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Medi-Cal Bridge Loan Program of 2010

Program Information

At the July 29, 2010 board meeting of the California Health Facilities Financing Authority (the “Authority”), the Authority approved the use of its fund balance to provide short-term secured working capital loans to small or rural non-profit health facilities who qualify as participating health institutions as defined by the Act to help offset their expected budgetary shortfalls associated with delayed 2010-2011 Medi-Cal reimbursements from the State of California.

These short-term loans will be made in accordance with the following loan underwriting guidelines:

· Loans may be provided only for the benefit of eligible small or rural health facilities. 

· The cumulative amount of loans that may be provided may not exceed 25% of the Authority’s fund balance on hand as of July 29, 2010, but solely to the extent there are monies available and in no event to such an extent as to reduce the fund balance below the sum of $5,000,000. 

· Loans to each small or rural health facility may be provided in an amount not to exceed that facility’s pro-rata share of the overall Medi-Cal need for all small or rural health facilities that apply for financing from the Authority by August 16, 2010 (or such other date as Authority staff may establish), based upon the individual facility’s Medi-Cal reimbursements from the Department of Health Care Services (“DHCS”) for fiscal year 2009/2010 for the six week period each facility seeks to cover with Authority financing (starting August 1, 2010), and not to exceed the sum of $750,000. 

As an example, if the fund balance has $2,000,000 of funds available to assist small or rural health facilities and the overall need of all facilities who have presented applications to the Authority and who are recommended for approval by Authority staff totals $3,000,000, each facility may then be entitled to their pro-rata share of this ratio of 67%. In this example, if a facility seeks the sum of $350,000 to cover six weeks worth of Medi-Cal reimbursement delays from DHCS, the facility would then be eligible for a loan not to exceed the sum of 67% of $350,000 or $234,500. 

· Each small or rural health facility applying for a Medi-Cal Bridge Loan must submit fiscal year 2009/2010 Medi-Cal reimbursement history for the same period of time that facility seeks to cover with Authority financing before the loan can be approved by the board. 

· Monies may not be released from the Authority until the Authority receives a copy of the facility’s Value of Claim letter (the “VOC”) evidencing the amount of Medi-Cal reimbursement they are due from DHCS. 

· Loan funds will not be released until the facility has signed a written agreement authorizing DHCS to redirect VOC payments to the Authority until such time as the Authority’s loan to the facility (including any origination fees and other loan related costs as may arise) is paid in full. The Authority agrees to notify DHCS when the loan has been fully repaid to enable DHCS to lift the redirection of VOC payments for the benefit of the facility. 

· Release of loan funds to a facility, at any given time, may not exceed the value of the Medi-Cal reimbursement depicted in that facility’s VOC. 

· The loan term shall not exceed 45 days from the official enactment of a 2010-2011 fiscal year budget by the State of California. There shall be no penalty for prepayment. 

· The Authority seeks to minimize costs to the greatest extent possible for these small or rural health facilities and thus the Authority will not impose an interest rate on the loan and the loan origination fee for each facility shall be 1.25% of the loan amount immediately due and payable from the proceeds of each distribution to the Facility. 

· The facility shall provide a gross revenue pledge to the extent it is available. 

· Loan funds may not be released until the facility executes each loan closing document required by the Authority to memorialize the loan agreement.
Applying for a loan     [image: image10.png]



The Authority welcomes your application and wishes you success in your financing endeavors. Staff will be pleased to answer any questions you have or to provide technical assistance in preparing the application.  Please call us at (916) 653-2799.

GENERAL INFORMATION

Applications will be accepted on a continual basis beginning August 16, 2010.  Applications are due by the 20th of each month to be included on the agenda for the following month meeting date.

All loans must be approved by the Authority’s Board at its regularly scheduled meeting in Sacramento (generally the last Thursday of the month).  Visit our website at www.treasurer.ca.gov/chffa.  Applicants must attend the meeting to present their proposals and answer any questions from members of the Authority.

PREPARING THE APPLICATION

1. [image: image1.wmf]Prepare two report covers (Fig. 1) with two-prong metal fasteners (Fig. 2), with Tabs 1‑8 for the application form and Tabs A-G for attachments.

[image: image7.png]



2. In Tabs 1-8 of the folders, place the completed written application form as requested (see pages A‑1 through A‑8 and B‑1 though B‑3). The application must be typed. Incomplete or illegible applications will not be considered for financing.
3. In Tabs A through E, insert the attachments as requested on page ATT‑1.

4.
In Tab F, insert the completed Medi-Cal Bridge Loan Application Checklist, page ATT-2.

5.
In Tab G, insert the Attachment G, which was added to the application effective September 10, 2010.

SUBMITTING THE APPLICATION

Forward an original and one copy of the application to:
California Health Facilities Financing Authority

915 Capitol Mall, Suite 590

Sacramento, California  95814

Attn.  Operations Manager

THE CLOSING PROCESS

· The Authority provides the closing package once the board approves the loan.  
· The package is fairly self-contained and includes most of the documents required for closing.  However, there are a few documents each borrower must individually provide for closing.  
· Each loan closing takes approximately four weeks after loan approval, depending upon the complexity of the transaction.  However, the Authority will take steps to hasten this timeline as practicable.  
· Upon the borrower's completion and submission of the closing package to the Authority, the Authority will release monies after receiving a copy of the Facility’s Value of Claim letter (the “VOC”) evidencing the amount of Medi-Cal reimbursement they are due from Department of Health Care Services.  
	
[image: image2.wmf]
	Medi-Cal Bridge Loan Program of 2010Application Form (Exhibit A)
	

	
	
	

	
	
	

	Tab 1.
	Summary Information

	
	

	BORROWER INFORMATION
	

	Legal Name  [Name from Articles of Incorporation or Amendment(s)]

	     

	Street Address
	Federal Tax I.D. Number

	     
	     

	City, State & Zip
	County
	Contact Person / Title

	     
	     
	     

	P.O. Box Address  [If Applicable]
	Telephone Number
	Fax Number

	     
	     
	     

	Facility Name  [If different from Borrower Legal Name]
	E-mail Address

	     
	     

	Project Street Address
	Have you been a prior borrower in Medi-Cal Bridge Program?

	     
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	City, State & Zip
	County
	If yes, date(s) loan(s) funded.

	     
	     
	     

	

	LOAN INFORMATION

	Amount Requested:
	Date Funds Needed:
	

	$
	     
	     

	Repayment Term:
Facility will sign a written agreement authorizing Department of Health Care Services (DHCS) to redirect 

	Value of Claim (VOC) payments to the Authority until such time the loan is paid in full.

	The loan term shall not exceed 45 days from the official enactment of a 2010-2011 fiscal year budget by the State of California.  There shall be no penalty for prepayment

	
	
	

	ELIGIBILITY

	To be eligible for financing, applicants must meet each of the four following requirements.

Please confirm eligibility by checking all that apply:  

	

	1.
 FORMCHECKBOX 

We qualify as a health facility under the Authority’s enabling legislation – Section 15432(d) of the Government Code.  We are licensed by the State of California through the Department of Health Services or      .

	

	Type of facility: (Check all applicable boxes)

	 FORMCHECKBOX 

Acute Care Hospital

 FORMCHECKBOX 

Adult Day Health Center

 FORMCHECKBOX 

AIDS Clinic

 FORMCHECKBOX 

Alcoholism Recovery Facility

 FORMCHECKBOX 

Blood Bank

 FORMCHECKBOX 

Chemical Dependency Facility

 FORMCHECKBOX 

Child Day Care Facility
	 FORMCHECKBOX 

Community Clinic

 FORMCHECKBOX 

Community Mental Health

 FORMCHECKBOX 

Community Work-Activity

 FORMCHECKBOX 

Developmental Disability

 FORMCHECKBOX 

Diagnostic/Treatment Center

 FORMCHECKBOX 

Group Home

 FORMCHECKBOX 

Multilevel Care Facility
	 FORMCHECKBOX 

Psychiatric Facility
 FORMCHECKBOX 

Public Health Center

 FORMCHECKBOX 

Rehabilitation Facility

 FORMCHECKBOX 

Skilled Nursing/Intermediate Care

 FORMCHECKBOX 

Other (describe):       

	2.
 FORMCHECKBOX 

Must be a non-profit 501 (c) (3) corporation according to IRS definition, or a public health facility (e.g. District Hospital).

	3.
 FORMCHECKBOX 

Must be a small or rural eligible health facility.

	4.
 FORMCHECKBOX 

Must have three (3) years audited financial statements.

	
	
	

	
[image: image3.wmf]
	If one or more of these requirements cannot be met,

please contact the Authority to determine eligibility.
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Tab 2.
Sources and Uses / Purpose of Loan Information
	
	Sources of Funds:
	

	
	
	

	
	Medi-Cal Bridge loan
	$
	     

	
	
	
	

	
	Total Sources
	$
	   0
 

	
	
	
	

	
	
	

	
	Uses of Funds:
	

	
	
	

	
	Net Amount to Borrower *
	$
	   0

	
	Authority Loan Fee [1.25% of Medi-Cal Loan Amount]
	$
	   0

	
	
	
	

	
	Total Uses (most equal total sources)
	$
	   0
 


	
	
	
	 

	
	
	
	


*
Loan funding may occur in installments ( the Authority will release monies after receiving a copy of the Facility’s Value of Claim letter (the “VOC”) evidencing the amount of Medi-Cal reimbursement they are due from Department of Health Care Services.

The borrower will receive the Net Amount of the approved Medi-Cal Bridge Loan once the Authority deducts the loan fee from the gross amount of the VOC.
	
	Purpose of Loan:
	


	Provide a comprehensive description for the use of loan funds. 

	     


Tab 3.
Management Discussion of Financials
	MANAGEMENT FINANCIAL DISCUSSION

	INCOME STATEMENT DISCUSSION

Please provide a comprehensive management discussion of the last 3 years audited and current interim financials.  Also, include in this discussion any material changes from year-to-year for line item revenues, expenses, unrestricted net assets.  Please provide explanation below.

	     

	BALANCE SHEET DISCUSSION

Please provide a comprehensive management discussion of the last 3 years audited and current interim financials.  Also discuss any material changes in the assets, liabilities, or unrestricted net assets.  Please provide explanation below.

	     

	LIST OF LONG-TERM DEBT

	List all debt owed by the Corporation.  Place an * by any debt which is being refinanced with Medi-Cal Bridge loan.

(Include existing lines of credit, and amounts currently outstanding).

	Lender
	Original Loan Date / Amount
	Amount Outstanding
	Interest Rate/

Monthly Paymnt
	Est. Value
of Collateral
	Maturity Date
	Purpose (i.e. purchase, remodel)
Description (i.e.  address)

	     
	     
     
	     
	     
     
	     
	     
	     

	     
	     
     
	     
	     
     
	     
	     
	     

	     
	     
     
	     
	     
     
	     
	     
	     

	     
	     
     
	     
	     
     
	     
	     
	     

	     
	     
     
	     
	     
     
	     
	     
	     

	     
	     
     
	     
	     
     
	     
	     
	     


Tab 4.
Population Served / Utilization
	POPULATION SERVED


The following categories require the number of clients in each sub-group, as shown on the applicant’s most recent records.

	Age
	
	Gender
	
	Ethnic Composition
	

	0-19
	     
	
	Male
	     
	
	Asian/Pacific Islander
	     
	

	20-34
	     
	
	Female
	     
	
	African American
	     
	

	35-44
	     
	
	Total
	   0
	
	Caucasian
	     
	

	45-64
	     
	
	
	
	
	Hispanic
	     
	

	65 & Over
	     
	
	
	
	
	Native American
	     
	

	Total
	   0
	
	
	
	
	Filipino
	     
	

	
	
	
	
	
	
	Other
	     
	

	
	
	
	
	
	
	Total
	   0
 
	


	UTILIZATION


	Clients Served / (Patient Visits)

Fiscal Year Ended  FORMDROPDOWN 


	
	 FORMDROPDOWN 
 Months Ended

 FORMDROPDOWN 

	Fiscal Year Ended January 31

	
	20  
	20  
	20  
	20  

	Totals
	     
	/
	(     )
	     
	/
	(     )
	     
	/
	(     )
	     
	/
	(     )


Tab 5.
Legal Status Questionnaire

1. Disclose material information relating to any legal or regulatory proceeding or investigation in which the borrower is or has been a party and which might have a material impact on the financial viability of the project or the borrower.  Such disclosures should include any parent, subsidiary, or affiliate of the borrower that is involved in the management, operation, or development of the project. 

     
2. Disclose any civil, criminal, or regulatory action in which the borrower, or any current board members, partners, limited liability corporation members, senior officers, or senior management personnel has been named a defendant in such action in the past ten years involving fraud or corruption, or matters involving health and safety where there are allegations of serious harm to employees, the public, or the environment.

     
Disclosures should include civil or criminal cases filed in state or federal court; civil or criminal investigations by local, state, or federal law enforcement authorities; and enforcement proceedings or investigations by local, state or federal regulatory agencies.  

The information provided must include relevant dates, the nature of the allegation(s), charters, complaint or filing, and the outcome.  

For a publicly-traded company, the relevant sections of the company’s 10K, 8K, and 10Q most recently filed with the Securities and Exchange Commission may be attached in response to question #1.  With respect to a response for question #2, previous 10K, 8K, and 10Q filings of the company may be attached if applicable.
TAB 6.
Religious Affiliation due Diligence:
Note:
Evidence (e.g., written admission policy, patient/resident application form, written hiring policies, codes of conduct, website information, statistical information, etc.) of each stated fact should be included in this tab.
	QUESTIONS
	ANSWER  (Yes or No)

Please provide explanations as requested – 

Attach additional pages as needed



	Admission Policies
	

	· Does the facility admit patients or residents of all religions and faiths?
	 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No  (please explain)

     

	· Are patients/residents ever turned away because of their religious affiliation?
	 FORMCHECKBOX 
  Yes (please explain)   FORMCHECKBOX 
  No

     

	· Does the facility grant any preference, priority or special treatment with respect to admission, treatment, payment, etc., based on religion or faith?
	 FORMCHECKBOX 
  Yes (please explain)   FORMCHECKBOX 
  No

     

	· Does the facility focus on the needs of, market to, or target, a particular religious population?
	 FORMCHECKBOX 
  Yes (please explain)   FORMCHECKBOX 
  No

     

	· Does the facility discourage individuals from seeking admission to the facility on the basis of religion?
	 FORMCHECKBOX 
  Yes (please explain)   FORMCHECKBOX 
  No

     

	· Is it the facility’s mission to serve patients/residents of a particular religion?
	 FORMCHECKBOX 
  Yes (please explain)   FORMCHECKBOX 
  No

     

	· What percentage of the patients/residents admitted and treated at the facility are of the same religious denomination as the facility’s religious affiliation?
	     

	Hiring and Employment Practices
	

	· Does the facility hire employees and medical staff that are of all religions and faiths?
	 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No  (please explain)

     

	· In hiring employees and medical staff, does the facility give preference to applicants of a particular religion?
	 FORMCHECKBOX 
  Yes (please explain)   FORMCHECKBOX 
  No

     


Tab 6.
Religious Affiliation Due Diligence (Continued):
Note:
Evidence (e.g., written admission policy, patient/resident application form, written hiring policies, codes of conduct, website information, statistical information, etc.) of each stated fact should be included in this tab.
	QUESTIONS
	ANSWER  (Yes or No)

Please provide explanations as requested – 

Attach additional pages as needed



	· What percentage of the facility’s staff (professional and non-professional) is of the same religious denomination as the facility’s religious affiliation?
	     

	· Does the facility place any religious-based restrictions on how medical staff performs its duties or what medical procedures can be performed?
	 FORMCHECKBOX 
  Yes (please explain)   FORMCHECKBOX 
  No

     

	· Are employees or medical staff required to sign or abide by a statement of faith or religious beliefs or similar document?
	 FORMCHECKBOX 
  Yes (please explain)   FORMCHECKBOX 
  No

     


	To what degree does the health care facility enjoy institutional harmony apart from the affiliated church or religion?
	     

	· Is the facility sponsored by a church or religion?
	 FORMCHECKBOX 
  Yes (please explain)   FORMCHECKBOX 
  No

     

	· Must members of the governing board of the facility be members of a particular religion or church?  Does the church elect the board members?
	 FORMCHECKBOX 
  Yes (please explain)   FORMCHECKBOX 
  No

     

	· Does the church dictate how the health care facility allocates its resources?
	 FORMCHECKBOX 
  Yes (please explain)   FORMCHECKBOX 
  No

     

	· Does the church approve the facility’s financial transactions?
	 FORMCHECKBOX 
  Yes (please explain)   FORMCHECKBOX 
  No

     

	Will loan proceeds be used to finance any building or facility that will be used for religious worship?
	 FORMCHECKBOX 
  Yes (please explain)   FORMCHECKBOX 
  No

     


Tab 7.
Certification
Please have the Executive Director of the agency, Board Chairperson, or other individual with the authority to commit the agency to contract complete the following certification:

1. I certify that to the best of my knowledge, the information contained in this application and the accompanying supplemental materials is true and accurate.  The applicant understands that misrepresentation may result in the cancellation of the loan and other actions which the Authority is authorized to take.

2.
The agency hereby agrees that all legal disclosure information requested has been disclosed.
	
	     
	
	

	
	By  (Print Name)
	
	Signature

	
	
	
	

	
	
	
	

	
	     
	
	     

	
	Title
	
	Date


California Health Facilities Financing Authority

Certification and Agreement Regarding

Community Service Obligation

Participating Health Institution (“Borrower”):

	     


Name and Address of Financed Facility (“Facility”):

	     

	     

	     

	     


Medi-Cal Contract?
 FORMCHECKBOX 

YES
 FORMCHECKBOX 

NO

Name of Financing:
Medi-Cal Bridge Loan Program of 2010
1. General Assurance
Pursuant to Section 15459 of the California Government Code, the Borrower hereby certifies that the services of the Facility will be made available to all persons residing or employed in the area served by the Facility.

2. Compliance Requirements
As part of its assurance under Section 15459 of the California Government Code, the Borrower agrees to the following conditions:

a)
To advise each person seeking services at the Facility as to the person’s potential eligibility for Medi-Cal and Medicare benefits or benefits from other governmental third party payers.

b)
To make available to the California Health Facilities Financing Authority (“Authority”) and to any interested person a list of physicians with staff privileges at the Facility, which includes all of the following:

i)
Name

ii)
Specialty

iii)
Language spoken.

iv)
Whether the physician takes Medi-Cal and Medicare patients.

v)
Business address and phone number.

c)
To inform in writing on a periodic basis all practitioners of the healing arts having staff privileges in the Facility as to the existence of the Borrower’s community service obligation.  Such notice to practitioners shall contain a statement, as follows:

“This Facility has agreed to provide a community service and to accept Medi-Cal and Medicare patients.  The administration and enforcement of this agreement is the responsibility of the California Health Facilities Financing Authority and this facility.”
d)
To post notices in the following form, which shall be multilingual where the borrower serves a multilingual community, in appropriate areas within the facility, including but not limited to, admissions offices, emergency rooms, and business offices:

“NOTICE OF COMMUNITY SERVICE OBLIGATION

This facility has agreed to make its services available to all persons residing or employed in this area.  This facility is prohibited by law from discriminating against Medi-Cal and Medicare patients.  Should you believe you may be eligible for Medi-Cal or Medicare, you should contact our business office [or designated person or office] for assistance in applying.  You should also contact our business office [or designated person or office] if you are in need of a physician to provide you with services at this facility.  If you believe that you have been refused services at this facility in violation of the community service obligation you should inform [designated person or office] and the California Health Facilities Financing Authority.”

e)
To provide copies of the notice specified in paragraph d) for posting to all welfare offices in the county where the Facility is located.

3. Medi-Cal Exceptions
All references to Medi-Cal shall be deemed deleted from section 2 above if and to the extent any of the following conditions exist:

a) The Facility is of a type and in a geographic area subject to Medi-Cal contracting and, following good faith negotiations, the Borrower has not been awarded a Medi-Cal contract by the California Medi-Cal Assistance Commission.

b) The Facility is not of a type which provides services for which Medi-Cal payments are available.

c) The Facility is, or is a part of, a multi-level facility and the health facility component of the Facility is of a size and type designed primarily to serve the health care needs of the residents of the multi-level facility.

Notwithstanding the foregoing, nothing in this Section 3 shall relieve the Borrower of its obligations, if any, under Section 1317 of the California Health and Safety code (relating to the provision of emergency service).

4. Compliance Reports
The Borrower agrees to make available to the Authority and to the public upon request an annual report substantiating compliance with the requirements of Section 15459 of the California Government Code.  The annual report shall set forth sufficient information and verification therefor to indicate the Borrower’s compliance.  The report shall include at least the following:

a)
By category for inpatient admissions, emergency admissions, and outpatient admissions (where the facility has a separate identifiable outpatient service):

i)
The total number of patients receiving services.

ii)
The total number of Medi-Cal patients served.

iii)
The total number of Medicare patients served.

iv)
The total number of patients who had no financial sponsor at the time of service.

v)
The dollar volume of services provided to each patient category listed in paragraphs i), ii), and iii).

b)
Any other information which the Authority may reasonably require.

5. Notices
Notices to the California Health Facilities Financing Authority required or permitted by this Agreement shall be given to the Authority addressed as follows:

California Health Facilities Financing Authority 

915 Capitol Mall, Suite 590

Sacramento, CA  95814

or at such other or additional address as may be specified in writing by the Authority.

6. Terms of Agreement
This Agreement shall terminate when the Loan is no longer outstanding under the terms of the Note or similar agreement securing the Loan.

	Name:
	     
	Signature:
	


	Title:
	     
	Date:
	     


	


RECEIVED AND ACKNOWLEDGED BY:

California Health Facilities Financing Authority



Executive Director

Provide the following attachments:

Attachment A.
Financial Information

· Provide copies of the audited financial statements for the three most recent fiscal years and the most recent year‑to‑date interim financial statements.

Attachment B.
Background

· Provide a copy of your organization’s mission and history (i.e. brochure, website literature).  What programs do you provide?  How long have you been providing them?

· List the street address, city and county of the organization’s other facilities, if applicable.
Attachment C.
Management Information

· Provide a copy of the Board Minutes or Board Resolution approving the application for a Medi-Cal Bridge loan for this project.

· Provide the resumes of the Executive Director, Chief Financial Officer, and/or key managers of the corporation.

· Provide the names of Board Members.

· Provide the name and title of the person to be designated by the board to sign loan documents if financing is approved (e.g., the Executive Director).

Attachment D.
License / Corporate Status

· Provide a copy of the State of California operating license or certification (e.g. Department of Health Services, Social Services, or other authorizing agency), of facility to receive funding.

· Provide copies of your corporation’s certified Articles of Incorporation and Bylaws, and any changes since the initial filings.

Attachment E.
Seismic Upgrades (For Acute Care Hospitals Only)

Office of Statewide Health Planning and Development (OSHPD) regulations require that all general acute care hospital owners perform seismic evaluations on each hospital building and submit the results for review by January 1, 2001.  The regulations subsequently require facilities to be in compliance with performance levels by January 1, 2008 or January 1, 2030 depending on building type.

1.
Describe your organization’s progress toward complying with OSHPD seismic evaluation regulations.

2.
Provide any available cost estimates (preliminary or final) for completing seismic upgrades, if available.

3.
Discuss any proposed or finalized financing options for any identified seismic upgrades.

Attachment G.
Additional Financial Information
· Provide information to the listed questions.  The attachment may be found at the end of the application or may be downloaded from the CHFFA website at http://www.treasurer.ca.gov/chffa/programs/bridge.asp 
Attachment F.
Checklist – Medi-Cal Bridge Loan Application
Please use checklist to determine if application is complete.  Incomplete or illegible applications will not be considered for financing.
	Tab 1.
	Summary Information

	(Page A-1)
	 FORMCHECKBOX 

	-
	Completed Sections re: Borrower Information, Loan Information & Eligibility.

	Tab 2.
	Sources and Uses / Purpose of Loan Information

	(Page A-2)
	 FORMCHECKBOX 

	-
	Completed Sources and Uses / Purpose of Loan Information.

	Tab 3.
	Management Discussion of Financials

	(Page A-3)
	 FORMCHECKBOX 

	-
	Completed Management Discussion of Financials (Income Statement & Balance Sheet).

	
	 FORMCHECKBOX 

	-
	Provided List of Long-Term Debt

	Tab 4.
	Population Served / Utilization / Community Service

	(Page A-4)
	 FORMCHECKBOX 

	-
	Completed Population Served / Utilization / Community Service Information

	Tab 5.
	Legal Status Questionnaire

	(page A-5)
	 FORMCHECKBOX 

	-
	Completed Legal Status Questionnaire (with explanation for all “yes” answers).

	Tab 6.
	Religious Affiliation due Diligence

	(page A-6)
	 FORMCHECKBOX 

	-
	Completed Religious Affiliation Due Diligence.

	Tab 7.
	Certification

	(page A-8)
	 FORMCHECKBOX 

	-
	Signed Certification re: application content and legal disclosure information.

	Tab 8.
	Certification and Agreement Regarding Community Service Obligation

	(page B-1)
	 FORMCHECKBOX 

	-
	Completed Community Serviced Obligation

	
	
	
	

	
	
	
	

	Attachment A.
	Financial Information

	(Page ATT-1)
	 FORMCHECKBOX 

	-
	Provided copies of last 3 years audited financial statements

	(Page ATT-1)
	 FORMCHECKBOX 

	-
	Provided the most recent year‑to‑date interim financial statements

	Attachment B.
	Background

	(Page ATT-1)
	 FORMCHECKBOX 

	-
	Provided organization’s background information.

	
	 FORMCHECKBOX 

	-
	List the street address, city and county of the organization’s other facilities, if applicable.

	Attachment C.
	Management Information

	(Page ATT-1)
	 FORMCHECKBOX 

	-
	Provided copy of Board Minutes or Board Resolution approving Medi-Cal Bridge loan.

	
	 FORMCHECKBOX 

	-
	Provided the resumes of the Executive Director, Chief Financial Officer, and/or key managers of the corporation.

	
	 FORMCHECKBOX 

	-
	Provide the names of Board Members.

	
	 FORMCHECKBOX 

	-
	Provided name/title of the person to be designated to sign loan documents.

	Attachment D.
	License / Corporate Status

	(page ATT-1)
	 FORMCHECKBOX 

	-
	Provided a copy of the State of California operating license (e.g. Department of Health Services, Social Services, or other authorizing agency) of facility to receive funding.

	
	 FORMCHECKBOX 

	-
	Provided copies of your corporation’s certified Articles of Incorporation and Bylaws, and any changes since the initial filings.

	Attachment E.
	Seismic Upgrades (For Acute Care Hospitals Only)

	(page ATT-1)
	 FORMCHECKBOX 

	-
	Provided information regarding seismic upgrades

	Attachment F.
	Checklist – Medi-Cal Bridge Loan Application

	(page ATT-2)
	 FORMCHECKBOX 

	-
	Completed the Checklist and inserted into Tab F.

	
	
	
	

	Attachment G.
	Additional Information (effective September 10, 2010)

	(Website
	 FORMCHECKBOX 

	-
	Provided information to the listed questions.

	 or Page G-1)
	
	
	

	
	
	
	


Attachment G.
Additional Financial Information
Please include additional pages as necessary
	(
	Please describe the actions your facility has taken within the last fiscal year to improve its financial position. 

	
	     

	(
	Please describe what other access to capital your facility has and what efforts your facility has pursued to get access to temporary funding.  Please tell us the status of any other pending applications for financing and any related details (i.e., when you expect to receive funding and the anticipated funding amount).

	
	     

	(
	Please tell us the potential consequences your facility might experience if your facility is unable to secure funding from the Authority.

	
	     


Attachment G.
Additional Financial Information (Continued)
Please include additional pages as necessary
	(
	Please tell us the amount of cash your facility had on hand as of September 10, 2010 and the approximate days cash on hand this represents.

	
	     

	(
	Please tell us your average total operating expenses per day (not including appreciation and depreciation related expenses).

	
	     

	(
	Please provide us with an overview of your facility’s competitive position in your primary markets, including your market share, any material services provided principally or exclusively by your facility and any other distinguishing features of your facility.
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Fig. 2
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