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CN22-18
Certificate of Need Application 

Hospice Agency 

Certificate of Need applications must be submitted with a fee in accordance with 
Washington Administrative Code (WAC) 246-310-990. 

Application is made for a Certificate of Need in accordance with provisions in Revised Code of 
Washington (RCW} 70.38 and WAC 246-310, rules and regulations adopted by the Washington 
State Department of Health. I attest that the statements made in this application are correct to 
the best of my knowledge and belief. 

Signature and Title of Responsible Officer 

Wenatchee Hospice Holdings LLC 
By: Matt Ham, COO 
Stride Health Care LLC, its Manager 

Email Address 

matt@advhh.com 

Legal Name of Applicant 

Wenatchee Hospice, LLC dba Advanced 
Hospice Northwest of Wenatchee 

Address of Applicant 
285 Technology Center Way, Suite 108 
Wenatchee, WA 98801 

Date 

12/29/2021 

Telephone Number 

(480) 710-7323 

Provide a brief project description 
~ New Agency 
□ Expansion of Existing Agency 
□ Other: _____________ _ 

Estimated capital expenditure: $0 

Identify the county proposed to be served for this project. Note: Each hospice application must be 
submitted for one county only. If an applicant intends to obtain a Certificate of Need to serve more 
than one county, then an application must submitted for each county separately. 

Wenatchee Hospice, LLC dba Advanced Hospice Northwest of Wenatchee intends to operate a 
Medicare Certified and Medicaid eligible Hospice service to residents located in Chelan County. 

TXL2303
Received
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Introduction 
 

Wenatchee Hospice, LLC dba Advanced Hospice Northwest of Wenatchee requests certificate of 
need approval for a Medicare Certified and Medicaid eligible hospice agency to serve patients in 
Chelan County.  Hospice utilization in Chelan County has been decreasing over the last three 
years.  Dual eligible hospice utilization in Chelan County is nearly 11% below national 
utilization levels.  Clinician time spent with patients on hospice in Chelan County is below 
national averages.  In addition, the speed in which patients are admitted to hospice in Chelan 
County ranks among the lowest in the state – meaning that patients in Chelan County are 
admitted to hospice services less quickly after electing hospice than those in other counties.  In 
fact, only 31% of admissions in Chelan County are admitted on the day of discharge from the 
hospital as compared to 80% nationally.  Slower speed to hospice admission will most 
significantly affect those who use hospice services for 7 days or less.  These facts indicate the 
need for additional hospice services to keep up with growing demand in the community.   
 
Almost 29% of the population in Chelan County is Hispanic.  However, beyond basic translation 
services, there is no hospice cultural programming or outreach for the Hispanic population of 
Chelan County.  Per claims data, there is almost no hospice utilization among the Hispanic 
population in Chelan County.  Need exists for cultural outreach and programming to ensure 
access to hospice services to the Hispanic community of Chelan County.   Increased utilization 
of hospice services leads to lesser symptoms, improved quality of life, and decreased overall 
healthcare spending.    
 
Only one Hospice provider exists in Chelan County with a population of nearly 80,000.  In a 
market indicating challenges in meeting the hospice needs of the community, a second provider 
would not only add choice to the market, but also help improve the availability of services to 
many additional population cohorts within the community.  
 
Advanced Hospice1 will establish cultural programming and outreach through this project to 
overcome the barriers to access for the Hispanic community in Chelan County.  This project will 
also help improve the above mentioned metrics indicating additional services are needed  in the 
county.  Advanced Hospice will be able to partner with Wenatchee Home Health, LLC dba 
Advanced Home Health Northwest of Wenatchee which already provides home health services 
throughout Chelan County.  Because of this already established footprint in the county, this 
project would most quickly improve access to hospice services in the county while minimizing 
cost through applying existing resources, both administrative and clinical.  This project will help 
improve access to care, and will do so in a cost effective manner.   This application will outline 
how Advanced Hospice will meet the intent of WAC 246-310-290(12) in providing access to the 
underserved Hispanic population of Chelan County.   
 
 
 
 
 

 
1 For simplicity and to shorten the application, “Advanced Hospice” will be used throughout this application in place 
of Wenatchee Hospice, LLC dba Advanced Hospice Northwest of Wenatchee.   
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I.  Applicant Description 
Answers to the following questions will help the department fully understand the 
role of the applicant(s).  Your answers in this section will provide context for the 
reviews under Financial Feasibility (WAC 246-310-220) and Structure and Process 
of Care (WAC 246-310-230). 
 

1. Provide the legal name(s) and address(es)of the applicant(s). 
Note: The term “applicant” for this purpose includes any person or 
individual with a ten percent or greater financial interest in the partnership 
or corporation or other comparable legal entity as defined in WAC 246-310-
010(6). 

 
Wenatchee Hospice LLC, dba Advanced Hospice Northwest of Wenatchee is the 
applicant.   

   285 Technology Center Way Suite 108 
 Wenatchee WA, 98801 

 
It is wholly owned by Wenatchee Hospice Holdings, LLC which is a subsidiary of 
Stride Health Care, LLC.   See Appendix 1 for Organizational Structure 
 

2. Identify the legal structure of the applicant (LLC, PLLC, etc.) and provide the 
Unified Business Identifier (UBI). 
 
Wenatchee Hospice LLC is a Washington LLC with UBI 604 840 149.   
See Appendix 2 – Applicant Information 
 
 

3. Provide the name, title, address, telephone number, and email address of the 
contact person for this application. 
 
Matthew Ham, COO 
285 Technology Center Way, Suite 108 
Wenatchee, WA 98801 
(480) 710-7323    
matt@advhh.com 
 

4. Provide the name, title, address, telephone number, and email address of the 
consultant authorized to speak on your behalf related to the screening of 
this application (if any). 
 
Not Applicable 

 
5. Provide an organizational chart that clearly identifies the business structure 

of the applicant(s). 
 
See Appendix 1 – Organizational Structure   
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6. Identify all healthcare facilities and agencies owned, operated by, or 

managed by the applicant or its affiliates with overlapping decision-makers.  
This should include all facilities in Washington State as well as out-of-state 
facilities.  The following identifying information should be included:  

• Facility and Agency Name(s)  
• Facility and Agency Location(s)  
• Facility and Agency License Number(s)  
• Facility and Agency CMS Certification Number(s)  
• Facility and Agency Accreditation Status 
• If acquired in the last three full calendar years, list the corresponding 

month and year the sale became final 
• Type of facility or agency (home health, hospice, other) 

 
See Appendix 3 – List of Owned Entities 

 
II. Project Description 
1. Provide the name and address of the existing agency, if applicable.   

 
Not Applicable.  
 

2. If an existing Medicare and Medicaid certified hospice agency, explain if/how 
this proposed project will be operated in conjunction with the existing 
agency. 
 
Not Applicable.   
 

3. Provide the name and address of the proposed agency.  If an address is not 
yet assigned, provide the county parcel number and the approximate 
timeline for assignment of the address. 
 
Wenatchee Hospice LLC, dba Advanced Hospice Northwest of Wenatchee 
285 Technology Center Way, Suite 108 
Wenatchee WA 98801 
 

4. Provide a detailed description of the proposed project. 
 
Advanced Hospice will be a state licensed and Medicare and Medicaid certified 
hospice agency serving the county of Chelan.  This project will provide a new 
hospice agency in the county and will offer choice to the residents of Chelan 
County when deciding to utilize hospice services.   
 
This project will be led by an administrator with two decades of hospice 
experience and will be comprised of a compassionate team of local health care 
providers focused on patient and family needs and experience.  This will include 
physicians, nurses, social work, chaplain, volunteer services, therapy, DME, 
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medical supplies, pharmacy services and bereavement support for family and 
friends of the patients.  Services will include all necessary hospice services and 
supplies. Personalized plans of care will be developed based on each patients 
needs and wants in order to best meet their palliation needs and to best manage 
their terminal illness with dignity and respect.   

 
Advanced Hospice will support patients throughout the community and wherever 
they may live and will place special emphasis on outreach throughout the county.  
A main reason for low hospice utilization is caused by a lack of awareness of 
hospice benefits and services.  Outreach and education will be a significant focus 
of this project by Advanced Hospice and will be tailored to the particular unmet 
needs in the community with special emphasis on cultural programming and 
education for the Hispanic community.   
 
Advanced Hospice will work in partnership with the local healthcare community to 
best meet the needs of the county residents.   Although Advanced Hospice is a 
new agency, Wenatchee Home Health, LLC dba Advanced Home Health 
Northwest of Wenatchee is an existing member of the healthcare community in 
Chelan County.   Advanced Home Health’s2 owner is also a wholly owned 
subsidiary of Stride Health Care, LLC.  Advanced Hospice will be able to benefit 
from the relationships already established by Advanced Home Health to quickly 
integrate into the healthcare community.   
 

5. Confirm that this agency will be available and accessible to the entire 
geography of the county proposed to be served. 
 
This agency will be available and accessible to the entire geography of Chelan 
County.  Advanced Home Health already has a footprint throughout the county and 
is familiar with the geography and Advanced Hospice will be able to serve the 
entire county.   
 

6. With the understanding that the review of a Certificate of Need application 
typically takes at least six to nine months, provide an estimated timeline for 
project implementation, below: 
 

Table 1 – Project Implementation Timeline 
Event Anticipated Month/Year 
CN Approval September 2022 
Design Complete (if applicable) N/A 
Construction Commenced* (if applicable) N/A 
Construction Completed* (if applicable) N/A 
Agency Prepared for Survey October 2022 
Agency Providing Medicare and Medicaid hospice 
services in the proposed county. 

Jan 2023 

 
2 “Advanced Home Health” will be used throughout this application in place of Wenatchee Home Health, LLC dba 
Advanced Home Health Northwest of Wenatchee. 
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* If no construction is required, commencement of the project is project 
completion,  commencement of the project is defined in WAC 246-310-010(13) 
and project completion is defined in WAC 246-310-010(47). 
 
7. Identify the hospice services to be provided by this agency by checking all 

applicable boxes below.  For hospice agencies, at least two of the services 
identified below must be provided. 
 

Table 2 – Advanced Hospice Agency Services 
X Skilled Nursing � Durable Medical Equipment  
X Home Health Aide � IV Services 
X Physical Therapy  � Nutritional Counseling  
X Occupational Therapy X Bereavement Counseling  
� Speech Therapy  X Symptom and Pain Management  
� Respiratory Therapy  � Pharmacy Services 
X Medical Social Services  X Respite Care  
X Palliative Care  X Spiritual Counseling  
� Other (please describe) 

 
8. If this application proposes expanding an existing hospice agency, provide 

the county(ies) already served by the applicant and identify whether 
Medicare and Medicaid services are provided in the existing county(ies). 

 
This application is not proposing expanding an existing hospice agency. 

 
9. If this application proposes expanding the service area of an existing 

hospice agency, clarify if the proposed services identified above are 
consistent with the existing services provided by the agency in other 
planning areas. 
 
This application is not proposing expanding an existing hospice agency.   
 

10. Provide a general description of the types of patients to be served by the 
agency at project completion (age range, diagnoses, special populations, 
etc).   

 
Advanced Hospice will work to meet the needs of the community of Chelan County 
and will serve patients of all ages and diagnoses for which staff are competent as 
outlined in its agency plan.  All patients will be served regardless of race, color, 
religion, age, sex (an individual’s sex, gender identity, sex stereotyping, 
pregnancy, childbirth and related conditions), sexual orientation, disability (mental 
or physical), communicable disease, or national origin.  
 
Patients will have terminal conditions with a life expectancy of 6 months or less.  
The main causes of death in Chelan County are comprised of cardiovascular 
disease, cancer, Alzheimer’s disease, chronic lower respiratory disease, diabetes 
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and chronic liver disease3.  Most services will be provided in patients homes while 
some will be provided in Skilled Nursing Facilities, Group Homes, Assisted Living, 
and Independent Living facilities.  Needs vary by the individual and this agency will 
work to meet the individual needs of each patient and their family while providing 
competent and compassionate care.     
 
Chelan County has a rapidly growing elderly population with 18.42% ages 65 and 
above which is higher than the state average of 14.53.4  and the largest percent 
increase in the numbers of deaths of any county in WA when trending the last 3 
years5.  The majority of patients will be elderly.   
 
Chelan County is comprised of 28.55%6 Hispanic population.  This population in 
particular will be a significant focus for this project as will be outlined in the following 
section of this application, along with other identified population cohorts.   

 
11. Provide a copy of the letter of intent that was already submitted according 

to WAC 246-310-080 and WAC 246-310-290(3). 
 

See Appendix 4 – Letter of Intent  
 

12. Confirm that the agency will be licensed and certified by Medicare and 
Medicaid.  If this application proposes the expansion of an existing agency, 
provide the existing agency’s license number and Medicare and Medicaid 
numbers. 
 
This agency will be licensed and certified by Medicare and Medicaid but it is not 
expanding on an existing agency.   
 
IHS.FS.          -    Not applicable 
 
Medicare #:    -   Not Applicable 
 
Medicaid #:    -   Not Applicable 

 
 
 
 
 
 
 
 
 

 
3 Washington State Department of Health, Community Health Assessment Tool, 2013-2017 
4 Washington State Department of Health, Community Health Assessment Tool, 2013-2017 
5 Washington State Vital Statistics Death Data for Years 2018-2020 
6 Washington State Department of Health, Community Health Assessment Tool, 2013-2017 
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Certificate of Need Review Criteria 
 
A. Need (WAC 246-310-210) 
WAC 246-310-210 provides general criteria for an applicant to demonstrate need 
for healthcare facilities or services in the planning area.  WAC 246-310-290 provides 
specific criteria for hospice agency applications.  Documentation provided in this 
section must demonstrate that the proposed agency will be needed, available, and 
accessible to the community it proposes to serve.  Some of the questions below 
only apply to existing agencies proposing to expand.  For any questions that are 
not applicable to your project, explain why. 
 

1. For existing agencies, using the table below, provide the hospice agency’s 
historical utilization broken down by county for the last three full calendar 
years.  Add additional tables as needed. 
 
This is not applicable as this agency is not expanding upon an existing agency.   
 

Table 3 – Not Applicable 
COUNTY Identify Year Identify Year Identify Year 
Total number of admissions  N/A N/A N/A 
Total number of patient days  N/A N/A N/A 
Average daily census N/A N/A N/A 

 
 
 

2. Provide the projected utilization for the proposed agency for the first three 
full years of operation.  For existing agencies, also provide the intervening 
years between historical and projected.  Include all assumptions used to 
make these projections. 

 
Table 4 shows projected utilization for the Advanced Hospice for the first three 
years of operation.  This is not an existing agency so there is no historical data.  
Assumptions are explained below.  

 
Table 4 – Advanced Hospice Utilization Projection 

 
ADVANCED HOSPICE 
UTILIZATION PROJECTION 

2023 2024 2025 

Total number of admissions  85 165 183 
Total number of patient days  5,263 10,220 11,383 
Projected average daily census 14.3 27.8 31 

 
 
 

Assumptions used to make these projections: 

2024 2025 
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Assumption 1:  
Advanced Hospice plans to be ready to start its first year of operation in 2023.  
State methodology calculated unmet need from 2021-2023.  See appendix 5 
for Department of Health 2021-2022 Hospice Numeric Need Methodology.  In 
order to calculate unmet need in years 2024 and 2025, and to maintain 
consistency, Advanced Hospice used the same calculations from the 
Department of Health 2021-2022 Hospice Numeric Need Methodology, but 
expanded its application into 2024 and 2025 using population data provided in 
the state methodology to determine the projected average daily census for 
these years.   Steps 1-3 remained consistent.  Step 4 applied the same 
calculated use rate to the state provided population projections for 2024 and 
2025.  Steps 5-7 remained consistent.  This calculation yielded the following 
results: 

 
 

Table 5 – State Methodology Calculation 
    0-64 65+ 
Step 1:  Calculate the Two Statewide Hospice Use Rates: 25.67% 60.15% 
Step 2:  Calculate the 3 Yr Death Rate by Age Cohort:  164 661 
Step 3:  Calculate Projected # of Patients   42 398 
Step 4:  Calculate Use Rate from Projected Patients    0.000677 0.025044 

      
 2021 2022 2023 2024 2025 
Population           
0-64 62512 62562 62611 626117 62710 
65+ 17052 17695 18339 18982 19626 
Expected Admissions       
0-64 42 42 42 42 42 
65+ 427 443 459 475 492 
Total both Cohorts 469          486  502 518 534 
        
Step 5: Subtract the Actual Capacity of 428.69 from the Total Both Cohorts    

 41            57  73 89 105 
Step 6: Multiply the unmet Admissions determined in step 5 by the state ALOS of 62.12 

 2525 3560 4531 5534 6538 
Step 7: Divide the Daily Census by the number of days in the year to get Unmet ADC 

 7 10 12 15 18 
 

 
7 Data taken from 2021-2022 Hospice Numeric Need Methodology 0-64 Population Projection showed no increase 
from 2023 to 2024 which could be a transcription error but would be negligible and is a more conservative 
calculation, therefore this application utilized this number for calculation.   

I I I I I 

I I I I I 
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The highlighted data is condensed and presented in Table 6 to assist in 
presenting the following assumptions.   

 
Table 6 – Projected Need Based on State Methodology 

Year 2023 2024 2025 
Projected Need Based on State Methodology 12 15 18 

 
 
 
 

Assumption 2: 
Calculations from the Data provided in the Department of Health 2021-2022 
Hospice Numeric Need Methodology showed a significant drop in combined 
utilization rate in Chelan County8.   

 
Exhibit 1 – Hospice Utilization in Chelan County 

 
 

The combined rate for Chelan County dropped from 59.74% in 2018 to 44.90% 
in 2020.  The statewide average utilization during the same time dropped from 
53.36% to 50.19%.  This is a drop in utilization of 15% in Chelan County as 
compared to 3% statewide.   

 
 
 
 
 
 
 

 
8 Combined utilization was calculated using the same formula from WAC 246-310-290(8)(a) Step 1 but dividing the 
total number of deaths for both age cohorts by the unduplicated admissions from both age cohorts.   
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Exhibit 2 – Hospice Utilization, Chelan County vs. State  

 
 

Because of this decreasing trend in utilization, an assessment of the impact of this 
trend was conducted and represented in Table 7.  The decreased actual utilization 
rate of Chelan County for 2020 was compared to the Statewide average utilization 
rates.  Expected admissions were calculated as per State Methodology using the 
statewide average.  This was compared to Chelan County Actual Admissions and 
the Difference was noted.  Based on this assessment, after combining the 
difference of each age cohort, an additional 77 patients should have needed 
services.  This number of additional patients was multiplied by the Average Length 
of Stay as per State Methodology, showing need for patient days of 4,763.  This 
was then divided by 365 as per State Need Methodology and determined an 
additional unmet need of 13 ADC.   

 
Table 7 – County Utilization Factor 

  

WA State 
Avg Use 
Rate 

Chelan 2020 
Actual Deaths 

Expected 
Admissions 

Chelan 2020 Actual 
Admissions Difference 

0-64 25.67% 224 58 32 26 
65+ 60.15% 785 472 421 51 
        
      Total 77 
      Patient Days 4763 

        Additional Unmet Need 13 
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This additional unmet need was added to the projected unmet ADC for years 2023, 
2024, and 2025 as outlined in Table 8.   

 
Table 8 – Adjusted Unmet Need based on Utilization Factor 

Year 2023 2024 2025 
Projected Need Based on State Methodology 12 15 18 
Adjusted unmet ADC based on Low 
Utilization 25 28 31 

 
 
 

Advanced Hospice is confident these numbers more appropriately reflect the 
Hospice need in Chelan County versus available capacity and will discuss this 
further in questions 3, 4, and 6 of this section.  Applying this additional numeric 
unmet need to future expected need demonstrates a need in the third year of 
operation for Advanced Hospice of 31 ADC.  In addition, as financial projections 
indicate, this will be a financially viable project and will allow for the underserved 
Hispanic population in Chelan county to gain access to hospice services as 
discussed below.   

 
 
 
 

3. Identify any factors in the planning area that could restrict patient access to 
hospice services.  
 
In a 2019 study among residents of Chelan County, 25% of those surveyed 
expressed access to healthcare was a significant factor that could help improve 
quality of life.9  The following factors could restrict patient access to hospice 
specific services in Chelan County:  
 
1. Lack of Hispanic programming and outreach.  Of the total population in Chelan 

County, 28.55% is Hispanic as compared to 12.38% of the state’s population.10  
In addition, 10% of the population of Chelan County is linguistically isolated.  
This is much higher than WA averages of 7.6% and US averages of 8.5%.11 
This number is important because it is made up of individuals who speak a 
language other than English at home and who do not speak English well.  The 
inability to speak English well can create barriers such as healthcare access, 
provider communication and overall health literacy.12  Racial and ethnic 
minorities utilize hospice less than that of the White population.  A recent study 

 
9 North Central Washington Community Health Needs Assessment 2019 – Appendix B, Community Voice Survey 
10 Washington State Department of Health, Community Health Assessment Tool, 2013-2017 
11 U.S. Census Bureau, American Community Survey, 2009-2013 and 2013-2017 
12 North Central Washington Community Health Needs Assessment 2019 
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validated this even when controlling for other socioeconomic factors such as 
income, area population, education, and age.13  In Chelan County, this is also 
the case as there have been no claims submitted for hospice services for 
Hispanic beneficiaries.14  The current hospice provider does not offer any 
Spanish Language or cultural programming beyond basic translation services 
to reach this population.  According to the most recent Washington State 
Department of Health Community Health Assessment, the state’s population is 
becoming more racially and ethnically diverse.  One implication identified by 
the state is an increased demand for linguistically and culturally appropriate 
health services. Specifically it reads, “To be effective, service providers and 
organizations need to be reflective of the communities they serve.  They also 
need to partner with communities to develop interventions, materials and 
services that are accessible and culturally appropriate.”15 Lack of Hispanic 
cultural programming and outreach in Chelan County restricts access to care 
among this population.  

 
2. Lack of choice is a factor in access for patients.   When dealing with something 

as challenging as death and dying, choice is extremely important for individuals 
to feel they have options and some control over their healthcare decisions.  A 
negative experience, an employer/employee relationship, or many other 
considerations with the only provider of a particular healthcare service in a 
community can leave someone feeling they only have a choice of either care 
with the existing provider, or no care at all.  This is a difficult indicator to 
measure but its impacts must be considered in a county of this size with only 
one provider. The state need methodology is most effective in assessing the 
needs of a larger community with multiple providers.  One provider in a county 
this size should be considered as a significant factor in access to hospice 
services throughout the county.   

  
3. Speed of admissions for Chelan county is also a factor that can affect access 

to Hospice services for a number of populations.  Speed of admissions is 
significantly lower in Chelan County than state averages.  Only 31% of admits 
to Chelan County Hospice services are admitted on the day of discharge from 
the hospital.  Nationally, 80% of hospice patients are admitted on the day of 
discharge from the hospital.16   This indicator speaks to the availability of the 
provider in meeting the community needs.   Some simply are not able to access 
care timely.  This has a most significant impact on patients who are on hospice 
for 7 days or less but can also have an impact on other patients accessing 
hospice services.  Another hospice provider would give access to hospice 

 
13 See Appendix 18 -  Hughes MC, Vernon E. Closing the Gap in Hospice Utilization for the Minority Medicare 
Population. Gerontol Geriatr Med. 2019;5:2333721419855667. Published 2019 Jun 27. 
doi:10.1177/2333721419855667 
14 See Exhibit 9 - Berg Data Solutions.  It should be noted that demographic groups with less than 11 patients are 
suppressed in this data per CMS requirements.   
15 Washington State Department of Health, Community Health Assessment Tool, 2013-2017 pg. 6 
16 Berg Data Solutions.  See Exhibit 3 – Speed of Admission Washington Hospice Programs and Exhibit 4 – Chelan 
County Hospice Speed of Admission for Hospital Discharges 2016-2020.   
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services to those population groups that are limited due to choice or speed of 
admissions.   At least three additional population cohorts will be impacted by 
choice and speed of admissions as outlined in the next 3 points.   

 
a. Dual eligible hospice utilization data for Chelan County indicates much 

lower utilization than state and national averages.  Dual eligible patients 
in Chelan County are admitted at a rate of 367 per 1000 Medicare 
Deaths where the national average is 474 admissions per 1000 
Medicare Deaths.17  Choice and speed of admissions are significant 
barriers for this population.   

 
b. Skilled Nursing Facilities care for residents who require extensive 

assistance with Activities of Daily Living (ADL’s) and are some of the 
most compromised residents in the county.  Access to hospice services 
is an opportunity nationally and for residents of nursing facilities within 
Chelan county.  When choice is limited or speed to admit to hospice is 
slow, this population cohort can be significantly impacted.  In addition, 
limited awareness and understanding of services and their benefits can 
also be a barrier to hospice use in this setting.   

 
c. Advanced Home Health refers Approximately 10% of Home Health 

patients for Hospice.  Hospice referrals have at times taken over a week 
for admission due to capacity.  Choice and speed of admissions are 
barriers to access of Hospice services.   

 
4. Households that have no motor vehicle  have a definite barrier to accessing 

healthcare.  Chelan county reports 7% of households with no motor vehicle18.  
Although hospice services are most often provided in the home, those with no 
motor vehicles are less likely to access even basic physician services, and are 
therefore less likely to even be aware of or have access to available home 
based services.  

  
5. The native population of Chelan County has expressed the need for additional 

services.  Lack of cultural programming and outreach in Chelan County restricts 
access to care among this population on the Colville Reservation.  

 
6. With almost 5,000 Veterans in Chelan County, this population deserving 

special attention to ensure needs are met.   
 
 
 
 
 

 
17 Berg Data Solutions.  See Exhibit 5 – Dual-Eligible Hospice Utilization Rates in Washington State Counties and 
Exhibit 6 – Chelan County Dual-Eligible Hospice Admissions per 1,000 Deaths 2018-2020 
18 U.S. Census Bureau, American Community Survey, 2009-2013 and 2013-2017 
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4. Explain why this application is not considered an unnecessary duplication 

of services for the proposed planning area.  Provide any documentation to 
support the response. 
 
Advanced Hospice believes this project to be necessary to meet the community 
needs for access to hospice care.  Although the current hospice provider is well 
respected and is well connected into the healthcare delivery system for the county,  
the following indicators point to the challenges of keeping up with the changing 
demand in the community.   
 
1. County Hospice utilization has declined steadily over the past 3 years putting 

the county below the state average for utilization. See Exhibits 1 and 2.  
2. The lack of Hispanic cultural programming and outreach in the county where 

28.55% of the population is Hispanic.  There have been no claims for Hispanic 
hospice patients in Chelan County.  See Exhibit 9 

3. Dual Eligible utilization in Chelan County is nearly 11% less than the national 
average.  See Exhibits 5 and 6.  

4. Choice and speed of access are very real concerns in Chelan County.   Only 
one provider of Hospice services operates in the county so there is no choice.  
Only 31% of hospital discharges to hospice are admitted on the day of 
discharge as compared to 80% annually.  See Exhibits 3 and 4.  

5. Chelan County hospice data indicates average time spent with each hospice 
patient per day is .41 hours where national average is .52.  This can be 
indicative of staffing challenges which can limit access to hospice services.   
See Exhibits 7 and 8.     

 
These indicators help in explaining how this project will focus on the underserved 
populations and unmet needs in the community.  This project will improve access 
to those underserved without unnecessary duplication of services.   
 

5. Confirm the proposed agency will be available and accessible to the entire 
planning area.  
 
This agency will be available and accessible to the entire geography of Chelan 
County.  Advanced Home Health already has a footprint throughout the county and 
is familiar with the geography and Advanced Hospice will be able to serve the 
entire county.   
 

6. Identify how this project will be available and accessible to under-served 
groups.  

 
As discussed in 3 above, there are some barriers that exist for some being able to 
access hospice services.  This project will be available and accessible  to under-
served groups in the following ways:  
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1. Through development of a Spanish language outreach and education program 
along with cultural programming for staff and volunteers.  This will including 
written materials in Spanish along with staff and volunteers available to help 
promote and educate the Hispanic community regarding hospice services.  
One of the key recommendations to decreasing the gap between white and 
ethnic minorities hospice utilization is through outreach and education.19  
Through a culturally competent program, Advanced will enhance 
understanding and utilization of Hospice services among the Hispanic 
Population and provide care to this population utilizing staff and volunteers that 
have been trained and are able to provide culturally competent care.   
 
Advanced Hospice will work with the Hispanic Business Council and Chamber 
of Commerce as well as Columbia Valley Community Health clinics to identify 
opportunities for outreach and education.  Just over 49% of Columbia Valley 
Community Health Clinics patient population is Hispanic.20  This project will 
engage resources and support from the Hispanic community in order to 
promote the program to help ensure maximum exposure to the targeted 
audience.   
 
Patient services will also be provided by staff who are culturally trained and 
where possible, speak Spanish, or, work in coordination with the volunteer 
programming to ensure availability of community support and cultural 
awareness.  Resources will be allocated given the patient and family needs 
and desires.  The volunteer program will play a key role in filling in gaps with 
non-bilingual staff or in assisting in culturally sensitive care discussions 
surrounding delivery of care.  Training will be carried out on the cultural 
programing with all staff of the agency and will be a competency item for each 
team member. See Appendix 10 for a sample competency and orientation 
checklist.  Materials are being developed and will be available prior to project 
completion.  Training will be upfront and ongoing for staff and volunteers in 
order to ensure programming goes beyond just language translation, to cultural 
programming that meets needs of both patients and their families.  Focus will 
be on all aspects of caring for individuals while respecting cultural needs and 
expectations.  It will not simply be a translation into Spanish but a wholistic 
program to ensure understanding and meeting of cultural needs within the 
hospice framework.  The outreach coordinator and volunteer coordinator will 
also be bilingual.  
 
Benefits of serving this population are many including improved access to care, 
more appropriate cultural programming, improved understanding of objectives 
and benefits of hospice services, and decreased overall healthcare costs 

 
19 See Appendix 18 - Hughes MC, Vernon E. Closing the Gap in Hospice Utilization for the Minority Medicare 
Population. Gerontol Geriatr Med. 2019;5:2333721419855667. Published 2019 Jun 27. 
doi:10.1177/2333721419855667 
20 Data.HRSA.gov. Health Center Program Uniform Data System (UDS) Data Overview – Columbia Valley 
Community Health, Wenatchee, Washington.  
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across the healthcare continuum.  Nationally, Medicare spends close to 20% 
more on the last year of life for Hispanic People than White people due to 
underutilization of Hospice.21 

 
2. The dual eligible population in Chelan County will be a focus for outreach and 

education.  Dual eligible needs are dependent on their unique circumstances.   
Advanced Hospice will work with health plans and providers to identify and 
work to overcome their barriers to accessing hospice care. This will overlap into 
skilled nursing facilities, Hispanic programming and other areas.   
   

3. Advanced Hospice will work with the 3 local skilled nursing facility providers, 
namely, Regency Wenatchee Rehabilitation and Nursing Center, Cashmere 
Care Center, and Colonial Vista Post-acute & Rehab Center to offer outreach 
regarding involvement of Hospice in meeting this specific populations needs.  
Because of the patient being in a residential care facility, assumptions are often 
made that all needs are being met by clinicians in the SNF, however, Advanced 
Hospice will work to provide outreach to local SNFs on the benefits of hospice 
as they relate to both the patient and their families.  This population can benefit 
from appropriate and timely hospice intervention and will also include some of 
the dual eligible population as many dual eligible patients reside in skilled 
nursing facilities.  

 
4. Advanced Hospice will improve overall accessibility through additional staff and 

resources in the county to help reach additional households with no motor 
vehicles.  Having a second provider will not only allow choice in the community, 
but will also allow for additional access for all patients in Chelan County and 
will increase opportunities for outreach and education to those with no motor 
vehicles.  Community outreach and volunteer support will help in better 
reaching and assisting this population in obtaining awareness and access to 
available resources. In essence there will be a wider net cast over the county.   
The existing home health footprint can also be used to enhance community 
outreach and education in this area.  Columbia Valley Community Health clinics 
provide care to low income families in Chelan County.  Advanced Hospice will 
work to partner with Columbia Valley Community Health clinics to identify 
opportunities for outreach and education.   

 
5. Advanced Hospice will work to develop and provide cultural programing to the 

native population on the Colville Reservation through partnerships being 
developed with tribal leaders and medical delivery services.   

 
6. Advanced Hospice will meet with the veterans advisory board and focus 

education and outreach efforts to include veteran community of Chelan County.   
 

 
21 See Appendix 18 - Hughes MC, Vernon E. Closing the Gap in Hospice Utilization for the Minority Medicare 
Population. Gerontol Geriatr Med. 2019;5:2333721419855667. Published 2019 Jun 27. 
doi:10.1177/2333721419855667 
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7. Provide a copy of the following policies: 
• Admissions policy 
• Charity care or financial assistance policy 
• Patient Rights and Responsibilities policy 
• Non-discrimination policy 
Suggested additional policies include any others believed to be directly 
related to patient access (death with dignity, end of life, advanced care 
planning) 
 
See Appendix 6 for Admissions Policy 
See Appendix 7 for Charity Care Policy     
See Appendix 8 for Patient Rights and Responsibilities Policy 
See Appendix 9 for Non-Discrimination Policy 
See Appendix 10 for Hiring / Orientation Policies 
See Appendix 11 for QAPI Policy 
 

8. If there is not sufficient numeric need to support approval of this project, 
provide documentation supporting the project’s applicability under WAC 
246-310-290(12).  This section allows the department to approve a hospice 
agency in a planning area absent numeric need if it meets the following 
review criteria: 

• All applicable review criteria and standards with the exception of 
numeric need have been met; 

• The applicant commits to serving Medicare and Medicaid patients; and 
• A specific population is underserved; or 
• The population of the county is low enough that the methodology has 

not projected need in five years, and the population of the county is 
not sufficient to meet an ADC of thirty-five. 
 
Note: The department has sole discretion to grant or deny 
application(s) submitted under this subsection. 

 
Although the state methodology does not show a numeric need, this application 
and supporting documentation will show applicability under WAC 246-310-290(12) 
in that: 
1. All applicable review criteria and standards with the exception of numeric need 

will been met; 
2. Advanced Hospice does commit to serve Medicare and Medicaid patients; and  
3. There is a specific population that is underserved.  See questions 3, 4, and 6 

above along with all the supporting documentation referenced therein.  In 
particular, the Hispanic population comprises 28.55% of the total population of 
Chelan County.  Medicare billing data shows no Hispanic Hospice utilization in 
Chelan County and Dual Eligible data also shows underutilization as compared 
to national averages.  This population is not accessing hospice services and is 
by definition underserved.  There is no cultural programming to ensure this 
population has access to hospice services.  Hispanic cultural programming 
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combined with outreach to both the Hispanic population as well as the 
additional identified underserved populations will be the focus of this project.   

 
 
 
 
 
 
 
 
 
 
 
 
 
B. Financial Feasibility (WAC 246-310-220) 
Financial feasibility of a hospice project is based on the criteria in WAC 246-310-
220. 
 

1. Provide documentation that demonstrates the immediate and long-range 
capital and operating costs of the project can be met. This should include 
but is not limited to: 

• Utilization projections.  These should be consistent with the 
projections provided under the Need section.  Include all 
assumptions. 

• Pro Forma revenue and expense projections for at least the first three 
full calendar years of operation using at a minimum the following 
Revenue and Expense categories identified at the end of this question.  
Include all assumptions.  

• Pro Forma balance sheet for the current year and at least the first three 
full calendar years of operation.  Include all assumptions.   

• For existing agencies proposing addition of another county, provide 
historical revenue and expense statements, including the current 
year.  Ensure these are in the same format as the projections.  For 
incomplete years, identify whether the data is annualized. 

 
Revenue Expenses 
Medicare, including Managed 
Care 

Advertising 

Medicaid, including Managed 
Care 

Allocated Costs 

Private Pay B & O Taxes 
Other, [TriCare, Veterans, LNI, 
etc.] detail what is included 

Depreciation and Amortization 

Non-operating revenue Dues and Subscriptions 
 Education and Training 
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 Employee Benefits 
 Equipment Rental 
 Information Technology/Computers 
Deductions from Revenue: Insurance 
(Charity) Interest 
(Provision for Bad Debt) Legal and Professional 
(Contractual Allowances) Licenses and Fees 
 Medical Supplies 
 Payroll Taxes 
 Postage 
 Purchased Services (utilities, other) 
 Rental/Lease 
 Repairs and Maintenance 
 Salaries and Wages (DNS, RN, OT, 

clerical, etc.) 
 Supplies 
 Telephone 
    Travel (patient care, other) 

Other, detail what is included 
 
Documentation that demonstrates the immediate and long-range capital and 
operating costs of the project can be met are found in Appendix 12 - Projections 
and Pro Forma   
 
 

2. Provide the following agreements/contracts: 
• Management agreement.   
• Operating agreement 
• Medical director agreement 
• Joint Venture agreement 

 
Note, all agreements above must be valid through at least the first three 
full years following completion or have a clause with automatic renewals.  
Any agreements in draft form must include a document signed by both 
entities committing to execute the agreement as submitted following CN 
approval.   

 
See Appendix 13 for Operating Agreement.   
See Appendix 14  for Medical Director Agreement 
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3. Provide documentation of site control.  This could include either a deed to 
the site or a lease agreement for the site.   
 
If this is an existing hospice agency and the proposed services would be 
provided from an existing main or branch office, provide a copy of the deed 
or lease agreement for the site.  If a lease agreement is provided, the 
agreement must extend through at least the third full year following the 
completion of the project.  Provide any amendments, addendums, or 
substitute agreements to be created as a result of this project to demonstrate 
site control.   

 
If this is a new hospice agency at a new site, documentation of site control 
includes one of the following:   
a. An executed purchase agreement or deed for the site. 
b. A draft purchase agreement for the site.  The draft agreement must 

include a document signed by both entities committing to execute the 
agreement as submitted following CN approval. 

c. An executed lease agreement for at least three years with options to 
renew for not less than a total of two years. 

d. A draft lease agreement.  For Certificate of Need purposes, draft 
agreements are acceptable if the draft identifies all entities entering 
into the agreement, outlines all roles and responsibilities of the 
entities, identifies all costs associated with the agreement, includes 
all exhibits referenced in the agreement.  The draft agreement must 
include a document signed by both entities committing to execute the 
agreement as submitted following CN approval. 

 
See Appendix 15 for documentation of site control.   
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4. Complete the following table with the estimated capital expenditure 
associated with this project.  Capital expenditure is defined under WAC 246-
310-010(10).  If you have other line items not listed in the table, include the 
definition of the line item.  Include all assumptions used to create the capital 
expenditure estimate. 

 
 

Table 9 – Estimated Capital Expenditure 
Item Cost 

 
a. Land Purchase $ 0 
b. Utilities to Lot Line $ 0 
c. Land Improvements $ 0 
d. Building Purchase $ 0 
e. Residual Value of Replaced Facility $ 0 
f. Building Construction $ 0 
g. Fixed Equipment (not already included in the 
    construction contract) 

$ 0 

h. Movable Equipment $ 0 
i. Architect and Engineering Fees $ 0 
j. Consulting Fees $ 0 
k. Site Preparation $ 0 
l. Supervision and Inspection of Site $ 0 
m. Any Costs Associated with Securing the Sources of 
Financing (include interim interest during construction) 

N/A 

         1.  Land $ 0 
         2.  Building $ 0 
         3.  Equipment $ 0 
         4.  Other $ 0  
n. Washington Sales Tax $ 0 
Total Estimated Capital Expenditure $ 0 

 
 
5. Identify the entity responsible for the estimated capital costs identified 

above.  If more than one entity is responsible, provide breakdown of 
percentages and amounts for each. 
 
This is not applicable as there will be no initial capital costs.  

 
6. Identify the amount of start-up costs expected to be needed for this project. 

Include any assumptions that went into determining the start-up costs. Start-
up costs should include any non-capital expenditure expenses incurred 
prior to the facility opening or initiating the proposed service. If no start-up 
costs are expected, explain why. 
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Start-up costs will be minimal as office space and computer/electronic equipment 
is available in the current Home Health space.  In addition, key staffing positions 
(i.e. administrator, social worker, etc.,) will be shared from Home Health initially to 
keep costs at a minimum.   
 
Start-up costs for this project are estimated at $35,000.  This will include salaries 
for staff and cost for development of supplies and materials related to cultural 
programming.   
  

$7,500 is expected for development of materials and supplies  
$27,500 is expected for salaries related to programming development,  

staff training, competencies and outreach  
 
7. Identify the entity responsible for the estimated start-up costs identified 

above.  If more than one entity is responsible, provide breakdown of 
percentages and amounts for each. 

 
Wenatchee Hospice Holdings LLC through Stride Health Care LLC, its manager, 
will be responsible for startup costs.  See Appendix 16.  

 
8. Explain how the project would or would not impact costs and charges for 

healthcare services in the planning area. 
 
This project will not negatively impact costs or charges in Chelan County.  It 
would allow for choice and for services to be more readily available to 
underserved populations and will allow for more effective use of existing 
healthcare and management personnel.  Hospice care is also shown to reduce 
end of life costs and this project will increase access to Hospice services for 
additional individuals, ultimately decreasing overall health care costs.   
 

9. Explain how the costs of the project, including any construction costs, will 
not result in an unreasonable impact on the costs and charges for health 
services in the planning area.   
 
Because Advanced Hospice will have a connection to Advanced Home Health, 
both startup costs and some fixed expenses will be kept to a minimum. There will 
be no negative impact on the costs and charges for health services in Chelan 
County due to this project.  Improved efficiencies will be promoted through this 
project in that some staff and ancillary expenses will be able to be shared across 
the two entities allowing for cost containment.   
 

10. Provide the projected payer mix by revenue and by patients by county as 
well as for the entire agency using the example table below.  Medicare and 
Medicaid managed care plans should be included within the Medicare and 
Medicaid lines, respectively.  If “other” is a category, define what is included 
in “other.”  
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Table 10 – Payer Mix Breakdown 
Payer Mix Percentage of 

Gross Revenue 
Percentage 
by Patient 

Medicare 89% 88% 
Medicaid 7% 7% 
Commercial  4% 5% 
Self Pay 0 0 
Total 100% 100% 

 
11. If this project proposes the addition of a county for an existing agency, 

provide the historical payer mix by revenue and patients for the existing 
agency.  The table format should be consistent with the table shown above. 

 
Not applicable as this project is not adding an additional county for an existing 
agency.   

 
12. Provide a listing of equipment proposed for this project. The list should 

include estimated costs for the equipment.  If no equipment is required, 
explain. 
 
There is no equipment needed for this project as office and computer/telephone 
equipment is owned and will be shared through Advanced Home Health’s current 
office.    
 

13. Identify the source(s) of financing (loan, grant, gifts, etc.) and provide 
supporting documentation from the source.  Examples of supporting 
documentation include: a letter from the applicant’s CFO committing to pay 
for the project or draft terms from a financial institution.   
 
Wenatchee Hospice Holdings LLC through Stride Health Care LLC, its manager, 
will finance the project.  See Appendix 16. 
 

14. If this project will be debt financed through a financial institution, provide a 
repayment schedule showing interest and principal amount for each year 
over which the debt will be amortized.  
 
Not applicable.   
 

15. Provide the most recent audited financial statements for: 
• The applicant, and 
• Any parent entity responsible for financing the project. 

 
No audited financials are available.  See Appendix 17 for CPA Financial Status 
Information. 
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C. Structure and Process (Quality) of Care (WAC 246-310-230) 
Projects are evaluated based on the criteria in WAC 246-310-230 for staffing 
availability, relationships with other healthcare entities, relationships with ancillary 
and support services, and compliance with federal and state requirements.  Some 
of the questions within this section have implications on financial feasibility 
under WAC 246-310-220. 
 

1. Provide a table that shows FTEs [full time equivalents] by category for the 
county proposed in this application. All staff categories should be defined.  
 

Table 11 – FTE’s 
 
 

 

 
*Staff with the asterisks will be shared with Home Health 

Clinical Staff Year 1 Year 2 Year 3 

Clinical Director* 
                    

0.50  
                    

0.50  
                    

0.50  

RN Case Manager 
                    

1.40  
                    

2.80  
                    

3.10  

CNA 
                    

1.40  
                    

2.80  
                    

3.10  

QAPI Nurse* 
                    

0.50  
                    

0.50  
                    

0.50  

Social Worker 
                    

0.46  
                    

0.92  
                    

1.02  
Spiritual Care 
Coordinator 

                    
0.46  

                    
0.92  

                    
1.02  

Total 
                    

4.72  
                    

8.45  
                    

9.25  

    
Administrative Staff Year 1 Year 2 Year 3 

Administrator* 
                    

0.50  
                    

0.50  
                    

0.50  

Outreach Coordinator 
                    

1.00  
                    

1.00  
                    

1.00  

Volunteer Coordinator 
                    

1.00  
                    

1.00  
                    

1.00  

Intake Coordinator / 
Clinical Support 

                    
1.00  

                    
1.00  

                    
1.00  

Office Manager* 
                    

0.50  
                    

0.50  
                    

0.50  

Total 
                    

4.00  
                    

4.00  
                    

4.00  

    

Total FTE's 
                    

8.72  
                 

12.45  
                 

13.25  
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2. If this application proposes the expansion of an existing agency into 

another county, provide an FTE table for the entire agency, including at least 
the most recent three full years of operation, the current year, and the first 
three full years of operation following project completion. There should be 
no gaps in years. All staff categories should be defined. 
 
Not Applicable.   
 

3. Provide the assumptions used to project the number and types of FTEs 
identified for this project. 
 
 

Table 12 – FTE Assumptions 
Category Wenatchee Hospice FTE 

Assumptions 

Skilled Nursing (RN & LPN) 1:10 
Physical Therapist Contract only 
Occupational Therapist Contract only 
Medical Social Worker 1:30 
Speech Therapist Contract only 
Home Health / Hospice Aide 1:10 
Chaplain 1:30 

 
 
 
The number and types of FTE’s is based off of data taken from other agencies 
offering Hospice services in Washington and other states.  Special emphasis for 
this project was placed on the outreach coordinator and volunteer coordinator 
positions given the focus of the Hispanic community and the need for 
programming and outreach.    
 

4. Provide a detailed explanation of why the staffing for the agency is adequate 
for the number of patients and visits projected.  
 
Advanced Hospice is confident in the adequacy of planned staffing levels and 
verified through a review and comparison to a number of other entities that are 
currently in operation as well as a comparison to approved certificate of need 
applications in the 2018,  2019, and 2020 application cycles.    
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5. Provide the name and professional license number of the current or 
proposed medical director. If not already disclosed under 210(1) identify if 
the medical director is an employee or under contract. 
 
Dr. Jonathan S Kim will be the contracted Medical Director.  His Washington 
License number is MD60204584 
 

6. If the medical director is/will be an employee rather than under contract, 
provide the medical director’s job description. 
 
Medical Director will be contract, however the job duties can be seen in Appendix 
14 
 

7. Identify key staff by name and professional license number, if known. If not 
yet known, provide a timeline for staff recruitment and hiring (nurse 
manager, clinical director, etc.) 
 
Joel Stephens will be the administrator and there is no professional license for 
this position.  Maria Jay will be the Clinical Director.  Her professional license 
number is RN00122257.   
 

8. For existing agencies, provide names and professional license numbers for 
current credentialed staff. 
 
Not Applicable.   
 

9. Describe your methods for staff recruitment and retention.  If any barriers 
to staff recruitment exist in the planning area, provide a detailed description 
of your plan to staff this project. 
 
Staff recruitment and retention is key in order for any health care organization to 
meet its objectives.  Advanced Hospice is a local provider who will work to not 
only recruit talented and competent staff for its needs, but as a member of the 
state and national Home Care Association, will continue to do all it can to promote 
state and national campaigns as well in order to recruit compassionate individuals 
to the healthcare industry.   
 
Advanced Home Health has had a presence in the community for years and as 
such, is familiar with the challenges and opportunities of recruiting talent both 
locally in Chelan County as well as outside of the county and state.  Advanced 
Home Health has been able to recruit talent to meet its objectives in providing 
home health services in Chelan County.  They offer competitive wages and 
benefits.  Many of its current staff have interest and availability to also provide 
hospice services.  This will help improve access in the county by allowing 
additional workforce to be available to meet hospice needs in the community.  
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Recruitment efforts will continue in the same manner for Advanced Hospice as 
has worked for Advanced Home Health, in order to meet staffing needs.   
 
Advanced Hospice will carry forward the same fundamental operating focus 
embraced by Advanced Home Health.  This starts with the belief that culture is 
the most important factor in recruitment and retention.  An advantage of being a 
smaller local provider is the direct involvement in the community allowing 
decisions to be made locally that are best for the community.  Culture for the 
organization is not based on a larger corporate goals, but rather developed by the 
team providing care in Chelan County.  The culture is a sum of the actions of each 
employee each day and the operational focus is to keep those actions centered 
on respect, competency, meeting people where they are, and working to fulfil the 
personal mission of making a difference in the lives of those served.  This focus 
drives all actions and decisions in the organization.   
 
All phases of recruitment and onboarding lead to effective retention and as such, 
great emphasis is placed on the orientation and onboarding process.  In order to 
succeed, the organization works to ensure the right people are brought onboard 
and then onboarded for success.  In order to consistently ensure this process is 
followed, Advanced Hospice has policies and procedures addressing selection 
and hiring of personnel as well as orientation.  See Appendix 10.  
 
The most effective recruitment has been through word of mouth referrals from 
existing staff.  Referral bonuses are offered internally as positions become 
available.  Advanced Hospice also has access to typical recruiting platforms such 
as Indeed, Glassdoor, Linked In, etc. and will use those as needed to fill 
immediate and ongoing needs.  Advanced Hospice also has access to national 
recruiters and additional resources available to garner potential interest in open 
positions.   
 

10. Identify your intended hours of operation and explain how patients will have 
access to services outside the intended hours of operation. 
 
Hours of operation will be Monday through Friday 8 am to 5 pm.  Patients will 
have access to services outside of intended hours of operation through an on 
call program overseen by the clinical director and medical director.  Information 
will be given to patients upon admission to hospice services.   
 

11. For existing agencies, clarify whether the applicant currently has a method 
for assessing customer satisfaction and quality improvement for the 
hospice agency.  
 
This is not applicable.   
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12. For existing agencies, provide a listing of ancillary and support service 
vendors already in place. 
 
This is not applicable.   
 

13. Identify whether any of the existing ancillary or support agreements are 
expected to change as a result of this project. 
 
This is not applicable.   
 

14. For new agencies, provide a listing of ancillary and support services that 
will be established. 
 
Advanced Home Health provides ancillary and support services including 
Occupational Therapy and Physical Therapy.  Advanced Hospice will be able to 
meet the needs of the project through contract for many services already 
established with Advanced Home Health and will be able to quickly establish 
contractors including: 
 
Wellsky – EMR 
Forcura – Document Management and HIPAA compliant communication platform 
for clinicians 
Medbridge – Learning and resource platform for clinicians 
Pharmacy Vendor – Enclara Pharmacia, Local pharmacies as needed 
Medline – Supply Vendor 
DME Vendor – Bellevue Healthcare Central Washington 
Fazzi - Customer Satisfaction  
 

15. For existing agencies, provide a listing of healthcare facilities with which 
the hospice agency has documented working relationships.   
 
This is not applicable.   
 

16. Clarify whether any of the existing working relationships would change as 
a result of this project. 
 
This is not applicable.   
 

17. For a new agency, provide the names of healthcare facilities with which the 
hospice agency anticipates it would establish working relationships. 
 
Hospitals: Central Washington Hospital, Wenatchee Valley Medical Center, Lake 
Chelan Community Hospital.   
 
Skilled Nursing Facilities: Colonial Vista Post-acute & Rehab Center, Regency 
Wenatchee Rehabilitation & Nursing Center, and Cashmere Care Center.   
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Assisted Living Facilities:  Prestige Senior Living at Colonial Vista, Blossom Valley 
Assisted Living, Highgate at Wenatchee, Avamere Wenatchee, Riverwest 
Assisted Living, Mountain Meadows Senior Living Campus, Western Saddlerock, 
and Heritage Heights.    
 
Clinics: Columbia Valley Community Health Clinics, Indian Health Services, and 
Wenatchee VA Clinic 
 
 

18. Identify whether any facility or practitioner associated with this application 
has a history of the actions listed below. If so, provide evidence that the 
proposed or existing facility can and will be operated in a manner that 
ensures safe and adequate care to the public and conforms to applicable 
federal and state requirements. WAC 246-310-230(3) and (5) 

a. A criminal conviction which is reasonably related to the applicant's 
competency to exercise responsibility for the ownership or operation 
of a hospice care agency; or 

b. A revocation of a license to operate a health care facility; or 
c. A revocation of a license to practice a health profession; or  
d. Decertification as a provider of services in the Medicare or Medicaid 

program because of failure to comply with applicable federal 
conditions of participation. 

 
No individual, facility or practitioner associated with this application has had a 
history of actions a-d above.   
 

19. Provide a discussion explaining how the proposed project will promote 
continuity in the provision of health care services in the planning area, and 
not result in an unwarranted fragmentation of services. WAC 246-310-230  
 
This proposed project will promote continuity in the provision of health care 
services and diminish fragmentation of services in a few ways.   
 
First, by not significantly changing the landscape of providers in the community. 
Currently, there are two providers of home health care in Chelan County.  
Central Washington Hospital Home Health and Advanced Home Health.  There 
is only one provider of Hospice services – Central Washington Hospital Hospice.  
Central Washington Hospital Hospice is part of Confluence Health and is well 
known and respected for their services across all levels of care from physicians 
to hospitals and home health and hospice.  They are an important and influential 
provider of health care in the community.  Advanced Hospice will work to 
enhance and expand the already existing community outreach and education 
provided by Central Washington Hospital Hospice by focusing specifically on 
outreach and education to the Hispanic population as there is a need for 
culturally competent hospice service delivery to this underserved population.  
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This service will improve continuity and decrease fragmentation in the 
community.  This project will not detract from, but will add to what is being done.   
 
Second, Advanced Home Health already has relationships in place within the 
health care community and Advanced Hospice will work to build on these 
relationships and partner with Skilled Nursing and Assisted Living Facilities in 
particular to identify needs among the patients who are most at risk and in need 
of hospice services.  This will be in addition to what is already being done for the 
patients in the Skilled Nursing and Assisted Living Facilities.  This project will 
work through outreach to help ensure hospice services that are needed by 
patients are identified and accessed in order to help decrease overall healthcare 
costs and provide timely and appropriate palliative, comfort and supportive 
services to the patients and their families.  This will add value and improve 
continuity in the delivery of healthcare in this market.  It will not create 
unwarranted fragmentation.   
 
Lastly, some fragmentation currently exists when patients from Advanced Home 
Health need hospice services. They currently have to change providers to 
receive hospice services.  This happens in nearly 10% of those patients on 
home health services.  This project would allow choice for all residents of 
Chelan County but in particular for those already familiar with the staff, culture, 
and services of Advanced Home Health to transition to hospice services in a 
less fragmented way. 

 
To reiterate, having an additional provider of Hospice that already has a footprint 
in Home Health throughout the county will also allow for additional outreach and 
therefore improved utilization of hospice services for both providers as additional 
populations would be able to receive outreach, education, and access to 
hospice services.  This increased utilization will bring the county closer to state 
and national levels of utilization.  This increased utilization will ultimately lead to 
improved patient and family outcomes and satisfaction when dealing with death 
and dying.  It will also lead to improved efficiency in use of the healthcare 
system as well as decreased overall healthcare costs.22   
 

20. Provide a discussion explaining how the proposed project will have an 
appropriate relationship to the service area's existing health care system as 
required in WAC 246-310-230. 
 
Advanced Home Health has been serving the community of Chelan County for 
years and has already established appropriate relationships in the existing health 
care system.  This proposed project will allow for a seamless transition into the 
existing health care system.   Advanced Hospice will be able to build upon and 

 
22 See Appendix 19 - Pyenson B, Connor S, Fitch K, Kinzbrunner B. Medicare cost in matched hospice and non-
hospice cohorts. J Pain Symptom Manage. 2004 Sep;28(3):200-10. doi: 10.1016/j.jpainsymman.2004.05.003. 
PMID: 15336332. 
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expand the already existing appropriate relationships with health care partners in 
the community.  Advanced Hospice will be able to utilize existing resources in an 
effective and efficient manner to add needed hospice services in the county 
without creating a burden to the existing healthcare system.  Through utilizing 
existing admin and clinical staff from home health, It will lead to a more effective 
use of resources to allow for additional staff and resources to help meet 
community needs.   
 

21. The department will complete a quality of care analysis using publicly 
available information from CMS.  If any facilities or agencies owned or 
operated by the applicant reflect a pattern of condition-level findings, 
provide applicable plans of correction identifying the facility’s current 
compliance status. 
 
No pattern of condition-level findings are reflected by the applicant.   
 

22. If information provided in response to the question above shows a history 
of condition-level findings, provide clear, cogent and convincing evidence 
that the applicant can and will operate the proposed project in a manner that 
ensures safe and adequate care, and conforms to applicable federal and 
state requirements. 
 
Not applicable.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
D. Cost Containment (WAC 246-310-240) 
Projects are evaluated based on the criteria in WAC 246-310-240 in order to identify 
the best available project for the planning area. 
 

1. Identify all alternatives considered prior to submitting this project.  At a 
minimum include a brief discussion of this project versus no project. 
 
Alternatives considered prior to submission include: 

A. Do nothing or postpone the project 
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B. Purchase an existing hospice 
C. Apply for CN and move forward with the project 

 
Please see discussion in Table 13 Below. 

 
2. Provide a comparison of the project with alternatives rejected by the 

applicant.  Include the rationale for considering this project to be superior 
to the rejected alternatives.  Factors to consider can include, but are not 
limited to: patient access to healthcare services, capital cost, legal 
restrictions, staffing impacts, quality of care, and cost or operation 
efficiency.   
 

 
Table 13 - Alternative Analysis 

 A. Do Nothing B.  Purchase Existing 
Hospice 

C.  Apply for Certificate of 
Need and move project 
forward 

Patient Access 
to Healthcare 
Services 

This option would 
continue with the status 
quo in the community 
which has shown a 3 
year trend of decreased 
utilization.  The 
identified underserved 
populations would 
continue to be 
underserved.   

This is not an option 
as there is not an 
available Hospice for 
sale.  It would likely 
not allow for 
significant 
improvements in 
access to care in the 
immediate.  It would 
take more time as time 
and energy would be 
focused on a 
transition. 

This option will allow for 
an efficient use of an 
already existing network to 
allow for quick set up and 
improved access to care 
for the identified 
underserved populations.   

Capital Cost This option would 
include no capital cost. 

Depending on 
purchase price, this 
could have significant 
implications on 
immediate ability to 
expand and meet 
underserved 
population needs.   

This project will be co-
located with Advanced 
Home Health, therefore 
eliminating capital costs, 
and minimizing startup 
costs. In addition, the 
speed to project 
completion and improved 
access would be quickest. 

Legal 
Restrictions 

There would be no real 
advantages. 

A lengthy and costly 
process to evaluate 
purchase would be a 
disadvantage.  There 
would be no real 
advantages.  

Advanced Home Health 
staff that have interest and 
availability would be able 
to provide care to 
underserved population 
which improves access and 
quality of care and 
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continuity.  It does take 
time for CN approval 
which is a disadvantage.  

Staffing 
Impacts 

It would have no real 
impact on staffing in 
community. 

It would have no real 
impact on staffing in 
community. 

It will have an advantage 
of sharing key staff and 
allowing more clinicians to 
meet community hospice 
needs. It will also create 
new jobs in the 
community.  

Quality of Care There would be no 
change to quality of 
Care in Chelan County. 

It would have no real 
impact on quality of 
care in Chelan County.  

This will allow for 
improved access to care by 
underserved Hispanic 
population. 

Cost/Operation 
Efficiency 

There would be no real 
cost/operational 
efficiency change.  

This option could 
potentially have a 
negative impact based 
on purchase price with 
no real improvement. 

This option allows for a 
cost-effective method to 
leverage existing resources 
in an efficient way to meet 
the identified underserved 
populations.  
Administrative, Lease, 
equipment and other fixed 
and variable costs could be 
minimized by sharing 
them between Home 
Health and Hospice.  Start 
up and operational costs 
would be minimized as 
compared to other options.   

Analysis                                
and Rationale                                                                         

This option does not 
improve access to 
identified underserved 
populations. 

This option is not 
realistic in that a 
hospice is not for sale.  
It would also not 
likely improve access 
to underserved 
populations or  

This option would improve 
access to identified 
underserved populations in 
a very cost effective and 
timely manner while 
improving continuity and 
minimizing any impact to 
the existing community 
healthcare services.  

 
 
 

3. If the project involves construction, provide information that supports 
conformance with WAC 246-310-240(2): 
• The costs, scope, and methods of construction and energy 

conservation are reasonable; and 
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• The project will not have an unreasonable impact on the costs and 
charges to the public of providing health services by other persons. 

 
The proposed project will have no construction and will not have an impact on 
costs and charges to the public of providing health services by other persons.   
 

4. Identify any aspects of the project that will involve appropriate 
improvements or innovations in the financing and delivery of health 
services which foster cost containment and which promote quality 
assurance and cost effectiveness. 
 
This project will promote cost effectiveness and will meet the criteria of WAC 
246-310-240.  This project will share or spread already existing fixed and 
variable costs between Advanced Home Health and Advanced Hospice, 
decreasing overall costs.  Entry into the market will come with minimal expense.  
The time needed to connect and integrate into the existing healthcare network 
will be almost nonexistent as relationships already exist between current 
providers and Advanced Home Health.  In addition, time to setup and initiate 
services will be minimal as there will not be significant hiring efforts needed to 
begin offering services.  Many key staff are already in place to begin Hispanic 
cultural program development and outreach and ultimately to start providing 
care.  Only chaplain services, outreach coordinator and volunteer coordinator 
will need to be identified and hired in order to begin services.  This project will 
lead most quickly and cost effectively to serving the identified underserved 
Hispanic population.  All other options would have increased capital and startup 
costs as well as time to form connections in the healthcare system.    
 
This project will also promote quality assurance from its inception as Advanced 
Home Health has been able to implement and learn from new QAPI 
programming.  This process has involved all staff and involves systematic 
review of key performance metrics to assess and improve quality outcomes.  A 
framework and structure to build upon is already in place and will require 
minimal efforts.  See Appendix 11 for QAPI Policy.  The project will allow for 
seamless integration into the community and to continue to work to partner with 
other providers in improving continuity and access to quality care.   
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Hospice Agency Superiority   
In the event that two or more applications meet all applicable review criteria and 
there is not enough need projected for more than one approval, the department 
uses the criteria in WAC 246-310-290(11) to determine the superior proposal. 
 
Multiple Applications in One Year 
In the event you are preparing more than one application for different planning 
areas under the same parent company – regardless of how the proposed 
agencies will be operated – the department will require additional financial 
information to assess conformance with WAC 246-310-220.  The type of financial 
information required from the department will depend on how you propose to 
operate the proposed projects.  Related to this, answer the following questions: 
 

1. Is the applicant (defined under WAC 246-310-010(6)) submitting any other 
hospice applications under either of this year’s concurrent review cycles?  
This could include the same parent corporation or group of individuals 
submitting under separate LLCs under their common ownership. 
 
If the answer to this question is no, there is no need to complete further 
questions under this section.   
 
Not applicable, applicant is not submitting any other hospice applications under 
either of this year’s concurrent review cycles.   
 

2. If the answer to the previous question is yes, clarify: 
• Are these applications being submitted under separate companies 

owned by the same applicant(s); or 
• Are these applications being submitted under a single 

company/applicant? 
• Will they be operated under some other structure?  Describe in detail. 
 
Not applicable 

 
3. Under the financial feasibility section, you should have provided a pro 

forma balance sheet showing the financial position of this project in the 
first three full calendar years of operation.  Provide pro forma balance 
sheets for the applicant, assuming approval of this project showing the 
first three full calendar years of operation.  In addition, provide a pro forma 
balance sheet for the applicant assuming approval of all proposed projects 
in this year’s review cycles showing the first three full calendar years of 
operation.   
 
Not applicable 
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4. In the event that the department can approve more than one county for the 
same applicant, further pro forma revenue and expense statements may be 
required.  
• If your applications propose operating multiple counties under the 

same license, provide combined pro forma revenue and expense 
statements showing the first three full calendar years of operation 
assuming approval of all proposed counties.   

• If your applications propose operating multiple counties under 
separate licenses, there is no need to provide further pro forma 
revenue and expense statements. 

 
Not applicable 
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Wenatchee Hospice LLC dba Advanced Hospice Northwest of Wenatchee 
 

Certificate of Need Application 
 
 
 
 
 
 
 

APPENDIX 1 
 
 

Organizational Structure 
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Disclosure of Ownership 

 
 
 
 
 
 
 
 
 
 
 
     50%     50% 
 
 
 
 
 
 
      
 
              100% 
 
 
 
 
 
 
 
 
           100% 
 
 
 
 
 
 
 
 
 
 
 
 
 

Stride Health Care LLC 

    Wenatchee Hospice Holdings LLC 

Wenatchee Hospice LLC 

  Matthew Ham  Elizabeth Perreault 
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Wenatchee Hospice LLC dba Advanced Hospice Northwest of Wenatchee 
 

Certificate of Need Application 
 
 
 
 
 
 
 

APPENDIX 2 
 
 

Applicant Information 
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I, STEVE R. HOBBS, Secretary of State of the State of Washington and custodian of its seal, hereby issue this
 

CERTIFICATE OF FORMATION
 

to
 

WENATCHEE HOSPICE LLC
 

A WA LIMITED LIABILITY COMPANY, effective on the date indicated below.
 

Effective Date:  12/01/2021
UBI Number:  604 840 149

 

Given under my hand and the Seal of the State 
of Washington at Olympia, the State Capital 

Steve R. Hobbs, Secretary of State

Date Issued: 12/01/2021

' 7 
Secretary of State 

• • 
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Wenatchee Hospice LLC dba Advanced Hospice Northwest of Wenatchee 
 

Certificate of Need Application 
 
 
 
 
 
 
 

APPENDIX 3 
 
 

List of Owned Entities 
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List al Owned Entit les 

Agency Nam• Wenatchee Home Health LLC dba Advanced Home Health Northwest of Wenatchee 
Agency Location 285 Technology Center Way Suite 107, Wenatchee, WA 98801 

Agency License Number IHS.FS.60796898 

Agency CMS Certif ication Number 50-7713 

Agency Accreditation Status Not Accredited 
Type al Agency Home Health 
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Wenatchee Hospice LLC dba Advanced Hospice Northwest of Wenatchee 
 

Certificate of Need Application 
 
 
 
 
 
 
 

APPENDIX 4 
 
 

Letter of Intent 
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Wenatchee Hospice LLC dba Advanced Hospice Northwest of Wenatchee 

 
Certificate of Need Application 

 
 
 
 
 
 
 

APPENDIX 5 
 
 

Washington State Department of Health 2021-2022 Hospice Numeric Need 
Methodology 
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Department of Health
2021-2022 Hospice Numeric Need Methodology

Posted October 1, 2021
WAC246-310-290(8)(a) Step 1:

Year Year Deaths
2018 4,114 2018 14,055
2019 3,699 2019 14,047 0-64 25.67%
2020 3,679 2020 16,663 65+ 60.15%

average: 3,831 average: 14,922

Year Year Deaths
2018 26,207 2018 42,773
2019 26,017 2019 44,159
2020 27,956 2020 46,367

average: 26,727 average: 44,433

Calculate the following two statewide predicted hospice use rates using department of health survey and vital 
statistics data:

WAC 246-310-290(8)(a)(i) The percentage of patients age sixty-five and over who will use hospice services. This percentage 
is calculated by dividing the average number of unduplicated admissions over the last three years for patients sixty five and 
over by the average number of past three years statewide total deaths age sixty-five and over.
WAC246-310-290(8)(a)(ii) The percentage of patients under sixty-five who will use hospice services. This percentage is 
calculated by dividing the average number of unduplicated admissions over the last three years for patients under sixty-five 
by the average number of past three years statewide total of deaths under sixty-five.

Hospice admissions ages 0-64
Admissions

Hospice admissions ages 65+
Admissions

Deaths ages 0-64

Deaths ages 65+

Use Rates

DOH 260-028 October 2021

Sources:
Self-Report Provider Utilization Surveys for Years 2018-2020

Vital Statistics Death Data for Years 2018-2020
Prepared by DOH Program Staff
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Department of Health
2021-2022 Hospice Numeric Need Methodology

Posted October 1, 2021

County 2018 2019 2020
2018-2020 

Average Deaths County 2018 2019 2020
2018-2020 

Average Deaths
Adams 28 35 20 28 Adams 72 93 59 75
Asotin 52 54 56 54 Asotin 214 222 186 207
Benton 331 346 555 411 Benton 1,125 1,154 1,522 1,267
Chelan 130 137 224 164 Chelan 573 626 785 661
Clallam 191 186 195 191 Clallam 871 955 777 868
Clark 874 887 1,043 935 Clark 2,767 2,987 3,205 2,986
Columbia 6 7 7 7 Columbia 43 52 43 46
Cowlitz 300 294 314 303 Cowlitz 840 951 968 920
Douglas 51 63 42 52 Douglas 255 270 160 228
Ferry 28 20 19 22 Ferry 55 64 58 59
Franklin 145 123 100 123 Franklin 278 313 263 285
Garfield 5 5 5 5 Garfield 30 21 11 21
Grant 195 197 186 193 Grant 524 508 455 496
Grays Harbor 227 251 209 229 Grays Harbor 647 659 558 621
Island 135 167 110 137 Island 675 642 505 607
Jefferson 64 72 68 68 Jefferson 336 338 273 316
King 3,264 3,275 4,456 3,665 King 9,917 10,213 11,186 10,439
Kitsap 515 557 454 509 Kitsap 1,713 1,811 1,714 1,746
Kittitas 68 90 78 79 Kittitas 239 266 241 249
Klickitat 58 46 42 49 Klickitat 158 160 113 144
Lewis 227 210 205 214 Lewis 730 722 653 702
Lincoln 25 25 15 22 Lincoln 94 89 75 86
Mason 158 167 143 156 Mason 526 548 408 494
Okanogan 103 119 88 103 Okanogan 332 358 277 322
Pacific 64 66 55 62 Pacific 279 265 177 240
Pend Oreille 43 31 41 38 Pend Oreille 130 125 101 119
Pierce 1,964 1,911 2,364 2,080 Pierce 4,926 5,002 5,608 5,179
San Juan 19 20 18 19 San Juan 114 127 94 112
Skagit 231 229 269 243 Skagit 1,001 1,018 1,068 1,029
Skamania 27 19 26 24 Skamania 56 87 47 63
Snohomish 1,533 1,533 1,587 1,551 Snohomish 4,055 4,081 4,278 4,138
Spokane 1,177 1,143 1,634 1,318 Spokane 3,556 3,545 4,322 3,808
Stevens 113 112 86 104 Stevens 373 345 248 322
Thurston 554 525 628 569 Thurston 1,823 1,908 2,007 1,913
Wahkiakum 13 11 10 11 Wahkiakum 33 53 18 35
Walla Walla 110 118 150 126 Walla Walla 445 450 522 472
Whatcom 360 394 457 404 Whatcom 1,252 1,461 1,481 1,398
Whitman 66 47 51 55 Whitman 199 219 226 215
Yakima 601 555 653 603 Yakima 1,517 1,451 1,675 1,548

WAC246-310-290(8)(b) Step 2:
Calculate the average number of total resident deaths over the last three years for each planning area by age cohort.

0-64 65+

DOH 260-028 October 2021

Sources:
Self-Report Provider Utilization Surveys for Years 2018-2020

Vital Statistics Death Data for Years 2018-2020
Prepared by DOH Program Staff



Page 52 of 207 
DOH 260-035  September 2021 

 
 

Department of Health
2021-2022 Hospice Numeric Need Methodology

Posted October 1, 2021

County
2018-2020 

Average Deaths
Projected Patients: 
25.67% of Deaths County

2018-2020 
Average Deaths

Projected Patients: 
60.15% of Deaths

Adams 28 7 Adams 75 45
Asotin 54 14 Asotin 207 125
Benton 411 105 Benton 1,267 762
Chelan 164 42 Chelan 661 398
Clallam 191 49 Clallam 868 522
Clark 935 240 Clark 2,986 1,796
Columbia 7 2 Columbia 46 28
Cowlitz 303 78 Cowlitz 920 553
Douglas 52 13 Douglas 228 137
Ferry 22 6 Ferry 59 35
Franklin 123 31 Franklin 285 171
Garfield 5 1 Garfield 21 12
Grant 193 49 Grant 496 298
Grays Harbor 229 59 Grays Harbor 621 374
Island 137 35 Island 607 365
Jefferson 68 17 Jefferson 316 190
King 3,665 941 King 10,439 6,279
Kitsap 509 131 Kitsap 1,746 1,050
Kittitas 79 20 Kittitas 249 150
Klickitat 49 12 Klickitat 144 86
Lewis 214 55 Lewis 702 422
Lincoln 22 6 Lincoln 86 52
Mason 156 40 Mason 494 297
Okanogan 103 27 Okanogan 322 194
Pacific 62 16 Pacific 240 145
Pend Oreille 38 10 Pend Oreille 119 71
Pierce 2,080 534 Pierce 5,179 3,115
San Juan 19 5 San Juan 112 67
Skagit 243 62 Skagit 1,029 619
Skamania 24 6 Skamania 63 38
Snohomish 1,551 398 Snohomish 4,138 2,489
Spokane 1,318 338 Spokane 3,808 2,290
Stevens 104 27 Stevens 322 194
Thurston 569 146 Thurston 1,913 1,150
Wahkiakum 11 3 Wahkiakum 35 21
Walla Walla 126 32 Walla Walla 472 284
Whatcom 404 104 Whatcom 1,398 841
Whitman 55 14 Whitman 215 129
Yakima 603 155 Yakima 1,548 931

WAC246-310-290(8)(c) Step 3.
Multiply each hospice use rate determined in Step 1 by the planning areas' average total resident deaths determined in 
Step 2, separated by age cohort.

0-64 65+

DOH 260-028 October 2021

Sources:
Self-Report Provider Utilization Surveys for Years 2018-2020

Vital Statistics Death Data for Years 2018-2020
Prepared by DOH Program Staff

/1lieam 
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County

Projected 
Patients

2018-2020 Average 
Population

2021 projected 
population

2022 projected 
population

2023 projected 
population

2021 potential 
volume

2022 potential 
volume

2023 potential 
volume

Adams 7 18,160 18,456 18,622 18,787 7 7 7
Asotin 14 16,715 16,596 16,540 16,485 14 14 14
Benton 105 167,984 171,026 172,638 174,249 107 108 109
Chelan 42 62,227 62,512 62,562 62,611 42 42 42
Clallam 49 52,494 52,233 52,027 51,821 49 49 48
Clark 240 411,278 421,901 426,529 431,158 246 249 252
Columbia 2 2,822 2,745 2,710 2,675 2 2 2
Cowlitz 78 85,817 85,843 85,769 85,695 78 78 78
Douglas 13 35,130 35,803 36,080 36,356 14 14 14
Ferry 6 5,628 5,541 5,506 5,470 6 6 6
Franklin 31 88,012 92,443 94,784 97,124 33 34 35
Garfield 1 1,581 1,541 1,522 1,502 1 1 1
Grant 49 86,033 88,240 89,322 90,403 51 51 52
Grays Harbor 59 57,387 56,679 56,401 56,122 58 58 57
Island 35 63,114 63,280 63,296 63,312 35 35 35
Jefferson 17 20,705 20,636 20,550 20,463 17 17 17
King 941 1,885,115 1,918,470 1,930,192 1,941,913 958 963 969
Kitsap 131 218,538 220,614 221,192 221,771 132 132 133
Kittitas 20 38,453 39,286 39,556 39,827 21 21 21
Klickitat 12 15,702 15,439 15,304 15,168 12 12 12
Lewis 55 62,700 63,164 63,327 63,491 55 55 56
Lincoln 6 7,864 7,751 7,698 7,644 5 5 5
Mason 40 50,632 51,397 51,672 51,946 41 41 41
Okanogan 27 32,364 32,087 31,991 31,896 26 26 26
Pacific 16 14,545 14,322 14,242 14,161 16 16 15
Pend Oreille 10 9,859 9,769 9,727 9,684 10 10 10
Pierce 534 756,339 769,918 774,696 779,475 543 547 550
San Juan 5 10,863 10,730 10,707 10,684 5 5 5
Skagit 62 100,807 101,887 102,236 102,586 63 63 63
Skamania 6 9,248 9,223 9,205 9,186 6 6 6
Snohomish 398 705,787 721,527 726,273 731,019 407 410 412
Spokane 338 423,256 426,740 428,033 429,326 341 342 343
Stevens 27 34,109 33,917 33,841 33,766 26 26 26
Thurston 146 238,190 243,867 246,235 248,602 150 151 152
Wahkiakum 3 2,498 2,405 2,368 2,332 3 3 3
Walla Walla 32 50,763 51,028 51,075 51,121 33 33 33
Whatcom 104 185,418 189,267 190,722 192,178 106 107 107
Whitman 14 43,222 43,315 43,322 43,330 14 14 14
Yakima 155 222,774 225,822 227,147 228,473 157 158 159

WAC246-310-290(8)(d) Step 4:
Using the projected patients calculated in Step 3, calculate a use rate by dividing projected patients by the three-year historical average population by county. Use this rate 

0-64

DOH 260-028 October 2021

Sources:
Self-Report Provider Utilization Surveys for Years 2018-2020

Vital Statistics Death Data for Years 2018-2020
Prepared by DOH Program Staff
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County

Projected 
Patients

2018-2020 
Average 

Population

2021 projected 
population

2022 projected 
population

2023 projected 
population

2021 potential 
volume

2022 potential 
volume

2023 potential 
volume

Adams 45               2,227 2,383 2,424 2,466 48 49 50
Asotin 125             5,812 6,175 6,344 6,514 132 136 140
Benton 762             30,986 33,373 34,597 35,820 821 851 881
Chelan 398             15,876 17,052 17,695 18,339 427 443 460
Clallam 522             21,800 22,901 23,535 24,168 548 563 579
Clark 1,796          78,605 85,686 89,247 92,807 1,958 2,039 2,121
Columbia 28               1,236 1,287 1,304 1,322 29 29 30
Cowlitz 553             22,148 23,719 24,470 25,220 592 611 630
Douglas 137             7,976 8,666 8,974 9,283 149 155 160
Ferry 35               2,168 2,289 2,337 2,386 37 38 39
Franklin 171             9,188 10,083 10,557 11,030 188 197 206
Garfield 12               645 669 680 692 13 13 13
Grant 298             14,861 16,071 16,665 17,258 322 334 346
Grays Harbor 374             16,123 17,133 17,612 18,092 397 408 419
Island 365             20,239 21,412 22,047 22,682 386 398 409
Jefferson 190             11,588 12,323 12,722 13,121 202 208 215
King 6,279          310,572 337,771 350,881 363,992 6,829 7,094 7,359
Kitsap 1,050          53,833 58,185 60,492 62,800 1,135 1,180 1,225
Kittitas 150             7,647 8,266 8,589 8,911 162 168 174
Klickitat 86               5,829 6,268 6,448 6,627 93 96 98
Lewis 422             16,808 17,697 18,175 18,652 444 456 468
Lincoln 52               2,891 3,039 3,119 3,200 54 56 57
Mason 297             15,905 17,167 17,836 18,504 321 333 346
Okanogan 194             10,475 11,210 11,519 11,827 207 213 219
Pacific 145             6,747 7,035 7,159 7,284 151 153 156
Pend Oreille 71               3,925 4,239 4,371 4,504 77 80 82
Pierce 3,115          130,688 142,422 148,729 155,037 3,395 3,545 3,695
San Juan 67               5,768 6,174 6,357 6,541 72 74 76
Skagit 619             27,881 30,314 31,460 32,607 673 698 724
Skamania 38               2,670 2,923 3,048 3,172 42 43 45
Snohomish 2,489          119,333 131,978 138,737 145,495 2,753 2,894 3,035
Spokane 2,290          87,852 94,670 97,979 101,288 2,468 2,554 2,641
Stevens 194             11,360 12,214 12,591 12,969 208 215 221
Thurston 1,150          50,757 54,900 56,967 59,035 1,244 1,291 1,338
Wahkiakum 21               1,503 1,580 1,595 1,611 22 22 22
Walla Walla 284             11,006 11,350 11,632 11,915 293 300 308
Whatcom 841             40,902 44,217 45,794 47,372 909 941 974
Whitman 129             5,526 6,008 6,201 6,395 140 145 149
Yakima 931             37,530 39,475 40,559 41,643 979 1,006 1,033

WAC246-310-290(8)(d) Step 4:
Using the projected patients calculated in Step 3, calculate a use rate by dividing projected patients by the three-year historical average population by county. 
Use this rate to determine the potential volume of hospice use by the projected population by age cohort using Office of Financial Management (OFM) data.

65+

DOH 260-028 October 2021

Sources:
Self-Report Provider Utilization Surveys for Years 2018-2020

Vital Statistics Death Data for Years 2018-2020
Prepared by DOH Program Staff
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County
2021 potential 

volume
2022 potential 

volume
2023 potential 

volume

Current Supply 
of Hospice 
Providers

2021 Unmet 
Need 

Admissions*

2022 Unmet 
Need 

Admissions*

2023 Unmet 
Need 

Admissions*

Adams 55 56 57 51.33 4 5 6
Asotin 146 150 153 105.00 41 45 48
Benton 928 959 990 1,016.67 (88) (57) (26)
Chelan 469 486 502 428.67 41 57 73
Clallam 597 612 627 392.80 204 219 234
Clark 2,204 2,288 2,372 2,584.47 (380) (296) (212)
Columbia 30 31 31 35.00 (5) (4) (4)
Cowlitz 670 689 708 788.00 (118) (99) (80)
Douglas 163 168 174 160.67 2 8 13
Ferry 43 44 45 32.00 11 12 13
Franklin 221 231 240 201.67 19 29 39
Garfield 14 14 15 6.00 8 8 9
Grant 373 386 398 292.33 81 93 106
Grays Harbor 455 466 477 295.57 160 170 181
Island 422 433 445 399.67 22 34 45
Jefferson 219 226 232 198.00 21 28 34
King 7,786 8,057 8,328 7,693.60 93 364 635
Kitsap 1,267 1,312 1,358 1,223.57 43 89 134
Kittitas 182 189 195 168.00 14 21 27
Klickitat 105 108 110 217.80 (113) (110) (107)
Lewis 500 512 524 445.33 54 67 79
Lincoln 60 61 63 29.00 31 32 34
Mason 361 374 387 304.57 57 70 82
Okanogan 234 239 245 188.33 45 51 57
Pacific 166 169 171 93.00 73 76 78
Pend Oreille 87 89 92 65.33 22 24 26
Pierce 3,938 4,092 4,246 3,527.67 410 564 718
San Juan 77 79 81 87.00 (10) (8) (6)
Skagit 736 762 787 729.00 7 33 58
Skamania 48 50 51 32.00 16 18 19
Snohomish 3,160 3,303 3,447 3,371.20 (211) (68) 76
Spokane 2,809 2,897 2,984 2,720.50 89 176 263
Stevens 235 241 247 148.67 86 92 99
Thurston 1,394 1,442 1,491 1,496.73 (103) (54) (6)
Wahkiakum 25 25 25 9.33 15 16 16
Walla Walla 326 333 340 272.33 53 60 68
Whatcom 1,015 1,048 1,081 1,094.57 (80) (46) (13)
Whitman 154 159 163 158.17 (4) 1 5
Yakima 1,136 1,164 1,192 1,261.00 (125) (97) (69)

*a negative number indicates existing hospice service capacity exceeds the projected utilization based on the statewide use rate.

WAC246-310-290(8)(e) Step 5:
Combine the two age cohorts. Subtract the average of the most recent three years hospice capacity in each planning area from the projected 
volumes calculated in Step 4 to determine the number of projected admissions beyond the planning area capacity.

DOH 260-028 October 2021

Sources:
Self-Report Provider Utilization Surveys for Years 2018-2020

Vital Statistics Death Data for Years 2018-2020
Prepared by DOH Program Staff
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County
2021 Unmet 

Need 
Admissions*

2022 Unmet 
Need 

Admissions*

2023 Unmet 
Need 

Admissions*

Statewide 
ALOS

2021 Unmet 
Need Patient 

Days*

2022 Unmet 
Need Patient 

Days*

2023 Unmet 
Need Patient 

Days*

Adams 4 5 6 62.12 244 300 356
Asotin 41 45 48 62.12 2,563 2,786 3,009
Benton (88) (57) (26) 62.12 (5,497) (3,565) (1,633)
Chelan 41 57 73 62.12 2,535 3,539 4,542
Clallam 204 219 234 62.12 12,682 13,613 14,543
Clark (380) (296) (212) 62.12 (23,619) (18,396) (13,174)
Columbia (5) (4) (4) 62.12 (281) (258) (235)
Cowlitz (118) (99) (80) 62.12 (7,320) (6,160) (5,000)
Douglas 2 8 13 62.12 134 470 807
Ferry 11 12 13 62.12 691 737 784
Franklin 19 29 39 62.12 1,201 1,801 2,401
Garfield 8 8 9 62.12 506 518 531
Grant 81 93 106 62.12 5,021 5,799 6,578
Grays Harbor 160 170 181 62.12 9,916 10,589 11,261
Island 22 34 45 62.12 1,377 2,090 2,802
Jefferson 21 28 34 62.12 1,324 1,726 2,127
King 93 364 635 62.12 5,759 22,588 39,417
Kitsap 43 89 134 62.12 2,696 5,513 8,331
Kittitas 14 21 27 62.12 889 1,290 1,691
Klickitat (113) (110) (107) 62.12 (6,994) (6,835) (6,676)
Lewis 54 67 79 62.12 3,378 4,132 4,886
Lincoln 31 32 34 62.12 1,917 2,004 2,091
Mason 57 70 82 62.12 3,529 4,319 5,108
Okanogan 45 51 57 62.12 2,823 3,173 3,523
Pacific 73 76 78 62.12 4,554 4,714 4,875
Pend Oreille 22 24 26 62.12 1,337 1,483 1,630
Pierce 410 564 718 62.12 25,499 35,048 44,597
San Juan (10) (8) (6) 62.12 (639) (507) (375)
Skagit 7 33 58 62.12 435 2,029 3,623
Skamania 16 18 19 62.12 984 1,094 1,204
Snohomish (211) (68) 76 62.12 (13,131) (4,207) 4,717
Spokane 89 176 263 62.12 5,511 10,934 16,357
Stevens 86 92 99 62.12 5,345 5,741 6,136
Thurston (103) (54) (6) 62.12 (6,387) (3,385) (384)
Wahkiakum 15 16 16 62.12 956 967 977
Walla Walla 53 60 68 62.12 3,304 3,758 4,213
Whatcom (80) (46) (13) 62.12 (4,953) (2,888) (823)
Whitman (4) 1 5 62.12 (231) 50 330
Yakima (125) (97) (69) 62.12 (7,760) (6,032) (4,305)

WAC246-310-290(8)(f) Step 6:
Multiply the unmet need from Step 5 by the statewide average length of stay as determined by CMS to determine unmet 
need patient days in the projection years.

Step 6 (Admits * ALOS) = Unmet Patient Days

*a negative number indicates existing hospice service capacity exceeds the projected utilization based on the statewide use rate.

DOH 260-028 October 2021

Sources: CPS MDCR Hospice 3 Report  
Self-Report Provider Utilization Surveys for Years 2018-2020

Vital Statistics Death Data for Years 2018-2020
Prepared by DOH Program Staff
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County 2021 Unmet Need 
Patient Days*

2022 Unmet Need 
Patient Days*

2023 Unmet Need 
Patient Days*

2021 Unmet Need 
ADC*

2022 Unmet Need 
ADC*

2023 Unmet Need 
ADC*

Adams 244 300 356 1 1 1
Asotin 2,563 2,786 3,009 7 8 8
Benton (5,497) (3,565) (1,633) (15) (10) (4)
Chelan 2,535 3,539 4,542 7 10 12
Clallam 12,682 13,613 14,543 35 37 40
Clark (23,619) (18,396) (13,174) (65) (50) (36)
Columbia (281) (258) (235) (1) (1) (1)
Cowlitz (7,320) (6,160) (5,000) (20) (17) (14)
Douglas 134 470 807 0 1 2
Ferry 691 737 784 2 2 2
Franklin 1,201 1,801 2,401 3 5 7
Garfield 506 518 531 1 1 1
Grant 5,021 5,799 6,578 14 16 18
Grays Harbor 9,916 10,589 11,261 27 29 31
Island 1,377 2,090 2,802 4 6 8
Jefferson 1,324 1,726 2,127 4 5 6
King 5,759 22,588 39,417 16 62 108
Kitsap 2,696 5,513 8,331 7 15 23
Kittitas 889 1,290 1,691 2 4 5
Klickitat (6,994) (6,835) (6,676) (19) (19) (18)
Lewis 3,378 4,132 4,886 9 11 13
Lincoln 1,917 2,004 2,091 5 5 6
Mason 3,529 4,319 5,108 10 12 14
Okanogan 2,823 3,173 3,523 8 9 10
Pacific 4,554 4,714 4,875 12 13 13
Pend Oreille 1,337 1,483 1,630 4 4 4
Pierce 25,499 35,048 44,597 70 96 122
San Juan (639) (507) (375) (2) (1) (1)
Skagit 435 2,029 3,623 1 6 10
Skamania 984 1,094 1,204 3 3 3
Snohomish (13,131) (4,207) 4,717 (36) (12) 13
Spokane 5,511 10,934 16,357 15 30 45
Stevens 5,345 5,741 6,136 15 16 17
Thurston (6,387) (3,385) (384) (17) (9) (1)
Wahkiakum 956 967 977 3 3 3
Walla Walla 3,304 3,758 4,213 9 10 12
Whatcom (4,953) (2,888) (823) (14) (8) (2)
Whitman (231) 50 330 (1) 0 1
Yakima (7,760) (6,032) (4,305) (21) (17) (12)

WAC246-310-290(8)(g) Step 7:
Divide the unmet patient days from Step 6 by 365 to determine the unmet need ADC.

Step 7 (Patient Days / 365) = Unmet ADC

*a negative number indicates existing hospice service capacity exceeds the projected utilization based on the statewide use rate.

DOH 260-028 October 2021

Sources:
Self-Report Provider Utilization Surveys for Years 2018-2020

Vital Statistics Death Data for Years 2018-2020
Prepared by DOH Program Staff
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Application Year

County 2021 Unmet Need 
ADC*

2022 Unmet Need 
ADC*

2023 Unmet Need 
ADC* Numeric Need?

Number of New 
Agencies 
Needed?**

Adams 1 1 1 FALSE FALSE

Asotin 7 8 8 FALSE FALSE

Benton (15) (10) (4) FALSE FALSE

Chelan 7 10 12 FALSE FALSE

Clallam 35 37 40 TRUE 1
Clark (65) (50) (36) FALSE FALSE

Columbia (1) (1) (1) FALSE FALSE

Cowlitz (20) (17) (14) FALSE FALSE

Douglas 0 1 2 FALSE FALSE

Ferry 2 2 2 FALSE FALSE

Franklin 3 5 7 FALSE FALSE

Garfield 1 1 1 FALSE FALSE

Grant 14 16 18 FALSE FALSE

Grays Harbor 27 29 31 FALSE FALSE

Island 4 6 8 FALSE FALSE

Jefferson 4 5 6 FALSE FALSE

King 16 62 108 TRUE 3
Kitsap 7 15 23 FALSE FALSE

Kittitas 2 4 5 FALSE FALSE

Klickitat (19) (19) (18) FALSE FALSE

Lewis 9 11 13 FALSE FALSE

Lincoln 5 5 6 FALSE FALSE

Mason 10 12 14 FALSE FALSE

Okanogan 8 9 10 FALSE FALSE

Pacific 12 13 13 FALSE FALSE

Pend Oreille 4 4 4 FALSE FALSE

Pierce 70 96 122 TRUE 3
San Juan (2) (1) (1) FALSE FALSE

Skagit 1 6 10 FALSE FALSE

Skamania 3 3 3 FALSE FALSE

Snohomish (36) (12) 13 FALSE FALSE

Spokane 15 30 45 TRUE 1
Stevens 15 16 17 FALSE FALSE

Thurston (17) (9) (1) FALSE FALSE

Wahkiakum 3 3 3 FALSE FALSE

Walla Walla 9 10 12 FALSE FALSE

Whatcom (14) (8) (2) FALSE FALSE

Whitman (1) 0 1 FALSE FALSE

Yakima (21) (17) (12) FALSE FALSE

WAC246-310-290(8)(h) Step 8:
Determine the number of hospice agencies in the planning area that could support the unmet need with an 
ADC of thirty-five.

Step 7 (Patient Days / 365) = Unmet ADC Step 8 - Numeric Need

*a negative number indicates existing hospice service capacity exceeds the projected utilization based on the 

statewide use rate.

**The numeric need methodology projects need for whole hospice agencies only - not partial hospice agencies.  

Therefore, the results are rounded down to the nearest whole number.

DOH 260-028 October 2021

Sources:

Self-Report Provider Utilization Surveys for Years 2018-2020

Vital Statistics Death Data for Years 2018-2020

Prepared by DOH Program Staff
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2021-2022 Hospice Numeric Need Methodology

Admissions - Summarized

Sum of 0-64 Column Labels Sum of 65+ Column Labels
Row Labels 2018 2019 2020 Row Labels 2018 2019 2020 County 2018 2019 2020 Average County 2018 2019 2020 Average
Adams 6 8 4 Adams 34 54 48 Adams 40 62 52 51.33 Adams 40 62 52 51.33
Asotin 6 9 24 Asotin 121 71 84 Asotin 127 80 108 105.00 Asotin 127 80 108 105.00
Benton 118 103 132 Benton 887 837 973 Benton 1005 940 1105 1016.67 Benton 1005 940 1105 1016.67
Chelan 34 28 32 Chelan 386 385 421 Chelan 420 413 453 428.67 Chelan 420 413 453 428.67
Clallam 16 23 24 Clallam 187 234 283 Clallam 203 257 307 255.67 Clallam 203 462.7 512.7 392.80
Clark 336 287 297 Clark 2124 2060 2238 Clark 2460 2347 2535 2447.33 Clark 2460 2552.7 2740.7 2584.47
Columbia 1 3 3 Columbia 23 25 50 Columbia 24 28 53 35.00 Columbia 24 28 53 35.00
Cowlitz 107 121 94 Cowlitz 600 735 707 Cowlitz 707 856 801 788.00 Cowlitz 707 856 801 788.00
Douglas 10 19 17 Douglas 136 130 170 Douglas 146 149 187 160.67 Douglas 146 149 187 160.67
Ferry 6 5 3 Ferry 29 25 28 Ferry 35 30 31 32.00 Ferry 35 30 31 32.00
Franklin 30 26 34 Franklin 155 166 194 Franklin 185 192 228 201.67 Franklin 185 192 228 201.67
Garfield 1 1 3 Garfield 2 4 7 Garfield 3 5 10 6.00 Garfield 3 5 10 6.00
Grant 41 45 40 Grant 261 236 254 Grant 302 281 294 292.33 Grant 302 281 294 292.33
Grays Harbor 35 41 27 Grays Harbor 180 212 186 Grays Harb 215 253 213 227.00 Grays Harb 215 253 418.7 295.57
Island 38 43 54 Island 348 341 375 Island 386 384 429 399.67 Island 386 384 429 399.67
Jefferson 21 26 17 Jefferson 155 181 194 Jefferson 176 207 211 198.00 Jefferson 176 207 211 198.00
King 1009 765 889 King 6359 6315 7131 King 7368 7080 8020 7489.33 King 7368 7400.4 8312.4 7693.60
Kitsap 180 173 96 Kitsap 1021 1074 921 Kitsap 1201 1247 1017 1155.00 Kitsap 1201 1247 1222.7 1223.57
Kittitas 15 16 12 Kittitas 135 169 157 Kittitas 150 185 169 168.00 Kittitas 150 185 169 168.00
Klickitat 10 12 12 Klickitat 81 90 87 Klickitat 91 102 99 97.33 Klickitat 272.7 281.7 99 217.80
Lewis 56 50 47 Lewis 420 362 401 Lewis 476 412 448 445.33 Lewis 476 412 448 445.33
Lincoln 7 3 5 Lincoln 29 22 21 Lincoln 36 25 26 29.00 Lincoln 36 25 26 29.00
Mason 14 34 43 Mason 161 193 263 Mason 175 227 306 236.00 Mason 175 227 511.7 304.57
Okanogan 21 27 31 Okanogan 148 171 167 Okanogan 169 198 198 188.33 Okanogan 169 198 198 188.33
Pacific 13 15 12 Pacific 72 98 69 Pacific 85 113 81 93.00 Pacific 85 113 81 93.00
Pend Oreille 8 4 17 Pend Oreille 53 65 49 Pend Oreill 61 69 66 65.33 Pend Oreill 61 69 66 65.33
Pierce 543 556 425 Pierce 3175 3170 2714 Pierce 3718 3726 3139 3527.67 Pierce 3718 3726 3139 3527.67
San Juan 6 6 8 San Juan 79 73 89 San Juan 85 79 97 87.00 San Juan 85 79 97 87.00
Skagit 48 77 70 Skagit 680 705 607 Skagit 728 782 677 729.00 Skagit 728 782 677 729.00
Skamania 2 1 3 Skamania 20 33 37 Skamania 22 34 40 32.00 Skamania 22 34 40 32.00
Snohomish 422 342 361 Snohomish 2636 2214 2636 Snohomish 3058 2556 2997 2870.33 Snohomish 3058 3378.8 3676.8 3371.20
Spokane 400 329 362 Spokane 2247.5 2175 2648 Spokane 2647.5 2504 3010 2720.50 Spokane 2647.5 2504 3010 2720.50
Stevens 30 20 21 Stevens 121 126 128 Stevens 151 146 149 148.67 Stevens 151 146 149 148.67
Thurston 114 115 129 Thurston 936 947 1070 Thurston 1050 1062 1199 1103.67 Thurston 1255.7 1449.4 1785.1 1496.73
Wahkiakum 2 0 3 Wahkiakum 5 7 11 Wahkiakum 7 7 14 9.33 Wahkiakum 7 7 14 9.33
Walla Walla 24 41 41 Walla Walla 227 242 242 Walla Wall 251 283 283 272.33 Walla Wall 251 283 283 272.33
Whatcom 117 138 80 Whatcom 770 995 978 Whatcom 887 1133 1058 1026.00 Whatcom 887 1133 1263.7 1094.57
Whitman 19 12 12 Whitman 226.5 77 128 Whitman 245.5 89 140 158.17 Whitman 245.5 89 140 158.17
Yakima 248 175 195 Yakima 977 998 1190 Yakima 1225 1173 1385 1261.00 Yakima 1225 1173 1385 1261.00

35 ADC * 365 days per year = 12,775 default patient days
12,775 patient days/62.12 ALOS = 205.7 default admissions

205.7 Default
For affected counties, the actual volumes from these recently approved agnecies will be subtracted, and default values will be added.

Total Admissions by County - Not Adjusted for New Total Admissions by County -  Adjusted for New
Adjusted Cells Highlighted in YELLOW

0-64 Total Admissions by County 65+ Total Admissions by County

DOH 260-028 October 2021

Sources:
Self-Report Provider Utilization Surveys for Years 2018-2020

Prepared by DOH Program Staff
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Admissions - Summarized

Recent approvals showing default volumes:
Olympic Medical Center - Clallam County.  Approved in September 2019.  Default volumes for 2019-2020
Providence Hospice - Clark County.  Approved in 2019.  Default volumes in 2019-2020
The Pennant Group - Grays Harbor County. Approved August 2021.  No adjustment possible for 2021, adjustment in 2020 as proxy.
Heart of Hospice - Klickitat County.  Approved in August 2017.  Operational since August 2017.  Default volumes in 2018-2019.
Envision Hospice - Kitsap County.  Approved in 2020.  Default volumes for 2020
Wesley Homes Hospice - King County.  Approved in 2015, operational since 2017.  2018 volumes exceed "default" - no adjustment for 2018.  Adjustments in 2019.  
Envision Hospice - King County.  Approved in 2019.  Default volumes for 2019-2020
Continuum Care of King - King County. CN issued March 2020.  Default volumes for 2020
The Pennant Group - Mason County. Approved September 2021.  No adjustment possible for 2021, adjustment in 2020 as proxy.
Continuum Care of Snohomish - Snohomish County.  Approved in July 2019.  Default volumes in 2019-2020
Heart of Hospice - Snohomish County.  Approved in November 2019. Default volumes for 2019-2020
Envision Hospice - Snohomish County.  Approved in November 2019.  Default volumes for 2019-2020
Glacier Peak Healthcare - Snohomish County.  Approved in November 2019.  Default volumes for 2019-2020
Envision Hospice - Thurston County.  Approved in September 2018.  Default volumes in 2018-2020.
Symbol Healthcare - Thurston County.  Approved in November 2019.  Default volumes for 2019-2020
Bristol Hospice - Thurston County. Approved March 2021.  No adjustment possible for 2021, adjustment in 2020 as proxy.
EmpRes Healthcare Group - Whatcom County.  Approved in 2020. Default volumes for 2020

DOH 260-028 October 2021

Sources:
Self-Report Provider Utilization Surveys for Years 2018-2020

Prepared by DOH Program Staff
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Survey Responses

Agency Name License Number County Year 0-64 65+
Assured Home Health and Hospice (Central Basin/Assured Hospice) IHS.FS.60092413 Grant 2018 40 254
Assured Home Health and Hospice (Central Basin/Assured Hospice) IHS.FS.60092413 Lincoln 2018 6 28
Assured Home Health and Hospice (Central Basin/Assured Hospice) IHS.FS.60092413 Adams 2018 6 34
Assured Home Health, Hospice & Home Care IHS.FS.00000229 Jefferson 2018 1 11
Assured Home Health, Hospice & Home Care IHS.FS.00000229 Mason 2018 4 44
Assured Home Health, Hospice & Home Care IHS.FS.00000229 Clallam 2018 16 186
Assured Home Health, Hospice & Home Care IHS.FS.00000229 Thurston 2018 24 273
Assured Home Health, Hospice & Home Care IHS.FS.00000229 Lewis 2018 35 280
Astria Home Health and Hospice (Yakima Regional Home Health and Hospice) IHS.FS.60097245 Yakima 2018 41 8
Central Washington Hospital Home Care Services IHS.FS.00000250 Douglas 2018 10 133
Central Washington Hospital Home Care Services IHS.FS.00000250 Chelan 2018 34 386
Community Home Health and Hospice CHHH Community Home Care Hospice IHS.FS.00000262 Wahkiakum 2018 2 5
Community Home Health and Hospice CHHH Community Home Care Hospice IHS.FS.00000262 Clark 2018 54 383
Community Home Health and Hospice CHHH Community Home Care Hospice IHS.FS.00000262 Cowlitz 2018 87 524
Elite Home Health and Hospice IHS.FS.60384078 Garfield 2018 1 2
Elite Home Health and Hospice IHS.FS.60384078 Asotin 2018 6 121
Evergreen Health Home Care Services IHS.FS.00000278 Island 2018 1 9
Evergreen Health Home Care Services IHS.FS.00000278 Snohomish 2018 79 690
Evergreen Health Home Care Services IHS.FS.00000278 King 2018 348 1989
Franciscan Hospice IHS.FS.00000287 Kitsap 2018 141 693
Franciscan Hospice IHS.FS.00000287 King 2018 102 921
Franciscan Hospice IHS.FS.00000287 Pierce 2018 331 2110
Frontier Home Health and Hospice (Okanogan Regional) IHS.FS.60379608 Douglas 2018 0 3
Frontier Home Health and Hospice (Okanogan Regional) IHS.FS.60379608 Grant 2018 1 7
Frontier Home Health and Hospice (Okanogan Regional) IHS.FS.60379608 Okanogan 2018 21 148
Gentiva Hospice (Odyssey Hospice) IHS.FS.60330209 King 2018 37 180
Harbors Home Health and Hospice IHS.FS.00000306 Pacific 2018 13 71
Harbors Home Health and Hospice IHS.FS.00000306 Grays Harbor 2018 35 180
Heart of Hospice IHS.FS.00000185 Skamania 2018 none repo 10
Heart of Hospice IHS.FS.00000185 Klickitat 2018 1 23
Heartlinks Hospice and Palliative Care (Lower Valley Hospice) IHS.FS.00000369 Benton 2018 6 137
Heartlinks Hospice and Palliative Care (Lower Valley Hospice) IHS.FS.00000369 Yakima 2018 24 219
Home Health Care of Whidbey General Hospital (Whidbey General) IHS.FS.00000323 Island 2018 20 235
Homecare and Hospice Southwest (Hospice SW) IHS.FS.60331226 Skamania 2018 1 1
Homecare and Hospice Southwest (Hospice SW) IHS.FS.60331226 Cowlitz 2018 20 76
Homecare and Hospice Southwest (Hospice SW) IHS.FS.60331226 Clark 2018 243 1305
Horizon Hospice IHS.FS.00000332 Spokane 2018 31 389
Hospice of Kitsap County IHS.FS.00000335 Kitsap 2018 0 0
Hospice of Spokane IHS.FS.00000337 Lincoln 2018 1 1
Hospice of Spokane IHS.FS.00000337 Ferry 2018 6 29
Hospice of Spokane IHS.FS.00000337 Pend Oreille 2018 8 53
Hospice of Spokane IHS.FS.00000337 Stevens 2018 30 121
Hospice of Spokane IHS.FS.00000337 Spokane 2018 346 1593
Hospice of Spokane IHS.FS.00000337 Whitman 2018 none repo none repor
Hospice of the Northwest (Skagit Hospice Service) IHS.FS.00000437 Island 2018 6 60
Hospice of the Northwest (Skagit Hospice Service) IHS.FS.00000437 Snohomish 2018 2 67
Hospice of the Northwest (Skagit Hospice Service) IHS.FS.00000437 San Juan 2018 6 79
Hospice of the Northwest (Skagit Hospice Service) IHS.FS.00000437 Skagit 2018 48 680
IRREGULAR-COMMUNITY HOME HEALTH & HOSPICE IHS.FS.00000262 Pacific 2018 0 1
IRREGULAR-MULTICARE IHS.FS.60639376 Clallam 2018 0 1
Jefferson Healthcare Home Health and Hospice (Hospice of Jefferson County) IHS.FS.00000349 Jefferson 2018 20 144
Kaiser Permanente Continuing Care Services IHS.FS.00000353 Clark 2018 39 436
Kaiser Permanente Continuing Care Services IHS.FS.00000353 Cowlitz 2018 none repo none repor
Kaiser Permanente Continuing Care Services IHS.FS.00000353 Skamania 2018 none repo none repor
Kaiser Permanente Home Health and Hospice (Group Health) IHS.FS.00000305 Snohomish 2018 14 94
Kaiser Permanente Home Health and Hospice (Group Health) IHS.FS.00000305 Kitsap 2018 14 96
Kaiser Permanente Home Health and Hospice (Group Health) IHS.FS.00000305 Pierce 2018 35 198
Kaiser Permanente Home Health and Hospice (Group Health) IHS.FS.00000305 King 2018 25 416
Kindred Hospice (Gentiva Hospice IHS.FS.60308060 Whitman 2018 19 226.5
Kindred Hospice (Gentiva Hospice IHS.FS.60308060 Spokane 2018 23 265.5
Kittitas Valley Home Health and Hospice IHS.FS.00000320 Kittitas 2018 15 135
Klickitat Valley Home Health & Hospice (Klickitat Valley Health) IHS.FS.00000361 Klickitat 2018 5 40
Kline Galland Community Based Services IHS.FS.60103742 King 2018 29 368
Memorial Home Care Services IHS.FS.00000376 Yakima 2018 183 750
MultiCare Home Health, Hospice and Palliative Care IHS.FS.60639376 King 2018 32 158

Note: Kindred Hospice in Whitman and Spokane Counties did not respond to the department's survey for 2018 data.  As a result, the average of 2016 
and 2017 data was used as a proxy for 2018.
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MultiCare Home Health, Hospice and Palliative Care IHS.FS.60639377 Kitsap 2018 25 232
MultiCare Home Health, Hospice and Palliative Care IHS.FS.60639378 Pierce 2018 177 867
Providence Hospice (Hospice of the Gorge) IHS.FS.60201476 Skamania 2018 1 9
Providence Hospice (Hospice of the Gorge) IHS.FS.60201476 Klickitat 2018 4 18
Providence Hospice and Home Care of Snohomish County IHS.FS.00000418 Island 2018 11 44
Providence Hospice and Home Care of Snohomish County IHS.FS.00000418 Snohomish 2018 316 1772
Providence Hospice and Home Care of Snohomish County IHS.FS.00000418 King 2018 none repo none repor
Providence Hospice of Seattle IHS.FS.00000336 Snohomish 2018 11 13
Providence Hospice of Seattle IHS.FS.00000336 King 2018 407 1959
Providence SoundHomeCare and Hospice IHS.FS.00000420 Mason 2018 10 117
Providence SoundHomeCare and Hospice IHS.FS.00000420 Lewis 2018 21 140
Providence SoundHomeCare and Hospice IHS.FS.00000420 Thurston 2018 90 663
Tri-Cities Chaplaincy IHS.FS.00000456 Franklin 2018 30 155
Tri-Cities Chaplaincy IHS.FS.00000456 Benton 2018 112 750
Walla Walla Community Hospice IHS.FS.60480441 Columbia 2018 1 23
Walla Walla Community Hospice IHS.FS.60480441 Walla Walla 2018 24 227
Wesley Homes IHS.FS.60276500 King 2018 29 368
Whatcom Hospice (Peacehealth) IHS.FS.00000471 Whatcom 2018 117 770
Alpha Home Health IHS.FS.61032013 Snohomish 2019 0 0
Alpowa Healthcare Inc. d/b/a Elite Home Health and Hospice IHS.FS.60384078 Asotin 2019 9 71
Alpowa Healthcare Inc. d/b/a Elite Home Health and Hospice IHS.FS.60384078 Garfield 2019 1 4
Central Washington Homecare Services IHS.FS.00000250 Chelan 2019 28 385
Central Washington Homecare Services IHS.FS.00000250 Douglas 2019 19 125
Chaplaincy Health Care 2018 IHS.FS.00000456 Benton 2019 96 700
Chaplaincy Health Care 2018 IHS.FS.00000456 Franklin 2019 26 164
Community Home Health/Hospice IHS.FS.00000262 Cowlitz 2019 98 636
Community Home Health/Hospice IHS.FS.00000262 Wahkiakum 2019 0 7
Community Home Health/Hospice IHS.FS.00000262 Clark 2019 60 453
Continuum Care of King LLC IHS.FS.61058934 King 2019 0 0
Continuum Care of Snohomish LLC IHS.FS.61010090 Snohomish 2019 0 0
Envision Hospice of Washington IHS.FS.60952486 Thurston 2019 2 22
EvergreenHealth IHS.FS.00000278 King 2019 225 2025
EvergreenHealth IHS.FS.00000278 Snohomish 2019 53 471
EvergreenHealth IHS.FS.00000278 Island 2019 1 11
Franciscan Hospice IHS.FS.00000287 King 2019 92 921
Franciscan Hospice IHS.FS.00000287 Kitsap 2019 118 757
Franciscan Hospice IHS.FS.00000287 Pierce 2019 364 2236
Frontier Home Health & Hospice IHS.FS.60379608 Okanogan 2019 27 171
Frontier Home Health & Hospice IHS.FS.60379608 Douglas 2019 0 5
Frontier Home Health & Hospice IHS.FS.60379608 Grant 2019 4 8
Harbors Home Health and Hospice IHS.FS.00000306 Grays Harbor 2019 41 212
Harbors Home Health and Hospice IHS.FS.00000306 Pacific 2019 15 98
Heartlinks IHS.FS.00000369 Benton 2019 7 137
Heartlinks IHS.FS.00000369 Yakima 2019 21 180
Heartlinks IHS.FS.00000369 Franklin 2019 0 2
Horizon Hospice IHS.FS.00000332 Spokane 2019 30 393
Hospice of Jefferson County, Jefferson Healthcare IHI.FS.00000349 Jefferson 2019 26 172
Hospice of Spokane IHS.FS.00000337 Spokane 2019 289 1692
Hospice of Spokane IHS.FS.00000337 Stevens 2019 20 126
Hospice of Spokane IHS.FS.00000337 Ferry 2019 5 25
Hospice of Spokane IHS.FS.00000337 Pend Oreille 2019 4 65
Hospice of the Northwest IHS.FS.00000437 Island 2019 14 56
Hospice of the Northwest IHS.FS.00000437 San Juan 2019 6 73
Hospice of the Northwest IHS.FS.00000437 Skagit 2019 77 705
Hospice of the Northwest IHS.FS.00000437 Snohomish 2019 5 58
Inspiring Hospice Partners of Oregon dba Heart of Hospice IHS.FS.60741443 Skamania 2019 0 17
Inspiring Hospice Partners of Oregon dba Heart of Hospice IHS.FS.60741443 Klickitat 2019 2 24
Inspiring Hospice Partners of Oregon dba Heart of Hospice IHS.FS.60741443 Clark 2019 0 3
Inspiring Hospice Partners of Oregon dba Heart of Hospice IHS.FS.60741443 Snohomish 2019 0 0
Kaiser Continuing Care Services Hospice IHS.FS.00000353 Clark 2019 43 387
Kaiser Permanente Home Health and Hospice IHS.FS.00000305 King 2019 37 489
Kaiser Permanente Home Health and Hospice IHS.FS.00000305 Kitsap 2019 18 123
Kaiser Permanente Home Health and Hospice IHS.FS.00000305 Pierce 2019 25 176
Kaiser Permanente Home Health and Hospice IHS.FS.00000305 Snohomish 2019 7 62
Kindred Hospice IHS.FS.60308060 Spokane 2019 10 90
Kindred Hospice IHS.FS.60308060 Whitman 2019 12 77
Kindred Hospice IHS.FS.60330209 King 2019 6 217
Kittitas Valley Healthcare Home Health and Hospice IHS.FS.00000320 Kittitas 2019 16 169
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Klickitat Valley Hospice IHS.FS.00000361 Klickitat 2019 1 44

Kline Galland Community Based Services IHS.FS.60103742 King 2019 35 345

Memorial Home Care Services IHS.FS.00000376 Yakima 2019 148 730

MultiCare Hospice IHS.FS.60639376 King 2019 27 149

MultiCare Hospice IHS.FS.60639376 Pierce 2019 167 758

MultiCare Hospice IHS.FS.60639376 Kitsap 2019 37 194

Northwest Healthcare Alliance, Inc. d/b/a Assured Home Health & Hospice IHS.FS.00000229 Clallam 2019 23 234

Northwest Healthcare Alliance, Inc. d/b/a Assured Home Health & Hospice IHS.FS.00000229 Jefferson 2019 0 9

Northwest Healthcare Alliance, Inc. d/b/a Assured Home Health & Hospice IHS.FS.00000229 Lewis 2019 17 244

Northwest Healthcare Alliance, Inc. d/b/a Assured Home Health & Hospice IHS.FS.00000229 Mason 2019 6 45

Northwest Healthcare Alliance, Inc. d/b/a Assured Home Health & Hospice IHS.FS.00000229 Thurston 2019 22 240

Olympic Medical Hospice IHS.FS.00000393 Clallam 2019 0 0

PeaceHealth Hospice IHS.FS.60331226 Clark 2019 184 1217

PeaceHealth Hospice IHS.FS.60331226 Cowlitz 2019 23 99

PeaceHealth Hospice IHS.FS.60331226 Skamania 2019 0 1

PeaceHealth Whatcom IHS.FS.00000471 Whatcom 2019 138 995

Providence Hospice IHS.FS.60201476 Klickitat 2019 9 22

Providence Hospice IHS.FS.60201476 Skamania 2019 1 15

Providence Hospice IHS.FS.60201476 Clark 2019 0 0

Providence Hospice and Home Care of Snohomish County IHS.FS.00000418 Snohomish 2019 272 1613

Providence Hospice and Home Care of Snohomish County IHS.FS.00000418 Island 2019 1 29

Providence Hospice of Seattle IHS.FS.00000336 King 2019 338 2083

Providence Hospice of Seattle IHS.FS.00000336 Snohomish 2019 5 10

Providence Sound HomeCare and Hospice IHS.FS.00000420 Thurston 2019 91 685

Providence Sound HomeCare and Hospice IHS.FS.00000420 Mason 2019 28 148

Providence Sound HomeCare and Hospice IHS.FS.00000420 Lewis 2019 33 118

Puget Sound Hopsice IHS.FS.61032138 Thurston 2019 0 0

Walla Walla Community Hospice IHS.FS.60480441 Walla Walla 2019 41 242

Walla Walla Community Hospice IHS.FS.60480441 Columbia 2019 3 25

Washington HomeCare and Hospice of Central Basin, LLC d/b/a Assured Hospice IHS.FS.60092413 Adams 2019 8 54

Washington HomeCare and Hospice of Central Basin, LLC d/b/a Assured Hospice IHS.FS.60092413 Grant 2019 41 228

Washington HomeCare and Hospice of Central Basin, LLC d/b/a Assured Hospice IHS.FS.60092413 Lincoln 2019 3 22

Wesley Homes IHS.FS.60276500 King 2019 5 86

WhidbeyHealth Home Health, Hospice IHS.FS.00000323 Island 2019 27 245

Yakima HMA Home Health, LLC IHS.FS.60097245 Yakima 2019 6 88

Alpha Hospice IHS.FS.61032013 Snohomish 2020 1 30

Alpowa Healthcare, Inc. d/b/a Elite Home Health & Hospice IHS.FS.60384078 Asotin 2020 24 84

Alpowa Healthcare, Inc. d/b/a Elite Home Health & Hospice IHS.FS.60384078 Garfield 2020 3 7

Astria Hospice IHS.FS.60097245 Yakima 2020 0 56

Central Washington Home Care Service IHS.FS.00000250 Chelan 2020 32 421

Central Washington Home Care Service IHS.FS.00000250 Douglas 2020 13 159

Chaplaincy Health Care IHS.FS.00000456 Benton 2020 118 821

Chaplaincy Health Care IHS.FS.00000456 Franklin 2020 30 192

Community Home Health/Hospice IHS.FS.00000262 Cowlitz 2020 78 616

Community Home Health/Hospice IHS.FS.00000262 Pacific 2020 1 3

Community Home Health/Hospice IHS.FS.00000262 Wahkiakum 2020 3 11

Community Home Health/Hospice IHS.FS.60547198 Clark 2020 61 430

Continuum Care of King LLC IHS.FS.61058934 King 2020 0 0

Continuum Care of Snohomish IHS.FS.61010090 King 2020 2 40

Continuum Care of Snohomish IHS.FS.61010090 Snohomish 2020 12 131

Eden Hospice at Whatcom County, LLC IHS.FS.61117985 Whatcom 2020 0 0

Envision Hospice of Washington LLC IHS.FS.60952486 King 2020 1 76

Envision Hospice of Washington LLC IHS.FS.60952486 Kitsap 2020 0 0

Envision Hospice of Washington LLC IHS.FS.60952486 Pierce 2020 1 20

Envision Hospice of Washington LLC IHS.FS.60952486 Thurston 2020 1 24

Envision Hospice of Washington LLC IHS.FS.60952486 Snohomish 2020 0 0

EvergreenHealth IHS.FS.00000278 King 2020 316 2451

EvergreenHealth IHS.FS.00000278 Snohomish 2020 70 672

EvergreenHealth IHS.FS.00000278 Island 2020 0 6

Frontier Home Health & Hospice IHS.FS.60379608 Douglas 2020 4 11

Frontier Home Health & Hospice IHS.FS.60379608 Grant 2020 0 3

Frontier Home Health & Hospice IHS.FS.60379608 Okanogan 2020 30 167

Harbors Home Health and Hospice IHS.FS.00000306 Grays Harbor 2020 27 186

Harbors Home Health and Hospice IHS.FS.00000306 Pacific 2020 11 66

HEART OF HOSPICE IHS.FS.60741443 Clark 2020 0 3

HEART OF HOSPICE IHS.FS.60741443 Klickitat 2020 2 21

HEART OF HOSPICE IHS.FS.60741443 Skamania 2020 2 18

HEART OF HOSPICE IHS.FS.60741443 Snohomish 2020 0 0
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Heartlinks IHS.FS.00000369 Benton 2020 14 152
Heartlinks IHS.FS.00000369 Yakima 2020 20 181
Heartlinks IHS.FS.00000369 Franklin 2020 4 2
Horizon Hospice & Palliative Care IHS.FS.00000332 Spokane 2020 28 456
Hospice of Jefferson County IHS.FS.00000349 Jefferson 2020 17 178
Hospice of Spokane IHS.FS.00000337 Spokane 2020 302 1895
Hospice of Spokane IHS.FS.00000337 Stevens 2020 21 128
Hospice of Spokane IHS.FS.00000337 Ferry 2020 3 28
Hospice of Spokane IHS.FS.00000337 Pend Oreille 2020 17 49
Hospice of Spokane IHS.FS.00000337 Lincoln 2020 0 0
Hospice of Spokane IHS.FS.00000337 Whitman 2020 0 1
Hospice of Spokane IHS.FS.00000337 Okanogan 2020 1 0
Kaiser Permanente Continuing Care Services IHS.FS.00000353 Clark 2020 42 433
Kaiser Permanente Home Health & Hospice IHS.FS.00000305 King 2020 49 446
Kaiser Permanente Home Health & Hospice IHS.FS.00000305 Kitsap 2020 13 114
Kaiser Permanente Home Health & Hospice IHS.FS.00000305 Pierce 2020 30 181
Kaiser Permanente Home Health & Hospice IHS.FS.00000305 Snohomish 2020 3 84
Kindred Hospice IHS.FS.60308060 Spokane 2020 32 297
Kindred Hospice IHS.FS.60308060 Whitman 2020 12 127
Kindred Hospice IHS.FS.60330209 King 2020 9 200
Kittitas Valley Home Health and Hospice IHS.FS.00000320 Kittitas 2020 12 157
Klickitat Valley Health Home Health & Hospice IHS.FS.00000361 Klickitat 2020 4 38
Kline Galland Hospice IHS.FS.60103742 King 2020 83 896
Memorial Home Care Services IHS.FS.00000376 Yakima 2020 175 953
Multicare Home Health, Hospice IHS.FS.60639376 Pierce 2020 161 866
Multicare Home Health, Hospice IHS.FS.60639376 King 2020 36 137
Multicare Home Health, Hospice IHS.FS.60639376 Kitsap 2020 12 126
Northwest Healthcare Alliance, Inc. d/b/a Assured Home Health & Hospice IHS.FS.00000229 Clallam 2020 24 283
Northwest Healthcare Alliance, Inc. d/b/a Assured Home Health & Hospice IHS.FS.00000229 Jefferson 2020 0 16
Northwest Healthcare Alliance, Inc. d/b/a Assured Home Health & Hospice IHS.FS.00000229 Lewis 2020 15 226
Northwest Healthcare Alliance, Inc. d/b/a Assured Home Health & Hospice IHS.FS.00000229 Mason 2020 8 70
Northwest Healthcare Alliance, Inc. d/b/a Assured Home Health & Hospice IHS.FS.00000229 Pierce 2020 0 1
Northwest Healthcare Alliance, Inc. d/b/a Assured Home Health & Hospice IHS.FS.00000229 Thurston 2020 22 268
Olympic Medical Hospice IHS.FS.00000393 Clallam 2020 0 0
PeaceHealth Hospice Southwest IHS.FS.60331226 Clark 2020 194 1372
PeaceHealth Hospice Southwest IHS.FS.60331226 Cowlitz 2020 16 91
PeaceHealth Hospice Southwest IHS.FS.60331226 Skamania 2020 0 3
Providence Hospice IHS.FS.60201476 Klickitat 2020 6 28
Providence Hospice IHS.FS.60201476 Skamania 2020 1 16
Providence Hospice IHS.FS.60201476 Clark 2020 0 0
Providence Hospice and Home Care of Snohomish County IHS.FS.00000418 Snohomish 2020 267 1645
Providence Hospice and Home Care of Snohomish County IHS.FS.00000418 Island 2020 5 36
Providence Hospice of Seattle IHS.FS.00000336 King 2020 338 2059
Providence Hospice of Seattle IHS.FS.00000336 Snohomish 2020 0 0
Providence Sound HomeCare and Hospice IHS.FS.00000420 Thurston 2020 106 772
Providence Sound HomeCare and Hospice IHS.FS.00000420 Mason 2020 35 193
Providence Sound HomeCare and Hospice IHS.FS.00000420 Lewis 2020 32 175
Puget Sound Hospice IHS.FS.61032138 Thurston 2020 0 6
Skagit Hospice Services dba Hospice of the Northwest IHS.FS.00000437 Island 2020 20 81
Skagit Hospice Services dba Hospice of the Northwest IHS.FS.00000437 San Juan 2020 8 89
Skagit Hospice Services dba Hospice of the Northwest IHS.FS.00000437 Skagit 2020 70 607
Skagit Hospice Services dba Hospice of the Northwest IHS.FS.00000437 Snohomish 2020 8 74
Virginia Mason Franciscan Hospice & Palliative Care IHS.FS.00000287 King 2020 52 716
Virginia Mason Franciscan Hospice & Palliative Care IHS.FS.00000287 Pierce 2020 232 1630
Virginia Mason Franciscan Hospice & Palliative Care IHS.FS.00000287 Kitsap 2020 71 681
Walla Walla Community Hospice IHS.FS.60480441 Walla Walla 2020 41 242
Walla Walla Community Hospice IHS.FS.60480441 Columbia 2020 3 50
Washington HomeCare and Hospice of Central Basin, LLC d/b/a Assured Hospice IHS.FS.60092413 Adams 2020 4 48
Washington HomeCare and Hospice of Central Basin, LLC d/b/a Assured Hospice IHS.FS.60092413 Grant 2020 40 251
Washington HomeCare and Hospice of Central Basin, LLC d/b/a Assured Hospice IHS.FS.60092413 Lincoln 2020 5 21
Wesley Homes Hospice, LLC IHS.FS.60276500 King 2020 3 110
Wesley Homes Hospice, LLC IHS.FS.60276500 Pierce 2020 1 16
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2018 2019 2020 2018 2019 2020
ADAMS 28 35 20 72 93 59
ASOTIN 52 54 56 214 222 186
BENTON 331 346 555 1,125 1154 1522
CHELAN 130 137 224 573 626 785
CLALLAM 191 186 195 871 955 777
CLARK 874 887 1043 2,767 2987 3205
COLUMBIA 6 7 7 43 52 43
COWLITZ 300 294 314 840 951 968
DOUGLAS 51 63 42 255 270 160
FERRY 28 20 19 55 64 58
FRANKLIN 145 123 100 278 313 263
GARFIELD 5 5 5 30 21 11
GRANT 195 197 186 524 508 455
GRAYS HARBOR 227 251 209 647 659 558
ISLAND 135 167 110 675 642 505
JEFFERSON 64 72 68 336 338 273
KING 3,264 3,275 4456 9,917 10213 11186
KITSAP 515 557 454 1,713 1811 1714
KITTITAS 68 90 78 239 266 241
KLICKITAT 58 46 42 158 160 113
LEWIS 227 210 205 730 722 653
LINCOLN 25 25 15 94 89 75
MASON 158 167 143 526 548 408
OKANOGAN 103 119 88 332 358 277
PACIFIC 64 66 55 279 265 177
PEND OREILLE 43 31 41 130 125 101
PIERCE 1,964 1,911 2364 4,926 5002 5608
SAN JUAN 19 20 18 114 127 94
SKAGIT 231 229 269 1,001 1018 1068
SKAMANIA 27 19 26 56 87 47
SNOHOMISH 1,533 1,533 1587 4,055 4081 4278
SPOKANE 1,177 1,143 1634 3,556 3545 4322
STEVENS 113 112 86 373 345 248
THURSTON 554 525 628 1,823 1908 2007
WAHKIAKUM 13 11 10 33 53 18
WALLA WALLA 110 118 150 445 450 522
WHATCOM 360 394 457 1,252 1461 1481
WHITMAN 66 47 51 199 219 226
YAKIMA 601 555 653 1,517 1451 1675

County
0-64 65+
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0-64 Population Projection

County 2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 2025

2018-2020 
Average 

Population
Adams 17,637 17,768 17,899 18,029 18,160 18,291 18,456 18,622 18,787 18,953 19,118 18,160
Asotin 16,969 16,906 16,842 16,779 16,715 16,652 16,596 16,540 16,485 16,429 16,373 16,715
Benton 162,262 163,693 165,123 166,554 167,984 169,415 171,026 172,638 174,249 175,861 177,472 167,984
Chelan 61,284 61,520 61,755 61,991 62,227 62,463 62,512 62,562 62,611 62,661 62,710 62,227
Clallam 52,716 52,661 52,605 52,550 52,494 52,439 52,233 52,027 51,821 51,615 51,409 52,494
Clark 387,296 393,291 399,287 405,282 411,278 417,273 421,901 426,529 431,158 435,786 440,414 411,278
Columbia 2,988 2,947 2,905 2,863 2,822 2,780 2,745 2,710 2,675 2,640 2,605 2,822
Cowlitz 85,417 85,517 85,617 85,717 85,817 85,917 85,843 85,769 85,695 85,621 85,547 85,817
Douglas 33,540 33,938 34,335 34,732 35,130 35,527 35,803 36,080 36,356 36,633 36,909 35,130
Ferry 5,834 5,782 5,731 5,680 5,628 5,577 5,541 5,506 5,470 5,435 5,399 5,628
Franklin 79,651 81,742 83,832 85,922 88,012 90,102 92,443 94,784 97,124 99,465 101,806 88,012
Garfield 1,665 1,644 1,623 1,602 1,581 1,560 1,541 1,522 1,502 1,483 1,464 1,581
Grant 81,535 82,660 83,784 84,909 86,033 87,158 88,240 89,322 90,403 91,485 92,567 86,033
Grays Harb 59,105 58,675 58,246 57,817 57,387 56,958 56,679 56,401 56,122 55,844 55,565 57,387
Island 62,514 62,664 62,814 62,964 63,114 63,264 63,280 63,296 63,312 63,328 63,344 63,114
Jefferson 20,636 20,653 20,670 20,688 20,705 20,722 20,636 20,550 20,463 20,377 20,291 20,705
King 1,798,581 1,820,215 1,841,848 1,863,482 1,885,115 1,906,749 1,918,470 1,930,192 1,941,913 1,953,635 1,965,356 1,885,115
Kitsap 212,548 214,045 215,543 217,040 218,538 220,035 220,614 221,192 221,771 222,349 222,928 218,538
Kittitas 36,206 36,768 37,330 37,892 38,453 39,015 39,286 39,556 39,827 40,097 40,368 38,453
Klickitat 16,208 16,082 15,955 15,828 15,702 15,575 15,439 15,304 15,168 15,033 14,897 15,702
Lewis 61,494 61,796 62,097 62,398 62,700 63,001 63,164 63,327 63,491 63,654 63,817 62,700
Lincoln 8,101 8,042 7,982 7,923 7,864 7,805 7,751 7,698 7,644 7,591 7,537 7,864
Mason 48,672 49,162 49,652 50,142 50,632 51,122 51,397 51,672 51,946 52,221 52,496 50,632
Okanogan 33,087 32,906 32,726 32,545 32,364 32,183 32,087 31,991 31,896 31,800 31,704 32,364
Pacific 15,115 14,972 14,830 14,688 14,545 14,403 14,322 14,242 14,161 14,081 14,000 14,545
Pend Oreill 10,045 9,998 9,952 9,905 9,859 9,812 9,769 9,727 9,684 9,642 9,599 9,859
Pierce 721,137 729,937 738,738 747,538 756,339 765,139 769,918 774,696 779,475 784,253 789,032 756,339
San Juan 11,305 11,194 11,084 10,974 10,863 10,753 10,730 10,707 10,684 10,661 10,638 10,863
Skagit 97,885 98,616 99,346 100,076 100,807 101,537 101,887 102,236 102,586 102,935 103,285 100,807
Skamania 9,272 9,266 9,260 9,254 9,248 9,242 9,223 9,205 9,186 9,168 9,149 9,248
Snohomish 661,812 672,806 683,800 694,793 705,787 716,781 721,527 726,273 731,019 735,765 740,511 705,787
Spokane 414,493 416,684 418,875 421,066 423,256 425,447 426,740 428,033 429,326 430,619 431,912 423,256
Stevens 34,576 34,459 34,343 34,226 34,109 33,992 33,917 33,841 33,766 33,690 33,615 34,109
Thurston 224,951 228,261 231,571 234,880 238,190 241,500 243,867 246,235 248,602 250,970 253,337 238,190
Wahkiakum 2,726 2,669 2,612 2,555 2,498 2,441 2,405 2,368 2,332 2,295 2,259 2,498
Walla Walla 49,893 50,111 50,328 50,546 50,763 50,981 51,028 51,075 51,121 51,168 51,215 50,763
Whatcom 175,840 178,234 180,629 183,023 185,418 187,812 189,267 190,722 192,178 193,633 195,088 185,418
Whitman 42,880 42,965 43,051 43,137 43,222 43,308 43,315 43,322 43,330 43,337 43,344 43,222
Yakima 215,882 217,605 219,328 221,051 222,774 224,497 225,822 227,147 228,473 229,798 231,123 222,774

DOH 260-028 October 2021

Sources:
2017 OFM Population Projections, Medium-Series

Prepared by DOH Program Staff

, , JTe'ciith 
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County 2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 2025

2018-2020 
Average 

Population
Adams 1,773 1,887 2,000 2,114 2,227 2,341 2,383 2,424 2,466 2,507 2,549 2,227
Asotin 5,041 5,233 5,426 5,619 5,812 6,005 6,175 6,344 6,514 6,683 6,853 5,812
Benton 26,328 27,492 28,657 29,821 30,986 32,150 33,373 34,597 35,820 37,044 38,267 30,986
Chelan 13,746 14,279 14,811 15,343 15,876 16,408 17,052 17,695 18,339 18,982 19,626 15,876
Clallam 19,934 20,401 20,867 21,334 21,800 22,267 22,901 23,535 24,168 24,802 25,436 21,800
Clark 64,524 68,044 71,564 75,085 78,605 82,125 85,686 89,247 92,807 96,368 99,929 78,605
Columbia 1,102 1,135 1,169 1,202 1,236 1,269 1,287 1,304 1,322 1,339 1,357 1,236
Cowlitz 18,863 19,684 20,505 21,326 22,148 22,969 23,719 24,470 25,220 25,971 26,721 22,148
Douglas 6,450 6,831 7,213 7,595 7,976 8,358 8,666 8,974 9,283 9,591 9,899 7,976
Ferry 1,876 1,949 2,022 2,095 2,168 2,241 2,289 2,337 2,386 2,434 2,482 2,168
Franklin 7,499 7,921 8,343 8,765 9,188 9,610 10,083 10,557 11,030 11,504 11,977 9,188
Garfield 595 607 620 633 645 658 669 680 692 703 714 645
Grant 12,395 13,011 13,628 14,244 14,861 15,477 16,071 16,665 17,258 17,852 18,446 14,861
Grays Harb 14,005 14,535 15,064 15,594 16,123 16,653 17,133 17,612 18,092 18,571 19,051 16,123
Island 18,086 18,625 19,163 19,701 20,239 20,777 21,412 22,047 22,682 23,317 23,952 20,239
Jefferson 10,244 10,580 10,916 11,252 11,588 11,924 12,323 12,722 13,121 13,520 13,919 11,588
King 254,219 268,307 282,395 296,484 310,572 324,660 337,771 350,881 363,992 377,102 390,213 310,572
Kitsap 45,652 47,697 49,743 51,788 53,833 55,878 58,185 60,492 62,800 65,107 67,414 53,833
Kittitas 6,464 6,760 7,055 7,351 7,647 7,943 8,266 8,589 8,911 9,234 9,557 7,647
Klickitat 4,792 5,051 5,310 5,570 5,829 6,088 6,268 6,448 6,627 6,807 6,987 5,829
Lewis 15,166 15,576 15,987 16,398 16,808 17,219 17,697 18,175 18,652 19,130 19,608 16,808
Lincoln 2,619 2,687 2,755 2,823 2,891 2,959 3,039 3,119 3,200 3,280 3,360 2,891
Mason 13,528 14,123 14,717 15,311 15,905 16,499 17,167 17,836 18,504 19,173 19,841 15,905
Okanogan 8,773 9,198 9,624 10,050 10,475 10,901 11,210 11,519 11,827 12,136 12,445 10,475
Pacific 6,095 6,258 6,421 6,584 6,747 6,910 7,035 7,159 7,284 7,408 7,533 6,747
Pend Oreill 3,195 3,378 3,560 3,742 3,925 4,107 4,239 4,371 4,504 4,636 4,768 3,925
Pierce 108,983 114,409 119,836 125,262 130,688 136,114 142,422 148,729 155,037 161,344 167,652 130,688
San Juan 4,876 5,099 5,322 5,545 5,768 5,991 6,174 6,357 6,541 6,724 6,907 5,768
Skagit 22,735 24,021 25,308 26,595 27,881 29,168 30,314 31,460 32,607 33,753 34,899 27,881
Skamania 2,158 2,286 2,414 2,542 2,670 2,798 2,923 3,048 3,172 3,297 3,422 2,670
Snohomish 95,788 101,674 107,560 113,447 119,333 125,219 131,978 138,737 145,495 152,254 159,013 119,333
Spokane 73,817 77,325 80,834 84,343 87,852 91,361 94,670 97,979 101,288 104,597 107,906 87,852
Stevens 9,454 9,930 10,407 10,884 11,360 11,837 12,214 12,591 12,969 13,346 13,723 11,360
Thurston 42,459 44,534 46,608 48,683 50,757 52,832 54,900 56,967 59,035 61,102 63,170 50,757
Wahkiakum 1,254 1,316 1,379 1,441 1,503 1,565 1,580 1,595 1,611 1,626 1,641 1,503
Walla Walla 10,757 10,819 10,881 10,944 11,006 11,068 11,350 11,632 11,915 12,197 12,479 11,006
Whatcom 33,950 35,688 37,426 39,164 40,902 42,640 44,217 45,794 47,372 48,949 50,526 40,902
Whitman 4,370 4,659 4,948 5,237 5,526 5,815 6,008 6,201 6,395 6,588 6,781 5,526
Yakima 34,088 34,949 35,809 36,670 37,530 38,391 39,475 40,559 41,643 42,727 43,811 37,530

DOH 260-028 October 2021

Sources:
2017 OFM Population Projections, Medium-Series

Prepared by DOH Program Staff

, , JTe'ciith 
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ADMISSION CRITERIA AND PROCESS 
Policy No. 4-021.1 

 
 
PURPOSE 
 
To establish standards and a process by which a patient can be evaluated and accepted for 
admission. 
 
 
POLICY 
 
Advanced Hospice Northwest of Wenatchee will admit any patient with a life-limiting illness that 
meets the admission criteria. 
 
Patients will be accepted for care without discrimination on the basis of race, color, religion, age, 
gender, sexual orientation, disability (mental or physical), communicable disease, or place of 
national origin. 
 
Patients will be accepted for care based on need for hospice services.  Consideration will be 
given to the adequacy and suitability of hospice personnel, resources to provide the required 
services, and a reasonable expectation that the patient's hospice care needs can be adequately 
met in the patient's place of residence.  (See “Scope of Services” Policy No. 1-024.) 
 
While patients are accepted for services based on their hospice care needs, the patient's ability 
to pay for such services, whether through state or federal assistance programs, private 
insurance, or personal assets is a factor that will be considered.  
 
The patient's life-limiting illness and prognosis of six (6) months or less will be determined by 
utilizing standard clinical prognosis criteria developed by the fiscal intermediary’s Local 
Coverage Determinations (LCDs). 
 
Advanced Hospice Northwest of Wenatchee reserves the right not to accept any patient who 
does not meet the admission criteria.  
 
A patient will be referred to other resources if Advanced Hospice Northwest of Wenatchee 
cannot meet his/her needs. 
 
Once a patient is admitted to service, the organization will be responsible for providing care and 
services within its financial and service capabilities, mission, and applicable law and regulations. 
 
Admission Criteria 
 
1. The patient must be under the care of a physician.  The patient's physician (or other 

authorized independent practitioner) must order and approve the provision of hospice care, 
be willing to sign or have a representative who is willing to sign the death certificate, and be 
willing to discuss the patient's resuscitation status with the patient and family/caregiver. 
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Policy No. 4-021.2 
 
 
2. The patient must identify a family member/caregiver or legal representative who agrees to 

be a primary support care person if and when needed.  Persons without such an identified 
individual and who are independent in their activities of daily living (ADLs) will require a 
specific plan to be developed at time of admission with the social worker. 

 
3. The patient must have a life-limiting illness with a life expectancy of six (6) months or less, 

as determined by the attending physician and hospice Medical Director, utilizing standard 
clinical prognosis criteria developed by LCD. 

 
4. The patient must desire hospice services, and be aware of the diagnosis and prognosis. 
 
5. The focus of care desired must be palliative versus curative. 
 
6. The patient and family/caregiver desire hospice care, agree to participate in the plan of 

care, and sign the consent form for hospice care. 
 
7. The patient and family/caregiver agree that patient care will be provided primarily in the 

patient’s residence, which could be his/her private home, a family member’s home, a skilled 
nursing facility, or other living arrangements.  

 
8. The physical facilities and equipment in the patient's home must be adequate for safe and 

effective care. 
 
9. The patient must reside within the geographical area that the Advanced Hospice Northwest 

of Wenatchee services. 
 
10. Eligibility for participation will not be based on the patient's race, color, religion, age, 

gender, sexual orientation, disability (mental or physical), communicable disease, or place 
of national origin. 

 
11. If applicable, the patient must meet the eligibility criteria for Medicare, Medicaid, or private 

insurance hospice benefit reimbursement. 
 
12. Eligibility criteria will be continually reviewed on an ongoing basis by the interdisciplinary 

team to assure appropriateness of hospice care. 
 
 
PROCEDURE 
 
1. The organization will utilize referral information provided by family/caregiver, health care 

clinicians from acute care facilities, skilled or intermediate nursing facilities, other agencies, 
and physician offices in the determination of eligibility for admission to the program.  If the 
request for service is not made by the patient's physician, he/she will be consulted prior to 
the evaluation visit/initiation of services. 
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2. The Clinical Supervisor will assign hospice personnel to conduct initial assessments of 

eligibility for services within the time frame requested by the referral source, or based on 
the information regarding the patient's condition or as ordered by the physician (or other 
authorized independent practitioner). 

 
3. Assignment of appropriate hospice personnel to conduct the initial assessments of patient's 

eligibility for admission will be based on: 
 

A. Patient's geographical location 
 

B. Complexity of patient's hospice care needs/level of care required 
 

C. Hospice personnel's education and experience 
 

D. Hospice personnel's special training and/or competence to meet patient's needs 
 

E. Urgency of identified need for assessment 
 
4. In the event that the time frame for assessment cannot be met, the patient's physician and 

the referral source, as well as the patient, will be notified for approval of the delay. 
 

A. Such notification and approval will be documented. 
 

B. If approval is not obtained for the delay, the patient will be referred to another hospice 
for services. 

 
5. A hospice registered nurse will make an initial contact prior to the patient's hospital 

discharge, if possible or appropriate.  The initial home visit will be made within the time 
frame requested by the referral source and according to organization policy, or as ordered 
by the physician (or other authorized independent practitioner).  The purpose of the initial 
visit will be to: 

 
A. Explain the hospice philosophy of palliative care with the patient and family/caregiver 

as unit of care. 
 

B. Provide a written copy and explain (verbally) the patient's rights and responsibilities 
and grievance procedure.  (See “Patient Bill of Rights” Policy No. 2-002.) 

 
C. Provide the patient with a copy of Advanced Hospice Northwest of Wenatchee notice 

of privacy practices. 
 

D. Assess the family/caregiver’s ability to provide care. 
 

E. Evaluate physical facilities and equipment in the patient's home to determine if they are 
safe and effective for care in the home. 

 
F. Allow the patient and family/caregiver to ask questions and facilitate a decision for 

hospice services especially provided under the Medicare/Medicaid hospice benefit. 
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G. Review appropriate forms and subsequently sign forms by patient and family/caregiver 
once agreement for the hospice program has been decided. 

 
H. Provide services as needed and ordered by physician (or other authorized independent 

practitioner), and incorporate additional needs into the hospice plan of care. 
 

I. Give patient information about durable power of attorney for health care, if the patient 
has not already done so. 

 
6. During the initial assessment visit, the admitting clinician will assess the patient's eligibility 

for hospice services according to the admission criteria and standard prognosis criteria to 
determine/confirm further: 

 
A. Level of services required and frequency criteria 

 
B. Eligibility (according to organization admission criteria) 

 
C. Source of payment 

 
7. If eligibility criteria is met the patient and family/caregiver will be provided with a hospice 

brochure and various educational materials providing sufficient information on: 
 

A. Nature and goals of care and/or service 
 

B. Hours during which care or service are available (physician, nursing, drugs and 
biological are available 24 hours/day.  All other services are available to meet 
individual patient care needs) 

 
C. Access to care after hours 

 
D. Costs/charges to the patient, if any, for care, treatment or services 

 
E. Hospice mission, objectives, and scope of care provided directly and those provided 

through contractual agreement 
 

F. Safety information 
 

G. Infection control information 
 

H. Emergency preparedness plans 
 

I. Available community resources 
 

J. Complaint/grievance process 
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K. Advance Directives 
 

L. Availability of spiritual counseling in accordance with religious preference 
 

M. Hospice personnel to be involved in care 
 

N. Mechanism for notifying the patient and family/caregiver of changes in care and any 
related liability for payment as a result of those changes 

 
8. The hospice registered nurse will document that the above information has been furnished 

to the patient and family/caregiver and any information not understood by the patient and 
family/caregiver. 
 

9. The patient and family/caregiver, after review, will be given the opportunity to either accept 
or refuse services. 
 

10. The patient or his/her representative will sign the required forms indicating election of 
hospice care and receipt of patient rights and privacy information. 
 

11. Refusal of services will be documented in the clinical record.  Notification of the Clinical 
Supervisor, attending physician, and referral source will be completed and documented in 
the clinical record. 
 

12. The hospice registered nurse will assist the family in understanding changes in the patient’s 
status related to the progression of an end-stage disease. 
 

13. The hospice registered nurse will educate the family in techniques for providing care. 
 

14. The hospice registered nurse will contact the physician for clinical information in writing to 
certify patient for hospice care. 
 

15. The hospice registered nurse will complete an initial assessment during this visit within 48 
hours after the election of the hospice care (unless the physician, patient or representative 
requests that the initial assessment be completed in less than 48 hours.)  (See “Initial  
Assessment” Policy No. 4-041.) 
 

16. The hospice registered nurse will contact at least one (1) other member of the 
interdisciplinary group for input into the plan of care, prior to the delivery of care.  The two 
(2) remaining core services must be contacted and provide input into the plan of care within 
two (2) days of start of care; this may be in person or by phone. 
 

17. If the patient is accepted for hospice care, a comprehensive assessment of the patient will 
be performed no later than 5 calendar days after the election of hospice care.  A plan of 
care will be developed by the attending hospice physician, the Medical Director or 
physician designee, and the hospice team.  It will then be submitted to the attending 
physician for signature.  The patient’s wishes/desires will be considered and respected in 
the development of the plan of care.  (See “Comprehensive Assessment” Policy No. 4-
042.) 
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18. The time frames will apply for weekends and holidays, as well as weekday admissions. 

 
19. A clinical record will be initiated for each patient admitted for hospice services. 

 
20. If a patient does not meet the admission criteria or cannot be cared for by Advanced 

Hospice Northwest of Wenatchee, the Clinical Supervisor should be notified and 
appropriate referrals to other sources of care made on behalf of the patient. 
 

21. The following individuals should be notified of non-admits: 
 

A. Patient 
 

B. Physician 
 

C. Referral source (if not physician) 
 
22. A record of non-admits will be kept for statistical purposes, with date of referral, date of 

assessment, patient name, services required, physician, reason for non-admit, referral to 
other hospice care facilities, etc. 
 

23. In instances where patient does not meet the stated criteria for admission to the program, 
exceptions will be decided upon by the Executive Director/Administrator in consultation with 
the Medical Director, upon request of the referring party and/or the patient. 
 

24. In instances where continued care to a patient contradicts the recommendations of an 
external or internal entity performing a utilization review, the Executive 
Director/Administrator will be notified.  All care, service, and discharge decisions must be 
made in response to the care required by the patient, regardless of the external or internal 
organization’s recommendation.  The patient and family/caregiver, as appropriate, and 
physician will be involved in deliberations about the denial of care or conflict about care 
decisions. 
 

25. A record of conflict of care issues and outcomes will be kept for statistical purposes, 
referencing the date of the conflict of care issue, the patient name, the external or internal 
organization recommendations and reasons, and complete documentation of organization 
decision and patient care needs. 
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CHARITY CARE 
Policy No. 3-007.1 

 
 
PURPOSE 
 
To identify the criteria to be applied when accepting patients for charity care regardless of race, 
color, religion, age, sex (an individual’s sex, gender identity, sex stereotyping, pregnancy, 
childbirth and related conditions), sexual orientation, disability (mental or physical), 
communicable disease, or national origin. 
 
 
POLICY 
 
Patients without third-party payer coverage and who are unable to pay for medically necessary 
care will be accepted for charity care admission, per established criteria. 
 
Advanced Hospice Northwest of Wenatchee will establish objective criteria and financial 
screening procedures for determining eligibility for charity care. 
 
The organization will consistently apply the charity care policy. 
 
 
PROCEDURE 
 
1. When it is identified that the patient has no source for payment of services and requires 

medically necessary care/service, the patient will be requested to provide personal financial 
information upon which the determination of charity care will be made.  

 
2. A social worker, as available, will meet with the patient to determine potential eligibility for 

financial assistance from other community resources. 
 
3. The Executive Director/Administrator, with the appropriate program director, will review all 

applicable patient information, including financial declarations, physician (or other 
authorized licensed independent practitioner) orders, initial assessment information, and 
social work notes to determine acceptance for charity care.  

 
4. All documentation utilized in the determination for acceptance for charity care will be 

maintained in the patient’s billing record. 
 
5. When financial declarations reveal the patient is able to make partial payment for services, 

the Executive Director/Administrator, with the appropriate program director, will determine 
the sliding-fee schedule to be implemented based upon current Federal Poverty Level 
Guidelines. 

 
6. The sliding-fee schedule will be presented to the patient for agreement and signature. 
 
7. After acceptance for charity care, the patient’s ability to pay will be reassessed every 60–90 

days. 
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8. When the organization is unable to admit the patient or to continue charity care, every effort 

will be made to refer the patient for appropriate care/service with an alternate provider.   
 
9. The referral source will be advised of acceptance, non-acceptance, continuation, or 

discharge from charity care. 
 

10. Eligibility for charity care under this policy is contingent upon the patient’s cooperation with 
the application process, including submission of necessary information to effectively make a 
charity care determination.   
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PATIENT BILL OF RIGHTS 
Policy No. 2-002.1 

 
 
PURPOSE 
 
To encourage awareness of patient rights, to provide guidelines to assist patients making 
decisions regarding care, and to support active participation in care planning. 
 
 
POLICY 
 
Each patient will be an active, informed participant in his/her plan of care.  To ensure this 
process, the patient will be empowered with certain rights as described.  The rights contained 
within this policy include the basic rights of the patient.  Additional rights may be required by 
program specific standards and will be found in program specific policy. 
 
A patient may designate someone to act as his/her representative.  This representative, on 
behalf of the patient, may exercise any of the rights provided by the policies and procedures 
established by the organization. 
 
To assist with fully understanding patient rights, all policies will be available to organization 
personnel, the patient, and his/her representatives as well as other organizations and the 
interested public. 
 
 
 
PROCEDURE 
 
1. The Patient Bill of Rights statement defines the right of the patient to: 
 

A. Exercise and understand his or her rights and responsibilities as a patient of Advanced 
Hospice Northwest of Wenatchee and not to be subject to discrimination or reprisal for 
exercising these rights. 
 

B. Receive effective pain and symptom management for conditions related to the terminal 
illness(es) and choose a health care provider (including an attending physician). 

 
C. Have his or her property and person treated with respect, consideration and 

recognition of patient dignity and individuality. 
 

D. Voice grievances regarding treatment or care that is (or fails to be) furnished, or 
regarding the lack of respect for property by anyone who is furnishing services on 
behalf of the organization and must not be subjected to discrimination or reprisal for 
doing so. 

 
E. Receive an investigation by the organization of complaints made by the patient or the 

patient’s family or guardian regarding treatment or care that is (or fails to be) furnished, 
or regarding lack of respect for the patient’s property by anyone furnishing services on 
behalf of the organization; the existence of the complaint and the resolution of the 
complaint must be documented. 
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F. Be informed in advance of service about the care to be furnished, the organization’s 
scope of services and services under the Medicare Hospice Benefit and any limitations 
on these services. 

 
G. Be advised in advance of the right to participate in planning the care or service and in 

planning changes in the care and service. 
 

H. Confidentiality of the patient and clinical records maintained by the organization and 
the policies and procedures regarding disclosure. 

 
I. Be free from mistreatment, neglect or verbal, mental, sexual and physical abuse, 

including injuries of an unknown source, and misappropriation of patient property. 
 

J. Refuse care or treatment after the consequences of refusing care or treatment are fully 
presented. 
 

K. Receive care/service without discrimination in accordance with physician orders. 
 

L. Be informed, verbally and in writing, of billing and reimbursement methodologies prior 
to the start of care/service and as changes occur, including fees for services/products 
provided, direct pay responsibilities, and notification of insurance coverage. 

 
M. Receive in writing, prior to the start of care, the telephone numbers for the ACHC 

Hotline, including hours of operation, and the purpose of the hotlines to receive 
complaints or questions about the organization. 

 
N. Be informed of patient rights under state law to formulate Advance Directives. 

 
O. Use the hotlines to lodge complaints concerning the implementation of Advance 

Directive requirements. 
 

P. Be able to identify visiting personnel through proper identification. 
 

Q. Be informed of disciplines furnishing care and the frequency of visits. 
 

R. Recommend changes in policies and procedures, personnel or care/service. 
 

S. Be informed of any financial benefits when referred to a hospice. 
 

T. Be informed of anticipated outcomes of care and any barriers in outcome achievement. 
 

U. Be informed of the patient’s responsibilities. 
 
2. Upon admission, the admitting clinician/technician will provide each patient or his/her 

representative with a written copy of the Patient Bill of Rights. 
 
3. The Patient Bill of Rights will be explained (verbally/orally) and distributed to the patient 

prior to the initiation of organization services.  This explanation will be in a language and 
manner he/she can reasonably be expected to understand. 
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4. The patient will be requested to sign the Patient Bill of Rights form.  The original form will be 
kept in the patient's clinical record.  A copy will be maintained by the patient.  The patient's 
refusal to sign will be documented in the clinical record, including the reason for refusal. 

 
5. The admitting clinician will document that the patient has received a copy of the Patient Bill 

of Rights. 
 

A. If the patient is unable to understand his/her rights and responsibilities, documentation 
in the clinical note will be made. 

 
B. In the event a communication barrier exists, if possible, special devices or interpreters 

will be made available. 
 

C. Written information will be provided to patients in the predominant languages of the 
population served. 

 
6. When the patient's representative signs the Patient Bill of Rights form, an explanation of 

that relationship must be documented and kept on file in the clinical record. 
 
7. The family or guardian may exercise the patient’s rights when a patient is incompetent  

or a minor. 
 
8. All organization personnel, both clinical and non-clinical, will be oriented to the patient’s 

rights and responsibilities prior to the end of their orientation program, as well as annually.  
(See “Patient Privacy Rights” Policy No. 2-012.) 
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PURPOSE 
 
To prevent organization personnel from discriminating against other personnel, patients, or 
other organizations on the basis of race, color, religion, age, sex (an individual’s sex, gender 
identity, sex stereotyping, pregnancy, childbirth and related conditions), sexual orientation, 
disability (mental or physical), communicable disease, or national origin. 
 
 
POLICY 
 
In accordance with Title VI of the Civil Rights Act of 1964, Section 1557 of the Affordable Care 
Act (ACA) of 2010 and its implementing regulation, Advanced Hospice Northwest of Wenatchee 
will, directly or through contractual or other arrangement, admit and treat all persons without 
regard to race, color, or place of national origin in its provision of services and benefits, 
including assignments or transfers within facilities. 
 
In accordance with Section 504 of the Rehabilitation Act of 1973, Section 1557 of the Affordable 
Care Act (ACA) of 2010 and its implementing regulations, Advanced Hospice Northwest of 
Wenatchee will not, directly or through contractual or other arrangements, discriminate on the 
basis of disability (mental or physical) in admissions, access, treatment or employment. 
 
In accordance with the Age Discrimination Act of 1975, Section 1557 of the Affordable Care Act 
(ACA) of 2010 and its implementing regulation, Advanced Hospice Northwest of Wenatchee will 
not, directly or through contractual or other arrangements, discriminate on the basis of age in 
the provision of services unless age is a factor necessary to the normal operation or the 
achievement of any statutory objective. 
 
In accordance with Title II of the Americans with Disabilities Act of 1990, Advanced Hospice 
Northwest of Wenatchee will not, on the basis of disability, exclude or deny a qualified individual 
with a disability from participation in, or benefits of, the services, programs or activities of the 
organization.   
 
In accordance with other regulations the organization will not discriminate in admissions, 
access, treatment, or employment on the basis of gender, sexual orientation, religion, or 
communicable disease. 
 
 
PROCEDURE 
 
1. The Section 504/ADA Compliance Coordinator and Section 1557 Civil Rights Coordinator 

(can be same person) designated to coordinate the efforts of Advanced Hospice Northwest 
of Wenatchee to comply with the regulations will be the Executive Director/Administrator.  
Contact the Executive Director/Administrator at (509) 663-9585. 

 
2. Advanced Hospice Northwest of Wenatchee will identify an organization or person in their 

service area who can interpret or translate for persons with limited English proficiency and 
who can disseminate information to and communicate with sensory impaired persons. 
These contacts will be listed and kept in the policy manual.  (See “Facilitating 
Communication” Policy No. 2-038.) 
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3. A copy of this policy will be posted in the reception area of Advanced Hospice Northwest of 

Wenatchee, given to each organization staff member, and sent to each referral source. 
 
4. A nondiscrimination statement (See #5) will be posted in a conspicuous place, such as the 

reception area of the organization and will be printed on brochures, other printed public 
materials and in a conspicuous location on the organization’s web site accessible from the 
home page, in English and at least the top 15 non-English languages spoken in the state.  

 
5. The nondiscrimination statement will read: “Advanced Hospice Northwest of Wenatchee 

complies with applicable Federal civil rights laws and does not discriminate on the basis of 
race, color, national origin, age, disability, or sex.  Advanced Hospice Northwest of 
Wenatchee does not exclude people or treat them differently because of race, color, 
national origin, age, disability, or sex.  Advanced Hospice Northwest of Wenatchee 
provides free aids and services to people with disabilities to communicate effectively with 
us, such as qualified sign language interpreters and written materials in other formats (e.g. 
large print, audio, accessible electronic formats).  Advanced Hospice Northwest of 
Wenatchee provides free language services to people whose primary language is not 
English such as qualified interpreters and information written in other languages.  If you 
need these services, contact the Section 504/ADA Coordinator/Section 1557 Civil Rights 
Coordinator at (509) 663-9585.  If you believe that Advanced Hospice Northwest of 
Wenatchee has failed to provide these services or discriminated in another way on the 
basis of race, color, national origin, age, disability, or sex you can file a grievance with Joel 
Stephens the Executive Director/Administrator at 285 Technology Center Way Suite 108, 
Wenatchee WA 98801 by phone at (509) 663-9585 by fax at (509) 663-2925 or email at 
Joel@advhh.com  You can file a grievance in person or by mail, fax, or email.  If you need 
help filing a grievance, Joel Stephens is available to help you.  You can also file a civil 
rights complaint with the U.S. Department of Health and Human Services, Office for Civil 
Rights, electronically through the Office of Civil Rights Compliant Portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of 
Health and Human Services, 200 Independence Avenue SW, Room 509F, HHH Building, 
Washington, DC 2020; 1-800-368-1019, 800-537-7697(TDD)”   

 
6. Any person who believes she or he has been subjected to discrimination or who believes 

he or she has witnessed discrimination, in contradiction of the policy stated above, may file 
a grievance under this procedure.  It is against the law for Advanced Hospice Northwest of 
Wenatchee to retaliate against anyone who files a grievance or cooperates in the 
investigation of a grievance. 

 
7. Grievances must be submitted to the Section 504/ADA Compliance Coordinator/ Section 

1557 Civil Rights Coordinator within 60 days of the date the person filing the grievance 
becomes aware of the alleged discriminatory action. 

 
8. A complaint may be filed in writing, or verbally, containing the name and address of the 

person filing it (“the grievant”).  The complaint must state the problem or action alleged to 
be discriminatory and the remedy or relief sought by the grievant. 

 
9. The Section 504 Coordinator/Section 1557 Civil Rights Coordinator (or her/his 

representative) will conduct an investigation of the complaint to determine its validity.  This 
investigation may be informal, but it must be thorough, affording all interested persons an 
opportunity to submit evidence relevant to the complaint.  
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10. The Section 504/ADA Compliance Coordinator/ Section 1557 Civil Rights Coordinator will 

issue a written decision on the grievance no later than 30 days after its filing. 
 
11. The grievant may appeal the decision of the Section 504/ADA Compliance 

Coordinator/Section 1557 Civil Rights Coordinator by filing an appeal in writing to Advanced 
Hospice Northwest of Wenatchee within 15 days of receiving the Section 504/ADA 
Compliance Coordinator/Section 1557 Civil Rights Coordinator’s decision. 

 
12. Advanced Hospice Northwest of Wenatchee will issue a written decision in response to the 

appeal no later than 30 days after its filing. 
 
13. The Section 504/ADA Compliance Coordinator/Section 1557 Civil Rights Coordinator will 

maintain the files and records of Advanced Hospice Northwest of Wenatchee relating to 
such grievances.  

 
14. The availability and use of this grievance procedure does not preclude a person from filing 

a complaint of discrimination on the basis of handicap with the regional office for Civil 
Rights of the U.S. Department of Health and Human Services. 

 
15. All organization personnel will be informed of this process during their orientation process. 
 
16. Advanced Hospice Northwest of Wenatchee will make appropriate arrangements to assure 

that persons with disabilities can participate in or make use of this grievance process on the 
same basis as the nondisabled.  Such arrangements may include, but will not be limited to, 
the providing interpreters for the deaf, providing taped cassettes of material for the blind, or 
assuring a barrier-free location for the proceedings.  The Section 504 Coordinator will be 
responsible for providing such arrangements.
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PURPOSE 
 
To specify the criteria for selection of personnel to meet the care/service needs of patients. 
 
 
POLICY 
 
The organization will use a consistent, nondiscriminatory process for the selection of all 
personnel.  The most qualified individuals will be employed without regard to race, color, 
religion, age, gender, sexual orientation, marital status, disability (mental or physical), 
communicable disease, or place of national origin as required by state and federal law. 
 
The organization will provide promotion and advancement opportunities in a nondiscriminatory 
fashion. 
 
 
PROCEDURE 
 
Selection and Screening 
1. A notice of position opening will be posted in-house and published in local newspapers 

and/or other instruments appropriate for recruiting personnel. 
 
2. Prospective personnel will be screened by phone or in person to assure that the candidate 

meets the job requirements and qualifications, such as: 
 

A. Valid state license or certification, as applicable 
 

B. At least one (1) year of experience and/or as defined in the job description 
 
Hiring 
1. An individual seeking employment will complete an application, including information and 

verification about education, work experience, job history, and references, and have a 
personal interview.  A criminal background check and national sex offender check, if not 
part of criminal background check, will be obtained for positions as required by law and 
regulations. 

 
A. The following factors will be considered for those applicants with a criminal history in 

determining whether to hire the external candidate: the nature of the crime and its 
relationship to the position, the time since the conviction, the number (if more than 
one) of convictions and whether hiring the applicant would pose an unreasonable risk 
to business. 

 
1. If it is determined that the organization will hire applicants with a criminal history, 

then additional individual supervision may be necessary. 
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2. Applicants for non-supervisory positions will be interviewed by the Executive Director, 
Clinical Director, Department Supervisor, or designee.  Applicants for supervisory positions 
will be interviewed by the Executive Director/Administrator.  The Executive 
Director/Administrator will confirm the applicants understanding of all care and services 
appropriate to the job the individual is applying for. 

 
3. The interviewer will utilize a standardized interviewer's report form as well as the job 

description during the interview process. 
 
4. Two (2) references, either telephone and/or written, will be obtained prior to an offer of 

employment. 
 
5. Education will be verified, as appropriate, through viewing and copying the certificate, 

diploma or transcripts, or by institution contact. 
 
6. Professional licensure/certification will be confirmed through viewing or copying the actual 

license and/or certificate.  In addition, current licensure will be verified through the internet 
sites of official licensing bodies when they are available. 

 
7. Other information obtained during the application process will include, but not be limited to, 

social security number and driver's license, as applicable to job position and appropriate 
level of automobile insurance coverage as required by the state. 

 
8. Upon completion of the selection process, a candidate meeting all the organization 

requirements will be offered a position within the organization. 
 
9. A current physical and TB test/chest X-Ray must be received prior to the first day of 

employment. 
 
10. All new personnel (clinical and non-clinical) must attend an orientation program prior to 

assuming job responsibilities.  (See “Orientation” Policy No. 1-022.) 
 
11. Depending on the personnel classification, a specific orientation program will be conducted 

which addresses job responsibilities and a further review of organization policies. 
 
12. All new personnel will be on a probationary status for 90 days from the date of hire unless 

otherwise specified. 
 

13. New employee not on the Office of Inspector General (OIG) exclusion list. 
 

14. New hires will complete the appropriate documentation forms such as withholding, Form I-
9, etc. 

 
15. Verification of the above will be documented. 
 
Promotion 
1. When possible, supervisory and management positions will be filled by internal candidates. 
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2. All supervisory and management position openings will be posted internally for at least two 

(2) weeks. 
 
3. Interested personnel can apply for promotion verbally or in writing. 
  
4. All interested applicants will be interviewed for the promotion. 
 
5. In the event there is not a qualified internal applicant, the position will be filled with an 

outside applicant following the organization’s policy. 
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Policy No. 1-022.1 

 

PURPOSE 
 
To provide guidelines for the orientation process. 
 

POLICY 
 
All personnel will be required to attend an orientation program upon employment and at the time 
of reassignment.  The goal of orientation will be to inform and instruct new personnel regarding 
Advanced Hospice Northwest of Wenatchee’s mission, policies and procedures, benefits (if 
applicable), the performance appraisal process, competency testing, as well as individual 
responsibilities and relationships to other personnel.  Staff must know the importance of their 
role in furthering our Culture.   
 
All personnel will demonstrate knowledge and proficiency in skills appropriate to their assigned 
responsibilities during the orientation period. 
 
All clinical personnel prior to being assigned to care must present documentation of current 
CPR certification.  CPR certification must be renewed per American Heart  
Association guidelines. Online CPR certification is acceptable with in-person verification of 
competency.  
 
(See “Competency Based Orientation” Policy No. 3-002.) 
 

PROCEDURE 
 
1. The orientation content for all personnel will include the following as applicable and 

appropriate to the care and service provided: 
 

A. General company orientation including the organization’s culture, mission/philosophy, 
policy and procedures, environmental safety program, etc. 

 
B. Review of organizational chart and lines of authority and responsibility  

 
C. Hours of work 

 
D. Job related responsibilities (job description), including orientation to equipment, if 

applicable 
 

E. Care and services provided by the organization; diseases and medication conditions 
common to hospice 

 
F. Baseline skills assessments as applicable to job classification 

 
G. Infection prevention and control within the organization and the home care setting 

 
H. Performance standards 

 
I. Confidentiality of organization and patient information/HIPAA regulations 
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J. Documentation requirements (record keeping and requirements) 
 

K. OSHA compliance 
 

L. Handling of hazardous medications and other materials 
 

M. Medical Device Reporting/Incident Reporting 
 

N. Equal Employment Opportunity Act 
 

O. Ethical issue identification and resolution including conflict of interest, professional 
boundaries, etc. 

 
P. Sexual Harassment Act 

 
Q. Compensation and benefits information (salary/wages, benefits, etc.) 

 
R. Unemployment and workers’ compensation 

 
S. Malpractice coverage, as applicable 

 
T. Collective bargaining information, as applicable 

 
U. Drug testing 

 
V. Drug diversion 

 
W. Family/State Medical Leave Act 

 
X. Cultural Diversity and communication barriers 

 
Y. Hispanic programing resources and expectations including volunteer program 

 
Z. Client/Patient Rights including Advance Directives 

 
AA. Standards of Conduct and Ethical Issues 

 
BB. QAPI and activities 

 
CC. Concept of death, dying, hospice philosophy, bereavement, caregiver as unit of 

service, etc. 
 

DD. Pain and symptom management 
 

EE. Emotional support of staff and client/patient (stress management) 
 

FF. Compliance Plan and employee compliance responsibilities 
 

GG. Emergency Management Plan for the organization and the employee’s family 
emergency response plan 



Page 92 of 207 
DOH 260-035  September 2021 

 
 
 

Advanced Hospice Northwest of Wenatchee Personnel Administration 

  
ACHC Hospice Human Resources/Revised November 2021 © 2009 The Corridor Group 

Policy No. 1-022.3 
 

HH. Handling of patient complaints/grievances 
 

II. If applicable, converging of charges for care/services 
 
2. During the orientation process, the organization will provide comprehensive training drug 

diversion. (See “Comprehensive Controlled Substances Diversion Prevention Program” 
Addendum 1-022.B) 

 
3. The orientation process, for all personnel will consist of both didactic and field supervision.  

Observation visits will be made by an appropriate supervisor to assess the skills 
demonstrated by new or reassigned personnel as well as reinforce the information 
presented during classroom time. 

 
4. The orientation process for contract personnel will consist of the following: 
 

A. For contract personnel, the contracted organization will have one (1) member of the 
organization that has been oriented to Advanced Hospice Northwest of Wenatchee 
policies, procedures, and information presented during orientation.  That individual will 
be responsible for orienting other contract personnel from that organization to 
Advanced Hospice Northwest of Wenatchee. 

 
B. For personnel the organization individually contracts with, a preceptor will be assigned 

during the orientation process. 
 

5. During the orientation process, the supervisor will be responsible for evaluating the 
knowledge and skills of the personnel being oriented.  Any areas of concern will be brought 
to the immediate attention of the new personnel.  Appropriate guidance/monitoring will be 
provided or additional training recommended, if needed. 

 
6. Assigned personnel will orient newly assigned personnel or volunteers to their 

responsibilities and to the patient needs when changes in patient assignment occur.  The 
following will be included as appropriate: 

 
A. Patient needs including physical, psychosocial, and environmental aspects of care  

and service 
 

B. Personnel responsibilities 
 

C. Specific care and services to be provided 
 
7. Orientation of new and reassigned personnel may include verbal or written instructions.  

Orientation may be provided in the patient’s home. 
 
8. Orientation of current employees assigned to new job classifications will include. 
 

A. Lines of authority and responsibility 
 

B. Hours of work 
 

C. Job responsibilities 
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D. Skills assessment as applicable to the specific job classification 
 

E. Documentation responsibilities 
 
9. A Personnel Orientation Checklist (See “Personnel Orientation Checklist” Addendum 1-

022.A.) will be completed for all new personnel.  New personnel will sign and date when 
their orientation has been completed.  

 
10. The supervisor will sign and date the checklist when new personnel have completed all the 

required activities. 
 
11. The probationary period will be 90 days, during which time the orientation process may be 

extended if the supervisor, or employee feels it is warranted.
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PERSONNEL ORIENTATION CHECKLIST 
Name: ______________________________________________ Date:___________________ 
 

CHECKLIST DATE 
COMPLETED 

ORIENTATION 
BY WHOM 

PERSONNEL 
INITIALS 

 1.  Tour of office/Introduction of organization personnel    
 2.  Introduction to work stations    
 3.  Completion of all employment forms    
 4.  Personnel file 

A. Application 
B. Sign job description (copy to personnel) 
C. Professional license, certification, registration, CPR documentation, as 

appropriate 
D. Driver's license, as appropriate 
E. Proof of auto insurance, as appropriate 
F. Physical exam, drug test, as appropriate 
G. TB Screening, as appropriate 
H. Hep B vaccination, as appropriate 
I. Standard precautions orientation 
J. Criminal background check/National Sex Offender Registry check 
K.      OIG Exclusion List check verification 

   

 5.  Name and Photo Identification     
 6.  The orientation content for all personnel will include the following as applicable 

and appropriate to the care and service provided: 
A. General orientation to organization, including culture, philosophy, 

mission, and purpose, policies and procedures, environmental safety 
program 

B. Review of organizational chart and lines of authority and responsibility 
C. Hours of work 
D. Job related responsibilities 
E. Care and services provided by the organization 
F. Baseline skills assessments as applicable to job classification 
G. Infection prevention and control within the organization and home care 

setting  

H. Performance standards 
I. Confidentiality of organization and patient information/HIPAA 
J. Documentation requirements (Record keeping and reporting) 
K. OSHA compliance 
L. Medical Device Reporting 
M. Equal Employment Opportunity Act 
N. Ethical issue identification, resolution and boundaries/Standards of 

Conduct 

O. Sexual Harassment Act 
P. Compensation and benefits 
Q. Unemployment and workers compensation 
R. Malpractice coverage, as applicable 
S. Collective bargaining information, as applicable 
T. Drug testing 
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COMPLETED 

ORIENTATION 
BY WHOM 

PERSONNEL 
INITIALS 

U. Family/State Medical Leave Act 
V. Cultural Diversity/Communication barriers 
W. Hispanic Programing Resources and Expectations Including Volunteer 

Program 
X. Patient/Client Rights and Handling of patient complaints 
Y. Concepts of death, dying and bereavement 
Z. Pain and symptom management 
AA. Emotional support of staff and patient (Stress management) 
BB. Advance Directives 
CC. Conflict of Interest 
DD. QAPI Plan 
EE. Incident/Variance Reporting 
FF. Compliance Program/Employee Responsibilities 
GG. Emergency Management Plan 
HH. Intro to hospice/hospice philosophy, unit of service, emotional support, 

psychosocial and spiritual issues 
II. Diseases/Conditions common to hospice 
JJ. Job specific: medical equipment, special populations 

 7.  Orientation to job description and job responsibilities (list or cross-reference)    
 8.  Skills/Competency Assessment (list or cross-reference)    
 9.  Culture and Company History and Objectives    
10. Culture and the Part You Now Play in Maintaining and Improving Culture     
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IMPROVING ORGANIZATIONAL PERFORMANCE 
Policy No. 5-001.1 

 
 
PURPOSE 
 
To establish palliative outcomes and end-of-life support services as the primary focus of the 
organization’s performance improvement activities. 
 
 
POLICY 
 
Senior management will have the responsibility: to guide the organization's efforts in improving 
organizational performance; to define expectations of the performance improvement activities; 
and to generate the plan and processes the organization will utilize to assess, improve and 
maintain quality of care and service. 
 
Performance improvement results will be utilized to address problem issues, improve the quality 
of care and patient safety, and will be incorporated into program planning and process design 
and modifications. 
 
All personnel will be active participants in the organization's quality assessment and 
performance improvement (QAPI) activities. 
 
The Governing Body is responsible for ensuring that the QAPI program is defined, implemented 
and maintained, and is evaluated annually. 
 
 
PROCEDURE 
 
1. Senior management will: 
 

A. Participate in educational activities to increase their level of understanding and ability 
to implement quality assessment and performance improvement activities.  The 
educational activities may include seminars, consultations, periodicals, and review of 
available information from other organizations (benchmarking). 

 
B. Adopt a structured framework for QAPI.  The problem solving approach will stress the 

interrelationship of quality services provided, management activities, and sound 
business practices as applicable to the organization’s (See “Sample QAPI Plan” 
Addendum 5-001.A.): 

 
1. Mission/philosophy 

 
2. Culture 

 
3. Strategic objectives 

 
4. Resources 
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5. Operational components/responsibilities (financial, clinical/service, and personnel) 
 

6. Practice Standards 
 

7. Activities related to patient care and patient safety focusing on high risk, high 
volume and problem prone areas; affect palliative outcomes and quality of care 

 
8. Clinical/service skills and competencies of personnel 

 
9. Quality indicators 

 
10. Data collection and analysis 

 
11. Frequency of activities 

 
C. Identify and set specific outcomes for measurable improvement and acceptable limits 

for findings.  (See “Prioritization of Important Processes” Addendum 5-001.B.) 
 
1. At least one important aspect related to patient care must be monitored, one being 

pain brought under control within forty-eight (48) hours of admission 
 

2. At least three (3) structural indicators must be monitored to assess the 
characteristics and capacity to deliver quality care.  Examples: 

 
a. Providing care in accordance with patient and family goals 

 
b. Care coordination 

 
c. Patient safety 

 
d. Effective and timely symptom management 
 

3. At least one important administrative/operational function 
 

4. Patient satisfaction surveys will be monitored (See “Family/Caregiver Experience 
of Care Survey” Policy No. 5-010.)  

 
D. Identify and participate in benchmarking activities that utilize: 

 
1. Internal standards: 

 
a. Measuring current performance against past performance 
 
b. Measuring against internally established goals 

 
2. Processes and protocols 

 
3. Practice or service guidelines 
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4. Industry research or best practices (e.g. NHPCO, CMS) 

 
E. Allocate resources for QAPI activities by: 

 
1. Assigning organization personnel to participate in QAPI activities 

 
2. Providing adequate time for organization personnel to participate in QAPI teams 

and activities 
  

3. Creating and maintaining information systems and data management processes to 
support the collecting, managing and analyzing of data to improve performance 

  
4. Utilizing appropriate statistical techniques to analyze and display data 

 
a. Statistical methodologies to consider include: 

 
1. Run charts that display summary comparison data 

 
2. Scatter diagrams 

 
3. Control charts that display variation and trends over time 

 
4. Histograms 

 
5. Pareto charts 

 
6. Cause and effect or fishbone diagrams 

 
7. Process flowcharts 

 
F. Assure that each performance improvement activity contains the following elements: 

 
1. Description of the indicator(s)/activities to be conducted 

 
2. Frequency of activities 

 
3. Designation of responsible party 

 
4. Method(s) of data collection 

 
5. Acceptable limits for findings 

 
6. Who will receive the report 

 
7. Follow-up plans if findings fail to meet acceptable limits including plan(s) of 

correction 
 
2. Provide organization personnel training in the approaches and methods of assessment and 

improvement. 
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Policy No. 5-001.4 
 
 
3. All other organization personnel will: 

 
A. Be involved in QAPI teams and activities. 

 
B. Promote communication and coordination of QAPI activities as well as contribute to 

those activities. 
 

C. Forward relevant information regarding QAPI activities to senior management and to 
the QAPI Coordinator. 
 

D. Take action on recommendations generated through performance improvement 
activities as outlined in the organization's written QAPI plan. 

 
4. Trends identified through quality assessment and performance improvement measurement 

and analysis will be reported to the Governing Body on a quarterly basis. 
 

5. Results of QAPI activities will be communicated with all staff via intranet, newsletters, email, 
etc. 

 
6. Mandatory reporting to CMS will be completed within designated timeframes utilizing CMS 

reporting guidelines. 
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Sample Quality Assessment and Performance Improvement (QAPI) Plan 
 
MISSION 
All QAPI activities must support and be aligned with the mission of the organization. 
 
The mission of The Hospice is to provide comprehensive coordinated care to individuals with 
life-limiting illnesses and to their families and to support them in the process of death and 
bereavement. 
  
To carry out this mission, The Hospice provides: 

• A holistic program for the dying patient and family, caring for the physical, psychological 
and spiritual concerns 

• Relief of pain and other symptoms of illness on a 24 hour-a-day basis 
• Bereavement services for individuals, families, and groups after the death of a loved one 
• Education to families, caregivers, and the community at large in the areas of death and 

dying, grief and hospice care 
 
PURPOSE   

The purpose of The Hospice QAPI Plan is to provide a strategy for the systematic organization-
wide implementation of quality assessment and performance improvement activities.  This will 
ensure that the organization is providing appropriate, high-value, effective and efficient services 
in accordance with its mission and current standards of practice.  Through QAPI activities, the 
organization provides a mechanism for identification and prioritization of opportunities for 
problem identification and improvement in care and operations. 
 
OBJECTIVES 

• To show measurable improvement in indicators that demonstrate an improvement in 
palliative outcomes and end-of-life support systems 

• To measure, analyze and track quality indicators, including adverse events, to enable 
the assessment of processes of care, hospice services and operations 

• To collect data to monitor the effectiveness and safety of services and quality of care as 
well as to identify opportunities for improvement 

• To conduct Performance Improvement Projects aimed at performance improvement and 
to track performance to ensure that it is sustained 

• To document QAPI activities including reasons for Performance Improvement Projects 
and progress achieved on these projects 



Page 102 of 207 
DOH 260-035  September 2021 

 
 

 

Advanced Hospice Northwest of Wenatchee Quality Outcomes/Improvement  

 
ACHC Hospice/Revised November 2021 © 2009 The Corridor Group 

METHODOLOGY 
The QAPI Plan is operated through a committee structure.  The QAPI Coordinator ensures that 
leadership priorities for improvement are evaluated.  In addition, the QAPI Coordinator 
examines results from ongoing quality control activities to identify trends that will need follow-up 
action by the QAPI Committee. 
 
The methodology selected to support and facilitate improvement activities is based on the Plan-
Do-Study-Act (P-D-S-A) model.  When an action for improvement is identified, an individual or 
project team may be designated to pilot the recommended action.  A timeframe is established 
for implementing and evaluating the piloted action’s outcome.  The effectiveness of any action 
will be assessed through a process that measures whether the performance expectations 
outlined in the action plan have been met.  This may require additional data collection and 
analysis.  Statistical analysis will be used in assessing performance outcomes. 
 
ASSIGNMENT OF RESPONSIBILITY 
Resources will be made available to employees to assist them in gaining a basic understanding 
of QAPI principles.  Inservices will be held periodically to reinforce the knowledge base.  Each 
employee is responsible for the quality of care and services provided.  The following summary 
of responsibilities provides a framework for the process of quality assessment and performance 
improvement. 
 
The Governing Body is ultimately responsible for the QAPI Plan and for ensuring: 

• That the QAPI Plan is ongoing, implemented and maintained 
• That implemented QAPI activities address the appropriate priorities for the improved 

quality of care and patient safety 
• Clear expectations for patient safety are met 
• That all QAPI actions/changes are evaluated for effectiveness 
• That mandatory reporting to CMS is completed within designated timeframes 

 
RESPONSIBILITIES OF QAPI COORDINATOR 
The QAPI Coordinator chairs the QAPI Committee and is responsible for coordinating and 
facilitating all quality improvement activities.  This includes, but is not limited to: 

• Ensuring the collection of accurate and reliable data 
• Participating in cross-organizational activities to assess and improve overall 

organizational quality and performance 
• Assisting in the implementation of corrective actions as appropriate 
• Evaluating the effectiveness of planned and implemented actions 
• Encouraging staff participation in improvement activities by mentoring; advancing 

education by acting as a resource to all staff 
• Aggregating, trending and analyzing data using appropriate statistical techniques 
• Reporting significant findings to appropriate managers, staff and governing bodies 
• Reporting of structural measures and patient-level data items to CMS within designated 

timeframes 
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RESPONSIBILITIES OF QAPI COMMITTEE 
The QAPI Committee is responsible for evaluating and prioritizing QAPI activities based on the 
aggregation of analysis of data collected.  The QAPI Committee has the authority to issue 
recommendations for action or further study.  Under the direction of the QAPI Coordinator, the 
committee issues a quarterly report summarizing QAPI activities and results of actions taken.  
The report is submitted to the Governing Body and appropriate managers and staff. 
 
QAPI Committee members are appointed for staggered one-year terms that are renewable for a 
second term.  The committee includes representatives from the following areas: 
 

• Administration 

• Clinical management 

• Business office/billing 

• Medical records 

• Pharmacy 

• Nursing 

• Medical director or designee 

• Spiritual care services 

• Bereavement services 

• Volunteer services 

• Support services 

• Contracted services 

• Medical social services 

 
 

Department managers and supervisors are responsible for providing leadership to ensure 
the communication and coordination of QAPI activities.  Managers are responsible for 
initiating immediate corrective action if problems identified threaten the safety of patients or 
staff.  Additionally, they are responsible for participating in the QAPI Committee when 
assigned and identifying opportunities for improvement through their daily interactions. 
 
Clinical and office personnel are responsible for participating in identifying opportunities for 
improvement through their daily contact with patients, physicians and other employees.  
Staff may be requested to participate in the QAPI Committee or specific team activities such 
as data collection, analysis, action planning and implementation of new or improved 
processes as needed. 
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EVALUATION OF THE QAPI PLAN 
A formal evaluation of all QAPI activities will occur annually.  A written report will be completed 
by the QAPI Coordinator.  After review by the directors of each department, the report will be 
presented to the Governing Body.  The report will include a summary of all activities included as 
part of the QAPI Plan.  The Governing Body will measure the effectiveness of the QAPI Plan 
based on the established objectives.  The Governing Body will provide input into the 
identification and prioritization of future improvement activities. 
 
CONFIDENTIALITY 
The QAPI Coordinator maintains all QAPI-related records in a secure storage area.  To protect 
individual identity, numbers/codes are assigned to employees and clinical records for data 
collection and reporting purposes.  The master code list is maintained in a secured file.  
Completed unusual occurrence/incident reports are maintained by the administration.  Any 
requests for results of or data from the QAPI Plan will be forwarded to the designated 
administrator, who will respond only according to the organization’s policy and procedure. 
 
 

l  l  l 
 
 
THE QAPI PLAN – DISCUSSION 
This QAPI Plan is effective because the QAPI efforts are grounded in the mission of the 
organization.  The approach is a multi-disciplinary and collaborative one, and specific areas of 
responsibility are outlined. 
 
This QAPI Plan is founded on basic QAPI principles.  It demonstrates that everyone in the 
organization is involved.  It is not the job of one or two individuals.  In order to accomplish this, 
the leaders provide education, resources in QAPI principles, and time to participate in QAPI 
activities. 
 
The improvement methodology is identified to ensure a systematic approach to improvement 
efforts.  There is a provision in the QAPI Plan to evaluate the effectiveness of the QAPI 
activities. 
 
This QAPI Plan demonstrates leadership involvement throughout the process.  The Plan allows 
the flexibility needed if new problems or opportunities take priority. 
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ROUTINE MEASUREMENT OF INDICATORS 
 

SAMPLE SCHEDULE 
This table presents a sample schedule of routine monitoring activities that incorporate NHPCO’s 
Components of Quality Care.  Instead, your hospice may choose other indicators such as the 
National Hospice and Palliative Care Organization’s outcome measurements of self-determined 
life closure, comfortable dying, safety and effective grieving. 
 

Indicator/Outcome Sources of Data Frequency of 
Measurement Sample Size Accountability 

Patient and Family Centered Care 
Family willingness to refer FEHC* Quarterly 100% QAPI Coordinator� 
Caregiver confidence FEHC Quarterly 100% QAPI Coordinator 
Patient treated with respect FEHC Quarterly 100% QAPI Coordinator 
Bereavement POC meets family 
needs Bereavement records Quarterly 10% 

(min. of 10 records) QAPI Coordinator 

Ethical Behavior and Consumer Rights 
Employees oriented to Ethics policy Employee files Annually 100% HR Coordinator� 

Eligibility of patients Admission & recert 
documentation Quarterly 10% 

(min. of 10 records) QAPI Coordinator 

Clinical Excellence and Safety 

Pain assessment and management Chart audit, ESAS** Quarterly 
10% patients 

with pain 
(min. of 10 records) 

QAPI Coordinator 

Management of dyspnea Chart audit, ESAS Quarterly 
10% patients 
with dyspnea 

(min. of 10 records) 
QAPI Coordinator 

Management of nausea Chart audit, ESAS Quarterly 
10% patients 
with nausea 

(min. of 10 records) 
QAPI Coordinator 

Management of anxiety Chart audit, ESAS Quarterly 
10% patients 
with anxiety 

(min. of 10 records) 
QAPI Coordinator 

Management of depression Chart audit, ESAS Quarterly 
10% patients 

with depression (min. 
of 10 records) 

QAPI Coordinator 

Management of wounds Chart audit, ESAS Quarterly 
10% patients 
with wounds 

(min. of 10 records) 
QAPI Coordinator 

Feeling of well-being Chart audit, ESAS Quarterly 10% 
(min. of 10 records) QAPI Coordinator 

Appropriate use of GIP Chart audit Twice a year 100% QAPI Coordinator 
Respite available for caregiver need Chart audit Twice a year 100% QAPI Coordinator 
Continuous care appropriately used Chart audit Twice a year 100% QAPI Coordinator 

Hospice aide supervision every 2 
weeks Chart audit Quarterly 

10% patients 
with HHA care (min. 

of 10 records) 
QAPI Coordinator 

Evaluation of contracted services Chart audit, FEHC Annually 100% QAPI Coordinator 

Evaluation of adverse events Incident log, chart 
audits For each event 100% Executive Director,� 

QAPI Coordinator 
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Indicator/Outcome Sources of Data Frequency of 
Measurement Sample Size Accountability 

Inclusion and Access 
Annual inservice on cultural 
aspect of hospice care Personnel files Annually 100% QAPI Coordinator 

Organizational Excellence 
Governing body achieves 
functions specified in policy Governing body minutes Annually 100% Executive Director 

Workforce Excellence 
Staff competency evaluated 
yearly Personnel files Annually 100% HR Coordinator 

Required number of inservices Personnel files Annually 100% HR Coordinator 

All employees complete 
hospice-specific orientation Personnel files Annually 100% HR Coordinator 

Standards of Practice 
NHPCO Nursing Standards 
and/or National Consensus 
Standards for Palliative Care 
met 

Chart audit Quarterly 10% 
(min. of 10 records) QAPI Coordinator 

NHPCO Social Work Standards 
and/or National Consensus 
Standards for Palliative Care 
met 

Chart audit Quarterly 10% 
(min. of 10 records) QAPI Coordinator 

Compliance with Laws and Regulations 

Survey readiness: mock survey Chart audits, 
administrative records Annually 10% 

(min. of 10 records) 
QAPI Coordinator, 
Executive Director 

Stewardship and Accountability 
Met budget and financial goals 
set by Governing Body Financial records Annually 100% Executive Director 

Performance Measurement 
Staff inservices provided on 
QAPI Inservice notebook Annually 100% QAPI Coordinator 

QAPI Plan carried out as 
directed by Governing Body QAPI documentation Annually 100% Executive Director, 

QAPI Coordinator 

* FEHC – Family Evaluation of Hospice Care (NHPCO) 
** ESAS – Edmonton Symptom Assessment Scale 
� Organization’s title or job function may vary 
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ADVANCED HOSPICE UTILIZATION 
PROJECTION 

2023 2024 2025 

Total number of admissions  85 165 183 
Total number of patient days  5,263 10,220 11,383 
Projected average daily census 14.3 27.8 31 

 
 
 

Advanced Hospice 
3 Year Projected Income Statement 

 
 

 
 
 
 
 
 
 
 

2023 2024 2025
Census
Medicare 12.6 24.5 27.3
Medicaid 1.0 1.9 2.2
Commercial 0.7 1.4 1.5
Census 14.3 27.8 31.0

Medicare
Routine 1 - 60 866,885       1,683,187   1,874,687   
Routine 61 + 22,898          44,465          49,524          
Respite 23,604          46,928          52,267          
GIP 23,946          46,500          51,790          
Continuous -                   -                   -                   
Medicare Total 937,333       1,821,079   2,028,268   

Medicaid
Routine 1 - 60 67,637          131,342       146,285       
Routine 61 + 1,709             3,729             3,729             
Respite 3,673             7,347             11,020          
GIP -                   -                   -                   
Continuous -                   -                   -                   
Medicaid Total 73,020          142,418       161,034       

2024 2025 
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Commercial
Routine 1 - 60 43,709          84,940          93,434          
Routine 61 + 1,119             1,678             3,356             
Respite 2,479             4,959             4,959             
GIP -                   -                   -                   
Continuous -                   -                   -                   
Commercial Total 47,307          91,577          101,749       

Charity Total 21,153          41,101          45,821          
Gross Revenue 1,078,813   2,096,176   2,336,872   
Contractual Adjustment (21,153)         (41,101)         (45,821)         
Bad Debt (10,577)         (20,551)         (22,911)         

Net Revenue 1,047,083   2,034,523   2,268,141   

Operating Expenses
Clinical Labor Expense
Clinical Director 52,418          52,418          52,418          
RN Case Manager 151,580       294,348       327,836       
CNA 80,001          155,350       173,025       
QAPI Nurse 40,886          40,886          40,886          
Social Worker 34,711          67,404          75,073          
Spiritual Care Coordinator 27,769          53,923          60,058          
Payroll Taxes 74,574          107,810       115,606       
Workers Compensation 6,155             8,898             9,541             
Direct Wages 468,093       781,036       854,443       

Ancillary Expense
Ambulance/Transportation 1,810             3,514             3,914             
Medical Director 35,833          69,582          77,499          
Equipment Rental / DME 23,177          45,007          50,128          
GIP 16,211          31,479          35,060          
Inpatient Respite 10,282          20,441          22,766          
Contract Rehabilitation 2,500             5,000             6,000             
Medical Supplies 10,000          19,419          21,628          
Pharmacy / Lab / Xray 37,751          73,307          81,647          
Total Ancillary Expense 137,563       267,749       298,643       

Total Direct Care Expenses 605,657       1,048,785   1,153,085   
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Overhead Expenses
Administration Labor
Administrator 57,964          57,964          57,964          
Volunteer Coordinator 50,321          50,321          50,321          
Office Manager 31,451          31,451          31,451          
Outreach Coordinator 56,611          56,611          56,611          
Intake Coordinator / Clinical Support 37,741          37,741          37,741          

Total Administration Labor 234,087       234,087       234,087       

Administration Other Expenses
Employee Benefits 23,358          45,359          50,519          
Mileage 25,238          49,009          54,584          
Advertising 14,400          14,400          14,400          
Liability Insurance 7,800             7,800             7,800             
Licenses and Fees 6,000             6,000             6,000             
Software 24,000          24,000          24,000          
Payroll Services 6,000             6,000             6,000             
Management Fees 120,000       120,000       120,000       
B & O Taxes 18,509          35,964          40,093          
Dues & Education 12,000          12,000          12,000          
Legal & Professional 1,200             1,200             1,200             
Office Supplies and Postage 3,300             5,400             6,000             
Telephone/Internet 9,825             13,848          14,597          
Repairs and Maintenance 1,200             1,200             1,200             
Recruitment 5,000             5,000             5,000             
Allocated Costs -                   -                   -                   
Total Administration Other Expenses 277,830       347,179       363,394       

Total Administration Expenses 511,918       581,267       597,481       

Non Operating Expenses
Depreciation and Amortization -                   -                   -                   
Interest -                   -                   -                   
Lease Expense (Incl Utilities) 6,000             6,000             6,000             
Total Non Operating Expenses 6,000             6,000             6,000             

Total Expenses 1,123,574   1,636,052   1,756,567   

Profit (Loss) (76,491)         398,471       511,574       
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Advanced Hospice Rates 
 

 
 
 
 
 
 
 
 
 

2023 2024 2025
Assets
Cash 92,802$        495,170$     1,008,607$     
Accounts Receivable 76,916$        92,379$        95,460$             
Total Assets 169,718$     587,549$     1,104,068$     

Liabilities
Accounts Payable (96,649)$      (111,179)$   (115,158)$        
Accrued Wages (35,012)$      (39,286)$      (40,141)$           
Accrued Payroll Taxes (4,548)$         (5,103)$         (5,214)$              
Total Liabilities (136,209)$   (155,569)$   (160,513)$        

Equity  
Equity / (Net Income) 76,491$        (321,980)$   (833,555)$        
Contribution (110,000)$   (110,000)$   (110,000)$        
Total Equity (33,509)$      (431,980)$   (943,555)$        

Level of Service Medicare Medicaid Commercial Average
Routine Home Care 0-60 196.62$       196.62$       176.96$          195.61$       
Routine Home Care 61+ 155.38$       155.38$       139.84$          155.38$       
Respite 459.16$       459.16$       413.24$          459.16$       
GIP 1,034.02$   1,034.02$   930.62$          1,034.02$   
Continuous 58.62$          58.62$          52.76$             58.62$          

I I 
I I I I 

I I I I 

I I 
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OPERATING AGREEMENT 
OF 

WENATCHEE HOSPICE LLC 

THIS OPERATING AGREEMENT is entered into and shall be effective as of the Effective Date, by and among 
the Company, the initial Manager, and the party identified on Exhibit A of this Agreement as Initial 
Member. 

ARTICLE I 
DEFINITIONS 

The following terms used in this Agreement shall have the following meanings (unless otherwise 
expressly provided herein); 

1.1 "Act" shall mean the Washington Limited Liability Company Act. 

1.2 "Additional Contribution" shall mean any Contribution made pursuant to Section 6.2. 

1.3 "Additional Member" shall mean a Member, other than an Initial Member, who has acquired a 
Membership Interest from the Company. 

1.4 "Agreement" shall mean this Operating Agreement as originally executed and as amended or 
restated from time to time. 

1.5 "Articles" shall mean the Certificate of Formation of the Company as filed with the Washington 
Secretary of State as the same may be amended or restated from time to time. 

1.6 "Bankruptcy" shall mean, with respect to any Person, bankruptcy as defined in RCW 25.15.131. 

1.7 "Business Day" shall mean any day other than Saturday, Sunday or any legal holiday observed in 
Washington. 

1.8 "Capital Account" shall mean the account maintained with respect to a Member determined in 
accordance with Section 6.4. 

1.9 "Capital Interest" shall mean a Person's positive Capital Account as it may be adjusted from 
time to time. 

1.10 "Cessation" shall mean any action which causes a Person to cease to be Member as described in 
Article 11 hereof. 

1.11 "Code" shall mean the Internal Revenue Code of 1986 or corresponding provisions of 
subsequent superseding federal revenue laws as amended. 

1.12 "Company" shall refer to Wenatchee Hospice LLC 

1.13 "Company Property" shall mean any Property owned by the Company. 

1.14 "Confidential Information" means information or material proprietary to the Company or 
proprietary to others and entrusted to the Company, whether written or oral, tangible or intangible, 
which a Member obtains knowledge of through or as a result of the Member activities on behalf of the 
Company. Confidential Information may include, without limitation, data, know-how, trade secrets, 
designs, plans, drawings, specifications, reports, customer and supplier lists, pricing information, 
marketing techniques and materials, and manufacturing techniques and processes, whether related to 
the Company's past, present or future business activities, research or development, or products. 

���������������������������
����������
��
	�������	������



Page 114 of 207 
DOH 260-035  September 2021 

 
 

 

2 - OPERATING AGREEMENT  |  WENATCHEE HOSPICE LLC  

1.15 "Contribution" shall mean, with respect to any Member, the amount of money and the initial 
value of any Property (other than money) or the fair market value of services contributed or to be 
contributed to the Company with respect to the interest in the Company held by such Person. 

1.16 "Default Interest Rate" shall mean the lesser of any maximum legal rate or the then current 
prime rate quoted by United States National Bank of Washington, N.A. plus 3 percent. 

1.17 "Dissolution Event" shall mean the events identified in Section 12.2. 

1.18 "Economic Rights" shall mean, with respect to any Membership Interest, a Person's share of the 
profits, losses, capital and distributions of Company Property pursuant to the Act, the Articles and this 
Agreement but shall not include any Management Rights. 

1.19 "Effective Date" shall mean the date the Articles are filed. 

1.20 "Entity" shall mean any general partnership, limited partnership, limited liability company, 
corporation, joint venture, trust, business trust, cooperative or association or any foreign trust or 
foreign business organization. 

1.21 "Family" shall mean a Member's spouse, natural or adoptive lineal ancestors or descendants, 
and trusts in which any of them have a significant beneficial interest. 

1.22 "Fiscal Year" shall mean the Company's fiscal year, which shall be determined pursuant to Code 
Section 706. 

1.23 “Incapacity” shall mean any pathology resulting in mental or physical impairment such that the 
affected person is unable to perform any cognitive or physical task required to competently provide the 
services of the company or complete duties required under this Agreement and such mental or physical 
impairment is not expected to change over time. 

1.24 "Initial Contribution" shall mean the initial Contribution made pursuant to Section 6.1. 

1.25 "Initial Member" shall mean those Persons identified on Exhibit A attached hereto and made a 
part hereof by this reference who have executed the Agreement. 

1.26 "Management Right" shall mean the right of a Member to participate in the management of the 
Company, including the rights to information and to consent or approve actions of the Member. 

1.27 "Manager" shall mean a Person designated or selected to manage the affairs of Company under 
Article 4 hereof. 

1.28 "Member" shall mean each of the parties who executes a counterpart of this Agreement as an 
Initial Member and each of the parties who may hereafter become Additional or Substitute Member. 

1.29 "Membership Interest" shall mean a Member's entire interest in the Company including such 
Member's Economic Rights and Management Rights. 

1.30 "Permitted Transfer" shall mean a Transfer of a Person's interest in the Company in accordance 
with Section 10.2. 

1.31 "Person" shall mean any individual or Entity, and the heirs, executors administrators, legal 
representatives, successors, and assigns of such "Person" where the context so permits. 

1.32 "Property" shall mean any property, real or personal tangible or intangible, including money and 
any legal or equitable interest in such property, but excluding services and promises to perform services 
in the future. 
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1.33 "Regulations" shall mean proposed temporary and final regulations promulgated under the 
Code in effect as of the date of filing the Articles and the corresponding sections of any regulations 
subsequently issued that amend or supersede such regulations. 

1.34 "Substitute Member" shall mean a Person who would otherwise be a Transferee but who has 
been admitted to all of the rights of Membership (including Management Rights) as to the portion of a 
Member's Membership Interest being Transferred; provided however, it shall not include an existing 
Member who increases the Member's interest by acquiring an interest in the Company from another 
Person. 

1.35 "Transferee" shall mean the owner of Economic Rights who is not a Member and as such has no 
Management Rights. 

1.36 "Transfer" shall mean, as a noun, any voluntary or involuntary transfer, sale, or other disposition 
and, as a verb, voluntarily or involuntarily to transfer, sell, or otherwise dispose of. 

ARTICLE 2 
ORGANIZATION OF COMPANY 

2.1 Organization. Matthew Ham, as organizer, by causing the limited agent to execute and file the 
Certificate of Formation, has created the Company in accordance with and pursuant to the Act. 
Consistent with the Act and the Articles, the Initial Member hereby provides for the regulation and 
management of the affairs of the Company. 

2.2  Nature of Business. The Company may engage in any lawful business permitted by the Act or the 
laws of any jurisdiction in which the Company may do business. The Company shall have the authority to 
do all things necessary or convenient to accomplish its purpose and operate its business. 

2.3 Defects as to Formalities. A failure to observe any formalities or requirements of this 
Agreement, the Articles or the Act shall not be grounds for imposing personal liability on the Member or 
Manager for liabilities of the Company. 

2.4 No Partnership Intended for Nontax Purposes. The Member has formed the Company under the 
Act, and expressly does not intend hereby to form a partnership under either the Washington Uniform 
Partnership Act or the Washington Uniform Limited Partnership Act with any other third party or to 
form a corporation under the Washington  Business Corporation Act. 

2.5 Rights of Creditors and Third Parties. This Agreement is entered into among the Company and 
the Initial Member for the exclusive benefit of the Company, its Member, and its successors and assigns. 
The Agreement is expressly not intended for the benefit of any creditor of the Company or any other 
Person. Except and only to the extent provided by applicable statute, no such creditor or third party 
shall have any rights under the Agreement or any agreement between the Company and any Member 
with respect to any Contribution or otherwise. 

2.6 Title to Property. All Company Property shall be owned by the Company as an entity and no 
Member shall have any ownership interest in such Property in the Member's individual name or right, 
and each Member's interest in the Company shall be personal property for all purposes. Except as 
otherwise provided in this Agreement, the Company shall hold all Company Property in the name of the 
Company and not in the name or names of any Member or Member. 

2.7 Payments of Individual Obligations. The Company's credit and assets shall be used solely for the 
benefit of the Company, and no asset of the Company shall be transferred or encumbered for or in 
payment of any individual obligation of any Member unless otherwise provided for herein. 
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ARTICLE 3 
Member 

3.1 Authority to Act. No Member shall have the power or authority to bind the Company unless the 
Member is a Manager or the Member has been authorized by the Manager to act as an agent of the 
Company in accordance with this Agreement. However, if the sole Member shall become insolvent, or 
otherwise cease to exist the Member's designated agent may act as the Manager with full power set 
forth herein. 

3.2 Limitation of Liability. Each Member's liability shall be limited as set forth in this Agreement, the 
Act and other applicable law. A Member will not be personally liable, merely as a Member, for any debts 
or losses of the Company beyond the Member's respective Contributions and any obligation of the 
Member under Section 6.1 to make Contributions, except as otherwise provided by law. 

3.3 Indemnification. The Company shall indemnify the Member for all costs, losses, liabilities, and 
damages paid or accrued by such Member, and advance expenses incurred by the Member, in 
connection with the business of the Company, to the fullest extent provided or allowed by the laws of 
Washington except that this provision shall not eliminate or limit a Member's liability for: 

 (a) Any breach of a Member's duty of loyalty to the Company as described in this Agreement; 

 (b) Acts or omissions not in good faith which involve intentional misconduct or a knowing 
violation of law; 

 (c) Any unlawful distribution under the Act; or 

 (d) Any transaction from which the Member derives an improper personal benefit. 

3.4 Member Management Rights. The Member shall be entitled to vote on or consent to any matter 
submitted to a vote or consent of the Member. 

 (a) In addition to any other actions which, by virtue of the Act, the Articles or this Agreement 
require a certain consent of the Member or the Manager, the following actions require the consent of 
the Member: 

  (1) Approving any transaction involving an actual or potential conflict of interest 
between a Member or a Manager and the Company; 

  (2) Admitting an Additional Member; 

  (3) Amending or restating this Agreement; 

  (4) Changing the nature of the business of the Company; 

  (5) Incurring a Company debt other than in the ordinary course of business; or 

  (6) Taking or approving any action or transaction which is reserved to the Member by 
the Act, the Articles or this Agreement without any express statement of the extent the Member͛Ɛ 
action is required. 

  (7) Amending or restating the Articles; 

  (8) Make and alter this Agreement not inconsistent with the Articles or the laws of 
Washington for managing the Company's business and regulating its affairs; 

  (9) Approving any action to sell, lease, exchange, mortgage, pledge or other transfer or 
disposition of all or substantially all of the Company Property, other than in the ordinary course of 
business; 

  (10) Merging the Company with another Entity; or 
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  (11) Dissolving the Company pursuant to Section 12.2(c). 

3.5 Actions of Member. 

 (a)  Special Meetings. Special meetings of the Member, for any purpose or purposes, unless 
otherwise prescribed by statute, may be called by any Manager or by any Member. 

 (b) Place of Meetings. The Member may designate any place, either within or outside of 
Washington, as the location for any meeting of the Member. If no designation is made, or if a special 
meeting be otherwise called, the place of meeting shall be the principal executive office of the Company 
in Washington. 

 (c) Meeting. If the Member shall meet at any time and place, either within or outside of 
Washington, and consent to the holding of a meeting at such time and place, such meeting shall be valid 
without call or notice, and at such meeting lawful action may be taken. 

 (d)  Record Date. For the purpose of determining the Member for any purpose, the date on 
which the Member consents to the meeting shall be the record date for such determination of the 
Company’s Membership. 

 (e) Manner of Acting. Reserved 

 (f) Action by Member Without a Meeting. Action required or permitted to be taken at a 
meeting may be taken without a meeting if the action is evidenced by one or more written consents 
describing the action taken, signed by the Member and are sufficient to have approved the actions or 
resolutions at issue had a duly called meeting been held for inclusion in the minutes or for filing with the 
Company records. Action taken under this Section is effective when the Member has signed the consent, 
unless the consent specifies a different effective date. The record date for determining Member entitled 
to take action without a meeting shall be the date the Member signs a written consent. 

 (g) Waiver of Notice. Reserved 

 (h) Telephonic Meetings. Reserved 

3.6 Books, Records, Reports and Information. Reserved. 

ARTICLE 4 
Manager 

4.1  General. 

 (a) Initial Manager. The Initial Manager of the Company is Wenatchee Hospice Holdings LLC. 

 (b) Qualifications. The Manager must be a Member or the designated agent of the Member. In 
the event of the dissolution of the manager, Matt Ham shall serve as Manager with all the powers stated 
herein. 

 (c) Term. Each Manager shall hold office until the Manager resigns, dies, or is removed or 
replaced. 

 (d) Election. Except as otherwise provided herein, Manager shall be elected by the Member. 

 (e) Resignation. Any Manager may resign at any time by giving written notice to the Member. 
The resignation of any Manager shall take effect upon receipt of notice thereof or at such later time as 
shall be specified in such notice; and, unless otherwise specified therein, the acceptance of such 
resignation shall not be necessary to make it effective. The resignation of a Manager who is also a 
Member shall not affect the Manager's rights as a Member and shall not constitute a withdrawal as a 
Member. 
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4.2 Authority of the Manager. Subject to the limitations and restrictions set forth in the Act, the 
Articles and this Agreement (including, without limitation, those set forth in this Article 4), the Manager 
shall have the sole and exclusive right to manage the business of the Company and shall have all of the 
rights and powers which may be possessed by the Manager under the Act and the Articles including and 
without limitation, the right and power, on behalf and in the name of the Company, to: 

 (a) Institute, prosecute, and complain and defend in all courts; 

 (b) Purchase, take, receive, lease or otherwise acquire, own, hold, improve, use and otherwise 
deal in or with real or personal property or any interest in real or personal property; 

 (c) Sell, convey, mortgage, pledge, create a security interest in, lease, exchange, transfer and 
otherwise dispose of all or any part of the Company Property; 

 (d) Purchase, take, receive, subscribe for or otherwise acquire, own, hold, vote, use, employ, 
sell, mortgage, lend, pledge, otherwise dispose of and otherwise use or deal in or with other interests in 
or obligations of any other Entity; 

 (e) Make contracts or guarantees, incur liabilities, borrow money, issue Company notes or 
other obligations that may be convertible into other securities of the Company, or include the option to 
purchase other securities of the Company, or secure any of the Company's obligations by mortgage or 
pledge of any of the Company Property, franchises or income; 

 (f) Lend money, invest or reinvest Company funds or receive and hold real or personal 
property as security for repayment of funds so loaned, invested or reinvested, including, without 
limitation, the loans to Manager, Member, employees and agents; 

 (g)  Be a promoter, incorporator, general partner, limited partner, member, associate or 
manager of any partnership, joint venture, trust or other Entity; 

 (h) Conduct the Company's business, locate its offices and exercise the powers granted by the 
Act and the Articles within or without Washington. 

 (i) Elect or appoint Manager, employees or agents of the Company, define their duties, fix 
their compensation and lend them money and credit; 

 (j) Pay pensions and establish pension plans, profit sharing plans and other benefit or 
incentive plans for any and all of its current or former Manager, Member, employees and agents; 

 (k) Make donations for the public welfare or for charitable, scientific or educational purposes; 

 (l) Transact any lawful business that will aid governmental policy; 

 (m)   Indemnify a Member or Manager or any other person as and to the extent not inconsistent 
with the provisions of the Act or the Articles; 

 (n) Cease the Company's activities and dissolve. 

 (o) So long as the Company has only a single Member, who is also the Manager, the Manager 
shall have the authority to place a nonmember, nonmanager as an authorized signer of any Company 
bank accounts. 

4.3 Restrictions on Authority of Manager. In addition to any other consent requirements contained 
in the Act, the Articles or this Agreement, each Manager shall not have the authority to, and covenants 
and agrees that it shall not, do any of the following acts without the consent of the Member: 

 (a) Determining the amount and kind of property available for and the timing of distributions; 

 (b) Admitting an Additional Member; 
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 (c) Accepting a Substitute Member; 

 (d) Expelling a Member; or 

 (e) Taking or approving any action or transaction which is reserved to the Manager by the Act, 

the Articles or this Agreement without any express statement of the extent of Manager action required. 

4.4 Duties and Obligations of Manager. In addition to such other duties and obligations as Manager 

may have, the Manager shall be responsible for the following: 

 (a)  The Manager shall cause the Company to conduct its business and operations separate and 

apart from that of any Manager, including, without limitation, 

  (1) segregating Company Property and not allowing Company Property to be 

commingled with the funds or other assets of, held by, or registered in the name of, any Manager or the 

Member; 

  (2) maintaining books and financial records of the Company separate from the books 

and financial records of any Manager, and observing all Company procedures and formalities, including, 

without limitation, maintaining minutes of Company meetings and acting on behalf of the Company only 

pursuant to due authorization of the Member; 

  (3) causing the Company to pay its liabilities from Company Property, and 

  (4) causing the Company to conduct its dealings with third parties in its own name and 

as a separate and independent entity. 

 (b) The Manager shall take all actions which may be necessary or appropriate 

  (1) for the continuation of the Company's valid existence as a limited liability company 

under the laws of Washington and of each other jurisdiction in which such existence is necessary to 

protect the limited liability of the Member or to enable the Company to conduct the business in which it 

is engaged and 

  (2) for the accomplishment of the Company's purposes, including the acquisition, 

development, maintenance, preservation, and operation of Company Property in accordance with the 

provisions of this Agreement and applicable laws and regulations. 

 (c) The Manager shall be under a fiduciary duty to perform the duties of Manager in good 

faith, in a manner they reasonably believe to be in the best interests of the Company and its Member, 

and with such care as an ordinarily prudent person in a like position would use under similar 

circumstances. In discharging these duties, a Manager shall be fully protected in relying in good faith 

upon the records required to be maintained under this Agreement and upon such information, opinions, 

reports or statements by any other Manager, Member, or agent, or by any other person, as to matters 

the Manager reasonably believes are within such other person's professional or expert competence and 

who has been selected with reasonable care by or on behalf of the Company, including information, 

opinions, reports or statements as to the value and amount of the assets, liabilities, profits and losses of 

the Company or any other facts pertinent to the existence and amount of assets from which 

distributions to the Member might properly be paid. 

4.5 Right to Rely on Manager. 

 (a)  Any Person dealing with the Company may rely (without duty of further inquiry) upon a 

certificate signed by any Manager as to: 

  (1) The identity of any Manager or any Member; 
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  (2) The existence or nonexistence of any fact or facts which constitute a condition 
precedent to acts by a Manager or which are in any other manner germane to the affairs of the 
Company; 

  (3)   The Persons who are authorized to execute and deliver any instrument or document 
of the Company; or 

  (4)   Any act or failure to act by the Company or any other matter whatsoever involving 
the Company or any Member. 

 (b) The signature of any Manager shall be necessary and sufficient to convey title to any 
Company Property or to execute any promissory notes, trust deeds, mortgages, or other instruments of 
hypothecation, and the Member agrees that a copy of this Agreement may be shown to the appropriate 
parties in order to confirm the same, and further agree that the signature of any Manager shall be 
sufficient to execute any "statement of company" or other documents necessary to effectuate this or 
any other provision of this Agreement. The Member does hereby appoint the Manager as their 
attorney-in-fact for the execution of any or all of the documents described in this Section 4.5(b). 

4.6  Liability and Indemnity of the Manager. A Manager is not personally liable for any debt, 
obligation or liability of the Company merely by reason of being a Manager and is not liable to the 
Company or its Member for monetary damages for conduct as a Manager. A Manager who performs the 
duties as Manager in accordance with this Agreement shall not have any liability by reason of being or 
having been a Manager. The Company shall indemnify the Manager and make advances for expenses to 
the maximum extent permitted under the Act. However, this provision shall not eliminate or limit a 
Manager's liability for: 

 (a)  Any breach of a Manager's duty of loyalty to the Company or its Member as described in 
this Agreement; 

 (b) Acts or omissions not in good faith which involve intentional misconduct or a knowing 
violation of law; 

 (c) Any unlawful distribution under the Act; or 

 (d) Any transaction from which the Manager derives an improper personal benefit. 

ARTICLE 5 
CONFLICTS OF INTEREST AND CONFIDENTIAL INFORMATION 

5.1 Duty of Loyalty. Each Member and Manager shall be entitled to enter into transactions that may 
be considered to be competitive with, or a business opportunity that may be beneficial to, the Company, 
so long as the same was not a business opportunity for the Company. This is expressly understood that 
some of the Member and Manager may enter into transactions that are similar to the transactions into 
which the Company may enter and the Company and each Member waives the right or claim to 
participate therein. Notwithstanding the foregoing, Member and Manager shall account to the Company 
and hold, as trustee for it, any property, profit, or benefit derived by the Member or Manager, without 
the consent of the Member, in the formation, conduct and winding up of the Company business or from 
a use or appropriation by the Member or Manager of Company Property, including information 
developed exclusively for the Company and opportunities expressly offered to the Company. 

5.2 Other Self Interest. A Member or Manager does not violate a duty or obligation to the Company 
merely because the conduct furthers the interest of the Member or Manager, so long as there is no use 
of any Company trade secrets and the Company suffers no harm. A Member or Manager may lend 
money to and transact other business with the Company. The rights and obligations of a Member or 
Manager who lends money to or transacts business with the Company are the same as those of a person 
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who is not a Member or Manager, subject to other applicable law. No transaction with the Company 

shall be voidable solely because a Member or Manager has a direct or indirect interest in the transaction 

if the transaction is approved or ratified as provided for herein. 

5.3 Confidential Information. The Member and Manager recognize and acknowledge that each will, 

at times, have access to, be provided with and, in some cases, will prepare and create Confidential 

Information and trade secrets as that term is used in the Revised Code of Washington. A Member or 

Manager shall not, either while a Member or Manager, or subsequent to Cessation, use or disclose any 

Confidential Information or trade secrets, either personally or for the use of others, other than in 

connection with the Member's or Manager’s activities on behalf of the Company. Nor shall a Member or 

Manager disclose any Confidential Information or trade secrets to any Person who is not a Member, not 

employed by the Company or not authorized by the Company to receive such Confidential Information 

or trade secrets, without the prior written consent of the Company. Each Member or Manager shall use 

reasonable and prudent care to safeguard and protect and prevent the unauthorized use and disclosure 

of Confidential Information and trade secrets. The obligations contained in this Section shall survive for 

as long as the Company in its sole judgment considers subject information to be Confidential 

Information. 

ARTICLE 6 
CAPITAL CONTRIBUTIONS 

6.1 Initial Contributions. The Member shall contribute the consideration described for that Member 

on Exhibit A at the time and on the terms specified on Exhibit A. The value of the Contributions, other 

than cash, shall be as set forth on Exhibit A. No interest shall accrue on any Contribution and no 

Member shall have the right to withdraw or be repaid any Contribution except as provided in this 

Agreement. Any Additional Member shall make the Contribution described in the Member's Admission 

Agreement. The value of the Additional Member's Contribution and the time for making such 

contribution shall be set forth in the Admission Agreement. 

6.2 Additional Contributions. If the Member determines that capital in addition to the Initial 

Contribution is necessary to enable the Company to conduct business then the Member is entitled to 

contribute additional capital in any amount as a contribution or loan as appropriate in the Member’s 
business judgment. 

6.3  Enforcement of Commitments. Reserved. 

6.4 Loans. Any Member may make loans to the Company to cover the Company’s cash 
requirements. Any such loans will bear interest at a reasonable rate to be set by the Manager. 

6.5  Maintenance of Capital Accounts. An individual Capital Account shall be maintained with respect 

to each Membership Interest. Each Capital Account shall be (i) credited with all Contributions made on 

account of such Membership Interest and the Membership lnterest's distributive share of all profits 

(including any income exempt from federal income tax); and (ii) charged with the amount of all 

distributions made on account of such Membership Interest and the Membership Interest's distributive 

share of losses. Capital Accounts shall be maintained in accordance with federal income tax accounting 

principles as set forth in Regulations Section 1.704-1(b)(2)(iv) or any successor provision. 

ARTICLE 7 
ALLOCATIONS 

 Profits and Losses. All items of income, gain, profits, deductions, and losses shall be allocated 

100% to the sole Member. In the event that the Company shall change its tax election to qualify as a 

Subchapter S corporation under Treasury regulations, then the allocations of profit and loss must follow 

Member ownership. 
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ARTICLE 8 
DISTRIBUTIONS 

8.1 General. Notwithstanding anything contained in this Agreement or the Articles to the contrary, 

no distribution shall be made in violation of RCW 25.15.236. If any such wrongful distribution is made, 

the provisions of RCW 25.15.236 shall determine each Person's liability and the remedy, if any, therefor. 

8.2  Distributions. Except as otherwise provided in this Agreement, the amount, if any, to be 

distributed shall be determined by the Manager. 

8.3 Division Among Member and Manager. Unless expressly required otherwise, all distributions to 

the Member or to Transferees shall be in proportion to their share of profits under Article 7. 

8.4  Liquidating Distributions. In the event the Company is dissolved and the business and affairs are 

wound up, distributions shall be made pursuant to Section 12.4. 

8.5 Amounts Withheld. All amounts withheld, pursuant to the Code or any provision of any state or 

local tax law with respect to any payment, distribution or allocation to the Member, shall be treated as 

amounts distributed to the Member pursuant to this Article 8 for all purposes under this Agreement. 

The Manager are authorized to withhold from distributions, or with respect to allocations, and to pay 

over to any federal, state or local government any amounts required to be so withheld pursuant to the 

Code or any provisions of any other federal, state or local law and shall allocate any such amounts to the 

Member with respect to which such amounts were withheld. 

ARTICLE 9 
ADDITIONAL MEMBER 

9.1 Admission. Persons may be added as an Additional Member upon terms and conditions 

approved by the Member. Upon admission of a second member, this Agreement shall be revised to 

address the relative rights and obligations of the Members and the change of status for income tax 

purposes. Any additional member must agree to be bound by the terms of any amended operating 

agreement before this Agreement shall be superseded and without effect. 

9.2 Accounting. No Additional Member shall be entitled to any retroactive allocation of losses, 

income or expense deductions incurred by the Company. The Manager may at the time an Additional 

Member is admitted, close the Company books (as though the Company's Fiscal Year had ended) or 

make pro rata allocations of loss, income and expense deductions to an Additional Member for that 

portion of the Company's Fiscal Year in which such Member was admitted in accordance with the 

provisions of Code Section 706(d) and the Regulations promulgated thereunder. 

ARTICLE 10 
TRANSFERS OF INTERESTS 

10.1 Restriction on Transfers. Except as otherwise permitted by this Agreement, and only if the 

Company consists of more than one member, no Member or Transferee shall Transfer all or any portion 

of such Person's interests in the Company. In the event that any Member or Transferee pledges or 

otherwise encumbers any of such Person's interests in the Company as security for the payment of a 

debt, any such pledge or hypothecation shall not constitute a Transfer but shall only be made 

 (a)  pursuant to a pledge or hypothecation agreement that requires the pledgee or secured 

party to be bound by all of the terms and conditions of this Article 10 and 

 (b) upon the consent of the Member. A Transfer of an ownership interest in a Member or 

Transferee that is an Entity shall not constitute a Transfer of such Entity's interests in the Company. 
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10.2 Permitted Transfers. Subject to the conditions and restrictions set forth in Sections 10.3 and 

10.6 hereof, and so long as the Company has only one Member, a Member or Transferee may at any 

time Transfer all or any portion of such Person's interests in the Company to 

 (a) any other Member; 

 (b) any member of the transferee's Family; 

 (c)   the transferee's executor, administrator, trustee, or personal representative to whom such 

interests are Transferred at death or involuntarily by operation of law; or 

 (d) Insolvency of the Single Member. 

10.3  Conditions to Permitted Transfers. A transfer shall not be treated as a Permitted Transfer under 

Section 10.2 hereof unless and until the following conditions are satisfied: 

 (a) Except in the case of a Transfer of a Person's interests in the Company at death or 

involuntarily by operation of law, the transferor and Transferee shall execute and deliver to the 

Company such documents and instruments of conveyance as may be necessary or appropriate in the 

opinion of counsel to the Company to effect such Transfer and to confirm the agreement of the 

Transferee to be bound by the provisions of this Article 10. In the case of a Transfer of a Person's 

interests in the Company at death or involuntarily by operation of law, the Transfer shall be confirmed 

by presentation to the Company of legal evidence of such Transfer, in form and substance satisfactory to 

counsel to the Company. In all cases, the Company shall be reimbursed by the transferor and/or 

Transferee for all costs and expenses that it reasonably incurs in connection with such Transfer. 

 (b) Except in the case of a Transfer at death or involuntarily by operation of law, the transferor 

shall furnish to the Company an opinion of counsel, which counsel and opinion shall be satisfactory to 

the Company, that the Transfer will not cause the Company to terminate for federal income tax 

purposes or under the Act and that such Transfer will not cause the application of the rules of Code 

Sections 174(g)(1)(B) and 174(h) (generally referred to as the "tax exempt entity leasing rules") or similar 

rules to apply to the Company, Company Property, or the Manager and Member. 

 (c) The transferor and Transferee shall furnish the Company with the Transferee's taxpayer 

identification number, sufficient information to determine the Transferee's initial tax basis in the 

Person's interests in the Company Transferred, and any other information reasonably necessary to 

permit the Company to file all required federal and state tax returns and other legally required 

information statements or returns. Without limiting the generality of the foregoing, the Company shall 

not be required to make any distribution otherwise provided for in this Agreement with respect to any 

Transfer until it has received such information. 

 (d) Except in the case of a Transfer of a Person's interests in the Company at death or 

involuntarily by operation of law, either 

  (1) such a Person's interests in the Company shall be registered under the Securities Act 

of 1933, as amended, and any applicable state securities laws, or 

  (2) the transferor shall provide an opinion of counsel, which opinion and counsel shall be 

satisfactory to the Company, to the effect that such Transfer is exempt from all applicable registration 

requirements and that such Transfer will not violate any applicable laws regulating the Transfer of 

securities. 

 (e) Except in the case of a Transfer of a Person's interests in the Company at death or 

involuntarily by operation of law, the transferor shall provide an opinion of counsel, which opinion and 

counsel shall be reasonably satisfactory to the other Member, to the effect that such Transfer will not 
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cause the Company to be deemed to be an "investment company" under the Investment Company Act 

of 1940. 

10.4 Prohibited Transfers. Any purported Transfer of a Person's interests in the Company that is not a 

Permitted Transfer shall be null and void and of no force or effect whatsoever; provided that, if the 

Company is required to recognize a Transfer that is not a Permitted Transfer (or if the Company, in its 

sole discretion, elects to recognize a Transfer that is not a Permitted Transfer), the interest transferred 

shall be strictly limited to the transferor's Economic Rights with respect to the transferred interests, with 

distributions first applied (without limiting any other legal or equitable rights of the Company) to satisfy 

any debts, obligations, or liabilities for damages that the transferor or Transferee may have to the 

Company. 

In the case of a Transfer or attempted Transfer of a Person's interests in the Company that is not a 

Permitted Transfer, the parties engaging or attempting to engage in such Transfer shall be liable to 

indemnify and hold harmless the Company from all costs, liability, and damage that any of such 

indemnified Persons may incur (including, without limitation, incremental tax liability and lawyers' fees 

and expenses) as a result of such Transfer or attempted Transfer and efforts to enforce the indemnity 

granted hereby. 

10.5 Rights and Obligations Arising out of Transfers. 

 (a) A Transfer (including a Permitted Transfer) of a Person's interest in the Company to a 

Person who is not a Member does not itself dissolve the Company or entitle the Transferee to become a 

Member or exercise any Management Rights. A Person who is not a Member who acquires a Person's 

interests in the Company but who is not admitted as a Substitute Member pursuant to Section 10.6 

hereof shall be entitled only to the Economic Rights with respect to such interests, and shall have no 

right to any information or accounting of the affairs of the Company, and shall not be entitled to inspect 

the books or records of the Company. 

 (b) A Transfer (including a Permitted Transfer) of a Member's interest in the Company to a 

Person who is not a Member shall not cause the Member to cease to be a Member in connection with 

the assigned interest or cease to have the power to exercise the Management Rights associated with the 

assigned interest unless and until the Transferee or the Transferee's successor or assign becomes a 

Substitute Member, and Transferee has no liability as a Member solely as a result of the assignment. A 

Person who assigns an interest in the Company is not released from any liability to the Company solely 

as a result of the assignment of such Economic Rights. 

 (c) An assignment of an interest in the Company by a Member (the "Assigning Member') to 

any other Member (the "Acquiring Member') shall cause the Acquiring Member's Membership Interest 

to increase to the extent of such assigned interest (including both Economic Rights and Management 

Rights) and the Assigning Member's Membership Interest to decrease to the extent of the such assigned 

interest. If a Member acquires an interest in the Company from a Transferee, the Member shall acquire 

both the Economic Rights with respect to such interest and the Management Rights with respect to such 

interest, and the Management Rights of the Member from whom the Transferee's interest was obtained 

shall decrease accordingly. If all of an Assigning Member's interests in the Company are assigned to one 

or more Acquiring Member, such assignment shall constitute a Cessation of the Assigning Member 

subject to Article 11 hereof and a Dissolution Event subject to Article 12 hereof. The Assigning Member 

shall not be released from liabilities to the Company, including without limitation Contribution 

obligations, but notwithstanding this the Acquiring Member shall be liable for any obligation to make 

Contributions with respect to the interest in the Company that the Acquiring Member so acquires. 
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 (d) In the event a court of competent jurisdiction charges a Membership Interest with the 
payment of an unsatisfied amount of a judgment with interest, to the extent so charged the judgment 
creditor shall be treated as an Transferee. 

10.6 Acceptance of Transferee as Substitute Member. 

 (a) Subject to the other provisions of this Article 10, a Transferee may be admitted to the 
Company as a Substitute Member, with all of the Management Rights of a Member, to the extent 
Transferred, only upon satisfaction of all of the conditions set forth below in this Section 10.6. 

  (1) The Manager's consent to such admission which consent may be given or withheld in 
the sole and absolute discretion of the Manager. 

  (2) The Transferee shall become a party to this Agreement as a Member by executing 
such documents and instruments as the Manager may reasonably request as may be necessary or 
appropriate to confirm such Transferee as a Member in the Company and such Transferee's agreement 
to be bound by the terms and conditions hereof. 

  (3) The Transferee shall pay or reimburse the Company for all reasonable legal, filing, 
and publication costs that the Company incurs in connection with the admission of the Transferee as a 
Member with respect to the Transferred interests. 

  (4) The Transferee shall provide the Company with evidence satisfactory to counsel for 
the Company that such Transferee has made each of the representations and undertaken each of the 
warranties contained in the documents and instruments referred to in Section 10.6(a)(2) above. 

  (5) If the Transferee is not an individual of legal majority, the Transferee shall provide 
the Company with evidence satisfactory to counsel for the Company of the authority of the Transferee 
to become a Member and to be bound by the terms and conditions of this Agreement. 

 (b) A Transferee who becomes a Substitute Member has, to the extent of the interests 
assigned, the rights and powers and is subject to the restrictions and liabilities of a Member under the 
Act, the Articles and this Agreement, and, to the extent of the interests assigned, is also liable for any 
obligations of the transferor to make Contributions, but is not obligated for liabilities reasonably 
unknown to the Transferee at the time the Transferee becomes a Member. 

 (c)  Neither the Member nor any subsequent transferor is released from any liability to the 
Company by virtue of such Transfer or admission, even if the Transferee becomes a Substitute Member 
and even if the Member whose Membership Interest is being transferred ceases to be a Member by 
virtue of such act, but the Member ceases to be a Member when one or more Transferees become 
Substitute Member with respect to the Member's entire Membership Interest. 

10.7 Distributions and Allocations re Transfers. If any Person's interest in the Company is Transferred 
during any Fiscal Year in compliance with the provisions of this Article 10, profits, losses, each item 
thereof, and all other items attributable to such interest for such Fiscal Year shall be divided and 
allocated between the transferor and the Transferee by taking into account their varying interests 
during such Fiscal Year in accordance with Code Section 706(d), using any conventions permitted by law 
and selected by the Manager. All distributions on or before the date of such Transfer shall be made to 
the transferor, and all distributions thereafter shall be made to the Transferee. Solely for purposes of 
making such allocations and distributions, the Company shall recognize such Transfer not later than the 
end of the calendar month during which it is given notice of such Transfer, provided that, if the 
Company is given notice of a Transfer at least ten Business Days prior to the Transfer the Company shall 
recognize such Transfer as the date of such Transfer, and provided further that, if the Company does not 
receive a notice stating the date such interest was Transferred and such other information as the 
Manager may reasonably require within 30 days after the end of the Fiscal Year during which the 
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Transfer occurs, then all such items shall be allocated, and all distributions shall be made, to the Person 
who, according to the books and records of the Company, was the owner of the interest on the last day 
of the Fiscal Year during which the Transfer occurs. Neither the Company nor any Manager shall incur 
any liability for making allocations and distributions in accordance with the provisions of this Section 
10.7, whether or not any Manager or the Company has knowledge of any Transfer of ownership of any 
interest. 

10.8 Assignment to Creditors. Should the Member have a creditor with a judgment that issues 
assignment of the membership interest to the creditor, the creditor will only obtain an assignment of 
the membership interest. The creditor will not receive actual Membership in the LLC. The creditor does 
not have any membership rights or possess the ability to be involved in the management of the LLC. 
Equally, the creditor does not have the right to dissolve the LLC. The creditor is only granted rights to the 
distributions of the Member's interests, not the rights of membership. The creditor must release the 
Member's interests back to member upon payment of the judgment in accordance with the appropriate 
Court. 

ARTICLE 11 
CESSATION OF A MEMBER 

This Article is Reserved. 

ARTICLE 12 
DISSOLUTION AND WINDING UP 

12.1 Covenant Not to Cause Dissolution. Except as otherwise permitted by this Agreement, each of 
the Member and the Manager hereby covenant and agree not to take any voluntary action that would 
cause the Company to dissolve and notwithstanding any provision of the Act, the Company shall not 
dissolve prior to the occurrence of a Dissolution Event. 

12.2  Dissolution Events. The Company shall dissolve and commence winding up and liquidating upon 
the first to occur of any of the following Dissolution Events: 

 (a) The expiration of the term specified in the Articles of Organization; 

 (b) The sale of all or substantially all of the Property; 

 (c) The vote of the Member to dissolve, wind up, and liquidate the Company; 

 (d) The happening of any other event that makes it unlawful, impossible, or impractical to 
carry on the business of the Company; or 

 (e) The withdrawal of a Manager as a Member or any other event that causes a Manager, who 
is a Member, to cease to be a Member; provided that any such Cessation event shall not constitute a 
Dissolution Event if the Company is continued pursuant to Section 12.3. Any event which causes a 
Member to cease to be a Member, other than the Bankruptcy of the Member or the admission of a 
Substitute Member with respect to such Member, shall constitute a Dissolution Event unless the 
Company is continued pursuant to Section 12.3. 

Notwithstanding anything in RCW 25.15.265 to the contrary and except for the events which may cause 
judicial and administrative dissolution under ORS 25.15.265(5) and (6), the foregoing events are the 
exclusive events which may cause the Company to dissolve. 

12.3 Continuation. Upon the occurrence of any Cessation Event, the Company shall not be dissolved 
or required to be wound up if, within 120 days after such event, the Member agrees to continue the 
business of the Company. Upon any such election to continue the business, the Member shall be bound 
thereby and shall be deemed to have consented thereto. Unless such an election is made within the 
120-day period, the Company shall wind up its affairs in accordance with Section 12.4 hereof. If such an 
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election is made within the 120 day period, the Company shall continue until the occurrence of another 
Dissolution Event as provided in Section 12.2; provided that the right to continue the business of the 
Company shall not exist and may not be exercised unless the Company has received an opinion of 
counsel, in a form and content satisfactory to the Company, that the Company would not cease to be 
treated as a partnership for federal income tax purposes upon the exercise of such right to continue. 

12.4 Winding Up. Upon the occurrence of a Dissolution Event and unless the election to continue the 
business of the Company is made pursuant to Section 12.3, the Company shall continue solely for the 
purposes of winding up its affairs in an orderly manner, liquidating its assets, and satisfying the claims of 
its creditors and Member, and the Member shall not take any action that is inconsistent with, or not 
necessary to or appropriate for, the winding up of the Company's business and affairs. To the extent not 
inconsistent with the foregoing, all obligations in this Agreement shall continue in full force and effect 
until such time as the Company Property has been distributed pursuant to this Section 12.4. The 
Manager shall be responsible for overseeing the winding up and dissolution of the Company, shall take 
full account of the Company's liabilities and Property, shall cause the Company Property to be liquidated 
as promptly as is consistent with obtaining the fair value thereof, and shall cause the proceeds 
therefrom, to the extent sufficient therefor, to be applied and distributed in the following order: 

 (a) First, to the payment and discharge of all of the Company's debts and liabilities to creditors 
other than Member; 

 (b) Second, to the payment and discharge of all of the Company's debts and liabilities to 
Member; 

 (c) Third, the balance, if any, to the Member in accordance with their share of the profits, after 
giving effect to all distributions and allocations for all periods. 

12.5 Rights of Member. Except as otherwise provided in this Agreement, 

 (a) each Member shall look solely to the assets of the Company for the return of Contributions 
and shall have no right or power to demand or receive property other than cash from the Company, and 

 (b) no Member shall have priority over any other Member as to the return of Contributions, 
distributions, or allocations. 

12.6 Notice of Dissolution. In the event a Dissolution Event occurs or an event occurs that would, but 
for provisions of Section 12.3, result in a dissolution of the Company, the Manager shall, within 30 days 
thereafter, provide written notice thereof to each of the Member and to all other parties with whom the 
Company regularly conducts business (as determined in the discretion of the Manager) and shall publish 
notice thereof in a newspaper of general circulation in each place in which the Company regularly 
conducts business (as determined in the discretion of the Manager). 

ARTICLE 13 
TAXES 

13.1 Elections. The Manager may make any tax elections for the Company allowed under the Code or 
the tax laws of any state or other jurisdiction having taxing jurisdiction over the Company, including but 
without limitation, elections 

 (a) to adjust the basis of Company Property pursuant to Code Sections 754, 734(b), and 743(b), 
or comparable provisions of state or local law, in connection with transfers of interests in the Company 
and Company distributions if the Company has elected to be taxed as a partnership; 

 (b) with the consent of the Member, to extend the statute of limitations for assessment of tax 
deficiencies against Member with respect to adjustments to the Company's federal, state, or local tax 
returns; and 
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 (c) to the extent provided to cause the Company to opt-out of the Centralized Audit Regime 
(“CAR”) as described in Code Sections 6221 through 6241 by timely filing Form 1065 (or its equivalent) 
as amended and Schedule B-2 (Form 1065) (or its equivalent) as amended; and 

 (d)   to be treated as an association taxable as a corporation for federal and state income tax 
purposes in accordance with Regulations Sections 301.7701-3 and the Members shall cooperate in the 
election to treat the Company as an S Corporation by filing an S Election on behalf of the Company 
pursuant to Code section 1362(a), which election shall be effective as of the date the election to be 
treated as an association taxable as a corporation is made 

13.2 Taxes of Taxing Jurisdictions. To the extent that the laws of any taxing jurisdiction require, each 
Member requested to do so by the Manager will submit an agreement indicating that the Member will 
make timely income tax payments to the taxing jurisdiction and that the Member accepts personal 
jurisdiction of the taxing jurisdiction with regard to the collection of income taxes attributable to the 
Member's income, and interest and penalties assessed on such income. If the Member fails to provide 
such agreement, the Company may withhold and pay over to such taxing jurisdiction the amount of tax, 
penalty and interest determined under the laws of the taxing jurisdiction with respect to such income. 
Any such payments with respect to the income of a Member shall be treated as a distribution for 
purposes of Article 8. The Manager may, where permitted by the rules of any taxing jurisdiction, file a 
composite, combined or aggregate tax return reflecting the income of the Company and pay the tax, 
interest and penalties of some or all of the Member on such income to the taxing jurisdiction, in which 
case the Company shall inform the Member of the amount of such tax interest and penalties so paid. 

ARTICLE 14 
BOOKS, RECORDS AND ACCOUNTINGS 

14.1  Books and Records. At the expense of the Company, the Manager shall maintain records and 
accounts of all operations and expenditures of the Company. At a minimum the Company shall keep at 
its principal place of business the following records: 

 (a)  A current list of the full name and last known business, residence, or mailing address of 
each Member and Manager, both past and present; 

 (b)  A copy of the Articles and all amendments thereto, together with executed copies of any 
powers of attorney pursuant to which any amendment has been executed; 

 (c) Copies of the Company's federal, state, and local income tax returns and reports, if any, for 
the three most recent years; 

 (d) Copies of the Company's currently effective written operating agreement and all 
amendments thereto, copies of any writings permitted or required under the Act and copies of any 
financial statements of the Company for the three most recent years; 

 (e)  Minutes of every meeting of the Member or Manager and any written consents obtained 
from Member or Manager for actions taken without a meeting; and 

 (f)  A statement prepared and certified as accurate by a Manager which describes the amount 
of cash and a description and statement of the agreed value of other Property or consideration 
contributed by each Member and which each Member has agreed to contribute in the future, the times 
at which or events on the occurrence of which any Additional Contributions agreed to be made by each 
Member is to be made, and if agreed upon, the time at which or the events on the occurrence of which 
the Company is dissolved and its affairs wound up. 

14.2 Reports. The Manager shall provide reports at least annually to the Member at such time and in 
such manner as the Manager may determine reasonable. In addition, if the Company indemnifies or 
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advances expenses to a Manager in connection with a proceeding by or in the right of the Company, the 

Company shall report the indemnification or advance in writing to the Member. 

ARTICLE 15 
AMENDMENT 

 Generally. This Agreement may be amended, restated or modified from time to time only by a 

written instrument adopted by the Member. No Member or Manager shall have any vested rights in this 

Agreement which may not be modified through an amendment to this Agreement. 

ARTICLE 16 
MISCELLANEOUS 

16.1  Application of Washington Law. This Agreement, and the application of interpretation hereof, 

shall be governed exclusively by its terms and by the laws of Washington, and specifically the Act. 

16.2 Construction. Whenever the singular number is used in this Agreement and when required by 

the context, the same shall include the plural and vice versa, and the masculine gender shall include the 

feminine and neuter genders and vice versa. 

16.3  Counterparts. This Agreement may be executed in counterparts, each of which shall be deemed 

an original but all of which shall constitute one and the same instrument. 

16.4  Execution of Additional Instruments. Each Member hereby agrees to execute such other and 

further statements of interest and holdings, designations, powers of attorney and other instruments 

necessary to comply with any laws, rules or regulations. 

16.5 Headings. The headings in this Agreement are inserted for convenience only and are in no way 

intended to describe, interpret, define, or limit the scope, extent or intent of this Agreement or any 

provision hereof. 

16.6 Heirs, Successors and Assigns. Each and all of the covenants, terms, provisions and agreements 

herein contained shall be binding upon and inure to the benefit of the parties hereto and, to the extent 

permitted by this Agreement, their respective heirs, legal representatives, successors and assigns. If this 

is a Single Member LLC and the Single Member becomes incapacitated or deceased, the spouse or 

domestic partner of the Single Member shall have full power and authority to act for the Company as if 

he or she were the Member. 

16.7 Notices. Any notice, demand, or communication required or permitted to be given by any 

provision of this Agreement shall be deemed to have been sufficiently given or served for all purposes if 

delivered personally to the party or to an executive officer of the party to whom the same is directed or, 

if sent by registered or certified mail, postage and charges prepaid, addressed to the Member's and/or 

Company's address, as appropriate, which is set forth in this Agreement. Except as otherwise provided 

herein, any such notice shall be deemed to be given three Business Days after the date on which the 

same was deposited in a regularly maintained receptacle for the deposit of United States mail, 

addressed and sent as aforesaid. 

16.8 Rights and Remedies Cumulative. The rights and remedies provided by this Agreement are 

cumulative and the use of any one right or remedy by any party shall not preclude or waive the right to 

use any or all other remedies. Said rights and remedies are given in addition to any other rights the 

parties may have by law, statute, ordinance or otherwise. 

16.9 Severability. If any provision of this Agreement or the application thereof to any person or 

circumstance shall be invalid, illegal or unenforceable to any extent, the remainder of this Agreement 

and the application thereof shall not be affected and shall be enforceable to the fullest extent permitted 

by law. 

���������������������������
����������
��
	�������	������



Page 130 of 207 
DOH 260-035  September 2021 

 
 
 

 

18 - OPERATING AGREEMENT  |  WENATCHEE HOSPICE LLC  

16.10 Waivers. The failure of any party to seek redress for violation of or to insist upon the strict 
performance of any covenant or condition of this Agreement shall not prevent a subsequent act, which 
would have originally constituted a violation, from having the effect of an original violation. 

16.11 Attorney Fees. In the event legal action is instituted to enforce or determine the parties' rights 
in connection with the Company or duties arising out of the terms of this Agreement or the parties' 
relationship or a suit or action permitted herein is brought, the prevailing party shall recover from the 
losing party reasonable attorney fees incurred in such proceeding. The determination of who is the 
prevailing party and the amount of reasonable attorney fees to be paid to the prevailing party shall be 
decided by the court or courts, including any appellate court, in which such matter is tried, heard, or 
decided. 

16.12 Entire Agreement. This Agreement and any other document to be furnished pursuant to the 
provisions hereof embody the entire agreement and understanding of the parties hereto as to the 
subject matter contained herein. There are no restrictions, promises, representations, warranties, 
covenants, or undertakings other than those expressly set forth or referred to in such documents. This 
Agreement and such documents supersede all prior agreements and understandings among the parties 
with respect to the subject matter hereof. 

NOTICE: EACH MEMBER HEREBY CERTIFIES THAT HE OR SHE HAS RECEIVED A COPY OF THIS OPERATING AGREEMENT AND 

FORMATION DOCUMENT OF WENATCHEE HOSPICE LLC, AN WASHINGTON LIMITED LIABILITY COMPANY. EACH MEMBER 

REALIZES THAT AN INVESTMENT IN THIS COMPANY IS SPECULATIVE AND INVOLVES SUBSTANTIAL RISK. EACH MEMBER IS 

AWARE AND CONSENTS TO THE FACT THAT THE INTERESTS IN THE COMPANY HAVE NOT BEEN REGISTERED UNDER THE 

SECURITIES ACT OF 1933 OR ANY SECURITIES ACT OF THE STATE OF WASHINGTON. EACH MEMBER AGREES TO BE BOUND BY 

ALL OF THE TERMS AND CONDITIONS OF THIS AGREEMENT AND THE FORMATION CERTIFICATE OR ARTICLES. 

 
Dated: _______________________________ 
 
COMPANY MEMBER 
WENATCHEE HOSPICE LLC WENATCHEE HOSPICE HOLDINGS LLC 
 
 
___________________________________ ______________________________________ 
By: Wenatchee Hospice Holdings LLC  By: Matthew Ham 
Its: Manager  Its: Chief Operating Officer 
By:  Matthew Ham, Chief Operating Officer 
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 EXHIBIT A 
 MEMBER CONTRIBUTION 
  
 

NAME AND ADDRESS CONTRIBUTION MEMBERSHIP INTEREST 

Wenatchee Hospice Holdings LLC 
285 Technology Center Way, Ste 108 
Wenatchee, WA 98801-8120 

$1000 100% 

   
 

���������������������������
����������
��
	�������	������



Page 132 of 207 
DOH 260-035  September 2021 

 
 
 

 
 
 

Wenatchee Hospice LLC dba Advanced Hospice Northwest of Wenatchee 
 

Certificate of Need Application 
 
 
 
 
 
 
 

APPENDIX 14 
 
 

Medical Director Agreement 
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PROFESSIONAL SERVICES AGREEMENT MEDICAL DIRECTOR 
 
This Agreement is made this                day of                       , _____, (effective as of the date 
Advanced Hospice Northwest of Wenatchee is licensed as a state certified hospice agency), by 
and between Advanced Hospice Northwest of Wenatchee (“ORGANIZATION”) and Jonathan 
Kim, a physician (“MEDICAL DIRECTOR”). 
 
1. PURPOSE 

Advanced Hospice Northwest of Wenatchee desires to engage a qualified physician to act 
as Medical Director for their hospice care program.  MEDICAL DIRECTOR is a physician 
qualified by virtue of training and experience in the practice of medicine or osteopathy, is 
licensed as a doctor of medicine or osteopathy in the State of Washington, meets the 
requirements for membership on the medical staff of Advanced Hospice Northwest of 
Wenatchee and is Board Certified in a related specialty. 

 
2. OBLIGATIONS OF MEDICAL DIRECTOR 
2.1 Status and Membership.  MEDICAL DIRECTOR will remain in full compliance with all of the 

following conditions continuously during the entire term of this Agreement.  Failure of 
MEDICAL DIRECTOR to satisfy any or all of the following conditions will constitute grounds 
for automatic termination of this Agreement as set forth in Section 5. 

 
(a) MEDICAL DIRECTOR will be licensed as a doctor of medicine or osteopathy in the 

State of Washington without restriction or subject to any disciplinary or corrective 
action and is Board Certified in a related specialty; and 

 
(b) MEDICAL DIRECTOR will abide by the policies and procedures of Advanced Hospice 

Northwest of Wenatchee; and in direct compliance with all state, federal, local and 
ACHC rules, regulations, and standards. 

 
2.2 Duties and Responsibilities of MEDICAL DIRECTOR. 
 

(a) MEDICAL DIRECTOR is responsible for the submission to Advanced Hospice 
Northwest of Wenatchee of documentation of services provided as appropriate. 

 
(b) MEDICAL DIRECTOR will be a participating member of the hospice interdisciplinary 

group of the ORGANIZATION and participate in the annual evaluation. 
 

(c) MEDICAL DIRECTOR will advise and/or assist in the resolution of concerns/conflicts 
involving physicians utilizing the services of Advanced Hospice Northwest of 
Wenatchee. 

 
(d) MEDICAL DIRECTOR (hospice physician) will perform face-to-face encounters as 

necessary. 
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(e) MEDICAL DIRECTOR will review and sign initial hospice certifications of terminal 
illness, and recertifications as indicated. 

 
(f) MEDICAL DIRECTOR agrees to perform the duties set forth in Exhibit A.   
 

2.3 Responsibilities of Advanced Hospice Northwest of Wenatchee.  To provide skilled services 
to patients admitted by Advanced Hospice Northwest of Wenatchee according to its 
policies on acceptance of patients for service, state rules and regulations, local laws, 
Federal Conditions of Participation and ACHC standards. 

 
The Administrator/Executive Director of hospice will provide MEDICAL DIRECTOR with an 
orientation to the hospice program.  Additional informational materials will be provided, as 
needed, throughout the term of the agreement.  Verbal reports on the status of the 
ORGANIZATION will be provided at least quarterly at the Professional Advisory Committee 
meetings.  The Administrator/Executive Director of hospice will be accessible to the 
MEDICAL DIRECTOR and will facilitate coordination and continuity of services to patients. 

 
Advanced Hospice Northwest of Wenatchee retains all responsibility and authority for the 
patient admission process; patient assessment; the development, review and revision of 
the plan of care; the coordination, supervision and evaluation of the patient care provided; 
the scheduling of visits or hours; and discharge planning. 
 
Advanced Hospice Northwest of Wenatchee will ensure the quality and utilization of 
services in accordance with its quality management program.  The Administrator/Executive 
Director of hospice is responsible for the monitoring and control of services provided. 
 
Advanced Hospice Northwest of Wenatchee will provide MEDICAL DIRECTOR with any 
changes to these rules, regulations and standards and allow MEDICAL DIRECTOR at least 
30 days to meet these changes. 

 
2.4 Compliance with Standards.  MEDICAL DIRECTOR will perform all services and duties 

under this Agreement in strict accordance with all laws, rules, regulations, ordinances, and 
judicial and administrative interpretations thereof, of the United States, the State of 
Washington, the County of Chelan, the City of Wenatchee, and all political subdivisions, 
agencies, and instrumentality’s of any of them, as well as with the bylaws, rules, 
regulations, guidelines, policies, and procedures of Advanced Hospice Northwest of 
Wenatchee, as all of the foregoing may from time to time be in effect.  Particularly, and not 
by way of limitation, MEDICAL DIRECTOR will comply with the Washington State Medical 
Practice Act or Osteopathic Practice Act and all rules and regulations of the Washington 
State Board of Medical Examiners or State Board of Osteopathic Physicians and will do 
everything necessary to maintain in effect his license as a doctor of medicine or osteopathy 
within the State of Washington.  

 
2.5 Insurance.  The MEDICAL DIRECTOR will at all times throughout the term of this 

Agreement maintain professional liability insurance in an amount no less than $1,000,000 
per occurrence and $3,000,000 in the aggregate.  
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The MEDICAL DIRECTOR will deliver to Advanced Hospice Northwest of Wenatchee at 
least annually in advance a certificate of insurance evidencing the required coverage, both 
during the term of this Agreement and thereafter. 
 
Organization shall obtain and maintain in full force and effect, its own general and 
professional liability insurance in amounts not less than $1,000,000 per occurrence and 
$3,000,000, in the aggregate, either through a commercial carrier or through an adequate 
self-insurance program, covering its operations of the Organization.  Organization 
represents and warrants that such insurance is in effect on the date of execution of this 
Agreement and shall remain in effect during the term of this agreement.   

 
2.6 Time.  MEDICAL DIRECTOR will devote such time and attention as is necessary to fulfill 

his or her duties and responsibilities.  MEDICAL DIRECTOR will be available from 8:00 – 
4:30, Monday – Friday, for on-call consultation, assistance and decisions regarding patient 
care.  MEDICAL DIRECTOR will be responsible for arranging for coverage when he is 
unavailable; however, prior approval of any physician providing coverage for MEDICAL 
DIRECTOR must be obtained from the Administrator/Executive Director of Advanced 
Hospice Northwest of Wenatchee 

 
2.7 Disclosure of Information.  MEDICAL DIRECTOR recognizes and acknowledges that he will 

have access to certain confidential information of the ORGANIZATION and that such 
information constitutes valuable, special and unique property of the ORGANIZATION.  
MEDICAL DIRECTOR will not, during or after the term of this Agreement, without the 
consent of the ORGANIZATION disclose any such confidential information to any other 
person, firm, corporation, association, or other entity for any reason or purpose whatsoever 
except as may be ordered by a court or governmental agency or as may otherwise be 
required by law.  In the event of a breach or a threatened breach by MEDICAL DIRECTOR 
of the provisions of this paragraph, the ORGANIZATION will be entitled to an injunction 
restraining MEDICAL DIRECTOR from disclosing in whole or in part any confidential 
information.  Nothing herein will be construed as prohibiting the ORGANIZATION from 
pursuing any other remedies available to it for such breach or threatened breach, including 
the recovery of damages from MEDICAL DIRECTOR. 

 
2.8 Financial Obligation.  MEDICAL DIRECTOR will incur no financial obligation on behalf of 

the ORGANIZATION or for which the ORGANIZATION will be responsible without prior 
approval of the Administrator/Executive Director. 
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2.9 Billing.  The MEDICAL DIRECTOR will not charge patients for services rendered as 

MEDICAL DIRECTOR of the ORGANIZATION.  The professional fees charged to patients 
will be for professional services rendered to individual patients only.  Such fees will be 
separate from ORGANIZATION fees to the patient for ORGANIZATION services, including 
services performed by any physician as MEDICAL DIRECTOR. 

 
2.10  Services.  MEDICAL DIRECTOR will perform all obligations of MEDICAL DIRECTOR 

under this Agreement at the ORGANIZATION's principal place of business, Advanced 
Hospice Northwest of Wenatchee’s street address.  All communications to 
ORGANIZATION will be directed to the Administrator/Executive Director at such address 
and the ORGANIZATION's Administrator/Executive Director will have full authority to 
communicate to MEDICAL DIRECTOR on behalf of ORGANIZATION. 

 
3. OBLIGATIONS OF ORGANIZATION 
3.1 Compensation.  For all services provided by MEDICAL DIRECTOR pursuant to this 

Agreement, ORGANIZATION will pay MEDICAL DIRECTOR $200.00 per hour for 
consultation time payable following the month of service, commencing on  

 the effective date of this agreement.  MEDICAL DIRECTOR shall submit an invoice 
outlining services rendered and the time expended to provide said services.   

                    
 
4. INDEPENDENT CONTRACTOR 

In the performance of all services pursuant to this Agreement, MEDICAL DIRECTOR is at 
all times acting as an independent contractor engaged in the profession and practice of 
medicine or osteopathy.   MEDICAL DIRECTOR will employ his own means and methods 
and exercise his own professional judgment in the performance of such services, and 
ORGANIZATION will have no right of control or direction with respect to such means, 
methods, or judgments, or with respect to the details of such services.  The only concern of 
ORGANIZATION under this Agreement or otherwise is that, irrespective of the means 
selected, such services will be provided in a competent, efficient, and satisfactory manner.  
It is expressly agreed that MEDICAL DIRECTOR will not for any purpose be deemed to be 
an employee, agent, partner, joint venture, ostensible or apparent agent, servant, or 
borrowed servant of ORGANIZATION.  MEDICAL DIRECTOR, and all physicians and other 
individuals providing services pursuant to this Agreement, will not have any claim against 
ORGANIZATION for vacation pay, sick leave, retirement benefits, social security, workers' 
compensation, disability or unemployment insurance benefits, or employee benefits of any 
kind. 

 
5. DURATION AND TERMINATION 
5.1 Term.  This Agreement will commence on the date the ORGANIZATION is licensed as a 

state certified hospice agency and will continue in effect for a term of one (1) calendar year 
from the effective date with automatic one-year renewals unless terminated sooner as 
hereinafter set forth. 
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5.2 Termination.  Either party at any time may terminate the Agreement, with or without cause, 

by giving written notice of such termination to the other party at least 60 days prior to the 
date on which the termination is to be effective, such date to be specified in the notice.  
Notwithstanding the above, if MEDICAL DIRECTOR fails to comply with any or all of the 
requirements set forth in Section 2, of this Agreement at any time during this Agreement, 
ORGANIZATION will be entitled to terminate this Agreement effective immediately. 

 
5.3 Modification or Renewal.  The payment provisions of this Agreement may not be altered or 

modified during any 12-month term.  Moreover, following termination without cause, the 
parties will not enter into the same or a similar contract with each other unless the new 
contract does not have the effect of altering or modifying the previous Agreement's 
payment provisions within a 12-month period.  The intent of this provision is to prohibit the 
parties from terminating this Agreement without cause and then entering into a new 
contract in order to alter or modify the payment provisions within a period of less than one 
(1) year. 

 
6. MISCELLANEOUS 
6.1 Governing Law.  This Agreement will be subject to and governed by the laws of the State of 

Washington. 
 
6.2 Remedies.  All rights, powers and remedies granted to either party by any particular term of 

this Agreement are in addition to, and not in limitation of, any rights, powers or remedies 
which it has under any other term of this Agreement, at common law, in equity, by statute, 
or otherwise.  All such rights, powers and remedies may be exercised separately or 
concurrently, in such order and as often as may be deemed expedient by either party.  No 
delay or omission by either party to exercise any right, power or remedy will impair such 
right, power or remedy or be construed to be a waiver of or an acquiescence to any breach 
or default.  A waiver by either party of any breach or default hereunder will not constitute a 
waiver of any subsequent breach or default. 

 
6.3 Amendment.  No amendment or variation of the terms of this Agreement will be valid unless 

in writing and signed by both parties in the manner provided in Section 6.11 of this 
Agreement. 

 
6.4 Assignment.  Neither this Agreement nor any rights, powers or duties hereunder may be 

assigned by either party without the express written consent of the other party, and any 
such unauthorized assignment will be void.  If any such unauthorized assignment is 
attempted by either party, the other party will have the power, at its election, to terminate 
this Agreement effective immediately.  Further, MEDICAL DIRECTOR may not subcontract 
or otherwise arrange for another individual or entity to perform his duties under this 
Agreement, with the exception of the limited coverage provisions set out in Section 2.5, of 
this Agreement. 
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6.5 Captions.  The captions for each Paragraph of this Agreement are included for convenience 

of reference only and are not to be considered a part hereof, and will not be deemed to 
modify, restrict or enlarge any of the terms of provisions of this Agreement. 

 
6.6 Notice.  Any notice required or permitted to be given under this Agreement will be sufficient 

if in writing and hand delivered or sent by certified or registered mail, return receipt 
requested, addressed as follows: 
 

 
Advanced Hospice Northwest of Wenatchee    

 
             

     _______________________________________ 
      Administrator/Executive Director  

285 Technology Center Way 
Wenatchee, WA 98801 

 
Medical Director     

  
 

                                                          ,  
M.D.  
Street Address 
City, State Zip 

 
or to any other address as may be given by either party to the other by notice in writing 
pursuant to the provisions of this Section. 

 
6.7 Severability.  In the event that any provision of the Agreement is held to be unenforceable 

for any reason, the unenforceability of that provision will not affect the remainder of this 
Agreement, which will remain in full force and effect in accordance with its terms. 

 
6.8 Fraud and Abuse.  The parties enter into this Agreement with the intent of conducting their 

relationship in full compliance with applicable state, local, and federal law including the 
Medicare/Medicaid Anti-fraud and Abuse Amendments.  Notwithstanding any unanticipated 
effect of any of the provisions herein, neither party will intentionally conduct itself under the 
terms of this Agreement in a manner to constitute a violation of the Medicare and Medicaid 
fraud and abuse provisions.  Further, if legislation is passed, the effect of which would be to 
hinder ORGANIZATION's ability to obtain reimbursement from Medicare/Medicaid due to 
the existence of this Agreement, or if this Agreement becomes illegal under any subsequent 
law or regulation, then this Agreement will terminate immediately. 

 
6.9 Access to Books and Records of Subcontractor.  Upon the written request of the Secretary 

of Health and Human Services or the Comptroller General or any of their duly authorized 
representatives, the MEDICAL DIRECTOR will make available those contracts, books, 
documents, and records necessary to verify the nature and extent of the costs of providing 
services under this Agreement.  Such inspection will be available up to four (4) years after   
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the rendering of such services.  If the MEDICAL DIRECTOR carries out any of the duties of 
this Agreement through a subcontract with a value of $10,000 or more over a 12-month 
period with a related individual or ORGANIZATION, the MEDICAL DIRECTOR agrees to 
include this requirement in any such subcontract.  This section is included pursuant to and 
is governed by the requirements of Public Law 96-+99, Sec. 952 (Sec. 1861(v)(1) of the 
Social Security Act) and the regulations promulgated thereunder.  No attorney-client, 
accountant-client or other legal privilege will be deemed to have been waived by the 
ORGANIZATION or the MEDICAL DIRECTOR by virtue of this Agreement. 

 
6.10  Policy.  Nothing contained in this Agreement will require MEDICAL DIRECTOR or any 

physician to admit or refer any patients to Advanced Hospice Northwest of Wenatchee as a 
precondition to receiving the benefits set forth herein except insofar as the Advanced 
Hospice Northwest of Wenatchee’s bylaws may now or in the future establish minimum 
requirements for eligibility for active staff privileges. 

 
6.11 Entire Agreement.  This Agreement constitutes the entire Agreement between the parties 

with respect to the subject matter hereof, and supersedes any and all other agreements, 
understandings, negotiations, or representations, oral or written, between them. 

 
6.12  Execution in Counterparts.  This Agreement and any amendments hereto will be 

executed in multiple counterparts by MEDICAL DIRECTOR and by the 
Administrator/Executive Director of Advanced Hospice Northwest of Wenatchee for and on 
behalf of ORGANIZATION.  Each counterpart will be deemed an original but all counterparts 
together will constitute one and the same instrument. 

 
6.13  Authorization for Agreement.  The execution and performance of this Agreement by 

ORGANIZATION and MEDICAL DIRECTOR have been duly authorized by all necessary 
laws, resolutions, and corporate action, and this Agreement constitutes the valid and 
enforceable obligations of MEDICAL DIRECTOR and ORGANIZATION in accordance with 
its terms. 

 
In WITNESS WHEREOF, the parties hereto have executed this Agreement on the day and year 
first above written. 
 
 
        _______________________________ 
 Medical Director Signature    Agency Signature 
 
Name:         Name: ___________________________                       
 
Date:  _____________________________  Date:  ___________________________ 
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Exhibit A 
 

Medical Director Responsibilities 
 

The hospice Medical Director will have overall responsibility for the medical component of the 
hospice program.   
 
The hospice Medical Director will provide oversight of physician services by complementing 
attending physician care, acting as a medical resource to the interdisciplinary group, assuring 
continuity of hospice medical services, and assuring appropriate measures to control patient 
symptoms.  The Medical director will serve as a hospice champion – promoting and 
representing the program to physicians, physician groups, discharge planners, other referral 
sources, community health organizations, and potential donors, as appropriate. 
 
 
The responsibilities of the Medical Director will include, but not be limited to the following: 
 
1. Devoting his/her best ability to the proper management of the program 
 
2. Providing overall medical direction to the program 
 
3. Assuring that the established policies, bylaws, rules, and regulations of the organization are 

followed in the program 
 
 
4. Adhering to requirements, terms, and conditions required by Medicare Conditions of 

Participation, accrediting body, and federal and state statutes governing the provision of 
services 

 
5. Establishing and continually reviewing policies and procedures related to patient care, 

medical education, and emergency procedures 
 
6. Developing and continually reviewing, in cooperation with the CEO/Executive 

Director/Administrator and/or Chief Clinical Officer/Clinical Director, criteria to monitor the 
quality of the education programs provided to physicians, personnel, and volunteers 

 
7. Evaluating quality assessment performance improvement (QAPI) plans and monitoring to 

identify medical education needs in cooperation with the CEO/Executive 
Director/Administrator and/or Chief Clinical Officer/Clinical Director.  Participates in QAPI 
teams and activities, as needed 

 
8. Proposing organizational programs to address the needs identified (with the assistance and 

input of consultants of the specialties where medical education needs were identified) 
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9. Working with the CEO/Executive Director/Administrator and/or CCO/Clinical Director, after 

implementation of the programs, to determine the impact of said programs on the quality of 
care 

 
10. Serving as a hospice champion in the community 
 
11. Acting as a liaison to community physicians by providing consultation and education to 

colleagues and attending physicians related to admission criteria for hospice and palliative 
care 

 
12. Acting as medical liaison with other physicians at Advanced Hospice Northwest of 

Wenatchee 
 
13. Providing training regarding the medical aspects of caring for terminally ill patients to 

physicians, personnel, and volunteers 
 
14. Reviewing patients’ medical eligibility for hospice services, in accordance with hospice 

program policies and procedures, and establishing the plan of care in conjunctions with 
attending physician and interdisciplinary group prior to providing care written certification of 
terminal illness 

 
15. Providing written certification of the terminal illness for all subsequent benefit periods 
 
16. Perform face-to-face encounters within thirty (30) days of the third and subsequent hospice 

benefit certification periods and attest to the encounter.  (NP may complete the encounter 
and report findings to the hospice physician.) 

 
17. Consulting with attending physicians regarding pain and symptoms management for 

hospice patients  
 
18. Managing oversight of the patient’s medications and treatments 
 
19. Acting as medical resource to the hospice interdisciplinary group 
 
20. Attending interdisciplinary group meetings and working in a team approach with the group 
 
21. In conjunction with the attending physician and interdisciplinary group, reviewing and 

updating the plan of care at least every 15 days, or more frequently as needed. 
 
22. Documenting care provided in the patient’s clinical record, providing evidence of 

progression of the end-stage disease process 
 
23. Acting as primary physician for patients whose referring/attending physicians desire to 

relinquish that care and/or if the referring/attending physicians are not available for further 
contact 

 
24. Maintaining current knowledge of the latest research and trends in hospice care and 

pain/symptom management 
 



Page 142 of 207 
DOH 260-035  September 2021 

 
 

 

 
 
25. Reviewing and developing protocols for treatment, and proposing the most current options 

for interventions 
 
26. Develop and implement procedures and protocols in regard to OSHA standards, including 

the handling of hazardous medications.  
 
27. Demonstrating knowledge in communications, and counseling patients and 

family/caregivers dealing with end-of-life issues 
 
28. Participating in resolution of interpersonal conflict and issues of clinical and ethical concern 
 
29. Ensuring that competent physician services are routinely available on a 24-hour basis to 

meet the general medical needs of the hospice patient to the extent the needs are not met 
by the attending physician 

 
30. Assisting with evaluation of protocols and procedures with respect to quality and cost 

outcome 
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Oecembe< 28, 2021 

To Whom It may ooncem: 

This document is to ex;press the commitment to execute the above professional services 
agre&ment for Medicat Director betweein Advanced Hospice Northwest of Wf;Jl8tchee 1:1nd 
Jonathan Ki'n folk>wing Certificate of No8d approval by the Washington State Oepartmenl of 
Heatth to, Advanced Hospice NOf'thwes1 of Wenatchee. 

Name: _ j"'-"""""'-"'"'f.,l,,,,,..,oc,._..,_K,.,,._,· Y':'l=-

Oate: - '~2.f-/-,g,=<,/..,7...,_J ___ _ 

Nome /-l.,ef-l/4!e-
Oete: (ZUs{Z-1 
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Wenatchee Hospice LLC dba Advanced Hospice Northwest of Wenatchee 

 
Certificate of Need Application 

 
 
 
 
 
 
 

APPENDIX 15 
 
 

Lease Agreement 
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December 29, 2021 

To Whom ii may concern: 

This document is to express the commitment to execute the sublease ag'eement below 
between &bieSSO< (Wenatchee Homo Health, LLC dba Advanced Home Health No<1hwcst OI 
Wenatchee) and Sublessee (Wenatchee Hosp,ce, LLC dba Advanced Hospice Northwest of 
Wenatchee) following Certificate of No,ed approval by the Washington State Dep8llmen1 of 
Health for Wenatchee HOSl)ice, LLC. 

Wenatehee Hospice, U.C 

~ 
by Wenaldlee Hoopioe Holdings. LLC 
by MIit Hsm, coo Slnde - care LLC, os 
Man-

Date, _,fcc¼'-1-'Vi::..1.1(f-'z,,,,_-..,;i _ __ _ 
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SUBLEASE AGREEMENT 

This SUBLEASE AGREEMENT (hereinafter referred to as this "Agreement"), dated 
____________ ___, 20___ (the "Effective Date"), by and between Wenatchee Home Health, 
LLC dba Advanced Home Health Northwest Of Wenatchee whose address is 285 Technology 
Center Way Ste 107, Wenatchee, Washington 98801 (hereinafter referred to as the "Sublessor") 
and Wenatchee Hospice LLC dba Advanced Hospice Northwest Of Wenatchee (hereinafter 
referred to as the "Sublessee"). A copy of the original lease (the "Lease") is attached to this 
Agreement and is incorporated herein. The Sublessee agrees to comply with all the terms and 
conditions of the Lease.  

1. PREMISES  

WHEREAS, the Landlord is the owner or manager of the real property located at the Confluence 
Technology Center (the “CTC”). Address of 285 Technology Center Way, Wenatchee WA 
98801 (hereinafter referred to as the "Premises"); and  

WHEREAS, the Sublessor has the consent of the Landlord and wishes to sublease Office 108 of 
the above-mentioned Premises to the Sublessee upon the terms and conditions contained in this 
Agreement; and  

WHEREAS, the Sublessee wishes to sublease Office 108 of the above- mentioned Premises 
from Sublessor upon the terms and conditions contained herein;  

NOW, THEREFORE, in consideration of all of the mutual promises and covenants set forth 
herein, the Sublessor, Sublessor and Sublessee agree as follows:  

2. TERM  

2.1 The term of this Agreement shall commence on the date of the receipt of Sublessee’s receipt 
of a Certificate of Need from the State of Washington (“Commencement Date”) and shall 
continue for a period of one year (“Initial Term”) with the option of 3 additional 1 year terms.  

3. MONTHLY LEASE AMOUNT  

3.1 The Sublessee shall pay to the Sublessor a monthly rental amount of $500.00 on the First day 
of each month for the duration of the lease term. Upon the signing of this Agreement, the 
Sublessee shall pay to the Sublessor the first month's rent.  

3.2 All future monthly payments shall be hand delivered or mailed to the Sublessor at the address 
set forth in the preamble or to such other person or place as the Sublessor may designate in 
writing.  

3.3 The monthly rental amount shall be negotiated by the parties prior to the beginning of any 
renewal term but will remain unchanged for the first 3 years from effective date.   
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4. USE OF LEASED PREMISES  

4.1 The Leased Premises shall be used by Sublessee for general office purposes, and for no other purpose 
unless agreed to in advance by Sublessor. Further, the Sublessee agrees that:  

4.2 Sublessee shall not allow the use of the Leased Premises in a manner which would increase 
Sublessor's insurance premiums unless Sublessee agrees to reimburse Sublessor for such increase, or for 
any illegal purpose.  

4.3 Sublessee shall comply with all laws and shall observe all applicable rules and regulations related to 
the use of the Leased Premises, including (a) the Building Operating Policies and Procedures for the 
Confluence Technology Center, and any amendments thereto; a copy of which has been received and 
reviewed by Sublessee and which Building Operating Policies and Procedures is incorporated herein by 
this reference, (b) present and future rules and regulations of the Sublessor regarding the use of Leased 
space in the CTC, and (c) the present and future rules and regulations of the Confluence Technology 
Center including security access limitations and security badging requirements required by the CTC, 
acting by and through the CTC Manager. Landlord shall not be responsible to Sublessee for the non-
performance by any other Tenant or occupant of the Confluence Technology Center of the Building 
Operating Policies and Procedures or any rules and regulations adopted by the CTC. Sublessee 
understands and agrees that Landlord may amend the Building Operating Policies and Procedures, and 
that such amendments shall be binding upon Sublessee.  

5. ALTERATIONS AND IMPROVEMENTS.  

5.1 Sublesseeshallmakenochanges,improvementsoralterations,totheLeased Premises without the 
Sublessor's prior written consent, which Sublessor is not required to give.  

6. REPAIR AND MAINTENANCE.  

6.1 Unless otherwise agreed, Sublessee shall, at its own expense, maintain the Leased Premises in the 
condition that existed at the commencement of this Lease. Such maintenance (including repairs and 
replacements necessary to maintain the Leased Premises as set forth herein) shall be made promptly as 
and when necessary. All repairs and replacements shall be approved in advance by Sublessor and must 
be of quality and class at least equal to the original work as reasonably determined by Sublessor.  

6.2 In the event Sublessee fails to maintain the Leased Premises as required above, the Sublessor may, 
but shall not be required to, conduct such work and make such repairs and replacements for the 
Sublessee's account, and the expense thereof shall constitute and be collectible as additional rent.  

6.3 Sublessor shall not be obligated to repair or replace any fixtures or equipment installed by Sublessee 
and Sublessor shall not be obligated to make any repair or replacement occasioned by any act or 
omission of Sublessee, its employees, agents, invitees or licensees.  

7. RIGHT OF ENTRY.  

7 . 1 Landlord may enter the Leased Premises at all times for emergencies, and at reasonable times during 
or after business hours, for the purpose of inspecting, cleaning, repairing, altering, improving or 
exhibiting the Leased Premises, but nothing in this Lease shall be construed as imposing any 
obligation on the Landlord to perform any repair or improvement to the Leased Premises.  
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8. DAMAGE OR DESTRUCTION.  

8.1 All damage or injury done to the Leased Premises of the Leased Premises by Sublessee or by any 
persons who may be in or upon the Leased Premises or in or upon the Leased Premises at the invitation of 
Sublessee shall be paid for by Sublessee.  

8.2 If the Property is destroyed or damaged by fire or any other casualty (except as set forth in Section 
11.1) to the extent the cost of repairing the damage to the Property or Leased Premises exceeds $10,000, 
either Sublessor or Tenant may terminate this Lease by notice in writing to the other within thirty (30) 
days after the destruction or damage, unless Sublessor agrees in writing within 30 days after the 
destruction to pay the cost of repair, in which case the Lease shall not terminate. In the meantime, the 
monthly rent shall be abated in the same proportion as the untenantable portion of the Leased Premises 
bears to the whole of the Leased Premises.  

8.3 Notwithstanding the foregoing, Sublessor shall have no obligation to repair, reconstruct, or restore the 
Leased Premises.  

8.4 Sublessor's liability shall be limited to its contractual obligation in this Lease.  

9. INDEMNITY.  

9.1 The Sublessee shall indemnify the Sublessor from and against any and all claims, demands, cause of 
actions, suits or judgments (including fees, costs and expenses [including attorney fees] incurred in 
connection therewith and in enforcing the indemnity) for deaths or injuries to persons or for loss of or 
damage to property arising out of or in connection with the condition, use or occupancy of the Leased 
Premises or any improvements thereon; or by Sublessee’s non-observance or non- performance of any 
law, ordinance or regulation applicable to the Leased Premises; or incurred in obtaining possession of the 
Leased Premises after a default by the Sublessee, or after the Sublessee 's default in surrendering 
possession upon expiration or earlier termination of the term of the Lease, or enforcing any of the 
Sublessee 's covenants in this Lease. This includes, without limitation, any liability or injury to the person 
or property of Sublessee, its agents, officers, employees, or invitees. The Sublessee specifically waives 
any immunity provided by Washington's Industrial Insurance Act. This indemnification covers 
claims by Sublessee's own employees.  

9.2 In the event of any such claims made or suits filed, Sublessor shall give Sublessee prompt written 
notice thereof and Sublessee shall have the right to defend or settle the same to the extent of its interests 
thereunder.  

9.3 Sublessee, as a material part of the consideration to be rendered to Sublessor, waives all claims 
against Sublessor for damages to goods, wares, merchandise and loss of business in, upon or about the 
Leased Premises and for injury to Sublessee, its agents, employees, invitees or their persons in or about 
the Leased Premises from any cause arising at any time; except for Sublessor's negligence or wrongful 
conduct.  

10. INSURANCE.  

10.1  Sublessee shall be solely responsible for insuring its own personal property.  

10.2  From and after the commencement date of the term of this Lease, Sublessee shall  
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provide general commercial liability insurance at its sole cost and expense, against claim for bodily injury 
and property damage under a policy of general liability insurance, with limits of 
$500,000.00 single limit or its equivalent for bodily injury, and $500,000.00 for property damage for 
matters occurring at the Leased Premises or the CTC as a result of Sublessee's occupancy or use. Such 
policy shall name Landlord and Sublessee as insureds. Before taking possession of the Leased Premises, 
the Sublessee shall furnish the Sublessor with a certificate evidencing the aforesaid insurance coverage.  

10.3 The aforementioned minimum limits of policies shall in no event limit the liability of Tenant 
hereunder. No policy of Sublessee 's insurance shall be cancelable or subject to reduction of coverage or 
other modification except after thirty (30) days prior written notice to Sublessor by the insurer. Sublessee 
shall, at least thirty (30) days prior to the expiration of the policies, furnish Sublessor with renewals or 
binders.  

10.4 The insurance shall be issued by carriers acceptable to the Sublessor, and Sublessor's approval shall 
not be unreasonably withheld.  

10.5 Sublessee agrees that if Sublessee does not take out and maintain such insurance, Sublessor may (but 
shall not be required to) procure such insurance on Sublessee 's behalf and charge Sublessee the 
premiums together with a twenty-five percent (25%) handling charge, payable upon demand.  

11. RELEASE.  

11.1 In addition to, and not by way of limitation of, the Sublessee 's obligation to indemnify Sublessor, 
Sublessee waives its right of recovery against the Sublessor for any loss insured by fire, extended 
coverage, and other property insurance policies existing for the benefit of the Leased Premises. The 
Sublessee shall obtain any special endorsements, if required, by its insurer to evidence compliance with 
the waiver.  

11.2 Each insurance policy obtained by the Sublessee shall provide that the insurance company waives all 
rights of recovery by way of subrogation against the Sublessor in connection with any damage covered by 
the policy. The Sublessor shall not be liable to the Sublessee for any damage caused by fire or any other 
risk insured against under any property insurance policy carried under the terms of this Lease.  

12. ASSIGNMENT AND SUBLETTING.  

12.1 The Sublessee may not assign, transfer, mortgage, pledge, hypothecate or encumber this Lease or 
any interest therein, and may not sublet the Leased Premises or any part thereof.  

12.2 An assignment or sublet includes the following: (1) any action which causes a change in control of 
the Sublessee corporation at any time during the Term; (2) if all or substantially all of the assets of 
Sublessee shall be sold, assigned or transferred with or without a specific assignment of the Lease; or (3) 
if Sublessee shall merge or consolidate with any firm or corporation.  

12.3 Sublessor, at its option, may, by giving fifteen (15) days' prior written notice to Sublessee after 
discovery of the action, declare such change to be an assignment or subletting in violation of this Lease, 
subject to the remedies provided for in event of breach of this Lease.  

1 3 . QUIET ENJOYMENT.  
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1 3 . 1 Sublessor covenants that Sublessee, upon performance of all Sublessee 's obligations under this 
Lease, shall lawfully and quietly hold, occupy and enjoy the Leased Premises during the term of this 
Lease without disturbance by the Sublessor or from any person claiming through the Sublessor, except as 
expressly set forth in this Lease.  

14. SIGNS.  

14.1 All signs must comply with sign ordinances, be placed in accordance with the required permits and 
the Condominium Declaration, and require the advance written approval of the CTC Manager, which 
approval the CTC Manager is not required to give.  

14.2 The Sublessor may demand the removal of any signs which do not receive its prior written approval. 
Sublessee 's failure to comply with Sublessor's demand to remove within forty- eight (48) hours of such 
demand shall constitute a breach of this paragraph and shall entitle Sublessor to cause the sign to be 
removed and the building repaired at the Sublessee 's sole expense.  

14.3 At the termination of this Lease, Sublessee shall remove all signs placed by it upon the Leased 
Premises, and shall repair any damage caused by such removal.  

15. VACATING UPON TERMINATION.  

15.1 Sublessee covenants and agrees that upon the expiration of the Lease or renewal term, or upon the 
termination of the Lease for any cause, Sublessee shall at once peacefully surrender and deliver the whole 
of the above-described Leased Premises together with all improvements thereon to the Sublessor, or 
Sublessor's agents or assigns unless Sublessee shall have expressly acquired the right to remain through 
another written extension of this Lease. Sublessee shall make all reasonable and necessary repairs to 
return the Lease Premises to the same or better condition as at the initial time of occupancy.  

16. PRESENCE AND USE OF HAZARDOUS SUBSTANCES.  

1 6 . 1 Sublessee shall not, without Sublessor 's prior written consent, keep on or around the Leased 
Premises, for use, disposal, treatment, generation, storage or sale, any substances designated as, or 
containing designated as hazardous, dangerous, toxic or harmful (collectively referred to as "Hazardous 
Substances"), and/or which are subject to regulation by any federal, state or local law, regulation, statute 
or ordinance.  

16.2 With respect to any Hazardous Substance, Sublessee shall:  

16.3 Comply promptly, timely, and completely with all governmental requirements for reporting, keeping 
and submitting manifests, and obtaining and keeping current identification numbers;  

16.4 Submit to Sublessor true and correct copies of all reports, manifests and identification numbers at the 
same time as they are required to be submitted to the appropriate governmental authorities;  

16.5 Within five (5) days of Sublessor 's request, submit written reports to Sublessor regarding 
Sublessee's use, storage, treatment, transportation, generation, disposal or sale of Hazardous Substances 
and provide evidence satisfactory to Sublessor of Sublessee 's compliance with the applicable 
governmental regulation;  
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16.6 Allow Landlord or Landlord's agents or representatives to come on the Leased Premises at all times, 
after reasonable notice, to check Sublessee 's compliance with all applicable governmental regulations 
regarding Hazardous Substances;  

16.7 Comply with minimum levels, standards or other performance standards or requirements which may 
be set forth or established for certain Hazardous Substances (if minimum standards or levels are 
applicable to Hazardous Substances present on the Leased Premises, these levels or standards shall be 
established by an on-site inspection by the appropriate governmental authorities and shall be set forth in 
an addendum to this Lease);  

16.8 Comply with all governmental rules, regulations and requirements regarding the proper and lawful 
use, sale, transportation, generation, treatment and disposal of Hazardous Substances; and  

16.9 Landlord shall have the right, at reasonable times and upon reasonable notice to Sublessee, to inspect 
the Leased Premises to monitor Sublessee 's compliance with this section. Landlord shall pay and be 
responsible for the costs of its own inspection. Notwithstanding the foregoing, if an inspection reveals the 
use or presence of Hazardous Substances requiring clean-up or other action, then Sublessee shall pay, as 
part of the clean-up cost incorporated in Paragraph 16.10 below, Landlord's actual costs, including 
reasonable attorney's fees and costs, incurred in making or providing for such inspection and any follow-
up inspections.  

16.10 Sublessee shall be fully and completely liable to Landlord for any and all clean-up costs and any 
and all charges, fees, penalties (civil and criminal) imposed by any governmental authority with respect to 
Sublessee 's use, disposal, transportation, generation and/or sale of Hazardous Substances, in or about the 
Leased Premises.  

16.11 Sublessee shall indemnify, defend and hold Sublessor and Landlord harmless from any and all 
costs, fees, penalties and charges assessed against or imposed upon Landlord including Landlord's 
reasonable attorneys' fees and costs as a result of Sublessee 's use, disposal, transportation, generation 
and/or sale of Hazardous Substances.  

16.11 Upon Sublessee's default under this article, in addition to the rights and remedies set forth 
elsewhere in this Lease, Sublessor shall be entitled to the following rights and remedies.  

16.12 At Sublessor's option, to terminate this Lease immediately; and  

16.13 To recover any and all damage associated with the default, including, but not limited to clean-up 
costs and charges, civil and criminal penalties and fees, loss of business and sales by Sublessor and any 
and all damages and claims asserted by third parties together with reasonable attorneys' fees and costs.  

17. LICENSES AND PERMITS.  

17.1 Sublessee,atitssoleexpense,shallobtainalllicensesorpermitswhichmay be required for conducting its 
business within the terms of this Lease.  

18. DEFAULT AND RE-ENTRY.  

18.1 If Sublessee defaults in any rent payment due under the terms of this Lease, and  
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such default is not cured within three (3) calendar days after written notice from Sublessor or if the 
default is other than the payment of rent and the default is not cured within fifteen (15) calendar days after 
written notice from Sublessor, Sublessor may terminate this Lease and re-enter the Leased Premises.  

18.2 Each of the following events is a default by Sublessor and a breach of this Lease:  

18.2.1 Any failure by Sublessee to make any payment required to be made by Sublessor on or before the 
time the payment is due.  

18.2.2  The abandonment or vacation of the Leased Premises by the Sublessee.  

18.2.3  A failure by Sublessee to observe and perform any provision of this Lease or any other lease or 
agreement between Sublessee or any subsidiaries of Sublessee and Sublessor which is to be observed or 
performed by the Sublessee or any subsidiary of Sublessee.  

18.2.4  The appointment of a receiver to take possession of all or substantially all the assets of the 
Sublessee.  

18.2.5  A general assignment by Sublessee for the benefit of creditors.  

18.2.6  Any action taken or suffered by Sublessee under any insolvency or bankruptcy act. If Sublessee 
becomes insolvent, bankrupt, or if a receiver, assignee, or other liquidating officer is appointed for the 
Sublessee 's business, Sublessor may cancel this Lease, subject to Section 365 of Bankruptcy Code, 11 
U.S.C. 365.  

18.2.7  A default under this Lease may, at Sublessor's discretion, be declared to be a default under any 
other lease or agreement between Sublessee and Sublessor, or between any subsidiary of Sublessee and 
Sublessor.  

19. NON-WAIVER OF COVENANTS.  

1 9 . 1 The Sublessor's failure to insist upon the strict performance of any provision of this Lease shall not 
be construed as depriving the Sublessor of the right to insist on strict performance of such provision in the 
future. The subsequent acceptance of rent, whether full or partial payment, by the Sublessor shall not be 
deemed a waiver of any preceding breach by the Sublessee of any term, covenant, or condition of this 
Lease, other than the failure of the Sublessee to pay the particular part of the rent accepted, regardless of 
the Sublessor 's knowledge of the preceding breach at the time of the acceptance of that part of the rent.  

20 AS-IS. NO WARRANTY.  

26.1 TENANT ACKNOWLEDGES IT IS FAMILIAR WITH THE LEASED PREMISES AND THE 
CTC, HAS INVESTIGATED SAME, AND HAS BEEN PROVIDED WITH ADDITIONAL 
OPPORTUNITIES TO INVESTIGATE THE LEASED PREMISES AND THE CTC PRIOR TO 
SIGNING THIS LEASE. SUBLESSEE ACKNOWLEDGES AND AGREES THAT IT IS RELYING 
SOLELY ON ITS INSPECTION AND INVESTIGATION OF  
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THE LEASED PREMISES AND THE CTC, AND ACCEPTS THE LEASED PREMISES "AS IS, 
WHERE IS" IN ITS PRESENT CONDITION WITH NO WARRANTIES OF ANY KIND, EXPRESS 
OR IMPLIED, EITHER ORAL OR WRITTEN, MADE BY SUBLESSOR OR ANY EMPLOYEE, 
AGENT OR REPRESENTATIVE OF SUBLESSOR WITH RESPECT TO THE PHYSICAL 
CONDITION OF THE LEASED PREMISES. SUBLESSEE SHALL HAVE DETERMINED TO ITS 
SATISFACTION PRIOR TO SIGNING THIS LEASE, THAT THE LEASED PREMISES CAN BE 
USED FOR THE PURPOSES SUBLESSEE INTENDS. SUBLESSEE ACKNOWLEDGES AND 
AGREES THAT NEITHER SUBLESSOR NOR SUBLESSOR'S AGENTS OR EMPLOYEES HAVE 
MADE, AND DO NOT MAKE, ANY REPRESENTATIONS OR WARRANTIES OF ANY KIND OR 
CHARACTER WHATSOEVER, WHETHER EXPRESS OR IMPLIED, WITH RESPECT TO THE 
SUITABILITY FOR COMMERCIAL OR BUSINESS PURPOSES, MERCHANTABILITY, 
POTENTIAL USE OF THE LEASED PREMISES, OR FITNESS FOR A PARTICULAR PURPOSE OF 
THE LEASED PREMISES, ALL OF WHICH WARRANTIES SUBLESSOR HEREBY EXPRESSLY 
DISCLAIMS.  

21. COST AND ATTORNEYS' FEES.  

2 1 . 1 In the event it is necessary for either party to utilize the services of an attorney to enforce any of 
the terms of this agreement, such enforcing party shall be entitled to compensation for its reasonable 
attorneys' fees and costs. In the event of litigation regarding any of the terms of this agreement, the 
substantially prevailing party shall be entitled, in addition to other relief, to such reasonable attorneys' 
fees and costs as determined by the court.  

22. CAPTIONS AND CONSTRUCTION.  

2 2 . 1 The titles to sections of the Lease are not a part of this Lease and shall have no effect upon the 
construction and interpretation of any part of the Lease.  

23. TIME.  

23.1 TIME IS OF THE ESSENCE IN THIS LEASE.  

24. BINDING ON HEIRS, SUCCESSORS AND ASSIGNS.  

2 4 . 1 All the covenants, agreement terms and conditions contained in this Lease shall apply to and be 
binding upon Sublessor and Sublessee and their respective heirs, executors, administrators, successors 
and assigns, except as may be provided to the contrary in other sections of this Lease.  

25. SAVINGS CLAUSE. Nothing in this Lease shall be construed so as to require the commission of any 
act contrary to law, and wherever there is any conflict between any provisions of this Lease and any 
statute, law, public regulation or ordinance, the latter shall prevail, but in such event, the provisions of this 
Lease affected shall be curtailed and limited only to the extent necessary to bring it within legal 
requirements.  

26. INCORPORATION. This agreement represents the entire agreement of the parties. Unless set forth 
herein in writing, neither party shall be bound by any statements or representations made, and each agrees 
that there are no such statements or representations being relied upon in making this Lease. No 
alterations, changes, or amendments to this Lease will be binding upon either party unless  
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such party has executed a written statement acknowledging such alteration, change or amendment.  

27. GOVERNING LAW. This Lease shall be governed by the laws of the State of Washington and 
venue for any action arising from this Lease shall be in Chelan County, Washington.  

28. REMEDIES CUMULATIVE. The specified remedies to which the Sublessor and Sublessee may 
resort under the terms of this Lease are cumulative and are not intended to be exclusive of any other 
remedies or means of redress to which the Sublessor and Sublessee may be lawfully entitled in case of 
any breach or threatened breach by Sublessee or Sublessor, as the case may be, of any provision of this 
Lease. In addition to the other remedies provided in this Lease, Sublessor and Sublessee shall be entitled 
to the restraint by injunction of the violation, or attempted or threatened violation, of any of the 
covenants, conditions, or provisions of this Lease. The Sublessor 's or Sublessee 's selection of one or 
more remedies shall not constitute an election of remedies to the exclusion of any other remedies.  

29. STATUS OF TENANT. If applicable, each individual executing this Lease on behalf of Sublessee, if 
Sublessee is a corporation or limited liability company, represents and warrants that he/she is duly 
authorized to execute and deliver this Lease on behalf of said corporation or limited liability company in 
accordance with a duly adopted resolution of the Board of Directors or the Members, as the case may be, 
and that this Lease is binding upon said corporation or the limited liability company in accordance with 
its terms.  

IN WITNESS WHEREOF, the parties hereby execute this Agreement:  

 

 
 

 
 

  

  
      

(Sublessor Signature)   (Dated) 

Wenatchee Home Health, LLC dba Advanced Home Health      

Northwest of Wenatchee   

   
    

(Sublessee Signature)   (Dated) 

Wenatchee Hospice LLC dba Advanced Hospice Northwest 

of Wenatchee 
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ADDENDUM NO. 1 TO LEASE AGREEMENT 2020 
("Addendum No. 1") 

This Addendum No. I is entered into this date by and between the CHELAN DOUGLAS 
REGIONAL PORT AUTHORITY, a Washington municipal corporation, hereafter referred to as 
"Landlord," and ADVANCED HOME HEAL TH, a Washington Corporation, hereafter referred 
to as "Tenant," sometimes collectively referred to as the "Parties" or individually a ''Party." 

RECITALS 

A. The Parties entered into a Lease Agreement commencing September 1, 2020 (the 
"Lease"), whereby Tenant leased from Landlord a portion of the building commonly 
known as the Confluence Technology Center (the "CTC") consisting of five (5) offices in 
the northeast side of Unit 102 of the CTC (the "Leased Premises"), all as more fully 
described and depicted in the Lease. 

B. The current Advanced Home Health lease is due to expire August 31, 2022, with the 
option of two additional one-year terms. 
The Parties desire to add three (3) additional one-year option to renew at the end of the 
current renewal terms. 

C. The Tenant, Advanced Home Health, will designate one of their 5 offices for Wenatchee 
Hospice, LLC. Advanced Home Health will continue to be the responsible party for the 
timely payments of rent per Section 3.1 of the Lease. 

Now therefore, in light of the foregoing Recitals, which are incorporated herein by this reference, 
and the mutual terms and conditions set forth herein, the Parties agree as follows: 

AGREEMENT 

I. RATIFICATION OF LEASE. Except as modified herein, the Lease is hereby ratified 
by the Parties and shall remain in full force and effect. 

IN WITNESS WHEREOF, the undersigned set their hands and state that they are 
authorized to execute this Addendum No. I. 

LANDLORD 

Date: 
Addendum No. I to Lease Agreement 2020 
(PAFW0074201.DOC; l/00080.004052/} 

By: 

Date: 

1 

TENANT 

I I I 
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LEASE AGREEMENT 
2020 

THIS LEASE AGREEMENT ("Lease") is entered into this date, between CHELAN 
DOUGLAS REGIONAL PORT AUTHORITY, a Washington municipal corporation 
("Landlord"), and Advanced Home Health - Wenatchee, an Washington Corporation ("Tenant"), 
sometimes collectively referred to as the "Parties" or individually as a "Party." 

I. PREMISES. 

1. I Landlord hereby leases to Tenant, and Tenant leases from Landlord, upon the 
terms and conditions included in this Lease, located in the building commonly known as the 
Confluence Technology Center (the "CTC"). The portion of the CTC being leased by the Tenant 
are 5 offices, unfurnished, located in Unit 102 of the CTC (the "Leased Premises") indicated on 
attached Exhibit "A" which is incorporated herein by this reference. 

1.2 The Tenant shall share a common access corridor to the Leased Premises, as 
depicted in Exhibit "A" with other tenants and owners of the CTC. Tenant shall have use of the 
common restrooms located on the first floor of the CTC. 

1.3 Landlord shall have the right to relocate the Tenant to a comparable space within 
the CTC upon thirty (30) days advance written notice to the Tenant. 

2. TERM OF LEASE. This Lease shall be on a Two Year Lease commencing on the I st 

day of September, 2020, with an option to renew. 

2.1 Tenant shall have the option to renew this Lease for two (2) additional one-year 
terms (each a "Renewal Term"), considering the Tenant has been in full compliance of the Lease 
terms. Each Renewal Term will commence immediately upon expiration of the preceding Lease 
term, unless Landlord is notified in writing no less than thirty (30) days prior to the expiration of 
the then-current Lease term. A Renewal Term shall be on the same terms and conditions 
applicable to the original Lease term, except for Base Rent which shall be adjusted as follows: 

3. RENT. 

3.1 During the initial term of the lease, Tenant shall pay Landlord monthly rent 
("Base Rent") in the amount of Two thousand four hundred fifteen and 84/100 Dollars 
($2,415.84) per month payable in lawful money of the United States. Rent shall be paid in 
advance on the first day of each month of the Lease term and any renewal thereof. 

3.2 Effective September I, 2021 and on an annual basis thereafter, for the remainder 
of the Term, the Base Rent shall be adjusted in accordance with the Consumer Price Index to the 
amount determined as hereafter set out. 

3.2.1 The Base Rent shall be adjusted to an amount equal to the product obtained 
by multiplying the Base Rent set forth in Section 3. 1 by a fraction, the denominator of which is 
the data for August 2020 from the "Consumer Price Indexes Pacific Cities and U.S. City 
Average" for "All Items Indexes" for "All Urban Consumers (1982-84 = I 00, unless otherwise 
noted)", published by the Bureau of Labor Statistics of the United States Department of Labor, as 

Lease Agreement 
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adjusted for the "West-B/C" area ("CPI_U), and the numerator of which is the CPI-U for August 
2021: provided however, that in the event the period designated above shall not be listed in the 
Index, the closest period, or month if reporting data is monthly, preceding December wi ll be used; 
and provided that rent shall not decrease as a result of a calculation set forth in this paragraph. 

3.2.2 The monthly rent commencing September I, 2021, shall be calculated as 
follows: 

CPI-U for 
August 2021 for 
West-B/C 

CPI-U for 
August 2020 for 
West-B/C 

X $2415.84 

Monthly rent 
beginning 
September 1, 
2021 

3.2.3 If the US Department of Labor, Bureau of Labor Statistics, shall 
discontinue publication of the Consumer Price Index, then other index generally 
recognized as authoritative shall be substituted by agreement, and if the Parties should 
not agree, such substituted index shall be selected by the then presiding Judge of Chelan 
County Superior Court upon the appl ication of either party. 

3.3 In addition to Base Rent, Tenant shall pay to the Landlord such sums as may be 
required by law for payment of leasehold or other tenant tax as required by the State of 
Washington or other tax entity, as such laws now exists or as they hereafter be amended (such 
leasehold tax currently being 12.84%). If leasehold tax is increased or decreased, the total 
amount payable for rent plus leasehold tax shall increase or decrease, but the amount of Base 
Rent shall not be changed as a result of any change in the leasehold tax rate. 

3.4 In the event the lease term commences or terminates on a date that is not the first 
or last day of the month, respectively, Tenant shall pay a pro-rated monthly installment, in 
advance, on the first day of the lease term or the first day of the last month of the lease term, 
respectively, at the then current rate, based on the number of days of actual occupancy during the 
first or last calendar month of the lease term. 

3.5 Tenant shall pay, before the same become delinquent, all taxes assessed against 
Tenant's personal property, furniture, equipment, inventory and other property on the Leased 
Premises. 

3.6 Prior to taking possession of the Leased Premises, Tenant shall deposit with 
Landlord a security deposit in an amount equal to one (I) months' rent ($2,415.84) to be held by 
Landlord as security for the full and faithful performance by Tenant of each and every term, 
covenant and condition of the Lease. If Tenant breaches any of the lease terms, including the 
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obligation to pay Rent, Landlord may, at Landlord's option, make demand upon such security 
and apply the proceeds thereof to the breach. 

3.7 In the event any rental amount called for herein, including the leasehold tax, is not 
paid within ten ( 10) days from the date it is due Tenant shall pay to Landlord a late charge of five 
percent (5%) of the rental amount per month for each unpaid Lease payment unti l such payment 
is paid. The late charge is due immediately and is in addition to all of Landlord's other rights in 
this Lease. In the event Landlord gives written notice of Tenant's default, delinquency or other 
Lease violations, Tenant agrees to pay Landlord's actual costs and attorneys' fees reasonably 
incurred in providing such notice, in addition to the late charge and all other payments and 
obligations called for herein. 

4. POSSESSION. 

4. 1 Possession of the Leased Premises pursuant to this Lease shall commence on 
September 1, 2020. 

5. ACCEPTANCE OF FACILITIES. 

5.1 Tenant hereby accepts the Leased Premises and the CTC in their present 
condition. 

5.2 No representation, statement or warranty, expressed or implied, is or shall be 
made by or on behalf of the Landlord as to the Leased Premises' condition, or as to the use that 
may be made of the CTC or Leased Premises unless specifically set forth in writing. Tenant 
releases Landlord from any responsibi lity for any representation that may have been made to the 
Tenant about the Leased Premises or the CTC that is not specifically set out in this Lease 
Agreement. 

6. USE OF LEASED PREMISES. The Leased Premises shall be used by Tenant for 
general office purposes, and for no other purpose unless agreed to in advance by Landlord. 
Further, the Tenant agrees that: 

6.1 Tenant shall not allow the use of the Leased Premises in a manner which would 
increase Landlord's insurance premiums unless Tenant agrees to reimburse Landlord for such 
increase, or for any illegal purpose. 

6.2 Tenant shall comply with all laws and shall observe all applicable rules and 
regulations related to the use of the Leased Premises, including (a) the Building Operating 
Policies and Procedures for the Confluence Technology Center, and any amendments thereto; a 
copy of which has been received and reviewed by Tenant and which Building Operating Policies 
and Procedures is incorporated herein by this reference, (b) present and future rules and 
regulations of the Landlord regarding the use of Leased space in the CTC, and ( c) the present and 
future rules and regulations of the Confluence Technology Center including security access 
limitations and security badging requirements required by the CTC, acting by and through the 
CTC Manager. Landlord shall not be responsible to Tenant for the non-performance by any 
other Tenant or occupant of the Confluence Technology Center of the Building Operating 
Policies and Procedures or any rules and regulations adopted by the CTC. Tenant understands 
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and agrees that Landlord may amend the Building Operating Pol icies and Procedures, and that 
such amendments shall be binding upon Tenant. 

7. SERVICES AND UTILITIES. 

7. I In addition to Rent, the Tenant shall make all arrangements for and pay all phone, 
internet, fiber and other telecommunications costs and expenses, of any kind or nature. 

7.2 As part of the Rent, Landlord shall provide the following basic uti lities and 
services to the Leased Premises: e lectricity, water, sewer, janitorial service, and garbage 
collection. 

7.3 Landlord does not warrant that any utilities and services mentioned above will be 
free from interruption. The Landlord shall not be liable to Tenant for any loss or damage caused 
by or resulting from any variation, interruption, or failure of heat or any utility or service due to 
any cause, other than Landlord's negligent or willful acts. No temporary interruption or failure 
of services due to the making of repairs, alterations, or improvements, or due to accident, strike 
or conditions or events beyond Landlord's control shall be deemed an eviction of Tenant or 
relieve Tenant from any of Tenant's obligations under this Lease. 

8. ALTERATIONS AND IMPROVEMENTS. Tenant shall make no changes, 
improvements or alterations, to the Leased Premises without the Landlord's prior written 
consent, which Landlord is not requ ired to give. 

9. REPAIR AND MAINTENANCE. 

9. 1 Unless otherwise agreed, Tenant shall, at its own expense, maintain the Leased 
Premises in the condition that existed at the commencement of this Lease. Such maintenance 
(including repairs and replacements necessary to maintain the Leased Premises as set forth 
herein) shall be made promptly as and when necessary. All repairs and replacements shall be 
approved in advance by Landlord and must be of quality and class at least equal to the original 
work as reasonably determined by Landlord. Notwithstanding the foregoing, the Landlord shall 
be responsible for maintaining, repairing, and replacing the roof, heating, air conditioning, fire 
protection system and plumbing systems; provided said maintenance, repair, or replacement is 
not caused by the negligence or other wrongful conduct of the Tenant. 

9.2 In the event Tenant fails to maintain the Leased Premises as required above, the 
Landlord may, but shall not be required to, conduct such work and make such repairs and 
replacements for the Tenant's account, and the expense thereof shall constitute and be collectible 
as additional rent. 

9.3 Landlord shall not be obl igated to repair or replace any fixtures or equipment 
installed by Tenant and Landlord shall not be obligated to make any repair or replacement 
occasioned by any act or omission of Tenant, its employees, agents, invitees or licensees. 

10. RIGHT OF ENTRY. Landlord may enter the Leased Premises, including the Leased 
Premises, at all times for emergencies, and at reasonable times during or after business hours, for 
the purpose of inspecting, c leaning, repairing, altering, improving or exhibiting the Leased 
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Premises, but nothing in this Lease shall be construed as imposing any obligation on the 
Landlord to perform any repair or improvement to the Leased Premises. 

11. DAMAGE OR DESTRUCTION. 

I I.I All damage or injury done to the Leased Premises of the Leased Premises by 
Tenant or by any persons who may be in or upon the Leased Premises or in or upon the Leased 
Premises at the invitation of Tenant shall be paid for by Tenant. 

11.2 If the Property is destroyed or damaged by fire or any other casualty (except as set 
forth in Section 11.1) to the extent the cost of repairing the damage to the Property or Leased 
Premises exceeds $10,000, either Landlord or Tenant may terminate this Lease by notice in 
writing to the other within thirty (30) days after the destruction or damage, unless Landlord 
agrees in writing within 30 days after the destruction to pay the cost of repair, in which case the 
Lease shall not terminate. In the meantime, the monthly rent shall be abated in the same 
proportion as the untenantable portion of the Leased Premises bears to the whole of the Leased 
Premises. 

11 .3 Notwithstanding the foregoing, Landlord shall have no obligation to repair, 
reconstruct, or restore the Leased Premises. 

11.4 Landlord's liability shall be limited to its contractual obligation in this Lease. 

12. INDEMNITY. 

12.1 The Tenant shall indemnify the Landlord from and against any and all claims, 
demands, cause of actions, suits or judgments (including fees, costs and expenses [including 
attorney fees] incurred in connection therewith and in enforc ing the indemnity) for deaths or 
injuries to persons or for loss of or damage to property arising out of or in connection with the 
condition, use or occupancy of the Leased Premises or any improvements thereon; or by Tenant's 
non-observance or non-performance of any law, ordinance or regulation appl icable to the Leased 
Premises; or incurred in obtaining possession of the Leased Premises after a default by the 
Tenant, or after the Tenant's default in surrendering possession upon expiration or earlier 
termination of the term of the Lease, or enforcing any of the Tenant's covenants in this Lease. 
This includes, without limitation, any liability or injury to the person or property of Tenant, its 
agents, officers, employees, or invitees. The tenant specifically waives any immunity 
provided by Washington's Industrial Insurance Act. This indemnification covers claims by 
Tenant's own employees. 

12.2 In the event of any such cla ims made or suits filed, Landlord sha ll give Tenant 
prompt written notice thereof and Tenant shall have the right to defend or settle the same to the 
extent of its interests thereunder. 

12.3 Tenant, as a material part of the consideration to be rendered to Landlord, waives 
all claims against Landlord for damages to goods, wares, merchandise and loss of business in, 
upon or about the Leased Premises and for injury to Tenant, its agents, employees, invitees or 
their persons in or about the Leased Premises from any cause arising at any time; except for 
Landlord's negligence or wrongful conduct. 
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13. INSURANCE. 

13.1 Tenant shall be solely responsible for insuring its own personal property. 

13.2 From and after the commencement date of the term of this Lease, Tenant shall 
provide general commercial liability insurance at its sole cost and expense, against claim for 
bodily injury and property damage under a policy of general liability insurance, with limits of 
$500,000.00 single limit or its equivalent for bodily injury, and $500,000.00 for property damage 
for matters occurring at the Leased Premises or the CTC as a result of Tenant's occupancy or use. 
Such policy shall name Landlord and Tenant as insureds. Before taking possession of the Leased 
Premises, the Tenant shall furnish the Landlord with a certificate evidencing the aforesaid 
insurance coverage. 

13.3 The aforementioned minimum limits of policies shall in no event limit the liabil ity 
of Tenant hereunder. No policy of Tenant's insurance shall be cancelable or subject to reduction 
of coverage or other modification except after thirty (30) days prior written notice to Landlord by 
the insurer. Tenant shall, at least thirty (30) days prior to the expiration of the policies, furnish 
Landlord with renewals or binders. 

13 .4 The insurance shall be issued by carriers acceptable to the Landlord, and 
Landlord's approval sha ll not be unreasonably withheld. 

13 .5 Tenant agrees that if Tenant does not take out and maintain such insurance, 
Landlord may (but shall not be required to) procure such insurance on Tenant's behalf and charge 
Tenant the premiums together with a twenty-five percent (25%) handling charge, payable upon 
demand. 

14. RELEASE. 

14.1 In addition to, and not by way of limitation of, the Tenant's obligation to 
indemnify Landlord , Tenant waives its right of recovery against the Landlord for any loss 
insured by fi re, extended coverage, and other property insurance policies existing for the benefit 
of the Leased Premises. The Tenant shall obtain any special endorsements, if required, by its 
insurer to evidence compliance with the waiver. 

14.2 Each insurance policy obtained by the Tenant shall provide that the insurance 
company waives all rights of recovery by way of subrogation against the Landlord in connection 
with any damage covered by the policy. The Landlord sha ll not be liable to the Tenant for any 
damage caused by fi re or any other risk insured against under any property insurance policy 
carried under the terms of this Lease. 

15. ASSIGNMENT AND SUBLETTING. 

15.1 The Tenant may not assign, transfer, mortgage, pledge, hypothecate or encumber 
this Lease or any interest therein, and may not sublet the Leased Premises or any part thereof 
without Landlord's prior written consent which Landlord is not required to give. Any attempt to 
assign or sublet without such consent shall be null and void and shall constitute a breach of this 
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Lease. If the Landlord does give written consent to an assignment or sublet, Tenant shall still be 
liable for full performance of a ll the Tenant's obligations in this Lease. 

15.2 An assignment or sublet includes the fo llowing: (I) any action which causes a 
change in control of the Tenant corporation at any time during the Term; (2) if all or 
substantially all of the assets of Tenant shall be sold, assigned or transferred with or without a 
specific assignment of the Lease; or (3) if Tenant shall merge or consolidate with any firm or 
corporation. 

15.3 Landlord, at its option, may, by giving fifteen (15) days' prior written notice to 
Tenant after discovery of the action, declare such change to be an assignment or subletting in 
violation of this Lease, subject to the remedies provided for in event of breach of this Lease. 

16. QUIET ENJOYMENT. Landlord covenants that Tenant, upon performance of all 
Tenant's obl igations under this Lease, shall lawfully and quietly hold, occupy and enjoy the 
Leased Premises during the term of this Lease without disturbance by the Landlord or from any 
person claiming through the Landlord, except as expressly set forth in this Lease. 

17. SIGNS. 

17. I All signs must comply with sign ordinances, be placed in accordance with the 
required permits and the Condominium Declaration, and require the advance written approval of 
the CTC Manager, which approval the CTC Manager is not required to give. 

17 .2 The Landlord may demand the removal of any signs which do not receive its prior 
written approval. Tenant's failure to comply with Landlord's demand to remove within forty
eight ( 48) hours of such demand shall constitute a breach of this paragraph and shall entitle 
Landlord to cause the sign to be removed and the building repaired at the Tenant's sole expense. 

17.3 At the termination of this Lease, Tenant shall remove all signs placed by it upon 
the Leased Premises, and shall repair any damage caused by such removal. 

18. VACATING UPON TERMINATION. Tenant covenants and agrees that upon the 
expiration of the Lease or renewal term, or upon the termination of the Lease for any cause, 
Tenant shall at once peacefully surrender and deliver the whole of the above-described Leased 
Premises together with all improvements thereon to the Landlord, or Landlord's agents or assigns 
unless Tenant shall have expressly acquired the right to remain through another written extension 
of this Lease. Tenant shall make all reasonable and necessary repairs to return the Lease 
Premises to the same or better condition as at the initial time of occupancy. 

19. PRESENCE AND USE OF HAZARDOUS SUBSTANCES. Tenant shall not, without 
Landlord's prior written consent, keep on or around the Leased Premises, for use, disposal, 
treatment, generation, storage or sale, any substances designated as, or containing designated as 
hazardous, dangerous, toxic or harmful ( collectively referred to as "Hazardous Substances"), 
and/or which are subject to regulation by any federal, state or local law, regulation, statute or 
ordinance. 

19. 1 With respect to any Hazardous Substance, Tenant shall: 
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19.1.1 Comply promptly, timely, and completely with all governmental 
requirements for reporting, keeping and submitting manifests, and obtaining and keeping current 
identification numbers; 

19.1.2 Submit to Landlord true and correct copies of all reports, manifests and 
identification numbers at the same time as they are required to be submitted to the ·appropriate 
governmental authorities; 

19.1.3 Within five (5) days of Landlord's request, submit written reports to 
Landlord regarding Tenant's use, storage, treatment, transportation, generation, disposal or sale 
of Hazardous Substances and provide evidence satisfactory to Landlord of Tenant's compliance 
with the applicable governmental regulation; 

19 .1.4 Allow Landlord or Landlord's agents or representatives to come on the 
Leased Premises at all times, after reasonable notice, to check Tenant's compliance with all 
applicable governmental regulations regarding Hazardous Substances; 

19.1.5 Comply with minimum levels, standards or other performance standards or 
requirements which may be set forth or established for certain Hazardous Substances (if 
minimum standards or levels are applicable to Hazardous Substances present on the Leased 
Premises, these levels or standards shall be established by an on-site inspection by the 
appropriate governmental authorities and shall be set forth in an addendum to this Lease); 

19.1.6 Comply with all governmental rules, regulations and requirements 
regarding the proper and lawful use, sale, transportation, generation, treatment and disposal of 
Hazardous Substances; and 

19. I. 7 Landlord shall have the right, at reasonable times and upon reasonable 
notice to Tenant, to inspect the Leased Premises to monitor Tenant's compliance with this 
section. Landlord shall pay and be responsible for the costs of its own inspection. 
Notwithstanding the foregoing, if an inspection reveals the use or presence of Hazardous 
Substances requiring clean-up or other action, then Tenant shall pay, as part of the c lean-up cost 
incorporated in Paragraph 19.1.8 below, Landlord's actual costs, including reasonable attorney's 
fees and costs, incurred in making or providing for such inspection and any follow-up 
inspections. 

19 .1.8 Tenant shall be fully and completely liable to Landlord for any and all 
clean-up costs and any and a ll charges, fees, penalties ( civil and criminal) imposed by any 
governmental authority with respect to Tenant's use, disposal, transportation, generation and/or 
sale of Hazardous Substances, in or about the Leased Premises. 

19.1.9 Tenant shall indemnify, defend and hold Landlord harmless from any and 
all costs, fees, penalties and charges assessed against or imposed upon Landlord including 
Landlord's reasonable attorneys' fees and costs as a result of Tenant's use, disposal, 
transportation, generation and/or sale of Hazardous Substances. 
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19.1. 10 Upon Tenant's default under this article, in addition to the rights and 
remedies set forth elsewhere in this Lease, Landlord shall be entitled to the following rights and 
remedies. 

19.1.10.1 At Landlord's option, to terminate this Lease immediately; and 

19.1.10.2 To recover any and all damage associated with the default, 
including, but not limited to clean-up costs and charges, civil and criminal penalties and fees, 
loss of business and sales by Landlord and any and all damages and claims asserted by third 
parties together with reasonable attorneys' fees and costs. 

20. LICENSES AND PERMITS. Tenant, at its sole expense, shall obtain all licenses or 
permits which may be required for conducting its business within the terms of this Lease. 

21. DEFAULT AND RE-ENTRY. 

2 1.1 If Tenant defaults in any rent payment due under the terms of this Lease, and such 
default is not cured within three (3) calendar days after written notice from Landlord or if the 
default is other than the payment ofrent and the default is not cured within fifteen (15) calendar 
days after written notice from Landlord, Landlord may terminate this Lease and re-enter the 
Leased Premises; or Landlord may, without terminating this Lease, re-enter said Leased 
Premises, and relet the whole or any part upon as favorable terms and conditions as the market 
will allow for the balance of the lease term. 

2 1.2 Notwithstanding any re-entry, the liability of the Tenant for the full amounts 
payable by the Tenant under this Lease shall not be extinguished for the balance of the Lease or 
renewal term. Tenant shall make good to Landlord any deficiency arising from a reletting of the 
Leased Premises at a lesser rental or on different economic terms plus the reasonable costs and 
expenses of re-letting the Leased Premises including, but not limited, to commissions, 
advertising, attorneys' fees, and the costs of renovating or altering the Leased Premises. 

2 1.3 Each of the following events is a default by Tenant and a breach of this Lease: 

2 1.3. 1 Any failure by Tenant to make any payment required to be made by Tenant 
on or before the time the payment is due. 

2 1.3.2 The abandonment or vacation of the Leased Premises by the Tenant. 

21.3.3 A failure by Tenant to observe and perform any provision of this Lease or 
any other lease or agreement between Tenant or any subsidiaries of Tenant and Landlord which 
is to be observed or performed by the Tenant or any subsidiary of Tenant. 

2 1.3.4 The appointment of a receiver to take possession of all or substantially all 
the assets of the Tenant. 

21.3.S A general assignment by Tenant for the benefit of creditors. 
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21.3.6 Any action taken or suffered by Tenant under any insolvency or 
bankruptcy act. If Tenant becomes insolvent, bankrupt, or if a receiver, assignee, or other 
liquidating officer is appointed for the Tenant's business, Landlord may cancel this Lease, 
subject to Section 365 of Bankruptcy Code, 11 U.S.C. 365. 

21.3.7 A default under this Lease may, at Landlord's discretion, be declared to be 
a default under any other lease or agreement between Tenant and Landlord, or between any 
subsidiary of Tenant and Landlord. 

22. LANDLORD'S EXPENSES ON TENANT'S DEFAULT. Except as otherwise 
provided, if either party to this Lease fails (the "Defaulting Party") to make any payment or 
perform any obligations under this Lease, the non-defaulting party, with reasonable notice to or 
demand upon the Defaulting Party and without waiving or releasing the Defaulting Party from 
any obligations under this Lease, may make any payment or perform any other obligation of the 
Defaulting Party, in such manner and to such extent as the non-defaulting party deems desirable. 
All costs and expenses paid by the non-defaulting party in connection with the performance of 
any such obligations, together with interest at the rate of 12% per annum, compounded annually, 
from the date of making such expenditure by the non-defaulting party, shall be payable to the 
non-defaulting party upon demand. 

23. REMOVAL OF PROPERTY. 

23.1 If the Landlord, after Tenant's default, lawfully re-enters the Leased Premises, 
Landlord shall have the right, but not the obligation, to remove all property located therein and to 
place such property in storage at the Tenant's expense and risk. If the Tenant does not pay the 
storage cost, after it has been stored for a period of thirty (30) calendar days or more and after 
giving Tenant ten (I 0) days' written notice of sale, Landlord may, at its sole discretion, sell, or 
permit to be sold, any or all of the property at public or private sale. 

23.2 Landlord, at its sole discretion, may retain any trade fixtures and other items of 
Tenant's property, which are not removed by the Tenant at the expiration of the lease term or any 
renewal period or at such earlier time as Tenant's rights under this Lease may be terminated for 
default. At Landlord's option, title to the fixtures and other property shall be vestt:d in lht: 
Landlord without any duty to account or pay to Tenant for the value of the property or for any 
other matter in connection for the Landlord's acquisition of the fixtures and attached property. 

24. HOLDOVER. 

24.1 If Tenant, with the implied or expressed consent of the Landlord, shall ho ldover 
after the expiration of the term of this Lease, Tenant, sha ll remain bound by all this Lease's 
covenants and agreements, except that the tenancy shall be from month to month, and the 
monthly rent sha ll be the rent amount due the last month of the immediately preceding term plus 
twenty-five percent (25%). 

24.2 If Tenant should holdover beyond the expiration of this lease term, or the renewal 
thereof, without consent of the Landlord, Tenant shall pay as liquidated damages a sum equal to 
treble the rent amount due the last month of the immediately preceding term. This paragraph 
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shall not affect any of the Landlord's rights to terminate this Lease and declare a forfeiture or to 
otherwise take possession of the Leased Premises. 

25. NON-WAIVER OF COVENANTS. The Landlord's failure to insist upon the strict 
performance of any provision of this Lease shall not be construed as depriving the Landlord of 
the right to insist on strict performance of such provision in the future. The subsequent 
acceptance of rent, whether full or partial payment, by the Landlord shall not be deemed a waiver 
of any preceding breach by the Tenant of any term, covenant, or condition of this Lease, other 
than the failure of the Tenant to pay the particular part of the rent accepted, regardless of the 
Landlord's knowledge of the preceding breach at the time of the acceptance of that part of the 
rent. 

26. AS-IS. NO WARRANTY. TENANT ACKNOWLEDGES IT IS FAMILIAR WITH 
THE LEASED PREMISES AND THE CTC, HAS INVESTIGATED SAME, AND HAS BEEN 
PROVIDED WITH ADDITIONAL OPPORTUNITIES TO INVESTIGATE THE LEASED 
PREMISES AND THE CTC PRIOR TO SIGNING THIS LEASE. TENANT 
ACKNOWLEDGES AND AGREES THAT IT IS REL YING SOLELY ON ITS INSPECTION 
AND INVESTIGATION OF THE LEASED PREMISES AND THE CTC, AND ACCEPTS 
THE LEASED PREMISES "AS IS, WHERE IS" IN ITS PRESENT CONDITION WITH NO 
WARRANTIES OF ANY KIND, EXPRESS OR IMPLIED, EITHER ORAL OR WRITTEN, 
MADE BY LANDLORD OR ANY EMPLOYEE, AGENT OR REPRESENTATIVE OF 
LANDLORD WITH RESPECT TO THE PHYSICAL CONDITION OF THE LEASED 
PREMISES. TENANT SHALL HA VE DETERMINED TO ITS SATISFACTION PRIOR TO 
SIGNING THIS LEASE, THAT THE LEASED PREMISES CAN BE USED FOR THE 
PURPOSES TENANT INTENDS. TENANT ACKNOWLEDGES AND AGREES THAT 
NEITHER LANDLORD NOR LANDLORD' S AGENTS OR EMPLOYEES HA VE MADE, 
AND DO NOT MAKE, ANY REPRESENTATIONS OR WARRANTIES OF ANY KIND OR 
CHARACTER WHATSOEVER, WHETHER EXPRESS OR IMPLIED, WITH RESPECT TO 
THE SUITABILITY FOR COMMERCIAL OR BUSINESS PURPOSES, 
MERCHANTABILITY, POTENTIAL USE OF THE LEASED PREMISES, OR FITNESS FOR 
A PARTICULAR PURPOSE OF THE LEASED PREMISES, ALL OF WHICH 
WARRANTIES LANDLORD HEREBY EXPRESSLY DISCLAIMS. 

27. COST AND ATTORNEYS' FEES. In the event it is necessary for either party to utilize 
the services of an attorney to enforce any of the terms of this agreement, such enforcing party 
shall be entitled to compensation for its reasonable attorneys' fees and costs. In the event of 
litigation regarding any of the terms of this agreement, the substantially prevailing party shall be 
entitled, in addition to other relief, to such reasonable attorneys' fees and costs as determined by 
the court. 

28. CAPTIONS AND CONSTRUCTION. The titles to sections of the Lease are not a part 
of this Lease and shall have no effect upon the construction and interpretation of any part of the 
Lease. 

29. TIME. TIME IS OF THE ESSENCE IN THIS LEASE. 

30. BINDING ON HEIRS, SUCCESSORS AND ASSIGNS. All the covenants, agreement 
terms and conditions contained in this Lease shall apply to and be binding upon Landlord and 
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Tenant and their respective heirs, executors, administrators, successors and assigns, except as 
may be provided io the contrary in other sections of this Lease. 

31. SAVINGS CLAUSE. Nothing in this Lease shall be construed so as to require the 
commission of any act contrary to law, and wherever there is any conflict between any 
provisions of this Lease and any statute, law, public regulation or ordinance, the latter shall 
prevail, but in such event, the provisions of this Lease affected shall be curtailed and limited only 
to the extent necessary to bring it within legal requirements. 

32. INCORPORATION. This agreement represents the entire agreement of the parties. 
Unless set forth herein in writing, neither party shall be bound by any statements or 
representations made, and each agrees that there are no such statements or representations being 
relied upon in making this Lease. No alterations, changes, or amendments to this Lease will be 
binding upon either party unless such party has executed a written statement acknowledging such 
alteration, change or amendment. 

33. GOVERNING LAW. This Lease shall be governed by the laws of the State of 
Washington and venue for any action arising from this Lease shall be in Chelan County, 
Washington. 

34. REMEDIES CUMULATIVE. The specified remedies to which the Landlord and 
Tenant may resort under the terms of this Lease are cumulative and are not intended to be 
exclusive of any other remedies or means of redress to which the Landlord and Tenant may be 
lawfully entitled in case of any breach or threatened breach by Tenant or Landlord, as the case 
may be, of any provision of this Lease. In addition to the other remedies provided in this Lease, 
Landlord and Tenant shall be entitled to the restraint by injunction of the violation, or attempted 
or threatened violation, of any of the covenants, conditions, or provisions of this Lease. The 
Landlord's or Tenant's selection of one or more remedies shall not constitute an election of 
remedies to the exclusion of any other remedies. 

35. STATUS OF TENANT. If applicable, each individual executing this Lease on behalf of 
Tenant, if Tenant is a corporation or limited liability company, represents and warrants that 
he/she is duly authorized to execute and deliver this Lease on behalf of said corporation or 
limited liability company in accordance with a duly adopted resolution of the Board of Directors 
or the Members, as the case may be, and that this Lease is binding upon said corporation or the 
limited liability company in accordance with its terms. 

36. NOTICES. 

36.1 · Any notices shall be effective if personally served upon the other party or if 
mailed by registered or certified mail, return receipt requested, to the following addresses: 

Landlord: 

Tenant: 

Lease A greement 
08042020ted {PAFW00708 J 5. DOC;4/00080.004052/} 

Chelan Douglas Regional Port Authority 
I Campbell Parkway, Suite A 
East Wenatchee, Washington 98802 

Advanced Home Health 
285 Technology Center Way, Suite 104 

12 



Page 168 of 207 
DOH 260-035  September 2021 

 

 

Wenatchee, WA 98801 

36.2 Upon possession by Tenant of the Leased Premises, notices shall be sent to new 
address of Tenant in the Leased Premises. 

36.3 Notices mailed shall be deemed given on the date of mailing. Landlord and 
Tenant shall notify each other of any change of address. 

37. INTERPRETATION. 

37. I This Lease has been submitted to the scrutiny of all parties and their counsel. if 
desired, and it shall be given a fair and n,asonable interpretation in accordance with its words. 
without con~ideration to or weight given to its being drafted by any party or its counsel. 

37.2 All words used in the singular sha ll include the plural; the present tense shall 
include the future tense; and the maswline gender shall include the feminine and neuter genders. 

IN WITNESS WIIEREOF, the parties s tate that they are authorized to execute this Lease 
and agree that the effective date of this Lease shall be the date of the last signature set forth 
below. 

LANDLORD 

CHELAN DOUGLAS REGIO:"/AL 
PORT AUTHORITY 

L~aw <\gr.:c111cm 
0:S0-120:?01~:J•AFWOfi'•,;~ 1 S.DOC.-i 000:<0 00.!1152 . 

TENANT 

Director 
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HEALTH CARE, LLC 

December 23, 2021 

Eric Hernandez, Program Manager 
Washington State Department of Health 
Heallh Facilities and Certtticate of Need 
111 Israel Rd., SE 
Tumwater, WA 98501 

Dear Mr. Hernandez, 

This letter of financiaJ commitment is submitted to the Washington Certificate of Need Program 
on behatt of Wenatchee Hospice, LLC. 

Stride Heatth Care, LLC ("Stride"). by and through tts Members, has agreed to provide the 
necessa,y wO<king capital to finance Wenatchee Hospice, LLC's proposed project. I am 
Stride's chief operating officer. and as such, have intimate knowledge regarding Stride's 
financial affairs. According1y. on behalf of Stride and its members, 1 submit this letter 
confirming Stride's commitment to provide Wen.atchee Hospice. LLC with funding fOf the 
proposed project. 

Once the Washington Certificate of Need is approved Stride will contribute sufficient funds for 
startup and financing costs, which are currently estimated at $145,000 to Wenatchee Hospice 
Holdings. LLC which is the sole member and owoor of Wenatchee Hospice. UC. Thereafter, 
Wenatchee Hospice Holdings, UC will oversee the implementation of Wenatchee Hospice's 
proposed project. 

Please do not hesitate to contact me if you have any questions or need additional infonnation. 

Sincerely, 

Matt Ham 
coo 
Stride Health Care, LLC 

4240 SST. CLAI RE MESA AZ 852 12 480•710·7323 
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JONES. HAM & CLUFF, P.C. 
C f:ATl!L'IEO Pueuc ACCOUNTAN"TS 

STRIDE HEAL TH CARE, LLC 
4240 S St Claire 
Mesa, AZ 85212 

We have prepared from infonnation provided lo us by management the 
accompanyirg balance sheet-income tax basis of Stride Health Care, LLC (a 
limited liability company) as of November 30, 2021. and the related statement of 
Income and member's equity-income lox bcioh~ for tho eleven months then ended 
and Supplementary lnfonnation - Schedule I - General and Administrative 
Expenses-income tax basis for the eleven months ended November 30, 2021. 
These financal statements were not subjected to any audit, review or compilation 
standards nor did we verify the accuracy or completeness of the infonnation 
provided by management. Accordingly, we do not express an opinion. a 
conclusion, ror provide any assurance on these fin2ncial statements. 

JONES, HAM & CLUFF, P.C. 

!ru M-a-Q,.% f c.. 

December 28, 2021 

14 475 SW ALLEN BLVO. SUIT! A I B EAVERTON , OR 97005 
\\WW.JONESANOH •M.COM I T (~3) 64::S·ti.::S::S:S I f' (::,0::1,1 04~039'6 
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Stride Health Care LLC 
BALANCE SHEET · INCOME TAX BASIS 

November 30, 202 t 

ASSETS 

CURRENT ASSETS 

C~sh 
Aocounts receivable 

Pre-paid 1nsu1a11ce 

TOTAL CURRENT ASSETS 

INTANGIBLE ASSETS 

tntangib'e assets 
Aoeumukltcd omor1i:::otion 

TOTAL INTANGIBLE ASSETS 

OTHER ASSETS 

Deposits 
TOTAL OTHER ASSETS 

TOTAL ASSETS 

LIABILITIES AND EQUITY 

CURRENT LIABLITIES 

Aocounts payable 

Accrued pay,oll 8ncl ~yrntl f:llvAA 

Demand nO!t . member 
Aocrued interest 

TOTAL CURRENT LIABILITIES 

TOT AL LIABILITIES 

MEMBERS' EQUITY 

TOT~L LIABILITIES AND MEMBERS' EQUITY 

$ 

s 

112,487 

501,48' 

5,462 

50,000 

(S,000) 

2,416 

56,970 
56.691 

113,307 
9,165 

See eoooMP•nyin; no:H. No essu,ence il p,oY\d.cl on 1htse linal\Ctltl t!tltments 

$ 619,433 

45,000 

2,416 

s 666,849 

$ - -'2:.:38;::;•cc•:c33:... 

238. 133 

428,716 

$ _ ,..;;;668= ,84.;;9;,. 
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Stride Health Care LLC 
STATEMENT OF INCOME ANO MEMBERS' EQUTY - INCOME TAX BASIS 

For The E)Cven M()(lths Ended November 30. 2021 

REVENUES 

EXPENSES 

General and admini5tra!ive expenses 

NET INCOt.E FROM OPERATIONS 

OTHER INC-:>ME/(EXPENSES) 

lnter&St elCpense 

PPP O?t,t forgiveoMS income 
TOTAL OTHER INCOMEl(EXPENSES) 

NET INCOME 

Members' Equity December 31 . 2020 

Distribut,ons to member& 

Members· Equity November 30, 2021 

$ 1,728,519 

1,433,874 

294,645 

(9,049) 

405,737 

396,688 

691,333 

(74,617) 

{188,000) 

$ 428,716 
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Stride Health Care LLC 
SCHEDULE 1- GENERAL AND ADMINISTRATIVE EXPENSES - INCOME TAX BASIS 

For The Eleven MonthS Ended November 30. 2021 

GENERAL ANO ADMINISTRATIVE EXPENSES: 

Anwif"t17"jtlinn $ 3.056 

AO/erti.sing and promotion 2.306 

BMk charges 287 

Dues and subscriptions 33.530 

Et"lployee benefits 14.639 

Insurance expense 16.910 

Mtals aocl entertainment 3.371 

Miscellaneous expense 1.791 

Outside labOt 56.870 

Payroll taxes 106,550 

Property & exoiH taxes 29. 185 

Postage 435 

Ptofessional fees 9.491 

Roni$ :20,:283 

Salaries and wages 1,079.656 

SuppliM 23,005 

Te~phone 20,614 

Tr,vel 895 

TOTAL EXPENSES s 1,433,874 
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Stride Health Care LLC 

NOTES TO FINANCIAL STATEMENTS 

November 30, 2021 

Note 1-MANAGEMENT' S ELECTION TO OMIT DISCtOSURES 

Management has elee1e<S to omit substantialfy au or tM disdosures 0td inarily included in financi.i1 

statements prepared ii a«o(dance with the tax financial rCl)Olting frall'lework. If the omiued disc1os1.ues were 

Included in the finan6.al statements, they might influence the u.se,·s <ondusions about tM company's assets, 

llabltities, equity, revtcue and expeos.es. Accordin&JY, the fllundal statements are not designed for thOse who are 
not informed a,i,out su:h matters, 

Note 2-ACCRUEO COMPENSATED A8SENCES 

The companymainta!ns Its boots on the acaual basis, of ,ucounllng for financial statement and it\-Come tax 
purposes.. Due to the t1111ure and timing of the company's accrc.aed cOf'npensated absenGes, Management h&as etected 
to accrue comJ)tnsa1ed abs.enc es once pet' year on its annual financial siattments. The,efo1e, these interim f"'anclal 
statc-men1.s do no1 contaln an accrual for coml)tt'l.Uted 3bsences.. 

No asw1anc.t is p,ovided on thes.e finaneialstatem(>nts. 
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Aging and Diverse Race and Ethnic Populations - Article

Introduction
On average, one quarter of individual Medicare expen-
ditures take place during the patient’s last year of life 
(Riley & Lubitz, 2010), with end-of-life Medicare 
costs for Black people exceeding those for White peo-
ple by 20% (Byhoff, Harris, Langa, & Iwashyna, 
2016). Several studies have examined why such racial 
disparities in spending exist, pointing some of the 
causes to geographic, sociodemographic, and morbid-
ity differences (Baicker, Chandra, Skinner, & 
Wennberg, 2004; Hanchate, Kronman, Young-Xu, 
Ash, & Emanuel, 2009; Kelley et al., 2011). Through 
patient interviews, Martin et al. (2011) found racial/
ethnic minorities were more likely than White people 
to expend their financial resources to extend life. 
Medicare expenditure data showed Black and Hispanic 
people were significantly more likely than White peo-
ple to be admitted to the intensive care unit. Black 
people were also more likely to receive more intensive 
procedures such as resuscitation and cardiac conver-
sion, mechanical ventilation, and gastrostomy for arti-
ficial nutrition (Hanchate et al., 2009).

An alternative to pursuing costly, life-sustaining 
strategies for terminally ill patients is enrolling in hos-
pice. Hospice care uses a team-oriented medical 
approach and emphasizes pain management and emo-
tional support for the patient with a life expectancy of 6 
months or less. Most hospice care takes place in the 
patient’s home (56% of hospice care) or a nursing facil-
ity (42% of hospice care) (National Hospice and 
Palliative Care Organization, 2018) and provides sup-
port to the patient’s family. Benefits from such care 
include lower costs, lesser symptoms, and a higher qual-
ity of life (Institute of Medicine, 1997; Kelley, Deb, Du, 
Aldridge Carlson, & Morrison, 2013; Steinhauser et al., 
2000). Two surveys conducted by Gallup 4 years apart 
both showed 9 out of 10 terminally ill patients with less 
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than 6 months to live would prefer to be cared for at 
home (Institute of Medicine, 1997). American Hospice 
Foundation (n.d., para. 2) cites two common reasons 
patients choose hospice care: (a) to stay at home and (b) 
avoid curative treatments that are painful or require 
hospitalization.

A recent analysis of Medicare’s new payment struc-
ture that began in January 2016 showed hospice enroll-
ment would still provide the potential for cost savings. 
Medicare’s new payment structure, designed to align 
payments with service costs and ensure quality care in 
the last days of life, consists of a two-tiered per diem 
structure with payments increasing through Days 1 to 60 
then decreasing for Days 61 and beyond. The last 7 days 
of life may have add-on payments retrospectively 
(Taylor et al., 2018).

Racial/ethnic minority hospice utilization has been 
found to be lower than that of the White population 
(Haines et al., 2018; Hardy et al., 2011; Ramey & Chin, 
2012) when controlling for other socioeconomic factors 
such as income, area population, education, and age. 
Pan, Abraham, Giron, LeMarie, and Pollack (2015) 
showed Asian and Hispanic people were less familiar 
than White people with hospice services. In that study, 
most of the Asian and Hispanic respondents were open 
to receiving information about hospice in the future and 
reported they would tell friends and family members 
about hospice (Pan et al., 2015). One variable that relates 
to a greater number of racial/ethnic minorities receiving 
information about hospice is hospice ownership status. 
For-profit hospices tend to engage in greater community 
outreach to low-income and racial/ethnic minority com-
munities than nonprofit hospices (Aldridge et al., 2014; 
Stevenson, Grabowski, Keating, & Huskamp, 2016). 
Stevenson et al. (2016) found this relationship persisted 
despite its chain status. With the growth in the propor-
tion of hospices having for-profit ownership from 5% in 
1990 to over 60% in 2014, it is important to compare 
measures such as utilization between hospices with dif-
ferent ownership status.

This study compares hospice utilization by racial/eth-
nic minorities between for-profit and nonprofit hospices, 
examining whether there is an association between the 
proportion of Medicare racial/ethnic minority patients 
enrolling in hospice per state and the proportion of for-
profit hospices in that state. Also included are estimated 
projected cost savings if racial/ethnic minority Medicare 
hospice utilization levels were to increase to that of the 
White Medicare hospice utilization levels.

Method

Data Sources
The 2014 hospice utilization data were obtained from 
the Centers for Medicare & Medicaid Services (CMS) 
Chronic Conditions Data Warehouse (CCW; 2018), a 
database that has 100% of Medicare enrollment and 

fee-for-service claims data. CCW was launched to aid 
researchers in analyzing CMS data to help improve 
quality of care, decrease health care costs, and curb 
medical utilization for chronically ill Medicare benefi-
ciaries. CCW contains 17 years’ worth of data and 
includes enrollment/eligibility, assessment data, and 
fee-for-service institutional and noninstitutional claims. 
The U.S. Census Medicare beneficiary data (U.S. 
Census Bureau, 2015) are obtained from the March 
2015 Current Population Survey Annual Social and 
Economic Supplement based on 2014 data.

Data for the percentage of individuals identifying as 
religious in 2014 were obtained from the Pew Research 
Center (Smith et al., 2015), whereas the measures for the 
2014 per capita state income levels and 2010 education 
levels were accessed from the Bureau of Economic 
Analysis (2018) and the American Community Survey 
(U.S. Census Bureau, n.d.), respectively. Data on 2014 
hospice by owner type and state-level racial/ethnicity  
measures were obtained from Hospice Analytics (2018) 
and the Kaiser Family Foundation (n.d.), respectively. 
The authors used Taylor et al.’s (2018) estimated cost 
savings per hospice enrollee based on the updated 2016 
Medicare hospice payment structure. Taylor et al.’s 
study derived its findings from 2009 to 2010 Medicare 
claims data from North Carolina Medicare beneficiaries 
(N = 36,035).

Measures
The independent variable of for-profit hospice preva-
lence was calculated by the total amount of for-profit 
hospices per 10,000 Medicare beneficiaries for each 
state. The same calculation was used for nonprofit hos-
pice prevalence for each state. Medicare beneficiaries 
include Medicare Advantage and fee-for-service benefi-
ciaries. The percentage of individuals identifying as reli-
gious, the percentage of adults with at least a high school 
education, per capita income, and the percentage of 
racial/ethnic minorities within a state were included as 
covariates in the statistical model to control for state-
level socioeconomic factors. The racial/ethnic minority 
hospice utilization disparity measure was calculated by 
dividing the percentage of racial/ethnic minorities using 
hospice by the percentage of racial/ethnic minorities 
enrolled in Medicare for each state. States were assigned 
a “1” if they possessed less of a disparity between racial/
ethnic minority hospice Medicare patients and overall 
racial/ethnic minority Medicare enrollees compared 
with the median of all states (states with a value above 
0.70) and a “0” otherwise.

For the projected cost savings from closing the gap 
between White and racial/ethnic minority Medicare hos-
pice utilization, the breakdown by ethnicity followed the 
Kaiser Family Foundation Medicare beneficiary catego-
ries of Black, White, Hispanic, and Other. The Other 
category included Asians, Native Hawaiians and Pacific 
Islanders, American Indians, Aleutians, Eskimos, and 
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people of two or more races (Kaiser Family Foundation, 
2017). To calculate the Medicare hospice participation 
rate by ethnicity, Medicare hospice beneficiaries within 
each racial group (CCW, 2018) were divided by the total 
number of Medicare beneficiaries within the same year 
(Kaiser Family Foundation, 2017). Then, the number of 
additional hospice enrollees necessary to match the 
higher White hospice utilization rate was calculated. 
Next, the projected mean cost savings of $2,105 per hos-
pice enrollee (Taylor et al., 2018) was applied to esti-
mate the potential cost savings from closing the racial/
ethnic minority hospice utilization gap.

Analysis
Multivariate logistic regression was performed with the 
dependent variable being a dichotomous measure of 
whether or not a state had a relatively large racial/ethnic 
minority hospice usage gap. The independent variables 
of the study included the prevalence of for-profit and 
nonprofit hospices within a state as well as state-level 
socioeconomic measures of religiosity, racial/ethnic 
diversity, income, and education. All 50 U.S. states and 
Washington, D.C., were included in the analysis. 
StataSE version 15 (StataCorp LP, College Station, TX, 
USA) was utilized for statistical analyses.

Results

State Variable Summary Statistics
Table 1 displays the descriptive statistics of the study 
independent variables across the 50 states plus 
Washington, D.C. States tended to have more nonprofit 
hospices (0.65 per 10,000 state Medicare beneficiaries) 
versus for-profit hospices (0.59 per 10,000 state 
Medicare beneficiaries). In 2014, states on average had 
per capita incomes of $45,650 with 77% of the popula-
tion stating they were religious, and 31% of the popula-
tion representing non-White racial/ethnic categories as 
defined by the Kaiser Family Foundation (n.d.). In 
addition, 87% of the population earned a high school 
education or higher. The hospice utilization disparity 
was the dependent variable of focus. Nineteen states 
were assigned a “1” indicating that their minority hos-
pice utilization disparity was below the national median.

Statistical Results. Based on the logistic regression analy-
sis displayed in Table 2, the prevalence of for-profit hos-
pices was positively associated with racial/ethnic 
minority Medicare beneficiary hospice utilization, F2 (6, 
N = 51) = 17.76, p = .007. As the prevalence of for-profit 
hospices per Medicare beneficiary increases within a 
state, the probability increases that a state would have a 
lower than average hospice utilization gap between 
racial/ethnic minorities and the White population. No 
other coefficients were found to be significant.

The economic analysis found if racial/ethnic minor-
ity Medicare hospice utilization were to equal that of the 
current White Medicare hospice utilization, it would 
result in an estimated savings of nearly $270 million per 
year (Table 3).

Discussion

This study indicates a positive association exists between 
racial/ethnic minority Medicare hospice utilization and 
the prevalence of for-profit hospices. An estimated nation-
ally representative annual savings of nearly $270 million 
in projected annual savings would result from closing the 
Medicare hospice utilization gap between racial/ethnic 
minority and White Medicare beneficiaries.

The finding of the positive relationship between the 
prevalence of for-profit hospices and racial/ethnic 
minority Medicare utilization is not surprising given 
previous research showed for-profit hospices engage in 
greater community outreach to racial/ethnic minorities 
and low-income communities than nonprofit hospices 

Table 1. Descriptive Statistics of Independent Variables.

Variable Definition M (SD)

Prevalence of for-profit hospices Ratio of for-profit hospices per 10,000 Medicare beneficiaries 0.59 (0.67)
Prevalence of nonprofit hospices Ratio of nonprofit hospices per 10,000 Medicare beneficiaries 0.65 (0.63)
Per capita income Average per capita income per state (in thousands) $45.65 (7.72)
Percentage religious Percentage state population stating they are religious 0.77 (0.06)
Percentage racial/ethnic minority Percentage of state population identified as non-White 0.31 (0.16)
High school education or higher Percentage with high school degree or higher 0.87 (0.03)

Note. Calculations were performed by state.

Table 2. Multivariate Logistic Regression Results (N = 51).

Coefficient SE p-value

Constant −0.30 13.50 .98
Prevalence of for-profit hospices* 1.93 0.72 .01
Prevalence of nonprofit hospices −0.69 0.77 .37
Per capita income −0.03 0.06 .65
Percentage religious −1.20 6.22 .85
Non-White population 2.78 2.63 .29
Education—high school graduate 0.27 15.55 .99

Note. Calculations were performed by state. F2 (6, N = 51) = 17.76, 
p = .007.
*Significant at the 5% level.
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(Aldridge et al., 2014; Stevenson et al., 2016). Prior 
research showed that both lower income and lower 
education were associated with lower rates of hospice 
care enrollment and at-home hospice death when hold-
ing other covariates constant (Barclay, Kuchibhatla, 
Tulsky, & Johnson, 2013; Jenkins et al., 2011; Silveira, 
Connor, Goold, McMahon, & Feudtner, 2011). The 
current study did not find significant relationships 
between state-level education and income measures 
and the minority hospice utilization gap. That said, the 
correlations in the individual-level studies between 
lower socioeconomic status and lower hospice utiliza-
tion are not surprising given the significant role social 
determinants of health plays in end-of-life care deci-
sions (Koroukian et al., 2017). A potential strategy for 
increasing hospice enrollment among groups across 
socioeconomic levels is to include offering short bouts 
of increased emotional and physical support for the 
patient and/or caregiver(s) during times of crisis in 
end-of-life care (Barclay et al., 2013). In addition, 
given informational materials hospices provide are not 
written at a level understood by most Americans (Kehl 
& McCarty, 2012), hospices should also focus on 
developing materials that comply with the Clear 
Communication initiative established by the National 
Institutes of Health. Clear Communication involves 
incorporating plain language and new technologies 
with accessible formats and content, all grounded in 
cultural respect (National Institutes of Health, n.d., 
para. 1).

Although policies targeting increased hospice enroll-
ment levels for low-income populations with no specific 
focus on racial/ethnic minority populations would con-
tribute to the economic savings discussed in this article, 
prior research has indicated that they would not elimi-
nate the racial disparities within hospice enrollment. 
Brown et al. (2018) showed the effects of race/ethnicity 
on the intensity of end-of-life care are only partly medi-
ated by other social determinants of health. Another 
study showed removing racial and ethnic disparities is 
complex and sometimes well-intended reform initiatives 
might inadvertently reinforce racial/ethnic disparities 
(Alegria, Alvarez, Ishikawa, DiMarzio, & McPeck, 
2016). Strategies hospices could use for specifically 
addressing racial disparities in hospice utilization may 

include offering materials in languages spoken by the 
targeted racial/ethnic minorities (Kehl & McCarty, 
2012; Young, 2014) and employing bilingual and bicul-
tural clinicians or trained staff who act as interpreters 
and provide cultural context for the clients’ beliefs and 
behaviors (Jackson & Gracia, 2014; Substance Abuse 
and Mental Health Services Administration, 2016).

This study estimated a projected savings of around 
$270 million annually from increasing the Medicare 
racial/ethnic minority hospice usage rate to that of the 
White population. Several studies have estimated the 
higher end-of-life expenditures among racial/ethnic 
minority groups (Baicker et al., 2004; Byhoff et al., 
2016; Hanchate et al., 2009; Kelley et al., 2011) and sav-
ings from hospice utilization, in general (Kelley et al., 
2013; Taylor et al., 2018; Taylor, Ostermann, Van 
Houtven, Tulsky, & Steinhauser, 2007). However, to the 
authors’ knowledge, no other study has estimated the 
cost savings that could result from closing the hospice 
utilization gap. In addition to achieving cost savings, 
increasing Medicare racial/ethnic minority hospice use 
could potentially improve patient quality of care (Meier, 
2011). As Livne (2014) states, “Limiting spending 
means helping people face their imminent death and 
avoiding prolonged aggressive treatment; in the context 
of hospice, it becomes a way of caring” (p. 906).

For terminally ill Medicare patients, hospice often 
provides a lower cost care option emphasizing quality 
of life that meets patients’ preconceived wishes for end-
of-life care (e.g., dying at home and being comfortable/
without pain) (Kelley et al., 2013; Taylor et al., 2018; 
Teno et al., 2004; Wright et al., 2010; Zuckerman, 
Stearns, & Sheingold, 2016). Why racial/ethnic minor-
ity populations utilize this option less is subject to much 
discussion and debate (Elliott, Alexander, Mescher, 
Mohan, & Barnato, 2016; Pan et al., 2015). A system-
atic review of hospice use of Black people cited multi-
ple factors contributing to relatively lower hospice 
utilization levels, including lack of hospice awareness, 
monetary concerns, mistrust of the health care system, 
a conflict in value with hospice care, and expected lack 
of racial/ethnic minority staff within hospice care 
(Washington, Bickel-Swenson, & Stephens, 2008). 
Alternately, Koss and Baker (2017) reported findings 
that question the common assertion that mistrust of the 

Table 3. Estimated Cost Savings From Closing Medicare Hospice Utilization Gap.

White Black Hispanic Othera Total

Medicare beneficiariesb 38,505,300 5,160,600 4,137,400 2,742,900 50,546,200
Hospice beneficiariesc 1,112,625 107,461 68,776 43,499 1,332,361
Hospice beneficiaries/Medicare beneficiaries 2.89% 2.08% 1.66% 1.59% 2.64%
Racial/ethnic minority enrollment that closes disparity 41,656 50,776 35,758  
Estimated cost savings from closing disparityd $87,686,851 $106,882,881 $75,270,839 $269,840,571

aOther includes Asians, Native Hawaiians and Pacific Islanders, American Indians, Aleutians, Eskimos, and people of two or more races.
bSource. Kaiser Family Foundation (2017).
cSource. Chronic Conditions Data Warehouse (CCW; 2018).
dSource. Utilizes Taylor et al.’s (2018) cost savings estimate of $2,105 per beneficiary.
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health system by Black older adults contributes to lower 
rates of advance care planning (a practice associated 
with receiving hospice care earlier and longer) 
(Bischoff, Sudore, Miao, Boscardin, & Smith, 2013; 
Teno, Gruneir, Schwartz, Nanda, & Wetle, 2007). 
Adams, Horn, and Bader (2007) emphasized the lack of 
access to health services prior to hospice admission for 
the U.S. Hispanic population as a significant reason for 
lower hospice use by that group.

Simply closing the gap on hospice enrollment will not 
eliminate racial disparities observed within hospice care. 
Research finds once in hospice care, Black people experi-
ence higher levels of disenrollment, often to pursue costly, 
more invasive end-of-life treatment (Aldridge, Canavan, 
Cherlin, & Bradley, 2015; Johnson, Kuchibhatla, & 
Tulsky, 2008). Research in this area is ongoing with one 
study finding, on average, Black and Hispanic people 
tended to enroll in hospices that provided a lower quality 
of care. However, within a particular hospice, Black and 
Hispanic people receive care that is similar to that of 
White people (Price, Parast, Haas, Teno, & Elliott, 2017). 
In contrast, another study found disparities existed 
between the quality of care for Black and White people 
within the same hospice setting (Rizzuto & Aldridge, 
2018). Barclay et al. (2013) found Black people enrolled 
in hospice were also less likely to die at home compared 
with White people even when accounting for other socio-
economic factors such as income, location, and educa-
tion. The explanation for the lower rate of at-home deaths 
for Black hospice patients is inconclusive, with some 
studies suggesting potential differences in culture, care-
taker support, and hospice care communication may be 
contributors (Barclay et al., 2013).

This article discusses potential advantages (e.g., 
quality of life, lesser symptoms, and cost savings) 
from closing the current gap between racial/ethnic 
minority and White Medicare hospice utilization 
(Institute of Medicine, 1997; Kelley et al., 2013; 
Steinhauser et al., 2000). Recent research based on 
national survey data shows the disparities in health 
care access between Black and Hispanic people and 
White people have significantly narrowed from 2013 
to 2015 after the passage of the Affordable Care Act 
(ACA). In addition to reducing racial and ethnic dis-
parities, the ACA was associated with increased access 
for all three groups examined—Black, Hispanic, and 
White people, partly through Medicaid expansion 
(Hayes, Riley, Radley, & McCarthy, 2017). The racial 
and ethnic disparity within hospice is slightly different 
given that all citizens over 65 years of age, at least in 
theory, have access to hospice via their automatic 
Medicare enrollment. The disparities seen in hospice 
go beyond insurance accessibility or income (Harris 
et al., 2017; Ornstein et al., 2016). The hospice com-
munity outreach efforts discussed above (e.g., access 
improvements, materials at a lower reading level) 
would likely improve participation among people of 
all racial and ethnic backgrounds, including White 

people. Such increased enrollment across all racial 
and ethnic Medicare groups has the potential for even 
greater improvements in health and cost outcomes 
than addressed in this analysis.

This research has some limitations. First, due to a 
lack of variation estimates in the existing literature, it 
was assumed a similar proportion of Medicare benefi-
ciaries would be eligible for hospice care across all 
racial groups. There is also the possibility the racial/eth-
nic minority Medicare beneficiaries, who would com-
prise the additional hospice enrollees, would have a 
different average length of stay, disease prevalence esti-
mates, and disenrollment rates. The authors chose not to 
project these statistics because of the uncertainty as to 
the types of patients (e.g., diagnoses) greater hospice 
community outreach to racial/ethnic minorities would 
most attract. Second, this research is limited to state-
level data. Future research is recommended examining 
the relationship between racial/ethnic minority Medicare 
hospice utilization and the prevalence of for-profit hos-
pices that include additional variables of hospice utiliz-
ers such as metropolitan status (e.g., rural vs. urban), 
gender, and income.

Another limitation is for-profit hospices have been 
shown to have higher levels of dementia patients com-
pared with nonprofit hospices (Wachterman, 
Marcantonio, Davis, & McCarthy, 2011). Studies sug-
gest dementia hospice patients have higher costs com-
pared with nonhospice counterparts on account of 
relatively longer hospice stays and fewer invasive end-
of-life treatments for this type of disease regardless of a 
patient’s hospice status (Taylor et al., 2018; Zuckerman 
et al., 2016). Another risk is enrolling patients in hospice 
too early, increasing chances of live discharge which 
research has shown is positively associated with both 
hospice profit margins and the proportion of patients 
from racial/ethnic minority groups (Dolin et al., 2017; 
Stevenson et al., 2016). If for-profit hospices improve 
racial/ethnic minority hospice enrollment by focusing 
solely on dementia patients and/or engage in too early 
enrollment practices—both of which are practices more 
associated with for-profit hospices than nonprofit hos-
pices (Dolin et al., 2017; Stevenson et al., 2016)—and 
nonprofit hospices do not improve their racial/ethnic 
minority recruiting efforts across all primary diagnosis 
levels, the estimated cost savings discussed in this arti-
cle could be overstated. Policymakers should be aware 
of this potential issue and ensure racial/ethnic minority 
hospice recruitment programs encourage hospice use 
across all eligible diseases. In addition, mechanisms 
should be in place to monitor both for-profit and non-
profit hospices to ensure quality of care remains para-
mount in decisions about recruiting and care.

Conclusion
With average per capita end-of-life medical spending  
in the last year of life at $80,000 in the United 
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States—comprising a larger fraction of its gross domestic 
product than that for all eight other countries examined in 
a 2017 study (French et al., 2017), implementing strate-
gies to increase the inclusiveness of all racial/ethnic 
groups to hospice may be one way Medicare can simulta-
neously lessen its financial burden and improve the qual-
ity of life for its beneficiaries. This research finds a 
positive association between the prevalence of for-profit 
hospices and racial/ethnic minority Medicare hospice uti-
lization, highlighting a potential business ownership 
model to further examine when developing strategies for 
racial/ethnic minority Medicare enrollees’ inclusion in 
hospice care. With the potential to provide nearly $270 
million in annual cost savings while also improving 
health outcomes, further research on specific programs 
that successfully reduce the racial/ethnic minority hospice 
enrollment gap is paramount. In addition, collaboration 
between hospices, health systems, and community orga-
nizations is needed to reduce the disparities between 
racial/ethnic minority and White Medicare beneficiary 
hospice utilization.
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Abstract
Hospice care is perceived as enhancing life quality for patients with advanced, incurable
illness, but cost comparisons to non-hospice patients are difficult to make. The very large
Medicare expenditures for care given during the end of life, combined with the pressure on
Medicare spending, make this information important. We sought to identify cost differences
between patients who do and do not elect to receive Medicare-paid hospice benefits. We
introduce an innovative prospective/retrospective case-control method that we used to study
8,700 patients from a sample of 5% of the entire Medicare beneficiary population for
1999–2000 associated with 16 narrowly defined indicative markers. For the majority of
cohorts, mean and median Medicare costs were lower for patients enrolled in hospice care.
The lower costs were not associated with shorter duration until death. For important
terminal medical conditions, including non-cancers, costs are lower for patients receiving
hospice care. The lower cost is not associated with shorter time until death, and appears to
be associated with longer mean time until death. J Pain Symptom Manage
2004;28:200–210. ! 2004 U.S. Cancer Pain Relief Committee. Published by Elsevier Inc.
All rights reserved.
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Introduction
The Medicare Hospice Benefit, enacted in

1982, was intended to provide compassionate
and cost-effective care for Medicare beneficiar-
ies with incurable advanced illnesses. Medi-
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care’s very large expenditures on dying benefi-
ciaries,1 combined with federal funding pres-
sures, have given new prominence to end-of-life
care. Since Medicare began its hospice benefit,
it has been thought to be unethical to con-
duct randomized hospice/non-hospice studies,
as a right to hospice care is presumed. There-
fore, investigations have been limited to studies
that can very closely match populations and
overcome selection bias.

The Medicare hospice benefit is potentially
available to all Medicare beneficiaries after a
physician certifies that the beneficiary is ex-
pected to live fewer than 180 days. Hospice ser-
vices are provided by the patient’s choice of the
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Medicare-certified hospice agencies available in
the patient’s locale. Under the program, the vast
majority of services are provided in the patient’s
place of residence. Approximately 95% of the
days of hospice care delivered in the US are at
the routine home care level.2 The hospice pro-
vides all needed services, including prescription
drugs and palliative care and receives a flat pay-
ment amount for each day the patient is en-
rolled in hospice. The amount varies somewhat
by locale. The patient can elect to stop receiving
hospice care and return to traditional Medicare
coverage at any time.

The cost analysis of patients enrolled in the
Medicare Hospice Benefit has been debated
since the benefit began in 1982. Changes in
hospice care such as the growth of palliative
treatments (e.g., chemotherapy, radiation and
pain management therapies) and increased en-
rollment of non-cancer beneficiaries (e.g., end-
stage chronic obstructive pulmonary disease
[COPD], congestive heart failure [CHF], Alz-
heimer’s disease) have created a new context
for the debate. Early studies of hospice care3,4

implied Medicare savings with increased home
care and reduced hospitalization, futile treat-
ment and diagnostics. These studies were criti-
cized for lack of rigorous matching criteria and
the effects of selection bias.5 More recent studies
find mixed results. Hospice use is associated
with decreased cost in oncology populations but
may not be for some other diagnoses.6–8

The costs for patients enrolled in the Medi-
care Hospice Benefit vary depending on where
services are rendered (home, nursing home or
hospital) and duration of hospice enrollment,
among other factors. Substituting hospice for
conventional care is more likely to show hospice
most favorably if patients are on hospice just
long enough to avoid unnecessary services. Hos-
pice services provided to patients just before
death can be an additional expense, as can hos-
pice care provided for many months or years. A
period of at least 2–3 months of hospice care
may be optimal from both a cost and clinical
standpoint.9,10

In addition to cost analysis, the effect of hos-
pice care on length of life has been raised in
connection with the quality of care. Anecdotal
evidence suggests that some patients live longer
after receiving hospice care.11–14 Patients with
chronic organ failure may benefit from atten-
tion to psychosocial concerns and personal care

from hospice programs. Terminally ill oncology
patients who forego aggressive cure-directed
therapies and who receive greater psychosocial
support may have greater survival.15 No defini-
tive survival data has been previously presented
to support these findings and reports of in-
creased survival of breast cancer patients in sup-
port groups have been questioned.16

Effectively matching populations for cost and
longevity comparisons requires identifying a
similar point in patients’ terminal decline.17 At-
tempts to develop accurate tools to predict the
timing of death have generally been unsuccess-
ful.18 SUPPORT investigators used a computer-
generated algorithm to model the probability
of death.19 This method found that estimating
probabilities of death was not clinically useful.
The National Hospice and Palliative Care Orga-
nization (NHPCO) published expert opinion
guidelines for determining 6-month prognosis
for selected non-cancer terminal illnesses.20

These guidelines were modified by Centers for
Medicare and Medicaid Services (CMS) fiscal
intermediaries for use as local medical review
policies that define payment criteria. However,
the NHPCO guidelines and subsequent pay-
ment policies have also been found to have
weak predictive validity.21 “Look-back studies,”
which compare costs for hospice and non-hos-
pice patients for a set period before death, have
been criticized because of inadequate control
for potential selection bias and failure to ac-
count for survival differences. The use of algo-
rithms applied to administrative data to predict
future costs has likewise had limited success22

and we have avoided such approaches. For
these reasons, we conceived the methodology
of the present study to examine cost for subsets
of patients that most clinicians would recognize
as suitable for hospice care.

Methods
In this study, we used established actuarial

methods and administrative data to measure
both costs and time until death starting from
dates narrowly defined by claims data. We estab-
lished cohorts of patients with diagnoses and, in
most cases, paired treatments that indicated
advanced illness. For each patient, unique dates
for specific clinical events were used to measure
the beginning point for time until death and
cost through death.
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The goal of our methodology was to identify
patients who might, within days or months, rea-
sonably choose hospice care. For each disease
cohort, we sought to identify patients and, for
each patient, a similar point in time from which
we could begin to measure costs and length of
life. Such a methodology avoids the biases of an
approach of tabulating costs backwards from
the date of death for a specified preceding time
period, where the treatments received could
bias the time until survival.

The use of administrative data allowed us to
identify relatively large numbers of patients,
even for very narrowly defined cohorts. The
Medicare 5% sample database contains demo-
graphic and medical claim details for almost
2 million Medicare beneficiaries, of which
about 100,000 die each year. While these data
contain details of dates of service, diagnostic
(ICD-9) and procedural (CPT or HCPCS) infor-
mation, the data do not contain typical clinical
information (such as laboratory values or stage
of disease).

Physician advice is often an important ele-
ment in a patient’s decision to join a hospice,
and we assembled a group of physicians active in
hospice care who worked with medical coding
and data experts. The group was charged with
identifying patient characteristics, recognizable
through the Medicare data that would strongly
suggest the patient would soon be eligible for
hospice care. While the majority of patients who
choose the Medicare hospice benefit are dying
of cancer, we did not limit the study to cancer
patients. The advisory group ultimately devel-
oped subsets of 16 diagnoses (Table 1) where
some combination of medical claims would
define an unambiguous starting point for tabu-
lating cost and time until death and where the
patient could soon face a decision about enroll-
ing in the Medicare Hospice Benefit. Within
each diagnosis, we selected an indicative marker
in the end-stage of these incurable, advanced
diseases on the basis of specific diagnosis, treat-
ments and response to treatments. These indica-
tive markers represented unambiguous (from
a data standpoint) points in the end stage of
these 16 diagnoses. The criteria for creating
indicative markers were:

• the defining event had to appear as medi-
cal claims. In practice, this generally meant

some combination of a hospital admission
or physician intervention, and

• the defining event would generally occur
near the end of life but before an individ-
ual would have made a choice to enroll in
the Medicare hospice benefit.

For most diagnoses, a minority of patients
was selected for inclusion in the analysis, be-
cause most did not receive the pre-defined med-
ical interventions. Within a given diagnostic
cohort, we compared cost and time until death
for patients choosing or not choosing hospice
care—starting with the date of the indicative
marker. We restricted the cohorts to patients
who died within the calendar year of the indica-
tive marker or the next calendar year.

The diagnostic definitions both described
relatively narrow cohorts and allowed identifica-
tion of a unique date for each individual. Our
indicative marker methodology produced co-
horts that, for most diseases, represent small
subsets of patients who died of the disease. We
believe that the complicated set of circum-
stances we used to define the cohorts provides
a very significant degree of homogeneity within
the cohorts. This complexity for identifying pa-
tients in effect lessens the need for risk adjust-
ment, which is fortunate because the standard
risk adjustment methodologies are not de-
signed for use with dying patients.

Indicative Markers
We used the International Classification of

Diseases, 9th Revision, Clinical Modification
(ICD-9-CM), the Current Procedural Terminol-
ogy, Fourth Edition (CPT), and the Health Care
Financing Administration Common Pro-
cedure Coding System (HCPCS) to create “in-
dicative markers” for 17 diagnoses by an expert
panel of oncologists, hospice medical directors,
actuaries and Medicare insurance coding spe-
cialists. The indicative marker consisted of
either an ICD-9-CM code alone or an ICD-9-
CM code combined with CPT and/or HCPCS
codes.

The panel was instructed to identify the cir-
cumstances, which could be identified with the
available Medicare claims data, under which a
patient could shortly thereafter be advised to
consider obtaining hospice care. The majority
of suggested circumstances proved impractical
because they depended upon data that were
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Table 1
Definitions of Indicative Conditions and Markers

Condition Administrative Claims Data Indicative Marker for Study Inclusion

Malignant neoplasm of esophagus Beneficiaries with ICD-9-CM (ICD-9) for cancer of the esophagus except those with
CPT for radical esophagectomy with interpositioning. The exception was made
because that procedure may be performed with the expectation of cure or long-
term survival

Malignant neoplasm of stomach Beneficiaries with ICD-9 for stomach cancer except those with CPT for partial or
subtotal gastrectomy and have claims for chemotherapy (chemo) starting within 1st
quarter of surgery

Malignant neoplasm of colon Beneficiaries with ICD-9 for colon cancer and have claims for chemo and either:
– no previous colon resection
– colon resection !1 quarter before start of chemotherapy

Malignant neoplasm of rectum Beneficiaries with ICD-9 for cancer of the rectum and have claims for chemotherapy
and/or radiation therapy (RT) and either:

– no previous rectal resection
– rectal resection !1 quarter prior to chemo and/or RT

Malignant neoplasm of liver and Beneficiaries with ICD-9 for liver and intra-hepatic bile duct cancer
intra-hepatic bile ducts

Malignant neoplasm of gallbladder Beneficiaries with ICD-9 for gallbladder and extra-hepatic bile duct cancer
and extra-hepatic bile ducts

Malignant neoplasm of pancreas Beneficiaries with ICD-9 for pancreatic cancer except cases with islet cell cancer
Malignant neoplasm of trachea, Beneficiaries with ICD-9 for lung cancer and have claims for chemotherapy, which

bronchus and lung indicate a switch to another combination of chemotherapy drugs within 1–2
quarters of the initial chemotherapy

Malignant neoplasm of female breast Beneficiaries with ICD-9 for breast cancer and have claims for chemotherapy, which
indicate a switch to another combination of chemotherapy drugs within 1–2
quarters of the initial chemotherapy

Malignant neoplasm of ovary and Beneficiaries with ICD-9 for ovarian and uterine cancer and claims indicate treatment
other uterine adnexa course (at minimum) of primary abdominal surgery followed by chemotherapy

Malignant neoplasm of prostate Beneficiaries with ICD-9 for prostate cancer and HCPCs J codes for all
chemotherapies except leuprolide (includes cases receiving strontium 89)

Malignant neoplasm of brain Beneficiaries with ICD-9 for brain cancer and claims indicate a diagnostic/treatment
sequence of brain biopsy or debulking or craniotomy, followed by RT

Congestive heart failure (CHF) Beneficiaries with ICD-9 for CHF and have claims indicating 1 or !hospitalizations
involving:

– invasive monitoring
– intubation and ventilatory management

Exclusions: cases with CPT for CABG within 1 quarter prior to hospitalization and
cases in which hospitalization for invasive monitoring or intubation indicate
primary diagnosis of acute MI

Chronic obstructive pulmonary Beneficiaries with ICD-9 for COPD and have claims indicating 1 or more
disease (COPD) hospitalizations requiring intubation and ventilatory management

Alzheimer’s disease Beneficiaries claims indicating 1 or more admissions with primary diagnosis of
sepsis and/or aspiration pneumonia along with a secondary diagnosis of
Alzheimer’s disease

Stroke Beneficiaries with 1 or more admissions with primary diagnosis of sepsis and/or
aspiration pneumonia along with a secondary diagnosis of stroke

not available in the Medicare 5% sample. For
example, any cohort definitions that depended
upon laboratory values, stage of a disease or
other clinical measure were rejected.

We selected these markers based on the prac-
ticality of obtaining the required information
from administrative data and perceived rele-
vance to hospice (judged to have a life expec-
tancy of less than one year but not facing
imminent death). We established the indicative
markers prior to conducting the data analysis.
Data extraction for one of the 17 diagnoses re-
sulted in fewer than 20 individuals; therefore,

we report the results for 16 out of the 17
diagnoses.

For cancer of the liver, gallbladder and pan-
creas, the first hospital claim or the first of at
least two physician outpatient claims, appearing
with ICD-9-CM codes for these “indicative di-
agnoses,” was used as the starting point to tabu-
late costs and longevity. Because the prognosis
is typically poor for these conditions, the first
appearance of the diagnosis is an effective
starting point for which costs and longevity
could be tabulated. For cancer of the esophagus
and stomach, we excluded beneficiaries who
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appeared to be receiving curative therapy as
defined by particular surgical interventions, be-
cause certain types of esophagus and stomach
cancer are considered curable through surgery.

For the remainder of the diagnoses, an “in-
dicative event” that signaled the terminal phase
of an incurable, advanced disease was chosen
as the marker. The indicative event consisted
of specific treatments (chemotherapy, radia-
tion therapy and surgery as detailed in Table 1)
ora hospitalizationwithspecific interventionsor
diagnoses. The treatments identified for the
cancer diagnoses suggested either failure of cu-
rative therapy or evidence for palliative therapy.
The hospital treatments used to define indica-
tive events for the non-cancer diagnoses sug-
gested a serious decline in health status.

The vast majority of dying patients would not
meet the criteria of the indicative diagnoses –
whether or not they elected to receive the Medi-
care Hospice Benefit. The challenge of using
the available data to identify a patient at the
cusp of being faced with a decision about choos-
ing hospice care severely limited the possible
number of cohorts. Hospice physicians, includ-
ing those who advised us, do not identify pa-
tients through medical claims coding, and
rarely if ever treat patients before they decide
to obtain hospice benefits. Because of these
constraints, the authors feel that there was no
deliberate bias in our methodology.

Data Source
Our analysis used Medicare health insur-

ance claims and enrollment data from the 5%
Sample Beneficiary Standard Analytic Files23 for
the years 1998, 1999, and 2000. The 5% sample,
which is created by and available from the Cen-
ters for Medicare and Medicaid Services (CMS),
was created from the 100% Medicare Standard
Analytical Files. The 5% sample is created by
CMS as a statistically representative, longitudi-
nal dataset.

The 5% Medicare Sample contains claims for
about two million enrollees. Members have
unique identifiers that allow patient tracking
from year to year. The claims sample comprises
seven distinct databases, each containing
claims from a particular provider type: Physi-
cian Supplier Part B, Outpatient Hospital, Inpa-
tient Hospital, Home Health Agency (HHA),
Hospice, Skilled Nursing Facility (SNF), and

Durable Medical Equipment (DME). We ex-
tracted data from all patients who met our
criteria.

Sample Selection
Our data selection criteria were chosen pri-

marily to avoid biasing time until death or cost
according to whether an individual chose hos-
pice. Consequently, we caution the reader that
the costs and time until death time shown
should not be used as a guide for individual
patient time until death or cost.

In our algorithm, assignment into one of the
16 diagnostic categories required two physician
claims or one inpatient hospital claim with the
relevant ICD-9-CM code. We used a disease hier-
archy to set the category for a beneficiary who
could fall into more than one category. Before
applying narrowing criteria, these diagnoses ac-
counted for approximately 55% of all Medicare
beneficiaries’ deaths in the 5% Medicare
sample. Beneficiaries were designated as hos-
pice users if they had one or more hospice
claims.

The final sample size did not change signifi-
cantly from the base sample for beneficiaries
diagnosed with esophageal, stomach, liver, gall-
bladder and pancreatic cancer, as the date of
the first appearance of the diagnostic ICD-9-
CM code itself was used as the marker for each
affected individual. For other diagnoses, the
final sample was significantly smaller than the
base sample, as specific treatments, “indicative
events,” were required. The percentage of indi-
viduals utilizing hospice services was similar for
patients with or without the indicative event.

Because cost comparison analysis was the pri-
mary focus of this study, and because the last
few days of life can be very expensive,especially if
the patient is hospitalized, we included only
patients whose death could be observed in the
data. Costs (Medicare payments) were tabu-
lated starting with the time of the “indicative
diagnosis” or “indicative event” to the time of
death. For years prior to 2000, Medicare Part
B claims indicate a date of service, which was
used as the marker date for cost and longevity
comparison. Medicare Part A claims show
only the quarter and year of service; Part A
claims were attributed to the patient if the claim
fell in the quarter of the indicative event or
later. Medicare payments are the amounts that
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Medicare pays—net of beneficiary coinsurance
and deductibles.

We removed certain patients and their claims
from the analysis as required by inherent data
limitations or in order to avoid bias in favor of
patients who chose or did not choose hospice
care. In particular, we removed patients who
incurred less than $4,000 in claims (approxi-
mating the low end cost of one Medicare-paid
hospitalization) or greater than $115,000 in
claims from the indicative event through death.
This reduced the population by about 5% and
total cost by about 20%. The removal of these
patients reduces the possibility that the results
reflect the influence of very large or very small
claims. We also removed patients who died
within 15 days after the indicative event. This
removes from the analysis people who die very
quickly, and, as a result, may incur very low
costs, and may not have a chance to consider
entering hospice. For congestive heart failure,
COPD and stroke, the short-stay trim removed
a significantly higher portion of patients. This
is not surprising, because the indicative marker
for each of these cohorts is an acute hospital stay
with significant intervention, and those patients
who die within 15 days of admission might not
have the opportunity to consider hospice care.
We note that hospice data show many patients
enter hospice with only a few days to live, and
hospice executives complain about the quality
and cost impact this has.24 We note that hospice
practitioners inform us that many patients do
choose hospice care under such circumstances.

We followed individuals identified in 1999
with indicative events through the year 2000.
For esophageal, stomach, liver, gallbladder and
pancreatic cancers, where we used the first ap-
pearance of the ICD-9-CM code in the data as
the indicative marker, we examined 1998 data
for earlier appearances of these diagnoses
among the claims. For the other diseases, we
identified each individual’s first indicative event
in 1999. Individuals with a first indicative
event in 2000 were eliminated from our study,
to avoid biasing the sample toward short survi-
vors. It is possible, but for most conditions clin-
ically unlikely, that some individuals may have
had a first indicative event in 1998 and a second
in 1999. We did not examine the data from
1998 to identify any such patients. As a result
of this approach, we considered only patients

who were age 66 and older if the indicative
event occurred in 1999.

We eliminated any individuals who were not
observed to die. While the data from such indi-
viduals would be useful for a survival study, costs
are generally believed to be higher toward the
end of life. Because of our focus on cost, we
wanted to capture only people with observed
deaths. As mentioned above, because the pri-
mary purpose of this study was to evaluate cost,
we analyzed only patients who died. This limits
the usefulness of the data for survival analysis
purposes. Nonetheless, we report the mean and
median time until death for the cohorts.

Statistical Analysis
We used the t-test to evaluate differences in

means, which is the goal of this study, to mea-
sure the Type I comparison wise error rate. We
did not attempt to develop predictive para-
meters for time until death or cost. We tested
for the significance of the following variables:
age, sex, Medicaid-eligibility, and use or non-
use of hospice cost. The significance of these
variables was tested through a generalized
linear model. The P values shown in Table 2
are based on unadjusted means tests using cost
as the only independent variable. The signifi-
cance of other variables was determined using
multiple regression on hospice use, age, sex
and dual eligibility for Medicare and Medicaid.
Table 3 shows that the hospice group is slightly
more female and slightly younger than the non-
hospice group.

We did not perform any analysis to attempt to
identify the impact of co-morbidities on cost or
time until death. The patient cohorts were very
narrowly chosen from approximately 200,000
Medicare deaths, and the hierarchy we used in
assigning indicative markers does provide some
control over co-morbidities. More fundamen-
tally, the predictive models in commercial use
have weak predictive power and all were
designed to forecast future costs for general
populations, not those with short-term termi-
nal illness.22 Similarly, the Charlson approach
also seems inappropriate given the terminally ill
characteristic of the population and the narrow
population definitions.25 The geographic distri-
bution by state of the hospice and non-hospice
groups was very similar, with a 93% correlation
coefficient, 94% for dual-eligibles and 92% for
non-dual-eligibles. Of the cancer cohorts, 53%
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Table 2
Medicare Cost Per Patient for Studied Diseases

Choicea/Patient Mean Cost/SD Median Cost Mean Time Until Median Time Until
Disease Cohort Count per Patient (US$) per Patient (US$) Death in Days/SD Death in Days

Alzheimer’s disease H/29 29,828/16,986 29,309 221/177 166
NH/122 30,925/21,268 24,034 175/155 117

Brain cancer H/284 35,768/20,743 32,706 203/146 170
NH/166 38,300/24,729 31,260 159/139 108

Breast cancer H/144 37,968/22,426 34,428 353/172 362
NH/111 41,269/24,641 38,349 306/184 293

Congestive heart failureb H/174 46,793/24,469 41,136 185/163 136
NH/1141 53,528/26,705 50,015 135/145 65

Colon cancer H/327 31,819/20,727 41,136 310/168 292
NH/199 33,979/22,283 50,015 266/182 226

Chronic obstructive H/33 43,744/22,830 37,495 136/143 96
pulmonary disease NH/292 51,831/26,991 45,458 132/151 57

Esophageal cancer H/232 33,489/22,749 28,289 252/168 210
NH/300 36,133/22,833 31,816 209/173 149

Gallbladder cancer H/70 30,454/17,895 25,725 211/163 159
NH/58 33,026/22,676 27,596 186/163 139

Liver cancerb H/496 27,364/19,544 22,909 183/158 133
NH/388 30,402/23,331 21,974 170/167 100

Ovarian cancer H/24 45,296/22,272 35,946 296/141 303
NH/17 54,231/30,387 43,197 248/133 246

Pancreatic cancerb H/663 29,621/20,786 23,617 198/160 151
NH/459 34,784/24,232 27,834 183/164 128

Prostate cancer H/270 30,573/19,761 25,763 404/180 392
NH/459 30,382/21,257 25,182 366/177 370

Rectal cancer H/191 34,478/21,698 31,168 289/174 263
NH/193 37,917/25,152 32,283 233/179 200

Stomach cancer H/252 32,004/22,687 25,314 228/175 190
NH/264 35,658/25,151 29,951 194/171 133

Strokeb H/22 46,910/30,767 40,900 177/127 156
NH/125 34,579/24,148 28,230 165/168 101

Trachea, bronchial & H/648 36,209/20,136 32,886 262/157 229
lung cancer NH/547 37,845/20,808 34,855 225/152 201

aH ! patients choosing hospice; NH ! patients not choosing hospice.
bP " 0.05 for mean cost differences.

of the patients were in the hospice cohorts,
compared to 60% of all Medicare decedents in
2000, while for cancer plus non-cancer cohorts,
44% of patients were in the hospice cohorts
compared to 23% for all Medicare decedents
in 2000.24

SAS (SAS Institute Inc, Cary, NC) and
Excel were used for all analyses. We con-
ducted statistical tests on each disease sepa-
rately and did not attempt cross-disease analysis

to determine whether hospice use, age, sex or
dual eligible status had significant impacts.

Results
For the diseases studied, we compared Medi-

care patients enrolled in the Medicare hospice
benefit with those not enrolled in the Medi-
care hospice benefit for Medicare cost. Table 2
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Table 3
Age–Sex Demographics of Cohorts

Age Female Male Total

Patients Receiving Hospice Care
64–69 412 476 888
70–74 462 578 1,040
75–79 449 481 930
80–84 299 297 596
!85 221 184 405
Total 1,843 2,016 3,859
Patients Not Receiving Hospice Care
64–69 437 532 969
70–74 497 643 1,140
75–79 464 648 1,112
80–84 400 458 858
!85 401 361 762
Total 2,199 2,642 4,841
Grand Total 4,042 4,658 8,700

shows summaries of these measures for the nar-
rowly defined patient populations shown in
Table 1.

For all diseases except prostate cancer and
stroke, mean cost was lower for patients who
chose hospice but was significant (P " 0.05)
only for CHF, liver cancer and pancreatic
cancer. Patients choosing hospice had higher
cost at this significance for stroke (Table 2).
Median costs generally followed the same pat-
tern. Mean and median costs for untrimmed
data followed the same pattern as for trimmed
data with few exceptions.

Because cost was the focus of this study, we
included only patients who died during the
study period. Consequently, the data are of lim-
ited value for a survival study. Nevertheless,
the pattern of lower costs for patients who
choose hospice does not appear to be associated
with shorter survival. Patients who choose hos-
pice showed longer mean and median time
until death than their matched non-hospice co-
horts—by days to months for all of the diag-
noses studied.

We caution the reader that the time until
death times shown in Table 2 are means for
the cohorts studied. Because the criteria use
administrative, not clinical data, clinicians may
find it hard to know whether an individual pa-
tient meets the detailed criteria we used to
select patients, and the results should not be
used to predict time until death times for indi-
vidual patients.

A multiple regression was used to evaluate
the effect of the available variables (i.e., hos-
pice/non-hospice, age, sex, and Medicaid dual

eligibility status) on time until death, cost, and
cost/day by disease category. For each condi-
tion, we show whether hospice status, age, sex
or Medicaid dual eligibility were significant for
cost. Table 3 presents age and sex demograph-
ics of the hospice and non-hospice cohorts.
Overall, the hospice group had slightly more
females than the non-hospice group (48% vs.
45%) and patients in the hospice group were
slightly younger than patients in the non-hos-
pice group (74% and 67% of patients were #79
years of age, respectively).

Discussion
This study provides evidence that, for certain

well-defined terminally ill populations, costs are
lower for patients who choose hospice care than
for those who do not. Furthermore, for cer-
tain well-defined terminally ill populations,
among the patients who died, patients who
choose hospice care live longer on average than
similar patients who do not choose hospice
care. This pattern persisted across most of
the disease states studied. Hospice care is widely
used by patients with cancer, which was re-
flected in the high proportion of patients choos-
ing hospice care in our cancer diagnoses
groups. Notable among the findings, however,
is that the CHF-related group, where relatively
few patients receive hospice care, shows lower
cost and higher time until death for the patients
who choose hospice care.

Although the data suggest some longevity
benefit to hospice, the causality for reduced
cost seems stronger than for greater time until
death, because patients who happen to live
longer after their indicative event may have
greater opportunity to choose hospice. Alterna-
tively, these patients will also have greater oppor-
tunity to enter a track of aggressive, non-hospice
treatment. While the study’s design does not
provide comprehensive results for longevity,
the hypothesis that longer surviving patients
may more likely choose hospice seems counter-
intuitive to the finding of lower costs for pa-
tients choosing hospice. This is an important
area for further research.

A critical question is whether the selection
criteria—either for the defined cohorts or for
the individuals who choose hospice care—
biased the results. The administrative data used
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do not capture significant clinical measures or
psycho-socio-economic data such as education
or income. Hospice enrollment was not
randomly assigned, and the individuals who
choose hospice may have tended to avoid ex-
pensive care even if they had no access to the
hospice benefit. One approach to identifying
such bias is to assume that high spending (or
low spending) before hospice enrollment is
a predictor of an individual’s probability of
obtaining (or avoiding) aggressive medical
treatment. However, certain of the indicative
diagnosis definitions (for example, breast and
ovarian cancers) required a history of obtaining
aggressive medical treatment, so such look-back
methods may have limited value for these co-
horts. In addition, the attempt to use pre-hos-
pice treatment to adjust for “propensity to treat”
bias would discount the possibility that changes
in their medical condition could cause some
people to dramatically change their choices
about the desired kind of medical care.

Although the Medicare 5% sample contains
information about race, we did not include that
factor in our analysis. African-American pa-
tients have been shown to be less likely to
choose hospice services than non-minority pa-
tients.26 Racial disparities deserve further inves-
tigation, although the authors do not have a
strong intuitive sense of the cost bias that might
have been introduced by failure to consider
race.

We believe that our “indicative event” defini-
tions identified individuals with similar health
status, although the more complicated indica-
tive events, which require a combination of
circumstances, probably produced more ho-
mogenous cohorts than the simpler indicative
events (for example, the first appearance of a
pancreatic cancer diagnosis). For most indic-
ative events, the individuals were well enough
to have passed medical clearance to receive ag-
gressive treatment. They were all sick enough
to die within two years of the event. The limited
success of predictive modeling21 argues against
using existing models (or simpler look-back ap-
proaches) to create matched cohorts and we
did not attempt to do so. The analysis does
exclude all individuals who die within 15 days of
the indicative event, so that the non-hospice
group would not include individuals who die
immediately after the intervention, so have no
opportunity to choose hospice.

Our trimming rules had almost no impact on
which cohort had higher mean or median costs
and no impact on which cohort had longer time
until death. One of the few exceptions is cost
for CHF, where a large number of non-hospice
patients died within a few days after the indica-
tive hospitalization event. For CHF, including
these very short times until death patients would
shift mean and median costs for the non-hos-
pice cohort to be lower than for the hospice
cohort. This exception does not weaken our
view about the relative costs of hospice patients,
as hospice would have had little opportunity to
reduce costs for these patients.

The study does raise temporal bias issues.
Patients who choose hospice care may incur
lower expenses, with or without hospice care,
because they may desire to avoid aggressive
treatment. This may explain some of the cost
findings for cancer of the esophagus, stomach,
liver, gallbladder and pancreas, where the indic-
ative event was defined by the appearance of a
diagnosis, rather than a more aggressive medi-
cal intervention. However, for the other con-
ditions studied, the indicative event screen
required that all patients in both the hospice
and non-hospice cohorts have a history of
choosing aggressive treatment—and access to
such aggressive treatment. For example, a diag-
nosis of brain cancer followed by a surgical in-
tervention and radiation treatment does not
suggest a patient who avoids aggressive treat-
ment or one who has little access to aggressive
care.

The question “How is it possible that hospice
can prolong life?” is critically important to
answer. Hospice care promotes itself as provid-
ing compassionate care, emphasizing pain man-
agement, comfort and quality of life. These
kinds of support may tend to prolong life, al-
though the evidence base for much of what
hospice achieves has yet to be assembled. Ter-
minally ill patients who choose hospice avoid
the hazards of aggressive medical treatment,
which may contribute to the longer time until
death observed in these patients. We suggest,
however, that the longer time until death may
be due to significantly longer time until death
by a relatively small number of patients, rather
than short increases by a large number of pa-
tients. Thishypothesis may findsupport through
further data analysis or clinical research to
identify whether some hospice patients survive
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one or more crisis periods better than do non-
hospice patients. We hope this study may
prompt additional investigation into the appro-
priate length of hospice enrollment needed
to achieve the goals of end-of-life care. The
appropriate length continues to be debated,
especially as the mean length of hospice enroll-
ment has declined from a high of 74 days in
1992 to 59 days in 1998,27 although the decline
appears to have stopped in more recent years.28

Another important question to answer, which
our study did not address, is “Do the differences
in time until death matter to patients and fami-
lies?” In our study sample, the average time
until death from the indicative event ranged
from about 6 months to about 1 year. The hos-
pice patients had an increase in time until death
compared with the non-hospice patients that
ranged from days to months. This increase in
time until death may be particularly important
to family members if pain management, com-
fort and quality of life can be maintained.

Finally, the question “Do these results apply
to other kinds of patients?” must be asked. In
performing this study, we chose very narrowly
defined patient cohorts and removed patients
with short or long survival periods. These co-
horts were unusual in that administrative data,
by itself, was used to identify a precise point in
the patient’s treatment and course of disease.
The diagnoses from which we chose patients
account for a majority of Medicare deaths, but
the criteria used to choose cohorts generally
produce many fewer deaths. Further research
should be undertaken to determine whether
other kinds of patients follow disease courses
similar to those reported in this study. Future
research in this area will elucidate the applica-
bility of these findings.

Although the use of administrative data
presents some limitations, it also has strengths.
Well-known weaknesses include incomplete or
inaccurate coding by healthcare providers
during the course of billing. However, we be-
lieve these weaknesses do not bias the results
of our study. One important strength of using
the Medicare 5% sample is that this administra-
tive data is taken from actual Medicare pay-
ments for actual patients rather than modeled
patients or expenses. These data were pro-
duced by the Medicare payment adjudication
system, so, unlike using data from a small con-
trolled study or charges generated by hospital

charge masters, the findings require little trans-
lation to make them applicable to likely aggre-
gate results for Medicare as a payer.

Most analyses of the cost of end-of-life care,
including this study, have not considered the
substantial out of pocket costs to families.29

Medicare hospice services require minimal cost
sharing, and, unlike the regular Medicare pro-
gram, drugs are covered. Medicare cost sharing
practically guarantees that, if our findings are
true, the cost to patients will be less for hos-
pice care, although this is a fertile topic for
further investigation. Had we considered the
value of the Medicare Part A deductible, the
Medicare Part B coinsurance and deductible
and the cost of prescription drugs, the total cost
savings for hospice care would have been more
dramatic than shown.

We caution that while the choice of hospice
or non-hospice appears to have an important
influence on average time until death time, the
variance in time until death is very large for
both cohorts. In other words, for an individual,
the choice of hospice or non-hospice has very
low predictive value for individuals. We hope
that this study will generate hypotheses that can
be tested in a clinical environment to produce
evidence-based recommendations.

Predicting the date of an individual’s death
has been a challenge for the Medicare pro-
gram’s definition of hospice eligibility and the
costs of care for Medicare beneficiaries at the
end of their life is an immense cost issue for
the financially-beleaguered program.30 This
study provides important information that may
guide physician recommendations that are
both compassionate and cost effective.
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Hospice Utilization, Chelan County vs State 
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Speed of Admission  
Washington Hospice Programs

Central Washington Hospice (green bar) admits 31% of patients discharged from a 
hospital on the day of discharge.  This compares to a national average of 80%.

Slow admission times can indicate staffing issues and present a significant access 
issue for the 1/3 of patients who are on hospice for 7 days or fewer.
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Chelan County Hospice 
Speed of Admission for Hospital Discharges

2016-2020
The percentage of patients admitted to hospice at 
Central Washington Hospice on the day of 
discharge from a hospital has consistently been 
below the national average and one of the lowest 
in Washington State.  Percent of Patients Admitted on Day by Hospice grouped by Year 
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Dual-Eligible Hospice Utilization Rates
in Washington State Counties

Chelan County admits 367 dual-eligible patients to hospice per 
1,000 Medicare deaths.  This is significantly below the national 
average of 474 for dual-eligible patients.  In addition, Chelan 
County ranks in the bottom third of Washington counties for dual-
eligible hospice utilization rates.
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Chelan County Dual-Eligible 
Hospice Admissions per 1,000 Deaths 

2018-2020 The Chelan County hospice utilization rate for dual-
eligible patients is low compared to both the nation and 
other counties in Washington.  In addition, the rate has 
been declining year over year.  

Medicare dual-eligible are an underserved population 
in Chelan County.
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Visit Hours per Patient Day
Washington Hospice Programs

ß Washington Hospice Agencies à

Central Washington Hospice (green bar) spends an average of 0.41
hours per day with their patients.  The national average is 0.52 hours 
per patient day.  

Less time in patient homes can be an indicator of staffing challenges 
which creates access issues for patients.
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Visit Hours per Patient Day
Central Washington Hospice 

2016 – 2020 Central Washington Hospice 
consistently spends less time in 
their patient’s homes than the 
national average. Visit-Hours per Patient Day by Hospice grouped by Year 
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Chelan County Hospice Utilization by Race - 2020 - Berg Data Solutions 

Race 
Chelan County 

Hospice Patients 
State Average 
Race Percent 

National Average 
Race Percent 

White 96.0% 91.1% 84.9% 
Asian 0.0% 2.6% 1.5% 
Black 0.0% 1.9% 9.0% 
Other 0.0% 1.6% 1.3% 
North American Native 0.0% 1.0% 0.4% 
Unknown 0.0% 0.9% 0.6% 
Hispanic 0.0% 0.9% 2.2% 
      
      
      
NOTE:  Demographic groups with less than 11 patients are suppressed per CMS requirements. 
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