT ADMINISTRATION

3.1 Collaboration. Project Manager will collaborate with the District and other
Project Team members in good faith to help the District achieve best value based on the Project
Program through end-user input, and utilization of appropriate Lean project delivery methods
and building information modeling ("BIM").

3.1.1 During the validation phase, the Project Manager will assist the District in
the target value design process with Design Builder and other Project Team members.

3.2 On-Site Representation. During the construction phase, Project Manager must
be on-site a minimum of 3 days per week.

3.3 Approvals and Clarifications. Project Manager will draft proposed responses
to requests for approvals and clarifications from Design Builder, Separate Consultants, and
Separate Contractors.

3.4 Changes and Claims. Project Manager will evaluate Claims, requests for
construction change directives, and requests for change orders from Design Builder, Separate
Consultants and Separate Contractors, and draft proposed responses for the District. Project
Manager will coordinate with Separate Consultants to prepare Drawings or Specifications for
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items of extra work when required. Project Manager will assist the District in resolving Claims
(that do not involve Project Manager), including documentation of the rationale for resolution.

3.5 Maintain Records. Project Manager will maintain records for contracts with
Design Builder, Separate Consultants, and Separate Contractors, and make them available to
the District. At a minimum, these records will include:

3.5.1 Contracts, approved change orders, and amendments.
3.5.2 Correspondence and meeting minutes pertaining to the Project.
3.5.3 Record of Notices.

3.5.4 Project Program and Construction Documents (inclusive of Addenda).

3.5.5 Requests for information and clarification log, and documentation relating
to Project Program and Construction Document clarifications and revisions.

3.5.6 Daily construction reports prepared by Design Builder.

3.5.7 Change Order log and record of changes, modifications, deviations, and

substitutions.
3.5.8 Testing and inspection logs, reports, red tags, etc.
3.5.9 Submittal log and submittal files (including shop drawings).
3.5.10 Certified payroll, progress payment, and final payment records.
3.5.11 Design Builder's monthly progress reports and job cost ledgers.
| 3.5.12 Project Schedules, work-plans, documentation of delays, and recovery
plans.

3.5.13 Verified reports, as-built drawings, and other close-out documentation.

3.6 Permits and Fees. Project Manager will notify the District of permits it is
required to obtain and fees it is required to pay to comply with contracts with the Design Builder
and Separate Contractors. Project Manager will facilitate any communications that are required
directly between the District, Design Builder, HCAI (per Section 1.5 of this Exhibit 2), or other
Governmental Authorities.

3.7 Department of Industrial Relations. Project Manager will assist the District
with compliance of requirements for construction with the Department of Industrial Relations.

3.8 Project Meetings. Project Manager will facilitate weekly Project meetings with
the Design Builder to ensure open, clear, and direct communication with the Design Builder, to
clearly communicate the District's needs and any impediments to the District’s performance to
the Design Builder, and to address Design Builder's needs and concerns. At a minimum, the
meeting minutes must identify critical items and actions to be taken, track all potential problems
and solutions, review schedule progress, track outstanding change orders and the GMP.
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3.9 Payment Recommendations. Project Manager will review applications for
progress payment and final payment from Design Builder, Separate Consultants, and Separate
Contractors, and make recommendations on payment to the District.

3.10 Change Orders. Project Manager will review all change orders and requests for
additional services submitted by the Design Builder, Separate Contractors, and Separate
Consultants, and make a recommendation to the District on whether the services or Work are
additional and whether the costs and expenses are reasonable. To the extent required, the
Project Manager will engage in negotiations with Design Builder, Separate Contractors, and
Separate Consultants on the District's behalf if Project Manager believes that the costs and
expenses requested are inflated or inaccurate.

3.11  Monthly Progress Report. Project Manager will review and analyze information
contained in Design Builder's monthly progress report to ensure that the report correctly
summarizing Work undertaken, progress made, percentages of completion, listing of proposed
change orders, pending change orders, potential Claims, and salient problems. The Project
Manager will update the District's Budget, Project Budget, and cost data based on the
information contained in the monthly progress report and discuss actions that should be taken
for resolution with Design Builder.

3.12 Schedule Monitoring. Project Manager will monitor Design Builder’s progress
against the baseline schedule and Project Schedule, review and analyze all delay and impact
requests, and make recommendation to the District regarding delay and impacts Claims. Project
Manager will collaborate with the Design Builder regarding recovery plans if required, and meet
with the Project Team to determine when critical decisions are needed from the District in order
to maintain the Project Schedule.

3.13 Cost Monitoring. Project Manager will prepare and provide to the District with a
monthly executive summary of the Project costs that compares the District’'s Budget and Project
Budget to current costs; provides projections of costs for completion of each major category of
the budgets; identifies actual and anticipated change orders; and forecasts a cost to complete
the Project.

3.14 Quality Monitoring. Project Manager will verify that Design Builder and
Separate Contractors have coordinated inspections with the inspectors and Governmental
Authorities. The Project Manager will periodically participate in inspections with the inspector of
record, track notices of non-compliance generated by the inspector of record, Separate
Consultants, or others, and assist Design Builder, Separate Contractors, and the District in
resolving any HCAI or other building code compliance issues. The Project Manager will conduct
inspections at substantial completion and final completion of the Project with the inspector of
record, District, Design Builder, and Separate Contractors.

3.14.1 Project Manager will oversee and monitor correction of all non-conforming
Work or services on behalf of the District.

3.14.2 Project Manager will track and monitor punch-list activity on behalf of the
District and recommend withholding and releasing of funds in accordance with the terms and
conditions of the various contracts and progress of outstanding punch-list items.

3.15 Covid 19. The Project Manager will collaborate with the District and Design
Builder to develop jobsite processes and procedures related to the safety and protection of
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personnel working on site. The processes and procedures must comply with California State
Orders, CalOSHA and/or OSHA guidelines, and the CDC guidelines.

3.16 Project Completion, Licensing, and Commissioning. Project Manager will
facilitate Project completion, licensing, and commissioning activities by performing the following:

3.16.1 Assist the District with scheduling third party commissioning agents, and
oversee and participate with the Design Builder in the start-up and commissioning of the
Project.

3.16.2 Collect and review all required close-out documentation and record
documents as required by the Design-Build Agreement and Construction Documents including
but not limited to as-built drawings and record model submitted by Design Builder before
transmitting to the District, and verified reports as may be required.

3.16.3 Oversee Design Builder's and Separate Contractors' preparation of
punch-lists of deficiencies based on inspections, and participate in inspections with the District,
Design Builder, Separate Contractors, and inspector of record to determine whether the Work is
substantially complete.

3.16.4 Advise the District when the Design Builder, Separate Contractors, and
Separate Consultants have satisfactorily completed all Work under terms of their respective
contracts based on inspector of record’s and other inspectors' reports, and sign-off for beneficial
occupancy by Governmental Authorities.

3.16.5 Monitor Design Builder's and Separate Contractors' compliance with
their respective contractual obligations regarding warranties and transmit to the District all
warranties provided by Design Builder and its Subcontractors and suppliers, and any Separate
Contractors.

3.17 Claims and Disputes. Project Manager will review and analyze all notice of
Claims received by the District regarding the Project from Design Builder, Separate Contractors,
and Separate Consultants, and assist the District with initial business negotiations. Services
requested in relation to a legal proceeding such as ADR or civil proceedings will be considered
additional services.

4, INDEPENDENT REVIEWS

41 Operability and Maintainability Review. Project Manager will review the
Preliminary Design Documents and performance criteria developed by the Bridging Architect
and its tier consultants for conformance with the District's needs for operability, optimized
operating costs, maintenance, and durability.

4.2 Design Plan Review. Project Manager will review the Drawings and
Specifications prepared by the Design Builder, and Separate Consultants including addenda, for
compliance with the District’s needs, including conformance with the District’'s Preliminary
Design Documents and design and performance criteria. However, the Project Manager is not
responsible for a detailed constructability or code review.

4.3 Independent Cost and Value Engineering Review. The Project Manager will
review and comment on cost estimates and value engineering proposals.
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EXHIBIT 3
COMPENSATION

Exhibit 3A - Staffing Plan, Billable Rates, and Key Personnel
Exhibit 3B - Terms for Billable Rates and Reimbursable Expenses

Exhibit 3C — Resource Loaded Work Plan
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EXHIBIT 3A

STAFFING PLAN, BILLABLE RATES, AND KEY PERSONNEL

Project Manager's Billable Rates

Name

Position

Billable Rate Key
(per hour) Personnel

[yes/no]

Richard S. Kasa

Senior Project Manager

2023

2024:
2025:

2026

2027:

:$175
$184
$193
: $203
$213

Yes

Joseph M. O’Toole

Senior Project Manager

2023:

2024

2025:

2026
2027

$175
:$184
$193
: $203
: $213

'Yes

TBD

Senior Project Administrator

2023

2024:

2025

2026:

2027

: $85
$89
1 $94
$98
- $103

Principal. The Principal required by Section 3.5.1 of the Agreement is Richard S. Kasa.

Project Manager's Representative. The Project Manager's representative is Richard S. Kasa
who is authorized to lead Project Manager's team and act on the Project Manager's behalf with
respect to the Project. Change Orders must be executed by Richard S. Kasa.

Mammoth Hospital Expansion Project
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EXHIBIT 3B
TERMS FOR BILLABLE RATES AND REIMBURSABLE EXPENSES

1. BILLABLE RATES

1.1 Billable Rates. Services performed by the Project Manager’'s employees will be
charged based on the Billable Rates set forth in Exhibit 3A. No salaried employee is allowed to
bill more than 40 hours per week unless express written consent is provided by the District. The
Billable Rates include the amount paid to employees as wages, including customary benefits
(health insurance, long term disability, sick leave, pension, and vacation accruals) and taxes
plus the Project Manager's overhead and profit. Project Manager's overhead and profit include,
among other things: (i) profit for the Services rendered on the Project; (ii) salaries and other
compensation of all home office personnel who are not directly assigned to this Project and
specifically included in Exhibit 3A; (iii) the cost of Project Manager’s insurance coverage directly
attributed to the Project (Exhibit 4); and (iv) home office general expenses including rent,
utilities, costs for computers (including hardware, servers, plotters, printers and software), cell
phone charges, internet access, digital cameras, postage, office supplies, equipment, etc.
Project Manager may charge for Services performed by employees who are not listed in
Exhibit 3A, only upon approval by the District and provided that the employee's billable rates are
consistent with the Billable Rates for other employees with the same title and level of
experience. The Billable Rates may be adjusted on an annual basis (starting in March 2024) as
approved by the District but subject to a 5% cap; the Not-to-Exceed Amount includes
projections of such Billable Rates adjustments and will not be amended.

2. REIMBURSABLE AND NON-REIMBURSABLE EXPENSES

2.1 Reimbursable Expenses. All Reimbursable Expenses are listed below and are
billable at cost, without mark-up, except for items which have limits as noted below.

2.1.1 Mileage and transit time, if beyond a 50 mile radius from employee
residence to the job site, as well as any motor vehicle expenses, will be reimbursed based upon
the GSA vehicle mileage rate in force at the time of travel.

2.1.2 Per diem for Project Manager's personnel incurred while traveling related
to the Project is a total of $50.00 including breakfast, lunch, and dinner.

2.1.3 Lodging expense.

2.1.4 The expense of reproductions, postage, and handling of Drawings,
Specifications and other Project documents to the extent not directly provided by the District.

2.1.5 Other costs incurred in the performance of the Services if, and to the
extent, approved in advance in writing by the District's representative.

2.2 Non-Reimbursable Expenses. The following costs are not reimbursable
because they are included in the Project Manager’s Billable Rates.

2.2.1 Salaries and other compensation of all home office personnel who are not
directly assigned to this Project and specifically included in Exhibit 3A.
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2.2.2 All benefits and burdens not expressly included in the definition of Billable
Rates in Section 2.1 above.

2.2.3 Costs due to the negligence or failure of the Project Manager or anyone
directly or indirectly employed by Project Manager for whose acts Project Manager may be
liable, to fulfill a specific responsibility under the Contract Documents.

2.2.4 Inefficient management, coordination, or supervision.

2.2.5 All other costs not specifically included in Sections 1.1 through 2.1.
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EXHIBIT 3C
RESOURCE LOADED WORK PLAN

See attached.
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FEBRUARY 14, 2023
MAMMOTH HOSPITAL EXPANSION PROJECT

STAFFING PLAN
KASA ENTERPRISES LLC

ACTIVITY NAME START | FINISH san|res]mar] apr[maY] Jun] suL [aug] ser]ocT|Nov|pec] san]Fes]maR] apr|mAY] sun] suL [aug] ser[ocT|nov] pEC] san] FEB]MAR] APR]MAY] sun] suL [aud] ser[ocT|nov]pEc] uan] FEB]mAR] APR]MAY] sun] uL [auc] ser|ocT|nov]pEc] san] FeB]MAR] APR]MAY] sun] suL [aug]seP]ocT]Nnov]DEC]
Board Approval Project Management Services 02/28/23 02/28/23
Solicitation and Procurement of Design Builder 03/01/23  07/20/23
CEQAJ/NEPA Process 03/01/23  08/31/23
Obtain Funding (USDA, Other) 03/01/23  02/28/24
Phase 1, BLDG F&G, Inc. |, Design 07/21/23  01/18/24
Phase 1, BLDG F&G, Inc. |, Plan Review HCAI & Permit 01/19/23 06/06/24
Phase 1, BLDG F&G, Inc. |, Construction 06/14/24  10/31/24
Phase 1, BLDG F&G, Inc. II, Design 1110123 0212924 _—_
Phase 1, BLDG F&G, Inc. I, Plan Review HCAI & Permit 03/15/124 11/21/24

Phase 1, BLDG F&G, Inc. ll, Construction 11/29/24 10/09/25
Phase 2, BLDG A Demo, Inc. lll, Design 12/01/24 04/24/25

Phase 2, BLDG A Demo, Inc. lll, Plan Review HCAI & Permit  04/25/25 08/14/25

Phase 2, BLDG A Demo, Inc. lll, Make Ready & Demolition 08/28/25 04/24/26
Phase 3, New BLDG A, Inc. IV, Design 12/01/24  09/04/25

Phase 3, New BLDG A, Inc. IV, Plan Review HCAI & Permit 09/05/25 03/19/26

Phase 3, New BLDG A, Inc. IV, Construction 03/20/26  03/19/27 _

Phase 3, New BLDG A, Inc. IV, Licensing 03/20/27  05/19/27
Project Complete 05/20/27  05/20/27 A
RATES
[~ POSITION, NAME COST HOURS Sr PM ADMIN  |JAN|FEB|MAR|APR|MAY|JUN|JUL |AUG|SEP|OCT|NOV|DEC|JAN|FEB(MAR|APR|MAY|JUN| JUL |AUG| SEP|OCT|NOV|DEC| JAN|FEB|MAR| APR|MAY| JUN| JUL |AUG| SEP|OCT|NOV|DEC| JAN| FEB|MAR| APR|MAY| JUN| JUL |AUG| SEP|OCT|NOV|DEC| JAN| FEB|MAR| APR|MAY| JUN| JUL |AUG| SEP |OCT|NOV|DEC|
COST FOR 50 MONTHS PER RFP
SR PROJECT MANAGERS, RICHARD KASA, JOE O'TOOLE 1,858,202 9693 173/173/173/173 /173173173173 173|173 173|173 173|173 173|173 173|173 173|173 173|260 260 260 260 260 260 260 260 260 260 173 173 173 173 173 173 173 173|173 173|173 173|173 173 173 173 173/ 173|173 173
SR PROJECT ADMINISTRATOR, TBD 49,430 510 10 10|10 10| 10| 10|10 10|10 10|10 10|10 /10|10 10|10 10|10 10|10 10|10 10|10 10|10 10|10 10|10 10|10 10|10 10|10 10|10 10|10 10|10 10|10 10|10 10|10 10/ 10
COST FOR 50 MONTHS PER RFP 1,907,632
Preconstruction 2023 175 85 Joe O'Toole and Richard Kasa will be your project staff. As can be seen from the above graphic, items are in design, in permitting and under construction concurrently throughout the project. Joe and Richard will divide
Design 2024 184 89 responsibilities based on the needs for the project. Generally Richard will provide services during pre-construction as this phase plays to his strength of experience. Both Richard and Joe have significant strength when it
Permitting 2025 193 94 comes to healthcare design and construction, so throughout the design and permitting activities Richard and Joe will provide leadership as the project requires so the design build team is never delayed or impacted by lack of
Construction 2026 203 98 owner representation. During the portion of the project that is primarily construction (late 2025 to project completeion) Richard and Joe will alternate on site representation using constant communication and turn over notes to
2027 213 103 provide needed continuity.




EXHIBIT 4
INSURANCE REQUIREMENTS

1. REQUIRED INSURANCE LIMITS:

Workers' Compensation Statutory Limits
Employers' Liability $1,000,000 each accident
Commercial General Liability $2,000,000 each occurrence
(Occurrence Form Only) $2,000,000 general aggregate/per project
Automobile Liability $2,000,000 each accident, and
$2,000,000 each occurrence
Professional Liability $1,000,000 per claim
$2,000,000 in aggregate

2. PROVISIONS APPLICABLE TO ALL INSURANCE REQUIRED FOR THIS PROJECT

2.1 Term of Insurance Policies. All liability insurance must be in force prior to any
Services being performed under this Agreement and must be maintained in force for 3 years
following completion of the Services. Workers' compensation insurance must be in force from
the inception of this Agreement through completion of the Services and final payment. In the
event of cancellation or non-renewal, the reporting period during which a Claim may first be
made will be extended until at least 3 years after cancellation or non-renewal.

2.2 Qualifications and Rating. All insurance must be placed with insurers that are
admitted or licensed to issue insurance in the state of California. All insurers must maintain an
A.M. Best rating of at least A- or better, and a financial classification of VIl or better.

2.3 Additional Insureds. The District and its Board of Directors, affiliates,
members, officers, successors and assigns will be named as additional insureds on all required
commercial general liability and automobile policies for Services performed under or incident to
this Agreement. If the additional insured has other insurance applicable to the loss, it will be on
an excess or contingent basis. The amounts and types of insurance will conform to the
minimum terms, conditions, and coverages of the Insurance Service Office (ISO) policies,
forms, and endorsements in effect when this Agreement is executed.

24 Insurance Certificates and Copies of Policies. Before commencing any
Services under this Agreement, the Project Manager will provide the District with insurance
certificates and endorsements reflecting the insurance required by this Agreement. Receipt of
insurance certificates or copies of policies without objection by the District does not constitute
acceptance or approval of insurance or relieve the Project Manager from its obligations to
provide the required insurance under this Exhibit 4. Upon renewal of any required insurance
that expires before completion of the Services, the applicable party must provide the District
with renewal certificates not less than 15 days prior to the expiration. The Project Manager will
promptly furnish copies of all required policies of insurance, including any renewal or
replacement policies, within 10 days of the District's written request.

25 No Reduction, Modification or Cancellation of Coverage. No insurance
required by this Agreement may be reduced in coverage, modified, or cancelled without 30
days' written notice to the District. All policy renewals during the term of insurance policies must
be equal, or better, in terms and limits.

Mammoth Hospital Expansion Project Exhibit 4: Insurance Requirements
PM Services Agreement
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2.6 Primary Insurance. All liability policies required by Project Manager under this
Agreement are primary and non-contributory to any similar insurance maintained by the District
for its own respective benefit.

2.7 Waivers of Subrogation. Project Manager will waive all rights against the
District, Mammoth Hospital, as well as any other entities set forth in Article 2.3 for loss or
damage to the extent reimbursed by any property insurance. A waiver of subrogation is
effective as to a person or entity even though that person or entity would otherwise have a duty
of indemnification, contractual or otherwise, did not pay the insurance premium directly or
indirectly, and whether or not the person or entity had an insurable interest in the property
damaged. This waiver does not apply to professional liability insurance. If any applicable
policies of insurance require an endorsement or consent of the insurance company to provide
for continued coverage where there is a waiver of subrogation, the owner of those policies will
cause them to either provide a "blanket waiver" endorsement or a subrogation endorsement that
includes the name of the Project and the location of the Project site.

2.8 Deductibles and Self-Insured Retentions. Deductibles or self-insured
retention will be paid by Project Manager.

3. SPECIFIC PROVISIONS.

31 Workers' Compensation. Coverage will include insurance as required by
California state law and employer's liability coverage per Article 1.

3.2 Commercial General Liability (CGL). Commercial general liability coverage
must have combined single limits and aggregates in the amounts listed in Article 1. The
insurance must cover all operations of the Project Manager and must include, but is not limited
to: (i) premises and operations liability; (ii) completed operations and products liability; (iii)
contractual liability for liability assumed under this Agreement; (iv) broad form property damage
liability (including loss of use); (v) medical and personal injury liability including coverage for
sickness, disease, and death; (vi) personal and advertising injury; (vii) severability of interests;
and (viii) cross-liability.

3.3 Automobile Liability. Commercial automobile liability insurance must be issued
on policies with each accident limits as stated in Article 1. This insurance must apply to bodily
injury and property damage for all owned, non-owned, or hired vehicles to be used by the
insured in performance of its obligations under this Agreement.

3.4 Occurrence Basis. All commercial general liability and automobile liability
policies must be written on an occurrence basis.

3.5 Professional Liability. Project Manager must have coverage for damages
caused by Project Manager's negligent acts, errors, or omissions arising out of the performance
of the Services. Project Manager's coverage must be in the amounts specified in Article 1.

4, MISCELLANEOUS

4.1 Evidence Prior to Final Payment. Prior to receipt of final payment under the
Agreement, the Project Manager must provide evidence that its insurance coverages are
effective as required by this Exhibit 4.

Mammoth Hospital Expansion Project Exhibit 4: Insurance Requirements
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4.2 Additional District Remedy. If the Project Manager does not comply with the
requirements of this Exhibit, the District may provide insurance coverage to protect the District
and back-charge Project Manager for the cost of that insurance.

4.3 Insurance Does Not Limit Liability. Insurance coverage maintained by the
Project Manager does not limit the extent of liability or indemnity of the Project Manager under
the Agreement or applicable law.

44 Modifications Only in Writing. The coverage and limits of insurance required
by this Exhibit may not be altered, modified, or changed except as expressly agreed to in
writing. No course of dealing or acceptance of certificates or policies will constitute a waiver of
any of these insurance requirements.

Mammoth Hospital Expansion Project Exhibit 4: Insurance Requirements
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EXHIBIT 5
DISCLOSURE OF GOVERNMENT POSITIONS

None.
Mammoth Hospital Expansion Project Exhibit 5: Disclosure of
PM Services Agreement Government Positions
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EXHIBIT 6
DISTRICT PROVIDED DOCUMENTS

Exhibit 6A - Preliminary Design & Other Documents

Exhibit 6B - Conflict of Interest Policy

Exhibit 6: District Provided
Mammoth Hospital Expansion Project Documents
PM Services Agreement Page 1 of 1 Initial: /



EXHIBIT 6A

Preliminary Design and Other Documents

Preliminary Design and Other Documents prepared by Greenbough Design and its consultants
are available by electronic download. Email mark.lind@mammothhospital.com to request
download link. These documents include but are not limited to the following:

Bridging Documents Plan Setup

Bridging Mechanical Cut Sheets

Compiled Project Narratives

Design Intent Reference Document

Outline Specifications — Mammoth Hospital North Wing Bridging Documents (2-28-23)
Room Data Sheet — Bio Med — Mammoth Hospital

Room Data Sheet — Building Systems — Mammoth Hospital

Room Data Sheet — Endoscopy — Mammoth Hospital

Room Data Sheet — EVS — Housekeeping — Mammoth Hospital

Room Data Sheet — ICU — Mammoth Hospital

Room Data Sheet — Infusion — Mammoth Hospital

Room Data Sheet — IT — Information Systems — Mammoth Hospital
Room Data Sheet — Lab — Mammoth Hospital

Room Data Sheet — Materials — Mammoth Hospital

Room Data Sheet — Nursing Services — Med Surg — Mammoth Hospital
Room Data Sheet — Outpatient Shared Services — Mammoth Hospital
Room Data Sheet — PASS — Mammoth Hospital

Room Data Sheet — Pharmacy — Mammoth Hospital

Room Data Sheet — Public — Mammoth Hospital

Room Data Sheet — Registration — Admin Services — Mammoth Hospital
Room Data Sheet — Respiratory Therapy — Mammoth Hospital

Room Data Sheet — Security — Mammoth Hospital

Room Data Sheet — Staff - Mammoth Hospital

Room Data Sheet — Storage — Mammoth Hospital

Room Data Sheet — Surgery — Mammoth Hospital

Mammoth Hospital Expansion Project Exhibit 6A
PM Services Agreement
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EXHIBIT 6B
Conflict of Interest Policy

See attached.
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CONFLICT OF INTEREST CODE
OF THE
SOUTHERN MONO HEALTHCARE DISTRICT

REVISED AND ADOPTED,
AND EFFECTIVE,
October 20, 2022



CONFLICT OF INTEREST CODE
OF THE SOUTHERN MONO HEALTHCARE DISTRICT

Section 1. Conflict of Interest Code — Adopted and Revised.

The Political Reform Act (Government Code §§ 81000, et seq.) requires state and local
government agencies to adopt and promulgate conflict of interest codes. The Fair Political
Practices Commission has adopted regulations (2 CCR § 18730) which contain the terms of a
standard or model conflict of interest code. It can be incorporated by reference in an agency code,
and after public notice and hearing, it may be amended by the Fair Political Practices Commission
to conform to amendments in the Political Reform Act. Therefore, the terms of 2 CCR § 18730
(“The Model Code”) and any amendments to it duly adopted by the Fair Political Practices
Commission are hereby incorporated by reference.

Incorporation by reference of the terms of The Model Code, along with the designation of
employees and the formulation of disclosure categories in the Appendices referred to below,
constitute the adoption and promulgation of a conflict of interest code by the Southern Mono
Healthcare District (“District”) within the meaning of Government Code § 87300 or the
amendment of a conflict of interest code within the meaning of Government Code § 87306. The
Model Code and the attached Appendices designating officials and employees and establishing
disclosure categories shall constitute the Conflict of Interest Code (“Code”) of the District and are
revised and adopted hereby. This Code amends and replaces all previous versions of conflict of
interest codes of the District previously in effect.

Section 2. Statements of Economic Interest — Filing Officer.

Designated employees and Board members shall file their statements with the District,
which will make the statements available for public inspection and reproduction as provided by
law. Upon receipt of the statements of the Board and Chief Executive Officer, the District shall
make and retain a copy and forward the originals of these statements to the Mono County Clerk
for filing. Statements for all other designated officials and employees will be retained by the

District.



Section 3. Purposes and Goals.

The general purpose and goal of this Code is to afford the public an honest and impartial

government. More specifically, the Board wishes to achieve the following objectives via this Code:

(D

)

©)

“4)

©)

(©)

()

To assure the independence, impartiality and honesty of public officials
in District actions and decisions;

To inform citizens of the existence of personal economic interests which
may present a conflict of interest between an official’s public trust and
private gain;

To prevent public office from being used for personal gain, other than
the remuneration provided by law;

To assure that District decisions and policy be made in the proper course
according to the proper procedures and considerations;

To prevent special interests from unduly influencing District decisions
and policy;

To assure to the extent possible that District decisions and policy reflect
the public interest; and

To assure that no official will have economic interests which are in
substantial conflict with the proper exercise of his official duties and

powers.

Section 4. Further Definitions.

In addition to the generality of definitions contained in The Model Code, the following

definitions shall apply:

“Board” shall mean the Board of Directors of the District.

“Bylaws” shall mean the Bylaws of the District as they now exist and may be amended or

modified from time to time.

“Chief Executive Officer” shall include the administrator of Mammoth Hospital and the

District.

“District” shall mean the Southern Mono Healthcare District, formerly known as the

Southern Mono Hospital District.



“District Law” shall mean the Local Healthcare District Law as set forth in Division 23 of
the Health & Safety Code, §§ 32000, ef seq., as it now exists and may be amended or modified
from time to time.

“DNV” shall mean Det Norske Veritas, the accreditation body of the District.

“Facilities” shall mean a District healthcare facility, hospital, clinic, or other establishment
operated by the District.

“Governing Board” shall mean the Board of Directors of the District.

“Healthcare District” shall mean the Southern Mono Healthcare District, formerly known
as the Southern Mono Hospital District.

“Hospital” shall mean Mammoth Hospital.

Section 5. General Provisions.

(1) The Board, except as otherwise provided in the Code, may authorize any officer, or
officers, or agent, or agents, to enter into any contract or execute any contract or execute any
instrument in the name of and on behalf of the District, and such authority to bind the District by
any contract or engagement or to pledge its credit or to render it liable for any purpose or in any
amount. Such authority shall be pursuant to the District Law and the Bylaws, and as so authorized,
may additionally be by resolution or noted in the minutes of the Board.

2) The fiscal year of the District shall commence on the first day of July of each year
and shall end on the last day of June of each year.

3) The affairs and financial condition of the District shall be audited annually at the
end of each fiscal year by a certified public accountant selected by the Board and a written report
of such audit and appropriate financial statements submitted to the Board prior to completion of
the first quarterly report of the year. Additional audits may be authorized as considered necessary
or desirable by the Board. The annual audit report shall be reviewed and discussed by the Chief
Executive Officer and the Board, and a summary of the results thereof shall be published in a
newspaper of general circulation as provided for by law.

4) The Code should be reviewed at least every even-numbered year (i.e., biennial) and
revised as necessary.

(5) Any and all remedies provided by the Code, law, operation of law, or otherwise,
shall be deemed to be cumulative, and the choice of implementation of any particular remedy shall

not be deemed to be an election of remedies to the mutual exclusion of any other remedy provided.



(6) In the event any term or provision of the Code is deemed to be in violation of law,
null and void, or otherwise of no force or effect, the remaining terms and provisions of the Code
shall remain in full force and effect.

(7) The Code shall be interpreted under and shall be consistent with the laws of the
State of California, the District Law, and the Rules and Regulations of DNV, if applicable to the
governance and accreditation of the District.

(®) No waiver of any breach or violation of any term, provision, article, or section of
the Code shall be construed as a waiver of any succeeding breach or violation of the same. The
consent or approval of the District to or of any action or matter requiring consent or approval shall
not be deemed to waive or render unnecessary any consent or approval of any subsequent or similar
act or matter.

) Enforcement of any term, provision, article, or section of the Code shall be by
proceedings at law or in equity against any persons or entities violating or attempting to violate
the Code, either to restrain violation, compel compliance or action, or to recover damages.

(10)  The District shall cause updated filings to be made upon the change in the roster of
officers or directors of the Board as the same may occur from time to time with the California
Secretary of State, County of Mono, and any other agency as may be applicable or required by
law.

(11)  Unless otherwise stated in the Code, or unless context otherwise requires, the
definitions contained in the District Law shall govern the construction of the Code. Without
limiting the generality of the foregoing, the masculine gender includes the feminine and neuter,
the singular includes the plural, and the plural number includes the singular, and the word “person”

includes a corporation or other legal entity as well as a natural person.

Adopted as revised at the Regular Meeting of the Board of Directors of the Southern Mono
Healthcare District, October 20, 2022.



APPENDIX A
LIST OF DESIGNATED POSITIONS

Job Title Disclosure Category (ies)
Member, Board of Directors 3,4,5,6
Chief Executive Officer (“CEO”) 3,4,5,6
Chief Financial Officer 3,4,5,6
Chief Operating Officer 5,7
Chief Information Officer 5,7
Chief Medical Officer 5,7
Chief Nursing Officer 5,7
Facilities Manager 5,7
Materials Manager 5,7
Administrative Services Director 5,8
CEO, as Trustee of Mammoth Hospital 58
Employees’ Retirement Plan (403B)
CEQ, as Trustee of Mammoth Hospital 5,8
Employees’ Deferred Compensation Plan (457b)

Consultants/New Positions

A consultant and an employee in newly created position that makes or participates in the
making of decisions is included in the list of designated positions and shall disclose pursuant to the
broadest disclosure category in the Code, subject to the following limitation: The CEO may determine
in writing that a particular consultant or new position, although a “designated position,” is hired to
perform a range of duties that is limited in scope and thus is not required to fully comply with the
disclosure requirements in this section. Such written determination shall include a description of the
consultant’s or new position’s duties and, based upon that description, a statement of the extent of
disclosure requirements. The CEO’s determination is a public record and shall be retained for public
inspection in the same manner and location as this Code. In general, unless outside legal counsel

engaged to represent the District participates in making governmental decisions as defined in 2 CCR



§18704, they shall not be deemed to be “consultants” for purposes of the Code.

Exempt Positions

Employees holding secretarial, clerical, or manual positions, and other officials whose
financial interests could not be affected materially by any action, failure to act, or decision taken
by them within the scope of their official duties shall not be required to file statements of financial

interest.



APPENDIX B
LIST OF DISCLOSURE CATEGORIES

Disclosure
Category Required Disclosure

1 All interests in real property located in Mono and Inyo Counties, as well as
investments, business positions and sources of income, including gifts, loans,
and travel payments.

2 All investments, business positions and sources of income, including gifts,
loans, and travel payments.

3 All interests in real property located in the District’s jurisdiction.

4 Any source of gross income of $500 or more.

5 Any reportable gift received from sources in the District’s jurisdiction with a
fair market value of $50 or greater.

6 Any investments and business positions with sources* in the District’s
jurisdiction totaling $2,000 or more at any time during the reporting period.

7 Any reportable investments, business positions and income from sources* in
the District’s jurisdiction that provide leased facilities, goods, equipment,
vehicles, machinery, or services of the type utilized by the District.

8 Any reportable investments, business positions and income from sources* in
the District’s jurisdiction that provide leased facilities, goods, equipment,
vehicles, machinery, or services of the type used by the designated position’s
area of authority.

* As used in Categories 5, 6, 7, and 8, “sources” refers to any entity located in, doing
business in, planning to do business in, or which has done business during the prior two years in

the District’s jurisdiction.



MEDICAL STAFF RULES AND REGULATIONS

EFFECTIVE DATE: 10/20/2022
REVISED DATE(S): 3/16/2023

In accordance with the bylaws (“Bylaws”) for the Medical Staff of Southern Mono Healthcare District
d/b/a Mammoth Hospital (“Mammoth Hospital”), these Medical Staff Rules and Regulations provide
various detailed requirements and standards for the Medical Staff in addition to the basic requirements
and standards outlined in the bylaws, including requirements and standards related to:

I.  Meeting Attendance (attendance of General Medical Staff meetings as well as department-
specific meetings)

IIl.  Application for Medical Staff Appointment and Reappointment (application forms and
associated documentation for initial appointment and reappointment to Medical Staff)

lll.  Proctoring (proctoring for the granting of privileges for incoming new staff members and new
privileges for current staff members with respect to the performance of procedures as well as
documentation)

IV.  Standards of Conduct (general standards / code of conduct)

V. Return to Work (obligation with respect to returning to work after any medical treatment or

procedure which does not require a long-term medical leave of absence but could affect the
ability perform job responsibilities)

VI. On-Call Physician Response Time (rules on appropriate response time for on-call

physicians)

AVAV/IN Compensation of Medical Staff Officers and Department Chairs (payment to the Chief of
Staff, the Vice Chief of Staff, the Past Chief of Staff and Department Chairs for work
associated with serving in those positions)

Relevant sections of the Bylaws are included in the attached Appendix for reference. Any capitalized
terms used in these Rules and Regulations shall have the same meaning as provided in the Bylaws. If
there is any conflict between these Rules and Regulations and the Bylaws, the Bylaws shall govern.
Unless a particular requirement or standard is expressly applicable only to certain staff categories as
provided herein, all members of the Medical Staff of Mammoth Hospital are required under the Bylaws
to abide by these Rules and Regulations.

Any addition or modification made to these Rules and Regulations shall only be effective upon official
approval of the Medical Executive Committee. For any addition or modification, a review should be
performed to ensure the proposed addition or modification to these Rules and Regulations does not

Printed copies are for reference only, and are considered null and void.
Please refer to the electronic copy for the current version of the policy.
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conflict with the Bylaws in any way. For additional topics added, the preamble should be updated to list
the new topic and any sections of the Bylaws relevant for reference purposes should be added to the
Appendix.

I. Meeting Attendance: All Medical Staff members in the categories of Active, Courtesy, Provisional
and Affiliate are required to attend not less than 50% of General Medical Staff meetings per year.
The below department-specific meeting and proctoring requirements shall also be met.

(a) Department of Medicine
e Department of Medicine Meeting: Active;-Provisional-and-Affiliate Medical Staff members
(including Provisional to be Active) — 50%
e Family Medicine Meeting: Active,—Provisional—and Affiliate— Medical Staff members
(including Provisional to be Active) who practice in the Family Medicine Clinic — 50%

(b) Department of Surgery
e Surgery Committee Meeting: Active_;—Provisiohal-and-Affiliate Medical Staff members
(including Provisional to be Active — 50%;- Courtesy Medical Staff members — 25%

(c) Department of Pediatrics

e Pediatrics Provider Meeting: Active, Provisional and Affiliate Mmedical Sstaff members —

(d) Department of Radiology
»—Radiology Provider Meeting: Active and-Provisional-(including Provisional to be Active)
Mmedical Sstaff members — 50%

(e) Department of Emergency Medicine
e Emergency Department Quarterly Meeting: Active, Provisional-and-Affiliate-Mmedical
Sstaff members_(including Provisional to be Active) — 50%; Courtesy Medical Staff
members (including Provisional to be Courtesy) — 25%

II. Application Requirements. The application form shall be approved by the Medical Executive
Committee and the Governing Body. It shall require detailed information which shall include, but
not be limited to, information concerning:

a) the applicant’s qualifications, including but not limited to, licensure, education, specific
training, experience and current competence;

b) certification of CPR training from the American Heart Association, the American Red Cross
or an equivalent organization approved by the Medical Executive Committee for all
categories of Medical Staff with the exception of Telemedicine Staff;

c) whether the applicant’s professional license or controlled substance (DEA) registration
(state or local or in any jurisdiction), has ever been disciplined, restricted, revoked,
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suspended or surrendered, or whether such action is currently pending, or whether the
applicant has voluntarily or involuntarily relinquished such license or registration in any
jurisdiction;

d) whether the applicant has had any voluntary or involuntary termination of Medical Staff
membership, or voluntary or involuntary limitation, reduction, loss, or denial of clinical
privileges at another hospital;

e) whether the applicant has had any notification of, or any involvement in a professional
liability action, including any final judgment or settlements involving the applicant, and/or has
any actions currently pending;

f) whether the applicant has ever been subject to a criminal conviction, or whether any such
action is pending;

g) astatement from the applicant that his/her health status is such that he/she has the ability
to perform the clinical privileges that he/she is requesting;

h) a statement from the applicant that he/she has access to and read the current Governing
Documents of the Medical Staff and agrees to be bound by them, including any duly
adopted revisions to the Governing Documents;

i) a pledge from the applicant to provide care in accordance with the Governing Documents of
the Medical Staff;

j) a statement from the applicant consenting to the release and inspection of all records or
other documents that may be material to evaluation of his/her professional qualifications,
including all health information and medical records necessary to verify the applicant’s health
status and a statement providing immunity and release from civil liability for all
individuals requesting or providing information relative to the applicant’'s professional
gualifications or background, or evaluating and making judgments regarding such
gualifications or background; peer references familiar with the applicant’s professional
competence and ethical character for the performance of services within the last two years, as
available;

k) requests for clinical privileges and any associated documentation as necessary

Proctoring: All initial appointees to the Medical Staff and all members granted new privileges
shall be subject to a period of proctoring in accordance with standards and procedures set forth
in the Bylaws and below. In the event that a proctor is unavailable, the case or procedure should
be canceled and rescheduled, other than in an emergency situation.

a) Department of Medicine
e The Department Chair or his/her designee will review the below documentation for either
an incoming or current medical staff member in a timeframe not to exceed 6 months from
the start date or the requested date of review, respectively:
o History and Physical — 3
o Progress note or clinic follow up note — 3
o Procedure note (if applicable) — 3
e Subject to the basic requirement for any initial appointee or Member requesting new
privileges that at least one patient encounter be directly proctored at Mammoth Hospital,
the determination of the need for direct proctoring of a given procedure for an incoming
or current Medical Staff member will be at the discretion and recommendation of the
Department Chair as confirmed by the members of the Medical Executive Committee.

b) Department of Surgery
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e The Department Chair or his/her designee will review the documentation for either an
incoming or current Medical Staff member in a timeframe no greater than 6 months from
the start date or the requested date of review, respectively:

o History and Physical — 3
o Progress note or clinic follow up note -3
o Procedure note (if applicable) — 3

e Subject to the basic requirement for any initial appointee or Member requesting new
privileges that at least one patient encounter be directly proctored at Mammoth Hospital,
the determination of the need for direct proctoring of a given procedure for an incoming
or current Medical Staff member will be at the discretion and recommendation of the
Department Chair as confirmed by the members of the Medical Executive Committee.

c) Department of Pediatrics
e The Department Chair or his/her designee will review the documentation for either an
incoming or current Medical Staff member in a timeframe no greater than 6 months from
the start date or the requested date of review, respectively:
o History and Physical — 3
o Progress note or clinic follow up note -3
o Procedure note (if applicable) — 3
e Subject to the basic requirement for any initial appointee or Member requesting new
privileges that at least one patient encounter be directly proctored at Mammoth Hospital,
the determination of the need for direct proctoring of a given procedure for an incoming
or current Medical Staff member will be at the discretion and recommendation of the
Department Chair as confirmed by the members of the Medical Executive Committee.

d) Department of Radiology
e The Department Chair or his/her designee will review the documentation for either an
incoming or current Medical Staff member in a timeframe no greater than 6 months from
the start date or the requested date of review, respectively:
o Radiographic interpretation — 3
o Procedure note (if applicable) — 3
e Subject to the basic requirement for any initial appointee or Member requesting new
privileges that at least one patient encounter be directly proctored at Mammoth Hospital,
the determination of the need for direct proctoring of a given procedure for an incoming
or current Medical Staff member will be at the discretion and recommendation of the
Department Chair as confirmed by the members of the Medical Executive Committee.

e) Department of Emergency Medicine
e The Department Chair or his/her designee will review the documentation for either an
incoming or current Medical Staff member in a timeframe no greater than 6 months from
the start date or the requested date of review, respectively:
o Emergency Department Evaluation — 3
o Procedure note (if applicable) — 3
e Subject to the basic requirement for any initial appointee or Member requesting new
privileges that at least one patient encounter be directly proctored at Mammoth Hospital,
the determination of the need for direct proctoring of a given procedure for an incoming
or current Medical Staff member will be at the discretion and recommendation of the
Department Chair as confirmed by the members of the Medical Executive Committee.
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Standards of Conduct: Itis the policy of the Medical Staff to require that its members fulfill their
Medical Staff obligations in a manner that is within generally accepted bounds of professional
interaction and behavior. The Medical Staff is committed to supporting a culture and environment
that values integrity, honesty and fair dealing with each other, and to promoting a caring
environment for patients, practitioners, employees and visitors. Rude, combative, obstreperous
behavior, as well as willful refusal to communicate or comply with reasonable policies of the
Medical Staff and the Hospital may be found to be disruptive behavior. It is specifically recognized
that patient care and Hospital operations can be adversely affected whenever any of the
foregoing occurs with respect to interactions at any level of the Hospital, in that all personnel play
an important part in the ultimate mission of delivering quality patient care. In assessing whether
particular circumstances in fact are affecting quality patient care or Hospital operations, the
assessment need not be limited to care of specific patients, or to direct impact on patient health.
Rather it is understood that quality patient care embraces in addition to medical outcome matters
such as timeliness of services, appropriateness of services, timely and thorough communications
with patients, their families, and their insurers (or third party payors) as necessary to effect
payment for care, and general patient satisfaction with the services rendered and the individuals
involved in rendering those services.

a) Conduct Guidelines.

e Upon receiving Medical Staff membership and/or privileges at the hospital, the member
enters into a common goal with all members of the organization to endeavor to maintain
the quality of patient care and appropriate professional conduct.

e Members of the Medical Staff are expected to behave in a professional manner at all
times and with all people including patients, professional peers, Hospital staff, visitors,
and others in and affiliated with the Hospital.

¢ Interactions with all persons shall be conducted with courtesy, respect, civility and dignity.
Members of the Medical Staff shall be cooperative and respectful in their dealings with
other persons in and affiliated with the Hospital.

e Complaints and disagreements shall be aired constructively in a nondemeaning manner,
and through official channels.

e Cooperation and adherence to the reasonable rules of the Hospital and Medical Staff is
required.

e Members of the Medical Staff shall not engage in conduct that is offensive or disruptive,
whether it is written, oral, or behavioral.

b) Acceptable Conduct. Acceptable medical staff member conduct includes, but is not limited
to:

o Advocacy on medical matters;
e Making recommendations or criticism intended to improve care;
e Exercising rights granted under the medical staff bylaws, regulations and policies;

¢ Fulfilling duties of medical staff membership or leadership;

Page 5 of 16




Engaging in legitimate business activities that may or may not compete with the hospital.

Disruptive and Inappropriate Conduct. Disruptive and inappropriate medical staff member

conduct affects or could affect the quality of patient care at the hospital and includes, but is
not limited to:

Harassment by a medical staff member against any individual involved with the hospital
(e.g., against another medical staff member, house staff, hospital employee or patient)
on the basis of race, religion, color, national origin, ancestry, physical disability, mental
disability, medical disability, marital status, sex, sexual orientation.

“Sexual harassment” defined as unwelcome verbal or physical conduct of a sexual or
gender-based nature which may include verbal harassment (such as epithets, derogatory
comments or slurs), physical harassment (such as unwelcome touching, assault, or
interference with movement or work), and visual harassment (such as the display of
derogatory cartoons, drawings, or posters). Sexual harassment includes unwelcome
advances, requests for sexual favors, and any other verbal, visual, or physical conduct of
a sexual nature when (1) submission to or rejection of this conduct by an individual is
used as a factor in decisions affecting hiring, evaluation, retention, promotion, or other
aspects of employment; or (2) this conduct substantially interferes with the individual’s
employment or creates and/or perpetuates an intimidating, hostile, or offensive work
environment. Sexual harassment also includes conduct which indicates that employment
and/or employment benefits are conditioned upon acquiescence in sexual activities.

Deliberate physical, visual or verbal intimidation or challenge, including disseminating
threats or pushing, grabbing, or striking another person involved in the hospital.

Carrying a gun or other weapon in the hospital.

Non-communication or incomplete communication, including refusal to clearly and
unambiguously communicate with persons responsible for patient care

Refusal to return calls from patient care providers.

Inappropriate communication, including criticism of the facility, its staff or professional
peers outside of peer review, to patients and their family members, or the public, and/or
within the medical records.

Refusal or failure to comply with the Bylaws, policies and procedures of the Medical Staff
and the facility, including but not limited to the requirements to:

Provide information or otherwise cooperate in the peer review process, refusing to meet
with responsible committee members or refusing to answer reasonable questions
relevant to the evaluation of patient care;

Provide information necessary to process the facility’s or a patient’s paperwork;
Abide by or honor confidentiality rules, including those mandated by peer review;

Comply with established protocols and standards, including but not limited to utilization
review standards;

Participate in or meet Medical Staff obligations;

Comply with scheduling policies or reporting late for scheduled appointments, surgeries
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or treatments; or

Comply with conduct requirements set forth in the Bylaws.

d) Medical Staff Conduct Complaints

Any person may report potentially disruptive conduct of a member of the Medical Staff to
the Medical Staff office. Any such complaint must be in writing and will be shared with the
subject member, who will be given the opportunity to respond in writing. Complaints or
reports of disruptive and inappropriate conduct by medical staff members are subject to
review whether or not the witness or complainant requests or desires action to be taken.

Complaints or reports will be transmitted to the Department Chair and Chief of Staff, who
may request an investigation pursuant to Section12.3-4 or 12.3-5 of the Bylaws, as
applicable. The Hospital's Human Resources department may be consulted as
appropriate. The Medical Executive Committee may do either of the following pursuant
to Section 12.3-6 of the Bylaws, to be documented in executive session:

o proceed to take action under Section 12.3-7 upon concluding that no further
investigation is necessary; or

o direct that a formal investigation be undertaken as outlined in Section 12.3-6 upon
concluding that further investigation is necessary to determine the appropriate
action.

If this is the first incident of inappropriate or disruptive behavior, the Medical Executive
Committee action shall include a directive to the Chair of the offending medical staff
member’s assigned department to discuss the matter with the offending member and
emphasize that the behavior is not in line with the standards of conduct and must cease.
The offending staff member may also be asked to apologize to the complainant. The
approach during this initial intervention should be collegial and helpful, while impressing
on the offending member the need to take definitive action to address the problem.
Further isolated incidents that do not constitute persistent, repeated inappropriate or
disruptive behavior will be handled by providing the offending medical staff member with
notification of each incident, and a reminder of the expectation the individual comply with
the standards of conduct that all Medical Staff members must abide by as a condition of
Medical Staff membership.

If the Medical Executive Committee determines that the offending member has
demonstrated persistent, repeated inappropriate or disruptive behavior, a letter of
admonition will be sent to the offending member, and, as appropriate, a rehabilitation
action plan will be developed by the Medical Executive Committee or an ad hoc
committee designated thereby. Upon the official approval of the rehabilitation plan by the
Medical Executive Committee, the rehabilitation plan shall be acknowledged and
accepted in writing by the member. If, in spite of this admonition and intervention,
inappropriate or disruptive behavior recurs, the Medical Executive Committee shall meet
with and advise the offending member that such behavior must immediately cease or
corrective action will be initiated. This “final warning” shall be sent to the offending
member in writing. If inappropriate or disruptive behavior recurs after the “final warning,”
formal corrective action (including suspension or termination of privileges) may be
recommended pursuant to Section 12.3-7 of the Bylaws.
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e If corrective action is determined to be necessary, any such action shall be commensurate
with the nature and severity of the conduct in question. The member will be afforded
hearing rights for any action or recommended action provided in Section 13.2 of the
Bylaws.

e The additional procedural requirements outlined in Section 12.3-9 of the Bylaws shall be
followed depending on the action taken by the Medical Executive Committee with respect
to any Medical Staff conduct complaints.

e Ifthere is any indication that the member’s health, either physical or mental, is implicated
in the complaint, the Department Chair, in consultation with the Chief of Staff, shall
determine if the complaint or report is obviously specious and warrants no further action
or if it appears the complaint or report may have merit. If it appears the complaint or report
may have merit, the Department Chair, in consultation with the Chief of Staff, shall refer
the matter immediately to the Wellness Committee for evaluation monitoring and
treatment.

e Nothing in these Rules and Regulations shall infringe upon the ultimate right of the Chief
of Staff, the Medical Executive Committee, Department Chair or Chief Executive Officer
to summarily restrict or suspend Medical Staff membership or privileges of the member
whenever a practitioner’s conduct is such that a failure to take action may result in an
imminent danger to the life, health, safety of any patient, prospective patient or other
person, or appears to require that immediate action be taken to protect the life or well-
being of any individual..

e Any and all documents and records associated with Medical Staff conduct complaints
and investigations shall be retained for record-keeping purposes and shall be considered
privileged and confidential peer review materials.

e) Hospital Staff Conduct Complaints. Medical staff members’ reports or complaints about the

)

conduct of any hospital administrators, nurses or other employees, contractors, board members
or others affiliated with the hospital must be in writing and submitted to the Chief of Staff or any
medical staff officer. The Chief of Staff shall forward the complaint or report to the CEO or
his/her designee for action. Reports and complaints regarding hospital staff conduct will be
traced through the Human Resources office, which will report results and complaints to the
Medical Executive Committee through the CEO.

Abuse of Process. Retaliation or attempted retaliation against complainants or those who are
carrying out medical staff duties regarding conduct will be considered inappropriate and
disruptive conduct and could give rise to evaluation and corrective action pursuant to the
Medical Staff Bylaws.

Return to Work. Prior to returning to work, a member of the Medical Staff shall notify the Medical
Executive Committee any time the member undergoes any medical treatment or procedure which
could itself, or during the recovery process, affect the ability of the member to perform job
responsibilities even if no official extended medical leave as addressed under the Bylaws is
necessary. Upon receipt of such notice, the Medical Executive Committee may determine that
an attestation by the member’s treating provider of fithess to return to work is required. Disclosure
of personal medical information by the member is not required to satisfy this obligation, but if the
Medical Executive Committee does not have sufficient information to make a determination, a
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VI

redacted attestation from the treating provider of the member’s fitness to return to work may be
required.

On-Call Physician Response Time. The on-call physician (or proxy) will return calls and texts

\YAIR

regarding patient care as soon as possible, and no longer than 15 minutes. This response can
be via phone, text, or in-person. The on-call physician shall be available for in-person
evaluation of emergencies within _a time frame consistent with medical standards for their
specialty. In-person response times for any patient deemed to require emergency care shall not
exceed 60 minutes. These requirements do not apply if the physician is actively engaged in
critical care of another patient, or if the time of consultation is otherwise agreed upon by the
requesting physician and the on-call physician.

Compensation of Medical Staff Officers and Department Chairs. Payment to the Medical

Staff Officers and Department Chairs will be made in the following amounts as compensation for
the work performed while serving in these positions:
e Chief of Staff = $2,000 per month
e Vice Chief of Staff = $500 per month
e Past Chief of Staff = An amount determined by the Medical Executive Committee to be
appropriate, if at all, based on the workload for that Past Chief of Staff
e Department Chairs = $500 per month
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APPENDIX

RELEVANT BYLAWS SECTIONS FOR REFERENCE

4.2-3 Application Form
a. All applications for appointment and reappointment to the Medical Staff shall be in writing,

C.

2.7

5.9

submitted on an electronic or hardcopy form prescribed by the Medical Executive Committee
and the Governing Body, with all provisions completed (or an explanation of why answers
are not available) and signed by the applicant. The applicant shall be given a copy of these
Bylaws and summaries of other relevant policies relating to clinical practice, if any.
Notwithstanding the foregoing, the Medical Executive Committee and the Hospital shall
prescribe a separate application/reapplication form for Practitioners who seek only
Telemedicine privileges and who will be privileged in accordance with the provisions of
Section 3.13 of these Bylaws.

The reappointment application shall require detailed information concerning changes in the
applicant’'s qualifications since his or her last review. Specifically, the reappointment
application form shall request all information, agreements, and certifications requested in the
appointment application, except for information which does not change over time (e.g.,
information regarding education, date of birth, etc.). Applicants for reappointment shall have
the option of requesting a change of staff status, membership category, and/or in his or her
privileges, including any reduction, deletion, or additional privileges. Requests for additional
privileges must be supported by the type and nature of evidence which would be necessary
for such privileges to be granted in an initial application for same.

All completed applications, whether for appointment or reappointment, or for AHP practice
privileges, shall be submitted as directed and must be accompanied by a nonrefundable
application fee and any applicable dues and/or assessments in the amounts established by
the Medical Executive Committee pursuant to the Governing Documents.

Standards of Conduct

2.7-1  As acondition of membership and privileges, a medical staff member shall
continuously meet the requirements for professional conduct established in the
Governing Documents. Non-members with privileges will be held to the same
conduct requirements as members.

2.7-2 The Medical Executive Committee may promulgate policies, procedures, and/or
rules further illustrating and implementing the purposes of this Section, including
but not limited to, procedures for investigating and addressing incidents of
perceived misconduct, and progressive remedial measures, including, when
necessary, disciplinary action.

Proctoring
5.9-1 General Proctoring Requirements
a. All initial appointees to the Medical Staff and all members granted new
privileges shall be subject to a period of proctoring in accordance with
standards and procedures set forth in the Bylaws and the Governing
Documents. The duration and number of cases required may be modified by
the Medical Executive Committee based upon a documented record of
experience. Notwithstanding the foregoing, each initial appointee or Member
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requesting new privileges shall have at least one patient encounter proctored
at the Hospital. The proctoring shall commence upon admission to the Medical
Staff and shall be conducted sequentially (other than in an emergency
situation). Each department shall determine which procedures shall be
proctored by members of its department and the number of any given
procedures to be proctored. In addition, members may be required to be
proctored as a condition of renewal of privileges (for example, when a member
requests renewal of a privilege that has been performed so infrequently that it
is difficult to assess the member’s current competence in that area). Proctoring
may also be implemented whenever the Medical Executive Committee
determines that additional information is needed to assess a practitioner’s
performance. Proctoring is not viewed as a disciplinary measure, but rather is
an information gathering measure. Therefore, it should be imposed only for
such period (or number of cases) as is reasonably necessary to enable such
assessment. Proctoring does not give rise to the procedural rights described
in Article 13, Hearings and Appellate Reviews, unless the proctoring becomes
a restriction of privileges because procedures cannot be done unless a proctor
is present, and proctors are not available after reasonable attempts to secure
a proctor.

b. During the proctoring, the practitioners must demonstrate they are qualified to
exercise the privileges that were granted and are carrying out the duties of their
Medical Staff category.

9.2 Designation
9.2-1 Current Designation
The current departments are:
e Emergency Medicine
¢ Medicine (Family Practice, Internal Medicine, Neurology, Psychiatry,
and all Medical Sub-Specialties)
e Pediatrics
Surgery (Anesthesia, OB/GYN, General Surgery, Pathology, and all
Surgical Sub-Specialties)
¢ Medical Imaging
9.2-2 Future Departments
The Medical Executive Committee will periodically restudy the designation of the
departments and recommend to the Governing Body what action is desirable in
creating, eliminating, or combining departments for better organizational efficiency
and improved patient care. Action shall be effective upon approval by the Medical
Executive Committee and the Governing Body.

10.1 Department and Committee Meetings
10.1-1 Medical Staff Meetings
There shall be at least two Medical Staff membership meeting per year. The Chief
of Staff shall determine the date, place and time of the meetings. These meetings
often will occur either before or after the Medical Executive Committee meetings.
The Chief of Staff shall report on significant actions taken by the Medial Executive
Committee during the time since the last Medical Staff meeting and other matters
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believed to be of interest and value to the Medical Staff members. Medical Staff
members in the following categories are required to attend at minimum at least
50% of general Medical Staff meetings per year:

e Active

e Provisional
e Courtesy

o Affiliate

10.1-2 Regular Meetings
Departments and committees, by resolution, may provide the time for holding
regular meetings and no notice other than such resolution shall then be required.
Each department shall meet regularly, at least quarterly, to review and discuss
patient care activities and to fulfill other departmental responsibilities.

Standing committees and subcommittees of the Medical Staff shall meet as often
as necessary to conduct their business (or, where no official adopted policy exists,
only with the express approval of the Chief Executive Officer).
10.1-3 Special Meetings

A special meeting of any department or committee may be called by, or at the
request of, the chair thereof, the Medical Executive Committee, Chief of Staff. No
business shall be transacted at any special meeting except that stated in the notice
calling the meeting.

12.3 Peer Review Philosophy
12.3-2 Informal Corrective Activities
The Medical Staff officers, departments and committees may counsel, educate, issue
letters of warning or censure, or institute retrospective or concurrent monitoring (so
long as the practitioner is only required to provide reasonable notice of admissions
and procedures) in the course of carrying out their duties without initiating formal
corrective action. Comments, suggestions and warnings may be issued orally or in
writing. The practitioner shall be given an opportunity to respond in writing and may
be given an opportunity to meet with the officer, department or committee. Any
informal actions, monitoring or counseling shall be documented in the member’s file.
Medical Executive Committee approval is not required for such actions, although the
actions shall be reported to the Medical Executive Committee. The actions shall not
constitute a restriction of privileges or grounds for any formal hearing or appeal rights
under Article 13, Hearings and Appellate Reviews.
12.3-3 Criteria for Initiation of Formal Corrective Action
A formal corrective action investigation may be initiated whenever reliable
information indicates a member may have exhibited acts, demeanor or conduct,
either within or outside of the Hospital that is reasonably likely to be:
a. Detrimental to patient safety or to the delivery of quality patient care within the
hospital;
. Unethical;
. Contrary to the Medical Staff Bylaws;
. Below applicable professional standards;
. Disruptive of Medical Staff or Hospital operations; or continuous inability to
work in harmony with others or evidence of disruptive behavior or conduct
detrimental to patient care.

O QO T
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f. An improper use of Hospital resources.
g. Contrary to or in violation of Hospital bylaws, rules, or regulations.

Generally, formal corrective action measures should not be initiated unless
reasonable attempts at informal resolution have failed; however, this is not a
mandatory condition, and formal corrective action may be initiated whenever
circumstances reasonably appear to warrant formal action. Any recommendation of
formal corrective action must be based on evaluation of applicant-specific
information.

12.3-4 Initiation
a. Any person may provide information to the Medical Staff about the conduct,

performance, or competence of its members. When reliable information indicates
a member may have exhibited acts, demeanor, or conduct reasonably likely to be
(1) detrimental to patient safety or to the delivery of quality patient care within the
hospital; (2) unethical; (3) contrary to the Medical Staff Bylaws; or (4) below
applicable professional standards, a request for an investigation or action against
such member may be initiated by the Chief of Staff, a department chair, or the
Medical Executive Committee.

b. A request for an investigation must be in writing, submitted to the Medical

Executive Committee, and supported by reference to specific activities or conduct
alleged. If the Medical Executive Committee initiates the request, it shall make an
appropriate recording of the reasons.

c. The Chief of Staff shall notify the Chief Executive Officer or his or her designee in

his or her absence and the Medical Executive Committee and shall continue to
keep them fully informed of all action taken. In addition, the Chief of Staff shall
immediately forward all necessary information to the committee or person that will
conduct any investigation, provided, however, that the Chief of Staff or the Medical
Executive Committee may dispense with further investigation of matters deemed
to have been adequately investigated by a committee pursuant to Section 12.2-6
or otherwise.

12.3-5 Expedited Initial Review
a. Whenever a reasonable concern suggests that corrective action may be

warranted, the Chief of Staff or his or her designee may, on behalf of the Medical
Executive Committee, immediately investigate and conduct whatever interviews
may be indicated. The information developed during this initial review shall be
presented to the Medical Executive Committee, which shall decide whether to
initiate a formal corrective action investigation.

. In cases of complaints of harassment or discrimination involving a patient, an
expedited initial review shall be conducted on behalf of the Medical Executive
Committee by the Chief of Staff, the Chief of Staff's designee, together with
representatives of administration, or by an attorney for the hospital. In cases of
complaints of harassment or discrimination where the alleged harasser is a
Medical Staff member and the complainant is not a patient, an expedited initial
review shall be conducted by the hospital’s human resources director or their
designee, or by an attorney for the hospital. The Chief of Staff shall be kept
apprised of the status of the initial review. The information gathered from an
expedited initial review shall be referred to the Medical Executive Committee if it is
determined that corrective action may be indicated against a Medical Staff
member.

12.3-6 Formal Investigation
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a. If the Medical Executive Committee concludes action is indicated but that no
further investigation is necessary, it may proceed to take action without further
investigation.

b. If the Medical Executive Committee concludes a formal investigation is warranted,
it shall direct an investigation to be undertaken. The Medical Executive Committee
may conduct the investigation itself or may assign the task to an appropriate
Medical Staff Officer, medical staff department, or standing or Ad Hoc Committee
to be appointed by the Chief of Staff. The investigating body should not include
partners, associates or relatives of the individual being investigated. Additionally,
the investigating person or body may, but is not required to, engage the services
of one or more outside reviewers as deemed appropriate or helpful in light of the
circumstances (e.g., to help assure an unbiased review, to firm up an uncertain or
controversial review or to engage specialized expertise). If the investigation is
delegated to an officer or committee other than the Medical Executive Committee,
such officer or committee shall proceed with the investigation in a prompt manner
and shall forward a written report of the investigation to the Medical Executive
Committee as soon as practicable. The report may include recommendations for
appropriate corrective action.

c. Prior to any adverse action being approved, the Medical Executive Committee
shall assure that the member was notified in writing that an investigation is being
conducted and was given an opportunity to provide information in a manner and
upon such terms as the Medical Executive Committee, investigating body, or
reviewing committee deems appropriate. The investigating body or reviewing body
may, but is not obligated to, interview persons, including the member involved,
however, such an interview shall not constitute a hearing as that term is used in
Article 13, Hearings and Appellate Reviews, nor shall the hearings or appeals
rules apply.

d. Despite the status of any investigation, at all times the Medical Executive
Committee shall retain authority and discretion to take whatever action may be
warranted by the circumstances, including summary suspension, termination of
the investigative process, or other action.

12.3-7 Medical Executive Committee Action

As soon as practicable after the conclusion of the investigation, the Medical

Executive Committee shall take action including, without limitation:

a. Determining no corrective action should be taken and, if the Medical Executive
Committee determines there was no credible evidence for the complaint in the
first instance, clearly documenting those findings in the member’s file;

b. Deferring action for a reasonable time where circumstances warrant;

c. Issuing letters of admonition, censure, reprimand or warning, although nothing
herein shall be deemed to preclude department or committee chairs from
issuing informal written or oral warnings outside of the mechanism for
corrective action. In the event such letters are issued, the affected member may
make a written response which shall be placed in the member’s file;

d. Recommending the imposition of terms of probation or special limitation upon
continued Medical Staff membership or exercise of privileges including, without
limitation, requirements for co-admissions, mandatory consultation or
monitoring;
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e. Recommending reduction, modification, suspension or revocation of privileges.
If suspension is recommended, the terms and duration of the suspension and
the conditions that must be met before the suspension is ended shall be stated;

f. Recommending reductions of membership status or limitation of any
prerogatives directly related to the member’s delivery of patient care;

g. Recommending suspension, revocation or probation of Medical Staff
membership. If suspension or probation is recommended, the terms and
duration of the suspension or probation and the conditions that must be met
before the suspension or probation is ended shall be stated;

h. Recommend that an already-imposed summary suspension of privileges be
terminated, modified, or sustained;

i. Referring the member to the Wellness Committee for evaluation and follow-up
as appropriate;

j. Determining whether the action is taken for any of the reasons required to be
reported, pursuant to California Business & Professions Code §805.01; and

k. Taking other actions deemed appropriate under the circumstances.

12.3-9 Procedural Rights

a.

7.6

If the Medical Executive Committee determines that no corrective action is required or only a
letter of warning, admonition, reprimand or censure should be issued, the decision shall be
transmitted to the Governing Body. The Governing Body may affirm, reject or modify the action.
The Governing Body shall give great weight to the Medical Executive Committee’s decision and
initiate further action only if the failure to act is contrary to the weight of the evidence that is before
it, and then only after it has consulted with the Medical Executive Committee and the Medical
Executive Committee still has not acted. The decision shall become final if the Governing Body
affirms it.

If the Medical Executive Committee recommends an action that is a ground for a hearing under
Section 13.2, the Chief of Staff shall give the practitioner special notice of the adverse
recommendation and of the right to request a hearing. The Governing Body may be informed of
the recommendation, but shall take no action until the member has either waived his or her right
to a hearing or completed the hearing.

Compensation of Chief of Staff

8.2

The Chief of Staff should be compensated for his/her work spent representing and leading the
Medical Staff. Such compensation shall come from the Medical Staff bank account, for which
the Medical Staff has sole responsibility. The payment to the Chief of Staff should be in the
amount determined by the Medical Executive Committee. The Hospital may contribute funds
specifically earmarked for such compensation at the sole discretion of the Governing Board.
Those funds should be requested and accounted for in the Medical Staff budget for Hospital
approval. Payment to the Chief of Staff under this provision shall be contingent upon that
individual’s proper performance of those duties, and the evaluation and determination of the
quality of that performance is in the sole determination of the Medical Executive Committee.

Medical Executive Committee.

8.2-2 Duties
The Medical Executive Committee shall be accountable to the organized medical staff.
The duties of the Medical Executive Committee, as delegated by the medical staff, are:
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(w) affirmatively implementing, enforcing and safeguarding the self-governance rights of the
Medical Staff to the fullest extent permitted by law, such rights of the Medical Staff including
but not limited to the following:

(3) assessing Medical Staff dues and utilizing the Medical Staff dues as appropriate for the
purposes of the Medical Staff.
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RESOLUTION OF THE BOARD OF DIRECTORS
OF
SOUTHERN MONO HEALTHCARE DISTRICT
(COMPENSATION OF BOARD MEMBERYS)

RESOLUTION #23-01

WHEREAS, the Board of Directors of the Southern Mono Healthcare District (the
“District” or “SMHD”) has determined the time board members devote to attending board and
committee meetings should be compensated as may be permitted by law;

WHEREAS, the Board of Directors previously adopted Resolution 14-03 to implement
compensation of board members for attending meetings as authorized by Health & Safety Code
§32103;

WHEREAS, Health & Safety Code §32103 provides in pertinent part as follows: “The
board of directors shall serve without compensation except that the board of directors, by a
resolution adopted by a majority vote of the members of the board, may authorize the payment of
not to exceed one hundred dollars ($100) per meeting not to exceed six meetings a calendar month
as compensation to each member of the board of directors.”;

WHEREAS, the Board of Directors in adopting and implementing Resolution 14-03
applied it to compensate board members for attending regular and special board meetings; attending
committee meetings has not been compensated,

WHEREAS, the Board of Directors sought input from District legal counsel in order to
compensate board members for attending committee meetings in addition to attending regular and
special board meetings;

WHEREAS, District legal counsel opined that the law is unclear as to whether attending
committee meetings by healthcare district board members is compensable within the purview of
Health & Safety Code §32103; while unclear, there are reasonable and logical factors present and
discussed by the board to determine it is appropriate to compensate for attending committee
meetings as authorized and permitted by §32103;

Upon motion duly made, seconded, and adopted as provided for herein, the Board of
Directors of Southern Mono Healthcare District authorizes payment of one hundred dollars ($100)
per meeting not to exceed five meetings a calendar month as compensation to each member of the
Board of Directors commencing forthwith. Meetings shall include regular and special board
meetings and committee meetings. All compensation of board members pursuant to this Resolution
shall be subject any limitations set forth in Health & Safety Code 832103 or any other applicable
law. This Resolution shall remain in effect until repealed or rescinded by a subsequent resolution

1



or other authorized action by the Board of Directors, or as may be otherwise required by law. This
Resolution supersedes and replaces Resolution 14-03.

PASSED AND ADOPTED by the Board of Directors of the Southern Mono Healthcare
District, County of Mono, State of California, this 16" day of March 2023, at a regularly scheduled
meeting of the Board of Directors held in accordance with the Bylaws of the District by the
following votes:

AYES:
NOES:
ABSENT:

Laurey Carlson, Chair of the Board
Attested by:

Sarah Rea, Secretary to the Board



46th Annual Rural Health Conference
8th Rural Hospital Innovation Summit
May 16-19, 2023
San Diego, CA
Agenda

Tuesday, May 16, 2023
5-7p.m.
Exhibit Hall Welcome

Wednesday, May 17, 2023
7-8a.m.

Breakfast

Room

8-9:30a.m.

Opening Session & Keynote

Room

Eduardo Sanchez, MD, MPH, MS, American Heart Association Chief Medical Officer for
Prevention

9:30 -10:45 a.m.
Concurrent Sessions

1A

Providing Comprehensive Cancer Care in the Rural Hospital

Room

Jennifer Lane Lehr, MS, CCC-SLP, The National Rural Oncology Collaborative at Community
Infusion Solutions Vice President of Oncology Services

Angel Portman, BSN, RN, Breckinridge Health, Inc. Chief Executive Officer

Mitchell Berenson, MPH, Community Infusion Solutions Chief Executive Officer

This presentation will review existing literature on the disparity of care for patients in rural
communities, highlight a pilot program to provide comprehensive cancer care in rural
communities, and share findings from the initial stage of implementation. The National Rural
Oncology Collaborative program is designed to improve health outcomes in rural communities.

1B
Strategies to Support the Readiness of Rural Health Clinics for Value-Based Care
Room



Shannon Chambers, CPC, CRCA, RH-CBS, CH-CBS, South Carolina Office of Rural Health Director
of Provider Solutions

1C
TBD
Room

1D

Health and Well-Being of LGBTQ+ Rural Residents

Room

Carrie Henning-Smith, PhD, MPH, MSW, University of Minnesota School of Public Health
Associate Professor

Mariana Tuttle, MPH, University of Minnesota Rural Health Research Center Research Fellow
Hannah MacDougall, PhD, MSW, University of Minnesota Rural Health Research Center Rural
Health Equity Postdoctoral Associate

Using results from nationally representative surveys, key informant interviews, and case
studies, this session will discuss rural/urban differences in health for lesbian, gay, bisexual, and
transgender (LGBTQ+) adults, as well as within-rural differences by socio-demographic
characteristics. We will also share challenges and best practices for supporting rural LGBTQ+
health and wellness.

1E

Strategies to Recruit and Retain Physicians in Rural Communities
Room

TBA

1F

The Future of Rural Health — Challenges and Opportunities

Room

John Gale, MS, Maine Rural Health Research Center Senior Research Associate

Rural healthcare is at a crossroad - COVID-19 has exacerbated the cracks in its foundation.
Traditional policy interventions, however, have proven insufficient to fully repair the damage.
This session describes the history of rural health, evolving challenges, a transformative vision
for the future, and policy strategies to realize that vision.

RHIS — VBP Track

Lessons Learned from the Pennsylvania Rural Health Model

Room

Alana Knudson, PhD, NORC Walsh Center for Rural Health Analysis Director



Shena Popat, MHA, NORC Walsh Center for Rural Health Analysis Senior Research Scientist
Janice Walters, MHSA, Rural Health Redesign Center Chief Operating Officer

The Pennsylvania Rural Health Model (PARHM) is testing the use of global budgets and hospital
transformation activities to improve population health outcomes, increase access to high-
quality care, and improve the financial viability of rural hospitals in Pennsylvania. The session
will highlight hospital and payer experiences implementing the Model.

RHIS — Operations Track

Swing Bed Value Proposition Present and Future

Room

Mark Lindsay, MD, MMM, Mayo Clinic Health System and Allevant Assistant Professor at Mayo
Clinic College of Medicine

The presentation will highlight 20 year plus experience implementing successful swing bed
programs with emphasis on key metrics, team processes, outcomes, unique advantages
compared to other hospital based post-acute programs, and essential need to influence
Medicare Advantage plans in this underappreciated pathway.

1G
Contributed Research Papers
TBD

10:45-11:00 a.m.
Poster Session/Break
Room

11:00 a.m. —12:15 p.m.

Plenary Session — HRSA Rural Health Update

Room

Tom Morris, Federal Office of Rural Health Policy Associate Administrator

12:15-2:30 p.m.
Lunch
Room

1:30-5:00 p.m.
Student Track Session/Student Constituency Group Meeting
Room



2:30-3:45 p.m.
Concurrent Sessions

2A

Preventing Maternal Morbidity and Mortality in Rural Communities

Room

Katy Kozhimannil, PhD, MPA, University of Minnesota School of Public Health Professor
Julia Interrante, MPH, University of Minnesota School of Public Health Doctoral Candidate

Maternal morbidity and mortality are a concern in rural communities, where obstetric care is
declining. Over half of maternal deaths are preventable. This session describes research on
clinical and non-clinical contributors to maternal morbidity and mortality for rural residents and
discusses current program and policy initiatives for prevention.

Bridging the Gap: Stillbirth Prevention in Rural Settings
Room
Megan Aucutt, Healthy Birth Day, Inc. Program Director

How a small non-profit has created a national, evidence-based stillbirth prevention campaign
that provides tools and resources to providers to educate patients on the importance of kick
counting. This mHealth app connects those living in rural settings with health technology
bridges the gap between patient and provider.

2B

Enhancing your Practice with Patient Centered Medical Home

Room

Kate Hill, RN, The Compliance Team, Inc. VP Clinic Division

Kristen Ogden, RN, The Compliance Team, Inc. Director of Quality Improvement

During this session, listeners will gain a deeper understanding of the Patient-Centered Medical
Home model and all of the benefits that follow including improved patient and staff satisfaction
and increased reimbursement from payers for excellence in quality. Clinics will understand how
to meet the CMS directive to value-based care.

2C

Block Grant Funding for Rural Communities

Room

Casey Balio, PhD, East Tennessee State University Center for Rural Health Research Assistant
Professor

Michael Meit, MA, MPH, East Tennessee State University Center for Rural Health Research
Director of Research and Programs and Research Associate Professor



Kevin Bennett, PhD, South Carolina Center for Rural and Primary Healthcare Director
Sally Buck, MS, FACHE, National Rural Health Resource Center Chief Executive Officer

Federal block grant funding provides critical infrastructure to state and local agencies; however,
these funds may not equitably reach rural communities. This session will explore whether and
how block grant funding flows to rural communities and strategies for improving rural access to
these funds, including through rural carve outs.

2D

Philanthropy and Development of Community Health Worker Models

Room

Deb Koester, PhD, DNP, MSN, RN, Marshall University Joan C Edwards School of Medicine
Assistant Professor and Director of Community Health

Kim Tieman, MSW, Claude Washington Benedum Foundation Vice President and Program
Director

Populations across Appalachia face a disproportionate burden of chronic disease contributing
to health equity issues, healthcare costs, and reduced quality of life. This session will present
the role of philanthropy in the development of a community-health worker chronic care
management model in West Virginia and strategies to replicate the approach.

2E

University-Community Partners Build Innovative Rural Health Workforce Pipelines
Room

Beth Bowling, RN, University of Kentucky Center of Excellence in Rural Health Rural Project
Manager

Frances Feltner, DNP, University of Kentucky Center of Excellence in Rural Health Director
William Mace Baker, RN, University of Kentucky Center of Excellence in Rural Health Rural
Project Manager

Two innovative health career pipeline programs in Kentucky are addressing rural health
workforce shortages and investing in high school students. These replicable programs focus on
health research/leadership development in youth and on a dual-credit curriculum and
apprenticeship for community health worker training based upon the 28-year successful
Kentucky Homeplace model.

Rural High School Enrichment: Making Our Mosaic Meaningful
Room
Nicholas Bibbs, MS, University of Mississippi Medical Center Academic Counselor



Few individuals from rural backgrounds choose careers in healthcare because they lack
exposure. This session seeks to show the necessity and value of rural high school enrichment
programs. Additionally, it articulates how they can be formed and implemented across the
nation through partnerships between healthcare and education.

2F

What does HPSA Designation mean for Rural Counties?

Room

Craig Holden, NORC Walsh Center for Rural Health Analysis Health Researcher

Lisa Davis, Pennsylvania Office of Rural Health Director and Outreach Associate Professor of
Health Policy and Administration

Across the United States, access to health care varies and often becomes more limited from
metropolitan to rural and frontier areas. Health Professional Shortage Area designation aims to
highlight, understand, and address gaps in access. This session will highlight recent findings and
discuss how HPSA designation affects rural counties.

RHIS — VBP Track

Rural Anesthesia: Implications when Politics Trumps Good Policy

Room

Jenny Schmitt, MSN, CRNA, APRN, American Association of Nurse Anesthesiology Director of
Region 4 and Board Member

Rural healthcare is in a state of emergency. Positive regulations to solve the complex problems
our rural hospitals are facing often fall victim to politics, including anesthesia. Anesthesia
deserts are becoming more common. Rural anesthesia is vital for the survival of our rural health
infrastructure. Lecture will cover anesthesia regulations.

RHIS - Operations Track
TBD
Room

2G
Contributed Research Papers
TBD

3:45-4:00 p.m.
Poster Session/Break

Room

4:00 - 5:15 p.m.



Concurrent Sessions

3A

Intimate Partner Violence, Pregnancy, and Disparities among Rural Women

Room

Mary-Katherine McNatt, DrPH, MPH, A.T. Still University College of Graduate Health Studies
Department Chair and Professor

Marsha Presley, PhD, MPH, A.T. Still University College of Graduate Health Studies Research
Associate and Adjunct Faculty

Susan Thomas, MSEd, BME, A.T. Still University College of Graduate Health Studies Instructional
Designer and Adjunct Faculty

Aaron Thomas, LPN, Complete Family Medicine Hannibal Regional Healthcare Systems LPN

Rural women experience higher rates of intimate partner violence, increased distances to
access to care facilities, and higher levels of isolation. The purpose of this session is to
understand the issues and consequences of these disparities and how they affect rural
communities, as well as to discuss mitigation strategies.

3B

The Changing RHC Landscape

Room

Kate Hill, RN, The Compliance Team, Inc. VP Clinic Division

Listeners will learn about new Rural Health Clinic regulations and the revised CMS appendix G.
We will also discuss how to avoid the most common deficiencies see across the country.

3C

Lessons from the Rural Communities Opioid Response Grant Program

Room

Holly Andrilla, MS, WWAMI Rural Health Research Center Senior Research Scientist and Deputy
Director

Stephen Crowe, MSW, JBS International Technical Expert Lead

Kamu Aysola, MPH, Federal Office of Rural Health Policy Public Health Analyst

Learn about lessons from the work of the Rural Communities Opioid Response Program’s
(RCORP) Technical Assistance and Evaluation Teams in hundreds of communities nationwide.
We will share community success stories and strategies to overcome challenges, highlighting
outcomes from the Implementation, Medication Assisted Treatment Expansion, Neonatal
Abstinence Syndrome and Psychostimulant grants.

3D



Rural Maternal Telehealth Use and Health Equity

Room

Peiyin Hung, PhD, University of South Carolina Rural and Minority Health Research Center
Deputy Director and Assistant Professor

Jihong Liu, ScD, University of South Carolina Arnold School of Public Health Professor

During the COVID-19 pandemic, expanded federal and state-level telehealth coverage may be

closing gaps in access to telehealth or quality maternity care. This session will discuss statewide
maternal telehealth referral programs and share current evidence on the intersections between
COVID-19, perinatal telehealth uptake, and health disparities facing rural maternal populations.

3E

Analysis of Hospitals Categorized in Section 131 of the CAA

Room

Mark Holmes, PhD, University of North Carolina Gillings School of Global Public Health Professor
Mukesh Adhikari, MPH, MPA, University of North Carolina Gillings School of Global Public Health
Graduate Research Assistant

Emily Hawes, PharmD, University of North Carolina School of Medicine Associate Professor

Erin Fraher, PhD, MPP, University of North Carolina School of Medicine Associate Professor

Section 131 of the Consolidated Appropriation Act of 2021 (CAA) permits certain hospitals to
request cap adjustments for rural GME programs. However, the hospitals that are impacted by
this statute are unknown. Based on hospital and community characteristics, we identify
hospitals that may be good candidates for new GME funding.

3F

FORHP Policy Update
Room

TBA

RHIS - VBP Track

Reinventing a Rural Health System for Success

Room

Mike Valli, Optum Provider Services Northeast Region President

Tommy Ibrahim, MD, MHA, CPE, FHM, Bassett Healthcare Network President and Chief
Executive Officer

This session will highlight the challenges, opportunities and solutions that rural health systems
face when considering the need to strengthen financial stability, grow and preserve their
independence. The discussion will draw from the recent experience of a current provider
organization serving a predominantly rural community in upstate New York.



RHIS — Operations Track

A Hospital for the Community, not by the Community
Room

Curtis Hendershott, TreanorHL Principal

David Garnas, Cloud County Health Center Administrator

This presentation is about Cloud County Health Center’s (CCHC) new hospital. We will discuss
community engagement, the project’s economic impact on the rural Kansas community, and
how taxpayer dollars were not needed due to funding by the United States Department of
Agriculture (USDA) and the hospital through operations and fundraising.

Seven Steps to Highly Successful Facility Investments in Rural Health
Room
Brian Haapala, StroudwaterGCL Chief Executive Officer

This presentation shares and walks through customized best practices for planning and
developing successful capital investments leading to proven effective outcomes in rural
healthcare projects identifying actual case studies which led to proven outcomes. This is
specifically for rural healthcare entities, as opposed to mainstream healthcare entities.

Thursday, May 18, 2022

8:00-9:00 a.m.

Constituency Group Meetings and Continental Breakfast
Public Health Status/Clinical CG Meeting Room
FQHC CG Meeting Room
Research & Education/ Journal of Rural Health Room
Rural Health Clinic Room
State Association Council Room
Statewide Health Resources/ NOSORH Room
Hospital Room

9:00 - 10:15 a.m.
Concurrent Sessions

4A
TBD
Room

4B
RHC Reimbursement — Actual Results of a New Environment



Room
Jonathan Pantenburg, Wintergreen Inc. Principal

The 2021 Consolidated Appropriations Act fundamentally changed the reimbursement
methodology for RHCs. This presentation, using FY21 filed Medicare Cost Report data, will
detail the actual impact experienced by RHCs in each State while projecting the future impact
and identifying specific strategies to mitigate the effects of this legislative change.

4C

Enhancing Rural Resilience: Emergency Preparedness and Response Tools

Room

Alana Knudson, PhD, NORC Walsh Center for Rural Health Analysis Director

Kristine Sande, MBA, RHIhub Director

Diane Hall, PhD, MSEd, Centers for Disease Control and Prevention Rural Health Lead

Experience the new Rural Emergency Preparedness Toolkit, featuring practical and action-based
information rural providers can use to increase preparedness capacity and improve resilience.
Developed by the Rural Health Information Hub and NORC Walsh Center, with Centers for
Disease Control and Prevention (CDC) and Health Resources and Services Administration (HRSA)
funding.

The Medical Response to Eastern Kentucky Flooding

Room

Key Douthitt, MD, University of Kentucky North Fork Valley Community Health Center Medical
Director and University of Kentucky’s Department of Family and Community Medicine Assistant
Professor

The historic flooding of 4 counties in eastern Kentucky in July 2022 resulted in a rural healthcare
crisis in a region already suffering from poor health related outcomes. This session will describe
successes, challenges and lessons learned from the medical response to this natural disaster.

4D

Holistic, Sustainable Improvements to Healthcare in Mississippi Delta

Room

Suzanne Snyder, MSW, Federal Office of Rural Health Policy Hospital State Division Public Health
Analyst

Bethany Adams, MHA, FACHE, MT(ASCP), National Rural Health Resource Center Program
Director

Corey Wiggins, PhD, MSPH, Delta Regional Authority Federal Co-Chairman



With support from the Delta Region Community Health Systems Development Program,
discover how health care organizations utilized technical assistance, data, assessments, and
community feedback to drive change and improve sustainability by developing a local system of
care, filling gaps in service, and building local capacity to sustain performance gains.

4E

Strengthening Rural Obstetric Training for Family Physicians

Room

Erin Fredrickson, DO, MPH, University of Washington Family Medicine Residency PGY3

David Evans, MDD, University of Washington Family Medicine Residency Program Director and
Rosenblatt Family Endowed Professor of Rural Health

Davis Patterson, PhD, University of Washington Department of Family Medicine Research
Associate Professor

Rural communities struggle with shortages of obstetrics (OB) providers. Learn about new
research findings on the availability of rural OB training in family medicine physician residencies
and fellowships as well as ways to support robust OB training. Engage in a discussion of
solutions to grow OB providers in your community.

Initiatives to Address Maternal Health Disparities in Rural

Room

Manorama Khare, PhD, MS, University of lllinois College of Medicine Rockford Division of Health
Research and Evaluation Research Associate, Professor, and Director

Tracy Glascoe, MPAS, PA-C, Health Resources and Services Administration Bureau of Health
Workforce Commander and U.S. Public Health Service Corps Public Health Analyst

Heather O’Hara, MD, MSPH, Memorial Occupational Health Clinic Medical Director

Catherine Lavender, MD, FAAFP, The University of Alabama Department of Family, Internal, and
Rural Medicine Associate Professor and Division of Family Medicine Obstetrics Director

The purpose of the Bureau of Health Workforce’s Primary Care Training and Enhancement-
Community Prevention and Maternal Health (PCTE-CPMH) grant program is to train primary
care physicians in maternal health care to improve maternal health outcomes. This session will
discuss three grantee models for training primary care physicians for rural practice.

4aF

CDC Rural Health Update
Room

TBA

RHIS - VBP
The Effect of Public Policy on New Models of Rural Health Payment and Delivery



Room
John Supplitt, MBA, MPA, American Hospital Association Senior Director

As public and commercial payers steer providers away from volume-based payment, hospitals
must learn to adapt to value-based incentives. In this session we examine how alternative
payment models are driving new models of delivery including federal and private sector
initiatives to improve the value of care to our rural communities.

RHIS — Operations

Rural Inpatient Psychiatric Care: Availability and Quality Trends

Room

Peiyin Hung, PhD, University of South Carolina Rural and Minority Health Research Center
Deputy Director and Assistant Professor

Janice C Probst, PhD, University of South Carolina Rural and Minority Health Research Center
Associate Director

John Gale, Maine Rural Health Research Center Senior Research Associate

Rural inpatient psychiatric units provide vital care to patients with severe mental illness.
Panelists will present information regarding factors influencing the loss of rural psychiatric
beds, spatial accessibility to rural inpatient psychiatric care, and trends in care quality across
rural and urban institutions.

4G
Contributed Research Papers — TBD
Room

10:15-10:45 a.m.
Poster Session/Break
Room

10:45 a.m. —12:00 p.m.
Concurrent Sessions

5A

Improving Rural Oral Health: Training Primary Care and Dental Teams

Room

Shawnda Schroeder, PhD, University of North Dakota Department of Indigenous Health
Educator Scholar and Assistant Professor

Julie Reiten, University of North Dakota Center for Rural Health Project ECHO Coordinator



Although many rural communities lack local dental services, Dentistry as Primary Care
TeleECHO™ Clinics focused on training dental teams (who serve rural persons) on their role as
primary care providers, conducting blood pressure screenings, assessing mental health, and
more. Oral Health in Primary Care TeleECHO™ Clinics train rural primary care and public health
professionals on best practices in oral health screening, case management, fluoride varnish
application, and billing for these services in non-dental settings. TeleECHO™ clinics are an
excellent, rural, evidence-based practice for clinical knowledge translation.

5B
TBD
Room

5C

Implementation of the New Rural Emergency Hospital Model

Room

Yvonne Jonk, PhD, Maine Rural Health Research Center Deputy Director
Mark Holmes, PhD, University of North Carolina Sheps Center Director
Davis Patterson, PhD, WWAMI Rural Health Research Center Director

This session will address how the REH model will affect EMS volumes, workforce, performance,
and funding; and community services: RHCs, nursing homes, SNFs, and FQHCs. We will also
discuss factors influencing the long-term viability of REHs: patient volume, payment rates,
payer mix, staffing models, capital needs; and workforce implications.

Does the Rural Emergency Hospital Program make sense for me?

Room

Krisi Martinsen, Federal Office of Rural Health Policy Hospital State Division Director

Jodi Manz, MSW, The National Academy for State Health Policy Behavioral Health, Aging, and
Disability Director

Many hospitals and communities may be wondering if the new Rural Emergency Hospital
provider type makes sense for their situation. In this session, attendees will hear about
regulations and requirements for REHs learn from the REH National TA Center about current
resources to help make decisions about REH conversion.

5D

Practical Community Engagement Strategies to Advance Health Equity

Room

John Gale, MS, Maine Rural Health Research Center Senior Research Associate

Alana Knudson, PhD, NORC Walsh Center for Rural Health Analysis Director

Shena Popat, MHA, NORC Walsh Center for Rural Health Analysis Senior Research Scientist



Lara Wilson, MS, University of Maryland Shore Regional Health Rural Health Care
Transformation Director

The National Academy of Medicine’s Assessing Community Engagement (ACE) model provides a
framework to advance health equity and system transformation in rural communities. This
session explores how the ACE framework can improve local community engagement efforts and
practical strategies to transform rural systems of care and improve health equity.

5E

Stories and Lessons from Rural Internal Medicine Residencies

Room

Roger Bush, MD, Rural Residency Program Planning and Development Program Technical
Assistance Center Technical Advisor

Joe Weigel, MD, Lake Cumberland Regional Hospital Internal Medicine Residency Program
Director

Amanda Finley, DO, Henry County Medical Center Internal Medicine Residency and Designated
Institutional Officer Program Director

Matthew Tobey, MD, Massachusetts General Hospital Rural Health Leadership Fellowship
Associate Program Director

We offer compiled experience of 4 emerging rural Internal Medicine Residency Programs and
the Rural Residency Program Planning and Development Technical Assistance Center (RRPD-
TAC), funded by the U.S. Health Resources and Services Administration (HRSA). We assist in the
development of rural residency programs or Rural Training Tracks (RTT) in Internal Medicine.

S5F

Innovative Approaches to Enhance Behavioral Healthcare Access in Rural
Room

TBA

RHIS - VBP

The Cultural Transformation of a Critical Access Hospital

Room

Bill Auxier, PhD, Auxier Group Chief Executive Officer

Rena Salamacha, Mee Memorial Hospital Chief Executive Officer
Barry Nateman, Mee Memorial Hospital Director of Human Resources
Robert Valladares, MD, Mee Memorial Hospital Chief Medical Officer

The culture of a rural hospital determines many elements of delivering care in rural hospitals as
well as a hospital’s survival. When change is needed, it doesn’t happen overnight, and it begins
at the top. This presentation will share one rural hospital’s journey of cultural transformation.



RHIS — Operations

Rural Hospital Access to Capital Funding

Room

David Line, PhD, MPH, MSW, Midwestern University Program Director

James McNatt, CPA, Protiviti Associate Director

Mary-Katherine McNatt, DrPH, MPH, MCHES, CP, A.T. Still University Chair and Professor

Most independent rural hospitals have limited capital resources, lack the ability to issue bonds,
and do not have as much cash flow as their urban counterparts. Without these resources they
are unable to meet the needs of the vulnerable and complex patients. This session focuses on
the issues and mitigations.

5G
Contributed Research Papers — TBD
Room

12:00 - 1:45 p.m.

Rural Health Awards Luncheon

Room

Join NRHA for a tribute to the 2023 Rural Health Award winners.

1:45 - 3:15 p.m.
Terry Reilly Lecture
Room

Benjamin Gilmer, MD

3:15-3:30 p.m.
Poster Session/Break
Room

3:30 - 4:45 p.m.
Concurrent Sessions

6A

Treating Opioid Use Disorder with Rural Healthcare

Room

Kelly Black, MA, Essentia Health System Opioid Program Manager

Joseph Bianco, MID, FAAFP, Essentia Health Ambulatory Opioid Medical Director

Shiela Klemmetsen, MD, Essentia Health Substance Use Disorder Medical Director
Jessica Schwartz, RN, CARN, Essentia Health Substance Use Disorder Program Manager



Implementing Medication for Opioid Use Disorder (MOUD) into a continuum of care across a
Midwest rural healthcare system allows for patients to receive a comprehensive range of health
services. Office based opioid treatment (OBOT) is an evidence-based treatment model and
reduces related health harms and overdose deaths.

CDC Clinical Guidelines for Pain: Overview and Resources

Room

Molly Dowling, MPH, CHES, Centers for Disease Control and Prevention Division of Overdose
Prevention Health Communication Specialist

Centers for Disease Control and Prevention (CDC)’s online clinical tools, trainings, and patient
case scenarios can support rural health professionals with drug overdose education and
prevention. The 2022 Clinical Guidelines for Pain (Guidelines) provide guidance for patient-
centered pain management. CDC resources can equip clinicians with tools to implement the
Guidelines.

6B

Palliative Care Challenges and Solutions in Rural Communities

Room

Natalia Oster, PhD, University of Washington Research Scientist

Karla Weng, MPH, CPHQ, Stratis Health Senior Program Manager

Pat Justis, MA, Rural Health/Office of Community Health Systems Executive Director
Davis Patterson, PhD, University of Washington Department of Family Medicine Research
Associate Professor

Palliative care (PC) improves quality of life for patients and families while lowering healthcare
costs. We describe the availability and challenges of PC in varied rural settings based on
provider surveys and interviews, followed by examples of successful PC models, to engage
attendees in thinking about solutions for their communities.

6C
TBD
Room

6D

Teens Linked to Care Youth-Led Rural Health Initiative

Room

Hailey Bednar, CDC Foundation Emergency Response Specialist

Suzanne McMillan, CDC Foundation Monitoring and Evaluation Specialist



Teens Linked to Care (TLC) is an after-school initiative implemented in rural communities in
Indiana and Kentucky preventing substance use and risky sexual behavior. TLC is comprised of a
youth advisory board, where student-led initiatives have promoted resiliency, connectedness
and improved mental health in the selected rural communities.

6E

Leadership: The Biggest Predictor of Rural Hospital Success

Room

Sydney Grant, MHA, NRHA Rural Hospital Certification Programs/ Center for Rural Health
Leadership Director of Programming

Bill Auxier, PhD, NRHA Certification Programs/ Center for Rural Health Leadership Program
Director

This presentation provides the story the data is telling from an ongoing study examining the
growth in confidence of rural hospital CEOs participating in NRHA’s Rural Hospital CEO
Certification Program. What is the relationship between growth in leadership confidence and
performance? This presentation will help answer that question and more.

Preparing Emerging Administrative Leaders for Rural Health Roles

Room

Melinda Merrell, PhD, MPH, University of South Carolina Clinical Assistant Professor and MHA
Program Director

Kristin Wilson, PhD, MHA, University of lowa Clinical Associate Professor and MHA Program
Director

Whitney Zahnd, PhD, University of lowa Department of Health Management and Policy
Assistant Professor

Rural facilities face similar challenges with recruiting and retaining rural health care
administrators and managers in addition to addressing clinical rural health workforce shortages.
Master of Health Administration programs have an opportunity to ensure their students are
exposed to the opportunities to work in and with rural facilities.

6F

Calling for Reinforcements: Partnering across sectors to increase positive health outcomes
Room

TBA

RHIS - VBP

Lessons Learned from Rural Hospital Transformation Programs

Room

John Gale, MS, Maine Rural Health Research Center Senior Research Associate



Transformation is central to the Pennsylvania Rural Health, Community Health Access and Rural
Transformation, and Vermont All-Payer Accountable Care Organization models and the
Tennessee Rural Hospital Transformation and Georgia Rural Hospital Stabilization programs.
This session explores lessons learned a study of programs to improve and transform rural
hospital performance.

RHIS — Operations
TBD
Room

6G
Contributed Research Papers — TBD
Room

Friday, May 19, 2023

8:00-9:30 a.m.

Washington Update

Room

Carrie Cochran-McClain, NRHA Chief Policy Officer

Join rural health’s top federal lobbyist for an insider’s update about what’s going on in
Washington and what to expect in the next year.

9:30-9:45 a.m.
Break

9:45 -11:00 a.m.
Concurrent Sessions

7A

Rural Diabetes Care: Frameworks, Big-Data, and Innovation Opportunities

Room

Sagar Dugani, MD, PhD, MPH, Mayo Clinic Assistant Professor of Medicine

Mike Bancks, PhD, MPH, Wake Forest University School of Medicine Department of
Epidemiology and Prevention Assistant Professor

Alva Ferdinand, DrPH, JD, Texas A&M University School of Public Health Department of Health
Policy and Management Associate Professor

United States rural vs. urban populations have a higher diabetes burden, with sparse
information on systematic approaches to improve rural diabetes care. We will discuss



conceptual frameworks (e.g., National Institutes of Health), electronic health record
approaches to leverage big-data on individual/community risk factors, and strategies to
improve rural diabetes care.

7B

Preparing Rural Health Clinics for Value-Based Care

Room

John Gale, MS, Maine Rural Health Research Center Senior Research Associate

Growth in value-based care requires Rural Health Clinics to adapt to payment programs that
emphasize primary care, preventive services, care coordination, disease management,
population health, information sharing, and quality reporting. This session describes tools and
care models to prepare RHCs for changes in the evolving rural health care marketplace.

7C

FORHP Telehealth Session/ OAT
Room

TBA

7D

Project REACH (Rural Experts Advancing Community Health)

Room

Katie Rydberg, MPH, University of Minnesota Rural Health Research Center Program Manager
Carrie Henning-Smith, PhD, MPH, MSW, University of Minnesota Rural Health Research Center
Deputy Director

Ann Bussey, Community Advocate

Lacey Loomer, PhD, University of Minnesota Duluth Labovitz School of Business and Economics
Assistant Professor

Project REACH (Rural Experts Advancing Community Health) engages with community leaders in
rural Minnesota to provide health policy and leadership training to support their efforts to
improve health in their communities. This session describes the program model, impact on
rural Minnesota communities, and opportunities for future growth and replication.

7E

Growing your own: Training Doctors in Rural Communities

Room

Steven Crane, MD, University of North Carolina Chapel Hill Professor of Medicine

Louis Sanner, University of Wisconsin Emeritus Professor

Randy Longenecker, MD, Ohio University Professor of Medicine and Rural and Underserved
Populations Assistant Dean



Physician shortages in rural communities are wide spread and persist despite decades of state
and federal initiatives to increase supply. During this session three experts in rural graduate
medical education will describe important recent developments in federal funding that offer
significant opportunities to establish new rural residency programs.

7F

Approaches to Improving Rural Postpartum Care
Room

TBA

RHIS - VBP
TBD
Room

RHIS — Operations

Clinic Strategies for Rural Hospitals

Room

Ellen Garlick, FORVIS Healthcare Consulting Manager

Jill Griffith-Goodwin, FORVIS Healthcare Consulting Senior Manager

This session will discuss financial and operational strategies of establishing provider-based
clinics and freestanding or provider-based Rural Health Clinics from a rural perspective. It will
present strategies for new revenue opportunities and the payment and billing challenges
associated with these types of transitions in the changing regulatory environment.

7G
Contributed Research Papers — TBD
Room

11:00 a.m.
End of Annual Conference
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AGREEMENT FOR PROVISION OF PHYSICIAN SERVICES

THIS AGREEMENT is made this 27" day of January 2023, by and between SOUTHERN
MONO HEALTHCARE DISTRICT ("DISTRICT"), and GRACE KIM MD PC, a California
Corporation and GRACE KIM M.D., (collectively as "PHYSICIAN"), at the Town of Mammoth
Lakes, County of Mono, State of California.

Recitals

A. The DISTRICT is a Local Health Care District duly organized and existing under the
laws of the State of California and more specifically the Local Health Care District Law, Health and Safety
Code 8832000, et seq.

B. The DISTRICT owns and operates Mammoth Hospital to provide acute care, full service
medical services to the community in which itserves.

C. PHYSICIAN is an independent practicing physician duly licensed by the State of
California and Board Certified in the practice area of pediatrics.

D. The DISTRICT has determined that the making and entering into of this Agreement for
provision of physician services in the area of pediatrics is necessary for the provision of adequate health
care services to the communities served by the DISTRICT.

E. It is further determined by the board of directors of the DISTRICT that this Agreement
allows the board of directors to ensure that fees and charges for these physician services rendered at
Mammoth Hospital are reasonable, fair, and consistent with the basic commitment of the DISTRICT to
provide adequate health care to all residents within the boundaries of the DISTRICT and visitors to the
area.

Agreement

NOW, THEREFORE, IN CONSIDERATION OF THE MUTUAL COVENANTS AND
CONDITIONS CONTAINED HEREIN, THE PARTIES AGREE AS FOLLOWS:

1. Term of Agreement. The DISTRICT hereby retains the services of PHYSICIAN for a
term commencing on May 1, 2023 and terminating on June 30, 2024.

Notwithstanding the foregoing, either party may terminate this Agreement prior to the
expiration of any term hereof based on a finding of good cause. Good cause shall be limited to a default
by either party herein. In the event either party elects to terminate this Agreement prior to the expiration
of any term hereof based on cause or default, such party shall provide written notice to the other, setting
forth in sufficient detail, the nature, extent, and scope of the default. Thereafter, the alleged defaulting
party shall have thirty (30) days to remedy, cure, or otherwise correct the default. Should the alleged
defaulting party not so remedy or otherwise cure the default within the thirty (30) day time period, the
non-defaulting party may immediately terminate this Agreement.

The DISTRICT may elect to immediately terminate this Agreement without first
complying with the foregoing provisions regarding good cause and notice of default in the event of:
(1) suspension, revocation, or expiration (without renewal thereof) of PHYSICIAN's license to practice
medicine in the State of California; (2) suspension, revocation, or other termination of medical staff
privileges of PHYSICIAN at Mammoth Hospital; (3) PHYSICIAN is convicted of a felony (4) any
event of default which cannot be cured within the time periods set forth herein; (5) the reputation of
PHYSICIAN or DISTRICT is adversely affected by some intentional act of PHYSICIAN or (6) an



DocuSign Envelope ID: 4F750C69-F1B4-4E90-AAD9-407A2E8805E6

emergent situation requiring termination as determined by the DISTRICT in order to protect against
or avoid adverse impacts to patients, staff, DISTRICT personnel or facilities, or the health, safety
and welfare of the residents and communities served by the DISTRICT.

The DISTRICT has the express right to take action under its Bylaws and the Medical
Staff Bylaws to ensure patient safety; in the event Medical Staff fails to take appropriate action
against any physician who provides substandard care or who engages in professional misconduct
which within the reasonable and lawful discretion of the DISTRICT is jeopardizing public safety, this
Agreement may be terminated by the DISTRICT and the physician may be removed from the
Medical Staff pursuant to the Medical Staff Bylaws.

2. Description of Duties. PHYSICIAN shall personally render the services to Mammoth
Hospital during the term of this Agreement. PHYSICIAN shall obtain the approval of the Chief
Executive Officer ("CEO") or hospital administrator before retaining the services of additional
physician personnel to perform identical services as PHYSICIAN and while PHYSICIAN is
performing such services. This provision shall not apply to substitute temporary staffing, including
locum tenens. See Exhibit A for details of duties and expectations.

1) It is expressly acknowledged by PHYSICIAN that Mammoth Hospital serves
a resort and tourist-based community. In connection therewith, PHYSICIAN's personal attendance
for staffing needs will be required during holiday and other high-volume periods. In order to minimize
the excess costs associated with substitute physician staffing, including locum tenens, PHYSICIAN
shall not take time off or vacations during such peak or holiday periods without first obtaining the
written approval of the CEO or hospital administrator. Vacations and extended periods of time off
(i.e., more than two consecutive days), shall be scheduled by PHYSICIAN to occur during non-peak
and non-holiday periods.

2) All physician services provided herein by PHYSICIAN shall be rendered by
PHYSICIAN in the exercise of the utmost degree of skill and care and within the sole and absolute
discretion and control of PHYSICIAN exercising independent professional judgment. The DISTRICT
shall not direct PHYSICIAN in the rendering of physician services hereby, and PHYSICIAN shall
not be considered an agent of DISTRICT.

3) PHYSICIAN shall be a permanent or temporary member of the medical staff
of Mammoth Hospital and shall be in good standing.

4) Performance by PHYSICIAN of his/her obligations pursuant to this
Agreement shall be in compliance with all federal, state, and local laws, rules, regulations, and
ordinances, and in full compliance of any such applicable rules and regulations of any governmental or
accrediting agency or authorities relating to the licensure and regulations of physicians, medical
practitioners, and acute care hospitals.

5) PHYSICIAN shall comply with all rules and regulations established at Mammoth
Hospital, including without limitation, the Medical Staff Bylaws and the Bylaws of the Southern Mono
Healthcare District, and as all may be amended from time to time.

6) All services rendered by PHYSICIAN hereunder shall be in accordance with the
standards, rules, regulations, and recommendations of the DISTRICT's current and any future accrediting
agencies (e.g., DNV, the Joint Commission, and State of California, regardless of whether Mammoth
Hospital is so accredited) and of the Medicare Conditions of Participation.

7 PHYSICIAN shall comply with and maintain professional and ethical standards
of conduct with respect to the issue of patient confidentiality. PHYSICIAN shall not use or disclose any
protected health information or individually identifiable health information (as defined in the Health
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Insurance Portability and Accountability Act ("HIPM"; 45 CFR Part 164), the Confidentiality of Medical
Information Act (:"CMIA", Civil Code §856.05, et seq.), or Health.& Safety .Code §1280.15) (collectively,
"Protected Health Information” or "PHI") concerning any patient of Mammoth Hospital or its affiliated
clinics and facilities (whether or not PHYSICIAN renders services to such patient) other than as expressly
permitted by this Agreement and the requirements of State and Federal privacy regulations and security
standards. PHYSICIAN further agrees to comply with all policies, procedures, and directives of the
DISTRICT regarding the use and disclosure of Protected Health Information.

8) PHYSICIAN shall diligently and timely maintain, update, make entries in or to,
and file all necessary medical records and billings and charges. Such items include, without limitation,
charts, charge slips, billing codes, physician charge codes, transcriptions, assignments of billings and
charges, and orders. For the purposes of this provision, "diligently and timely" mean and refer to
completing all tasks, including electronic health record task lists, within 48 hours of the time of the event,
treatment, service, or transaction. PHYSICIAN shall use the EMR systems in connection with
PHYSICIAN's obligations in this sub-paragraph.

9) During the term of this Agreement, PHYSICIAN shall maintain an active
presence within the community served by the DISTRICT and engage in community functions. The
activities contemplated hereby are to include, without limitation, health fairs, wellness awareness
programs, school health programs, community education, and other service programs sponsored by the
Hospital. At the end of each term year, PHYSICIAN shall provide to the hospital administrator a written
report setting forth a summary of activities in compliance with this paragraph if requested to do so.

3. Effect of Consideration. No consideration being afforded PHYSICIAN by the DISTRICT
pursuant to this Agreement is being made for the referral of patients to Mammoth Hospital. This
Agreement in no way restricts PHYSICIAN from establishing staff privileges at, referring patients to, or
generating business from another entity. PHYSICIAN retains sole and absolute professional discretion
regarding PHYSICIAN's patient matters and referral practices.

No consideration being afforded PHYSICIAN by the DISTRICT pursuant to this
Agreement is for any bonus, retention incentives, or otherwise. All such consideration being afforded
PHYSICIAN by the DISTRICT pursuant to this Agreement is as expressly set forth in this Agreement.

Notwithstanding coverage and staffing obligations of PHYSICIAN as provided for in this
Agreement, PHYSICIAN expressly acknowledges and agrees that the DISTRICT has not made, nor does
this Agreement provide for, any of the following for the benefit of PHYSICIAN: (i) income guarantees, (ii)
promises, representations, or guarantees of patient volumes or business volumes, (iii) exclusivity of
medical services provided, (iv) minimum or guaranteed hours or days of coverage or office hours.
The DISTRICT retains sole and absolute discretion regarding its business decisions and operations,
including facilities and clinics staffed by PHYSICIAN as provided for in this Agreement. This
discretion includes, without limitation, hours of operation, staffing, location, and whether to cease or
suspend operations. Coverage obligations of PHYSICIAN are subject to and limited by the matters
set forth in this paragraph. PHYSICIAN shall have no claims against the DISTRICT, including its
agents, representatives, officers, directors, and affiliates, for any damages, loss of income, or
otherwise resulting from decisions or actions by the DISTRICT as provided for in this paragraph.

4. Professional Fees to PHYSICIAN.

The DISTRICT shall pay to PHYSICIAN as and for professional services being rendered by PHYSICIAN
pursuant to this Agreement as specified in Exhibit B. PHYSICIAN and DISTRICT have reviewed the
compensation to be paid under this Agreement as outlined in Exhibit B to confirm it is consistent with fair
market value and does not violate of the federal Anti-Kickback Statute or Stark Act.

5. PHYSICIAN Billings for Patient Services and Care. The DISTRICT shall bill for all patient
services and care rendered by PHYSICIAN and any substitute physicians, including locum tenens,
pursuant to this Agreement. All such physician fees and billings shall remain the property of the
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DISTRICT. It is expressly acknowledged and agreed to by and between the parties that the DISTRICT
will not be realizing a profit in connection with the services being rendered by PHYSICIAN hereby. All
fees and rates for all services rendered and charges shall be set by the DISTRICT and shall be
reasonable, fair, and consistent with the basic commitment of the DISTRICT to provide adequate health
care to all residents and visitors within the boundaries of the DISTRICT.

6. Professional Liability (Malpractice) Insurance. PHYSICIAN has two options for
Professional Liability Insurance: a) Obtain own professional liability coverage as outlined below or b)
request that the DISTRICT add PHYSICIAN to the DISTRICT professional liability policy (see EXHIBIT
B for option selected).

a) PHYSICIAN shall maintain professional liability/medical malpractice insurance, which the
DISTRICT approves in advance, and which approval shall not be unreasonably withheld. The
DISTRICT shall be a named or additionally named insured under all such policies. All coverages
shall include a statement to the effect that "coverage afforded under this Policy will act as primary
insurance to that of the certificate holder and additional insured. PHYSICIAN shall provide to the
DISTRICT upon reasonable request a certificate or other proof that such insurance is in full force
and effect. The limits of any liability policy shall be not less than $1,000,000 per occurrence.
Insurance shall be maintained with an admitted carrier licensed by the State of California
Department of Insurance with a Best rating of not less than A minus, and coverage shall be in
conformance with the Medical Staff Bylaws (and as the same may be amended from time to time).
PHYSICIAN shall immediately notify the DISTRICT of any change or cancellation of any insurance
policy in effect pursuant to this Agreement. In the event of any notice of cancellation given to
PHYSICIAN, PHYSICIAN shall reinstate all such insurance within thirty (30) days of such notice.

b) As of the date of this Agreement, PHYSICIAN has been able to be insured under the current
DISTRICT policy with BETA Healthcare Group (BETA) with the DISTRICT paying all
premiums related thereto. The DISTRICT shall continue to maintain professional
liability/medical malpractice insurance for PHYSICIAN as provided for herein through the
current policy of the DISTRICT provided by BETA. Inthe event such coverage through BETA
is no longer available or the DISTRICT procures other coverage for the DISTRICT where the
physicians cannot be included as determined by the DISTRICT, within its sole and absolute
discretion, the parties shall meet and confer and modify this Agreement accordingly in order
to ensure that PHYSICIAN can reasonably meet the obligation to have such insurance in
place during the then remaining term of this Agreement.

7. Records. All books, records, patient medical records, and other documents pertaining
to or relating to the care and treatment of patients at Mammoth Hospital and the services rendered by
PHYSICIAN pursuant to this Agreement shall be and remain the property of the District. Upon termination,
PHYSICIAN shall make entries in or to, and file as necessary medical records and billings and charges
in accordance with subsection 8 of section 2 of this Agreement and shall return any and all such property
in PHYSICIAN’s possession to District by the date of termination.

8. Warranties of PHYSICIAN. In addition to all other warranties or representations made
by PHYSICIAN in connection with the making and entering into of this Agreement, whether oral or written,
PHYSICIAN hereby represents and warrants to the DISTRICT the following:

1) PHYSICIAN is a duly licensed physician in good standing in the State of
California. PHYSICIAN is registered with the DEA to prescribe controlled substances without restriction
or limitation. Neither PHYSICIAN's medical license nor PHYSICIAN's DEA registration has ever been
suspended, revoked, restricted, limited, or terminated. PHYSICIAN has never been the subject of any
type of disciplinary or corrective action taken by any medical licensing or certification authority, or any
reprimand monetary fine or penalty relating to the rendering of medical services by PHYSICIAN. There
exists no actual, pending, or threatened disciplinary proceedings against PHYSICIAN that could result in
the suspension or revocation of PHYSICIAN's license topractice medicine in the State of California.
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2) PHYSICIAN is under no obligation, restriction or limitation, contractual or
otherwise, to any other individual or entity that would prohibit or impede PHYSICIAN from undertaking
and performing the duties, responsibilities, and obligations of PHYSICIAN pursuant to this Agreement.
The terms and provisions of this Agreement do not affect or violate any agreement or obligation of
PHYSICIAN with respect to the ability of PHYSICIAN to practice medicine.

3) PHYSICIAN is an independent physician, i.e., not an employee of the
DISTRICT.

4) PHYSICIAN has never been removed for cause from any provider panel of any
managed care organization, indemnity insurer or other third-party payer, or independent practice
association, PHYSICIAN organization, PHYSICIAN-hospital organization, or other provider network.

5) PHYSICIAN is not a party to any pending malpractice or other patient-related
litigation, nor have any such claims been threatened, including any proceedings against PHYSICIAN
before any professional licensing board.

6) To PHYSICIAN's best knowledge, he/she is not a party to any pending
investigation or proceeding the basis of which implicates his/her professional competence or that could
lead to a suspension, revocation, restriction, limitation or termination of his/her medical license or medical
staff privileges at any hospital. PHYSICIAN has not been involved in a violation of the Stark Law or the
Anti-Kickback Statute.

PHYSICIAN shall immediately notify the DISTRICT in the event any of the foregoing
representations are or become untrue for any reason. PHYSICIAN'’s failure to immediately notify the
DISTRICT in this event shall amount to a material breach of this Agreement for which the DISTRICT may
immediately terminate this Agreement.

9. Effect of Relationship. This Agreement is not intended to nor shall it create any
relationship of partnership, joint venture, employer/employee, master/servant, employment, agency or
otherwise. PHYSICIAN is not receiving from the DISTRICT any monetary compensation in the nature of
income guarantees, subsidies, referral fees, or otherwise. All compensation provided for herein is for
services rendered for professional services of PHYSICIAN as has been expressly set forth herein.
PHYSICIAN is at all times acting and performing under this Agreement as an independent contractor and
as a medical practitioner and licensed physician in the State of California, with PHYSICIAN specializing
in the area of medicine delineated herein. It is the intention of the DISTRICT to obtain the services of
PHYSICIAN to ensure that the specialty services of PHYSICIAN are available to carry out health care
services for the benefit of the communities served by the DISTRICT and that such services be performed
in a competent, professional, appropriate, and efficient manner as set forth in this Agreement.

The DISTRICT shall not direct or supervise the manner in which services are rendered
by PHYSICIAN. PHYSICIAN shall render services pursuant to this Agreement within the sole,
reasonable, and independent professional discretion of PHYSICIAN.

Unless otherwise required, PHYSICIAN shall have all compensation paid pursuant to
this Agreement subject to Form 1099 reporting. PHYSICIAN shall be fully responsible for the payment of
all income taxes and the payment of all appropriate withholding of any and all payroll taxes and
deductions for PHYSICIAN. In connection herewith, PHYSICIAN shall have no claims under this
Agreement or otherwise, against the DISTRICT for vacation pay, sick leave or other paid leave, pension
or retirement benefits, social security or FICA, worker's compensation, disability, unemployment
insurance benefits, or any other benefits afforded to full-time benefitted employees at Mammoth Hospital.

10. Survival of Warranties and Representations. All warranties and representations of
PHYSICIAN shall survive both the date of this Agreement and any eventual termination of this

Agreement.
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11. Working Space. The DISTRICT shall provide PHYSICIAN with sufficient working space,
staffing of personnel (including support and clerical staff), and hospital facilities while PHYSICIAN is
performing services at Mammoth Hospital, with the intent to enable PHYSICIAN to perform and render
services as provided for herein.

12. No Assignment by PHYSICIAN. Due to the uniqueness of services being rendered by
PHYSICIAN to the DISTRICT and the specific professional skill, competence, and experience of
PHYSICIAN, PHYSICIAN shall not assign, sublet, delegate, or otherwise convey PHYSICIAN's rights
and obligations pursuant to this Agreement. Any attempt to so assign by PHYSICIAN shall be deemed
null and void and shall entitle the DISTRICT to immediately terminate this Agreement without first having
to comply with any notice of default provisions (including those provided for in paragraph 1 above),
termination provisions of any DISTRICT Bylaws or Medical Staff Bylaws, or otherwise. In the event
PHYSICIAN forms or becomes part of a medical or other professional corporation, partnership, limited
liability company, limited liability partnership, or other such entity, PHYSICIAN shall unconditionally
guaranty any and all obligations, promises, covenants, and warranties of any such entity as provided for
in this Agreement. Any and all liability of PHYSICIAN hereunder shall be joint and several with that of
any such entity. In such event, PHYSICIAN shall notify the DISTRICT within thirty (30) days.

13. Remedies. Any and all remedies provided by this Agreement, operation of law, or
otherwise, shall be deemed to be cumulative, and the choice or implementation of any particular remedy
shall not be deemed to be an election of remedies to the mutual exclusion of any other remedy provided
for herein, by operation of law, or otherwise. Enforcement of any provision of this Agreement shall be by
proceedings at law or in equity against any persons or entities violating or attempting to violate any
promise, covenant, or condition contained herein, either to restrain violation, compel action, or to recover
damages.

14. Attorney's Fees. In the event any action at law or in equity is initiated to enforce or
interpret the terms of this Agreement, or arises out of or pertains to this Agreement, the prevailing party
shall be entitled to reasonable attorney's fees, costs, and necessary disbursements in addition to any
other relief to which that party may be entitled.

15. Notices. Any notices to be given by either party to the other shall be in writing and shall
be transmitted either by (1) personal delivery, (2) mail, registered or certified, postage prepaid with return
receipt requested, (3) by an overnight delivery service (e.g., Federal Express), or (4) by facsimile or email
service with a confirmation copy by regular malil, first class postage prepaid. Personal delivery or mailed
notices shall be addressed to the parties at the addresses listed below. Notices shall be transmitted via
the contact information listed below. Each party may change that address and facsimile telephone
number by giving written notice in accordance with this paragraph. In the event of any mailing, notice
shall be deemed given on the 3rd day after deposit. The addresses and facsimile telephone numbers of
the parties are as follows:

SOUTHERN MONO HEALTH CARE DISTRICT
Attn: Chief Executive Officer

P.O. Box 660

Mammoth Lakes, CA 93546

Facsimile Telephone No.: (760) 924-4104
Email: tom.parker@mammothhospital.com

GRACE KIM MD PC

452 E Cypress Ave Apt A
Burbank, CA 91501

Email: GraceKimMDMPP@gmail.com

Cell Phone: (253) 653-4173
DS
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16. Integration. It is intended by the parties that this Agreement be the final expression of the
intentions and agreements of the parties. This Agreement supersedes any and all prior or
contemporaneous agreements, either oral or in writing, between the parties hereto and contains all of the
covenants and agreements between the parties. No other agreements, representations, inducements, or
promises, not contained in this Agreement shall be valid or binding. Any modification of this Agreement
shall be effective only if it is in writing and signed by both parties.

17. Binding Effect. This Agreement shall be binding upon and inure to the benefit of the
heirs, executors, administrators, personal representatives, successors, and assigns of each of the parties
hereto.

18. Severance. In the event any term or provision of this Agreement is deemed to be in
violation of law, null and void, or otherwise of no force or effect, the remaining terms and provisions of
this Agreement shall remain in full force and effect.

19. Governing Law. Venue. This Agreement shall be interpreted under the laws of the State
of California. Exclusive venue for any legal action shall be Mono County, California.

20. Effect of Waiver. No waiver of any breach of any term, covenant, agreement, restriction,
or condition of this Agreement shall be construed as a waiver of any succeeding breach of the same or
any other covenant, agreement, term, restriction, or condition of this Agreement. The consent or approval
of either party to or of any action or matter requiring consent or approval shall not be deemed to waive
or render unnecessary any consent to or approval of any subsequent or similar act or matter.

21. Joint Preparation. This Agreement shall be deemed to be jointly prepared by all parties
hereto. In connection therewith, the provisions of Civil Code 81654 shall not be deemed applicable in the
event of any interpretation of this Agreement.

22. Access to Records Clause. If this Agreement is for the provision of services with a value
of $10,000 or more over a twelve (12) month period, then until the expiration of four (4) years after the
furnishing of the services provided under this Agreement, PHYSICIAN will make available to the
Secretary, U.S. Department of Health and Human Services, the U.S. Comptroller General, and their
representatives, this Agreement and all books, documents, and records necessary to certify the nature
and extent of the costs of those services. If PHYSICIAN carries out the duties of this Agreement through
a subcontract worth $10,000 or more over a twelve (12) month period with a related organization, the
subcontract will also contain an access clause to permit access by the Secretary, Comptroller General,
and their representatives to the related organization's books and records. This paragraph shall be in effect
only to the extent required by law.

23. Time. Time is expressly declared to be of the essence of this Agreement.
24. Public Document; No Confidentiality. The parties agree and acknowledge hereby that

upon full execution of this Agreement and the filing hereof in the official records and files of the DISTRICT,
this Agreement becomes a public document pursuant to the California Public Records Act.

25. Final Authority. The DISTRICT shall have final authority over all hospital matters,
controls, functions, employment of personnel not employed by PHYSICIAN, and administration. Any
interpretation of these matters shall be determined within the sole and absolute discretion of the
DISTRICT. It is expressly acknowledged and agreed to by and between the parties that this provision
shall in no way be construed as a usurpation, interference, or exercise of any control whatsoever of the
right, duty, and obligation of PHYSICIAN to render independent medical opinions and care as provided

for herein.
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26. Counterparts. Facsimile signature pages shall be deemed original signature pages and
shall be admissible as the same in a court or other tribunal as though such were originals. This Agreement
may be executed in one or more counterparts, each of which shall be deemed an original but all of which
shall constitute one and the same instrument. All of such counterpart signature pages shall read as
though one, and they shall have the same force and effect as though all the signers had signed a single
signature page.

* ** End of Text***

IN WITNESS WHEREOF, this Agreement is executed as of the day and year first above written.

SOUTHERN MONO HEALTHCARE DISTRICT

BY:

Thomas S. Parker, Chief Executive Officer

GRACE KIM MD PC

BY 2AE8D91A500C44C...
Grace Kim, M.D., Individually and as
Chief Executive Officer
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EXHIBIT A
DESCRIPTION OF DUTIES

PHYSICIAN duties/expectations are:

1. Provide clinical services for the Mammoth Hospital and Mammoth Hospital Pediatric
Clinic

2. The PHYSICIAN shall provide 24-hour coverage for the Emergency Department at
Mammoth Hospital for consultations, newborn/nursey care after delivery until
discharged and pediatric inpatient care during the term of this Agreement.

3. PHYSICIAN acknowledges that being on-call for the hospital and working in the
Pediatric Clinic on the same day might impact PHYSICIAN’s ability to work a full day
in the Pediatric Clinic, thus impact PHYSICIAN’s compensation for the Base Clinic
Pay.

4. Pediatric Clinic is open Monday — Friday, except during recognized holidays. It is
possible that the physicians and hospital administration will open the clinic on
Saturday if the patient demand exists and it is cost effective.

5. Clinic hours for patient appointments are 8am — 5pm. If PHYSICIAN desires to work
earlier or later than these set hours s/he can coordinate with the Clinic Manager for
appropriate staffing.

6. Physician agrees to collaborate with the other pediatricians to ensure adequate
physician coverage is available for patient care during every regularly scheduled
clinic day. It is expected that PHYSICIAN covers a minimum of 10 full clinic days a
month.

7. PHYSICIAN will coordinate vacation and days off with the other pediatric physicians
to maintain the normal clinic and hospital on-call coverage.

8. PHYSICIAN shall collaborate with the other pediatric physicians to provide a hospital
on-call and clinic schedule to the Clinic Manager ninety (90) days in advance

9. PHYSICIAN shall participate in regular Pediatric Clinic provider meetings (usually
once a month) to maintain good team communication on patient care, participate in
the development of departmental policy and procedure, development of EMR
protocols, focus on operational improvement, solve problems in services delivery,
provide in-service training for staff development, and develop consensus on methods
of patient care, patient education, and group practice.
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EXHIBIT B
COMPENSATION

Below are the fair market compensation terms that the DISTRICT will compensate PHYSICIAN:

1.

Base Clinic Pay — PHYSICIAN will be compensated at eight hundred dollars ($800.00)
for each full clinic day (minimum 7.5 patient care schedule hours) and four hundred
dollars ($400.00) for each half clinic day (minimum 3.75 patient care schedule hours).

Hospital On-Call Pay — PHYSICIAN will be compensated seven hundred dollars
($700.00) for each 24-hour hospital on-call shift (if less than a 24-hour shift is worked the
daily rate will be prorated).

Worked Relative Value Unit (wWRVU) Production Pay:
a. Clinic: Worked Relative Value Unit (WRVU) Production Pay — PHYSICIAN
will be paid a rate of seventy-two dollars and sixty- five ($72.65) for every wRVU
generated in the clinic in excess of 85 per month.

b. Hospital: Worked Relative Value Unit (WRVU) Production Pay — PHYSICIAN
will be paid a rate of $150.00 for every wRVU generated in the hospital.

Administrative Burden Pay — It is recognized that Pediatric physicians are burdened
with administrative work associated with patient care. Each month the DISTRICT will pay
seven hundred and fifty dollars ($750.00) to PHYSICIAN based on 10 full days worked in
the clinic. If PHYSICIAN works less than 10 full days, the payment will be pro-rated
($75.00 per full day and $37.50 per half day).

Benefits Stipend — to offset the cost of health care insurance and other personal costs,
PHYSICIAN will be paid a monthly benefit stipend of two thousand dollars ($2,000.00)
based on 10 full days worked in the clinic. If PHYSICIAN works less than 10 full days,
the payment will be pro-rated ($200 per full day and $100 per half day worked).

Housing — PHYSICIAN will be offered use of one of the DISTRICT’S housing units as
available, at no monthly rental cost to the PHYSICIAN for the contract term. PHYSICIAN
will be responsible for deposit and pet charge. If no housing is available, the DISTRICT
and PHYSICIAN will negotiate a maximum monthly housing stipend that the DISTRICT
will pay to PHYSICIAN.

CME Allowance — The DISTRICT will reimburse PHYSICIAN a maximum of three
thousand dollars ($3,000) per year for the cost to attend training/education to meet
professional CME requirements.

Professional Liability Insurance Coverage Reimbursement — As of the start date it is
expected that the PHYSICIAN will be insured under the current DISTRICT policy with
BETA Healthcare Group (BETA) with the DISTRICT paying all premiums related thereto,
in accordance with Section 6b. of the Agreement. The BETA malpractice policy is a
Claims Made policy thus any claims reported for the services provided in this agreement
are covered if Mammoth Hospital remains insured with BETA. Mammoth Hospital has
been insured with BETA for over 25 years and has no intention of changing carriers for
professional liability. If coverage with BETA is terminated for any reason, Mammoth
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Hospital will assume full liability for any covered claims reported for services you
provided at Mammoth Hospital during the contract period.

9. Medical Staff Dues Deduction - The Medical Executive Committee of the Mammoth
Hospital Medical Staff have directed the DISTRICT to deduct medical staff dues from the
above compensation.

10. Chart Delinquency Fines by Medical Staff - Fines for delinquent charting will be
assessed in accordance with the Medical Staff Fine Policy for Chart Delinquencies. The
Medical Executive Committee has directed the DISTRICT to deduct any such fines from
your compensation resulting from this Agreement.

11 @
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EXHIBIT C

Mammoth Hospital

Modifier Charge Adjustment for Physician Compensation

Effective 9-1-10 (updated 11-30-18)

Modifiers and Definitions

CMS %

Reimbursement

Modifier = 22 = more complicated, complex, technically difficult, or needing
significantly more time than usual

Adjustments

50% increase

Modifier =50= Bilateral Procedure

50% increase

Modifier 51 = Multiple Procedures

50% reduction

Modifier 52 =Reduced Services

30% reduction

Modifier 54 =Surgical Care Only

21% reduction

Modifier 55 =Post Operative Management Only

79% reduction

Modifier =56 = Preoperative Management Only

90% reduction

Modifier =62 =Two Surgeons

40% reduction

Modifier=63 = Procedure performed on infants less than 4 kgs

50% increase

Modifier 80 = Assistant Surgeon

80% reduction

Modifier=81 = Minimum Assistant Surgeon

80% reduction

Modifier=82 = Assistant Surgeon (when qualified resident surgeon not available)

80% reduction

Modifier = AS = non-MD surgical assist

85% reduction

12
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AMMOTH -HOSPITAL

Elevate Your Health

March 16, 2023

Motion: “I move that the board finds the surplus property as listed to have nominal or no value and is to be disposed of
in a reasonable and appropriate manner as determined by staff.”

Obsolete Equipment - Information Systems

Date Purchased Item Description Value Reason for Disposal Asset Tag:

12/1/2016 Latitude E7470 NA Obsolete 004799
5/21/2013 Nuance PowerMic NA Broken 003638
8/5/2014 Optiplex 7010 NA Obsolete 003758
12/1/2013 Optiplex 7010 NA Obsolete 003706
3/28/2014 Optiplex 7010 NA Obsolete 003730
6/13/2014 Optiplex 7010 NA Obsolete 003776
11/16/2015 Optiplex 7020 NA Obsolete 003917
6/14/2013 Fujitsu fi-6110 NA Broken 003642
12/1/2016 Latitude 5570 NA Fire Hazard 003971
5/10/2010 HP Deskjet 6940 NA Broken 003193
8/5/2015 Nuance PowerMic NA Broken 003861
1/13/2016 Optiplex 7020 NA Obsolete 003938
12/8/2010 Fujitsu fi-5110C NA Obsolete 003289
12/1/2016 Latitude E5540 NA Obsolete 003734
NA Fujitsu fi-5110C NA Obsolete 001835
8/27/2012 Polycom Sound Station 2 NA Obsolete 003488
NA Epson Projector NA Obsolete 002095
12/18/2015 Optiplex 7020 NA Obsolete 003866
12/18/2015 Optiplex 7020 NA Obsolete 003867
12/18/2025 Optiplex 7020 NA Obsolete 003838
9/28/2016 Latitude E7470 NA Broken 004807
3/28/2019 Latitude 5590 NA Broken 004622
3/27/2019 Latitude 5590 NA Broken 004623
3/2/2018 Latitude 5580 NA Broken 004961
12/1/2016 Latitude 5570 NA Broken 003985
12/5/2013 Optiplex 7010 NA Obsolete 003707
9/2/2015 Surface Pro 3 Tablet NA Broken 004434
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