AGREEMENT FOR THE ASSIGNMENT AND ASSUMPTION

of
RESIDENT TRUST FUNDS

This AGREEMENT FOR THE ASSIGNMENT AND ASSUMPTION OF
RESIDENT TRUST FUNDS (the “Agreement”) is entered into as of June 30, 2017, to be
effective as of 12:01 a.m., HST, on July 1, 2017 (“Effective Time”), by and between MAUI
REGION OF HAWAII HEALTH SYSTEMS CORPORATION, an agency of the State of
Hawaii established in Section 323F-2(b)(3) and 323F-3.5 of the Hawaii Revised Statutes
(“Assignor”), and MAUI HEALTH SYSTEM, A KAISER FOUNDATION HOSPITALS LLC,
a Hawaii limited liability company (“Assignee”).

BACKGROUND

A. Assignor and Assignee are parties to that certain Maui Regional Hospitals
Transfer Agreement dated as of January 14, 2016 (the “Transfer Agreement”), as may be
amended. Capitalized terms used but not otherwise defined herein shall have the meanings
ascribed to them in the Transfer Agreement.

B. It is a condition to the Closing under the Transfer Agreement that Assignor assign
to Assignee all of Assignor’s right, title, and interest in and to the Resident Trust Funds held by
Assignor for the benefit of certain Residents receiving Skilled Nursing Services as of the
Effective Time at the SNF within: (i) Lanai Community Hospital located at 628 7™ Street, Lanai
City, Hawaii 96763 (“LCH™); or (ii) Kula Hospital & Clinic located at 100 Keokea Place, Kula,
Hawaii 96790 (“Kula™), and that Assignee assume Assignor’s obligations with respect to such
Resident Trust Funds, subject to the terms, conditions and limitations set forth herein and in the
Transfer Agreement.

C. Assignor and Assignee have determined that it is the best interests of the
Residents of LCH and Kula that Assignor assign and transfer to Assignee, and that Assignee
assumes Assignor’s current bank accounts that hold the Resident Trust Funds for LCH and Kula
(the “Resident Trust Fund Accounts™).

NOW, THEREFORE, in consideration of the premises, and for other good and valuable
consideration, the receipt and sufficiency of which is hereby acknowledged, the parties hereto,
intending to be legally bound, hereby agree as follows:

1. Assignor hereby assigns, transfers, and conveys all of its right, title and interest in
and to the Resident Trust Funds to Assignee as of the Effective Time, such Resident Trust Funds
being further described on Exhibit A, attached hereto and incorporated herein by reference, in
connection with Assignees assumption of the Resident Trust Funds and the Resident Trust Fund
Accounts.

2. Subject to the limitations set forth below, Assignee hereby assumes all liabilities
arising as of, or after, the Effective Time with respect to the Resident Trust Funds and the
Resident Trust Fund Accounts, and agrees to assume custody of such Resident Trust Funds in




trust for the applicable Residents and to be accountable to such Residents for such Resident Trust
Funds and to assume the custodial obligations arising as of, or after, the Effective Time with
respect to the Resident Trust Funds and the Resident Trust Fund Accounts, in accordance with
applicable statutory and regulatory requirements,

3. Attached hereto as Exhibit A is a true, correct, and complete accounting of all
Resident Trust Funds as of the Effective Time.

4. Assignee shall have no responsibility to any Resident, responsible party or
Governmental Entity in the event the Resident Trust Funds delivered by Assignor are subsequently
demonstrated to be less than the full amount of the Resident Trust Funds for any Resident as of
the Effective Time, for any inaccuracies in the accounting provided by Assignor, or for claims
which arise from any actions or omissions of Assignor with respect to, or any other liability with
respect to, any Resident Trust Funds prior to the Effective Time, all of which shall remain the
sole responsibility of Assignor. Subject to the terms and conditions hereof, nothing contained
in this Agreement shall be construed as imposing any liability on Assignor for the acts or
omissions of Assignee, or any other liability arising with respect to the Resident Trust Funds
actually transferred to Assignee via Assignee’s assumption of the and the Resident Trust Fund
Accounts, in each case subsequent to the Effective Time, all of which shall be the sole
responsibility of Assignee.

5. This Agreement may be signed in one or more counterparts, each of which will be
deemed to be an original copy of this Agreement and all of which, when taken together, will be
deemed to constitute one and the same agreement. The exchange of copies of this Agreement
and of signature pages by facsimile transmission or Portable Document Format (PDF) constitutes
effective signing and delivery of this Agreement as to the Assignor and Assignee, as applicable,
and may be used in lieu of the original Agreement for all purposes. Signatures of the Assignor
and Assignee transmitted by facsimile and PDF are deemed to be their original signatures for any
purposes whatsoever.

[Remainder of this page intentionally left blank;
Signatures appear on next page. |



IN WITNESS WHEREOF, the parties hereto have execoted and delivered this
Assignment and Assumption Agreement of Resident Trust Funds as of the day and year first

above written.

ASSIGNOR:

MAUI REGION OF HAWAII HEALTH
SYSTEMS CORPORATION,
an agency of the State of Hawaii

By: 2

Name: Barry Shitamoto, M.D.
Title: Regional Chief Executive Officer

ASSIGNEE:

MAUI HEALTH SYSTEM, A KAISER
FOUNDATION HOSPITALS LLC,
a Hawaii limited liability company

By:
Name: Mary Ann Barnes
Title: Chairperson of the Board

[Signature Page to Agreement for the Assignment and Assumption of Resident Trust Funds]




IN WITNESS WHEREOF, the parties hereto have executed and delivered this
Assignment and Assumption Agreement of Resident Trust Funds as of the day and year first
above written,

ASSIGNOR:

MAUI REGION OF HAWAII HEALTH
SYSTEMS CORPORATION,
an ageney of the State of Hawaii

By:
Name: Barry Shitamoto, M.D.
Title: Regional Chief Executive Officer

ASSIGNEE:

MAUl  HEALTH SYSTEM, A  KAISER
FOUNDATION HOSPITALS LLC,

a Hmv@z:r’led liabﬁi;impcmy
By: o Bl

Name: Mary Arfd Barnes
Title: Chairperson of the Board

[Signature Page to Agreement for the Assignment and Assumption of Resident Trust Funds]




Exhibit A
Resident Trust Fund Accounting

[See attached. |



EXHIBIT A

KULA RESIDENT TRUST FUNDS
1. American Savings Bank Trust Account Signhature Cards, with associated information.
2. Kula Hospital Resident Balances — reconciliation as of 5/31/2017.

3. Kula Hospital Resident Trust Account Letter {American Savings Bank form letter).

LANAI RESIDENT TRUST FUNDS
1. First Hawaiian Bank Trust Account Signature Cards, with associated information.

2. Lanai Community Hospital Individual Resident (x2) Trust Account Balances - reconciliation as of
5/31/2017.

AGREEMENT FOR THE ASSIGNMENT AND ASSUMPTION OF RESIDENT TRUST FUNDS



SIGNATURE CARD

ACCOUNT INFORMATION

Product Nama.  Biz Statement Savings

Name and address:

Kuia Hospital
100 Keokea PI
Kuia, Hi Usa 96790

Owner(s) or Authorized Signer(s}
OwneriSignar #1 nama, title and address:

Piimary D issue entily:
Fiimary (D issue dale:

Ownar/Signer #2 name, title and addrass:

Primary D 1ssue entily:
Primary ID Issue date:

Ownar/Signer #3 name, title and address:

Primary | issue entity:
Primary D Issue date:

Owner/Signer #4 name, title and address:

Primary ID issue entity:
Primary iD lssue date:

American Savings Bank New Account laformalion

B A Loy Lot Truosh fuaky
Y

AMERICAN

Savings Bank

P.O, Box 2300 Honoldu, HI $6804-2300

Accounl Number, 3003852497
Date Qpened: 08/03/2008
Opered By: Ryan Sherwood

Fax [D number.  §9-0262276
Conlact Informalion;

Contacl narme:

Contac! tille:

Business phone:

Established dale:

Tax 10 number:

Date of birlh:

Primary [D fype:

Primary [D number;
Primary (D issue location:
Primary |D expiration date:

Tax D number:

Date of bisth:

Primary [D type:

Primary [D number:
Primary ID Issue location:
Primary ID expiralion date:

Tax 10 number:

Dale of birth:

Prirnary 1D type:

Primary ID number;
Primary ID issue location:
Primary D expiralion date:

Tax |0 number:

Date of binh:

Primary HD type:

Primtary ID number:
Primary iD issue [ocation:
Primary ID explration dale:

3003852497 Page t of 2




Beneficlary Daslgnation, The lollowing beneficiary{les) are designated

3 4.

Designation of Successor Custodian for HUTMA

| HALRER £ Lonnon as custodian A aars HQSP"}'L\ under the Hawaii Uaiform

Transfer to Minors Act | designate the foliowing as successor custodian: .Eaul Harpar-O'connor

Custodian: X WW—' Witness by X Q{@ DyipfrA
vy @)

Name of witness:

To American Savings Bank {"ASB"): ASB is aulhorized to recognize any one of the signalures subscribed below in the payment
ardior withdrawal of funds, or the trangaction of any business or receipl of any information for this account. i's agreed lhat all
transactions between ASB and the undersigned shall ba govermed by the Personal Deposit Accounl Rules or the Business Deposit
Account Rides (as applicable) and the Personal Deposit Account Disclosures and Fees or the Buskness Deposil Aceound Disclosures
and Fees (as applicable). by signing below, recelpt of the foregoing is confinned. Also by signing below, the undersigned aulhorize(s) the
procurement of @ credit report {consumer or credit report) by ASB.

£X] Checking this box indicates thal the undersigned represent{s) that this is a business sccount and is therefore nol for personal,
household, of family use. If there Is a change in authorized signers, 1he undersigned agrees 1o provide a signed cedification from the
retiring signes reflecting the same,

X @L@)W 4’0\/ Signer #1 name and litle: Nerissa Garrity, Aut
' 4]

X Signer #2 name and fitle: Jane Deflaport, Aut

s ¥ /
X ‘474;_@ wﬂé/{ ,W Signer #3 name and fitle: Ernette Kaea-Pronas, Aut

X W \I At Signer #4 name and title: Joyce Tamort, Aut
R

TAXPAYER IDENTIFICATION NUMBER CERTIFICATION

Under penallies of perjury, | cerlily that

1. The number shown on this form Is my cormect laxpayer identilication number {or | am waiting for a number to be Issued to me), and

2. | am not subjec! to backep withholding because (a) | am exempl from backup withholdiag, or (b} | have not been notlfied by the
Inlemat Revenua Service (IRS) thal | am subject o backup withholding as a result of a failure to report ail Interest or dividends, or (¢) the
IRS has nolified me that | am no longer subfect 1o backup withholding, and

3.l am a U.8, cilizen or olher U.5. person (defined in the instructicns)

4. The FATCA code(s) entered on this form (if any) indicating that | am exempt {rom FATCA reparing is comregl,

Exemption from FATCA reporting code (i any) NOT APPLICABLE

Cortification instructions. You musl cross out ilam 2 above if you have been notified by the iRS that you are currently subject to backup
wilhholding because you have lailed fo report all Inferest and dividends on your tax relurn,

8ign | gignat { } .
Horo | U3, peson Cl/LG,cvuxApx bay 062212017
(7]

American Savings Bank New Account Information 3003852497 Page 2 of 2




SIGNATURE CARD

ACCOUNT INFORMATION
Product Name:  8iz Simple Checking

Name and address:

Kula Hospital
100 Keokea PI
Kula, Hi Usa 96790

Owner(s) or Authorized Signer{s)
Qwner/Signer #1 name, title and address:

Primary ID issue entily:
Primary ID issue date:

Ownar{Signer #2 nama, Litla and address:

Primary 10 issue entily:
Primary 1D issue date;

Cwner/Signer #3 namoe, titta and address:

Primary ID issue entily:
Primary ([} issue dale:

OwneriSigner #4 nama, title and address:

Primary {0} issue enlity:
Prmary 1D Issue dale:

American Savings Bank New Account Infosmation

AMERICAN

B Savings Bank

P.0. Box 2300 Honolulu, Hl 6B04-2300

Account Number: 8003204406
Date Opened: 08/03/2009

Opened By. Ryan Sherwood

Tax D number. 99.0262276
Conact Information:

Conlact name:

Contact tille;

Business phone:

Established date:

Tax 18 number:

Date of birth:

Primary 1D {ype:

Primary ID number:
Primary 1D issue location.
Primary [D expiration date:

Tax {D number

Date of bisth:

Primary D type:

Primary ID numker:
Primary 1 issus location:
Primary 1D expiration date:

Tax ID number:

Date of blrth,

Primary 10 type:

Primary I number.
Ptimary ID issue tocation:
Primary 10 expiration date;

Tax D number:

Date of birth;

Primary [0 type:

Primary [0 number:
Primary |0 issue location;
Brirvtary I axpiration date:

8003204406 Page 1of 2




Heneficlary Designation,  The {ollowing beneficlary(ies) are deslgnaled.

3. 4.

Dasignation of Successor Custodian for HUTMA
pm/ { “ﬁt&("‘l-’-o "CD hye 88 cuslodian {%‘( KJJL“'HQQ(:’T‘\‘&I under the Hawall Unifarm

Transfer 1o Minors Act | designate the following as successor cuslodian:  Faul Herpar-G'cannor

Cuslogian: X %ﬂﬁ r\q}‘h’/ Wilness by X Cw AFred 7‘7-7(
R

Name of wilness:

To Amarican Savings Bank ("ASB"): ASB is aulhorized o recognize any one of ihe signatures subscribed below in the payment
andfor withdrawaj of funds, or the lransaction of any busingss or receipl of any information for this account. I{'s agreed thai all
ransactions between ASB and the undersigned shall be governed by the Personal Depasil Account Rules or lhe Business Depaosil
Account Rules (as appliceble) and the Personal Deposit Aecount Disclosures and Fees or the Business Deposi Account Disclosures
and Fees {as applicable). by signing below, recelpt of the loregoing is conliemed. Also by signing below, the undersigned aulhorize(s) the
procurement of a credit repan (consumer or credit report) by ASB.

) Cirecking Ihls box indicates thal the undersigned represent(s) that Ihis is @ business accourt and is therefore not for personal,
household, or family use. If there is a change in authorized signers, the undersigned agrees o provide a signed cedificallon from Lhe
retiing signer reflecling the same.

Q@) M{M Signer #1 name and Gille: Nerissa Garrity, Aut
t ¥
/—W(uj . /%p }'7- Shaner #2 name and fitle; Jana Dellaport, Aut
h 4

X Signer #3 name and title: Ernette Kasa-Prones, Auf

X W \] I PN Signer #4 nama and fille; Joyce Tamorl, Aut
vy

TAXPAYER IDENTIFICATION NUMBER CERTIFICATION

Under penalties of pesjury, [ cerify lhat:

1. The number shown on this form is my correct taxpayer identification number (or | am wailing for a number lo be issued to ma), and

2, 1 am nol subjecl to backup withholding because: (2) | am exempl Trom backup withhelding, or (b) | have nol been notified by the
Internal Revenue Sarvice (IRS) thal 1 am subject to backup withholding as a result of a failure lo report all interes| or dividends, ar {¢) the
IRS has nolified me thal | am no Jonger subject to backup withholding, and

3. tam a LS. cilizen or olher U.S. person {defined in the inslructions)

4 The FATCA code(s) entered on this form (if any} indicating that | am exempt from FATCA reporting is correcl.

Exemptlon from FATCA reporling code (if any) NOY APPLICABLE

Certification instructions. You must cross out ilem 2 above ¥ you have been notified by the [RS thal you are currenly subject to backup
withholding because you have failed to report all Interesl and dividends on your tax refurn.

Sign | signature of A
Herae u',gsrﬁ,:g;‘ Q/LG W"-W Date b 06/22/12617
(¥4

American Savings Bank New Accound Information 8003204406 Page 2.of 2




AMERICAN

Savings Banl

SIGNATURE CARD

Eé o

P.O. Box 2300 Hovolaly, 1 96804-2200

ACCOUNT INFORMATION

Product Name:  Kalo Simple Checking

Neme and address’

Trustes {Secondary)
Kula Hospltal

100 Keokea &1

Kula, Hi Usa 86790

Owner{s} or Authorized Signer(s)
Owner!Signer #1 name, titte and address!

isamu Kajita
100 Keokea PI
Kula, Hi Usa 96790

Primary 1D [ssue entily.  S{ate/County Government

Primaty iD issuo doter 0313172011

Owner/Signar #12 namae, titte and address:

Primary 10 iasue enlily:
Primary [ issug dale’

Owner/Signor #3 namae, Utlo and address:

Prmary D issus antity:
Primary 1D issue date

OwnerfSigner 4 name, title ond address:

Primary ID issue enily;
Piimary I {ssue dalg

Amerdcan Savings Bank New Account information

8102676302

Account Number. 8102676302
Date Opened: 0710712016

Opencd By; Ryan 8herwood

Tax 10 number:
Gontact Informationy:
Cenlact name:
Contact thle:
Business phone:
Established dale:

Tax ID pumber:  §7G-30-1639

Date of birth:  D4122/4934

Pricoary 1D typer U.5. Drivers License
Primary [ number.  HOGITE790

Pritary tD issue lncalions  Hawaii
Prinory [ expirgtion date;  04/22/2012

Tax \D number;

Diade of bisth;

Primary ID type:

Primary D numbgr.
Frimary 10 issue location
Primary 1D expication date:

Tax IO pumber:

Date of birth:

Primary 1D lype:

Primary 1D number.
Prirmary 1D issue locallon:
Primary ID expiration date:

Tax 1D number:

Dale of birth:

Primary 10 e

Primaty ID number.
Prioaey 1D Hssua bocation,
Primary 10 expleation dale:

Pagei ol 2




Beacfclary Deslgnation. The folioving beneficianyiies) are dasignated:

3, 4.
Designation of Successor Custadian for HUTMA

| Pacf If‘,qml,'}crz.-—c\ ‘Conpi g 89 custodion /Cvla. UQS{.\T};( szinislab{mde« the Hawali Unlform

Teanster lo Minors Act | desipnale the following as successor custodian:

Gustodian’ X QM/&Z\%,\/K{__ Witnana by X | ){ 1% (/JMB/‘{\J

Name of wilness:

To American Suvings Bonk ("ASB"); ASB is aulborized lo recognize any one of the signalures subscrbed below in the paymant
andfos withdrawn! of Tunds, or the [ransaclion of any businese or recaipt of any information for this account. If's agreed thal afl
ranspetions between ASH and the undersigned shatl be governed by the Persons! Deposit Account Rules of 1ha Business Daposh
Account Rules {as applicabla) and the Personet Deposit Ascount Disclosures and Fees o tha Business Deposil Account Discloures
ond Fees (as applicabla). by signing below, receip! of tha loregoing is confirmed. Also by signing below, the undersigned authorzels) the
procurement of a credil report (consumer of eredi report) by ASE

(] Chocking this box ndicates Ihet the undersigned reprosent(s) that this is a business account and is herefore nol for persondl,

household, or famlly use, I thereis a changa in sutharlzed signers, the undarslgned agraes ta provide a signed cerlification from the
rellring slgner reflecting lhe sama,

X @ @Mww Sigher i name and Hile! Nerissa Garrlty, Aut
(&)
X Gt ?—M/é{% (i) Signer #2 name and Wfle’ Jana Detlaport, Auwt
P
X (/Z/’&ﬂw /g&? ,/“/Mff??/ Signer #3 name and tille: Ernette Kaga-Prones, Aut
X WU AM/\\/ Signes #4 name and tle: Joyce Tamori, Aut

TAXPAYER IDENTIFICATION NUMBER CERTIFICATION

Under penalties of penury, [ cerily that.

1. The numbrer shown on this form is iy correct faxpayer Kanlificalion number {or | am walting for 5 number (o be issued 1o me), and

2.1 am not subject to backlp wilihoiding because; (a) | am exempt from backup wilsholding. ar (b} | have nol been nntified by the
Inlernat Revenue Service {IRS) that | am aubject lo backup withhoiding es a resull of a Tallure 1o report all interest or dividends, or (¢} the
IRS hins nolliled me that | am no kenger subjecl o backup withholding, and

3 tama S, cilizen o other U.S person (defined in ihe instruclions)

4. The FATCA code{s) enlered on lhis form (if any} inclicafing that | am exempl from FATCA reporiing is correct.

Exemption from FATCA reporting coda (if any) NOT APPLCABLE

Corttfication instructions, You must cross out llem 2 above il you have been notified by the IRS that you are currently subject 1o backup
vithiwokfing because you have taled lo repanl a)l inlerest and dividends on your tax relurn.

N
sign | signatare of _ :
Here U‘%'jkwpe:sﬂo?l %4}‘\){,{;{:{,\/ Date » 061132017
o

Amotizan Savings Bank New Account information B102676302 Paga 2 of 2




&,\4 A \Lu\(,\ QLS\M%- “Y;\m‘r*

RDMRL& N 07
TRUST ASB FY17
1 2 3 4 5 6 23
TF | RECON BAL
KULA ACCT# PAYEE PATIENT NAME PC | 613112017
KHID# {OPENACCT: ID# |
100 ONLINE|ALBIAR, GUILHERMINA R TF | .7:1,335.86.
101 1 ONLINE|AMORIN, WINONA TF |001,241.70
102 37| ONLINE[ANTONIO, HANNAH TF 21,683.16°
103 38524971 onuUNE|APQLIONA, JUDITH TF -1,719.01°
104 1/22/2014 ---30038:5', 497] onLINE|BAUGH, MARY LOU
105 171/2016|:30088:52498] onLINE|BAYBAYAN, CARLINA D SRR,
106 411412015//80038362497] onLINE[BESCH, MICHAEL TF | 500:1,141.31¢
107 4/ei2014] 30D 38:62497| ONLINE|DANG, MYRA _ TF | 1130.26
108 30038:52407] onLINE|DECAMBRA, JOSEPHINE TF | 77791,604.58
109 12/18/2015(30038:524971 ONLINE|ELKIN, EDWIN TF | 1,512,97
110 8/3/2015830038-52407] onNLINEJENGLISH, GORDON B TE [ 4901
111 5[912017;\330338-52497 ONLINE|ESTRELLA, MARY TF | =:2:4,137.02
112 31312015 30038=52497 ONLINE|GIBSON, LESLEY TF | . 58541
113 12/3/2014]% 0038%2497 ONLINE| GUSIMAN, CARMEN TF |- 880,01,
114 ; B |_ONLINE[HENSLEY, KRISTA JOY TF [ 1,626.72
115 871 ONUWNE|HENSLEY, SARAH JILL TF [ 1,669.41
116 824071 ONLINE|HEYER, ROBERT TF |:000:297,13
117 : 497! oNUNE|HIGA, SACHIKO™™ TF [7::1,353,47
118 30038:52497] ONLINE|IDETA, ELLEN TF [ 71,430.23"
119 ArI2015]. 58624071 ONLINE[ITO, ANN TF 284,86
120 9713/2016}30 '-LB--524= 97| oNUNE]ITO, JAMES TF |7 651,60
121 i300.38-52497 ONLINE| KAHOOHANOHANO, KELLY TF |75 1,732,68
122 513/2014 | 3003 97| oNLINE|[KAONA, RITA TF | =:7538,88 .
123 iaaoa&az 57| ONUNE|KEGLEY, LUCY TF |771,922.43
124 352497 ONLINE|KIM, BRENT TF | 172.08
125 ONLINE|KRATZMAN, STEPHANIE TF |03503.11
126 ONLINE|KUBQ, MIEKD TF | ©7::1,247.03
127 ONLINE|KURISU, JANE T TF |::21,5688.47
128 ONLINEILIND, DAISY M TF |-+ /992,83 |
129 497 oNLINEILUCENA, BRITNEY TF Jio 1 651 76
130 97| oNLINEIMAKEKAU, JULIE TF '
131 71 oNLINE|MALCOLM, GEORGIANA TF
132 497 onNLINEIMARTIN, PAUL H TF
133 487] onLNE[MAU, PEGGY TF
134 G7] ONLINE[MYLENEK, MARGARET TF
135 7l ONLINE|NAKOA, ALICE TF
136 30038-52498] oNLNE[NIKAIDO, ELTON TF
137 6/3/2014 030088"-524 374 ONLINE|O'CONNOR, MARGARET TF
138 qz:a_;g_q_gsi;a.aow;szzau ONLINE[PRENDERGAST, NANCY TF
139 0 4871 ONLINE|PUNIO, TERESA TF
140 " '{ ONLINE|REDDY, RONALD TF
141 ONLINE|ROBERTS, REGINA TF {0 ;
142 1 ONLINE|SANDERS, JENNIFER TF | 4 662 97
143 70281201618 ONLINE[SOUZA, THOMAS TF {:050185.82
144 10/24/2009]% ONLINE|STILES, ADELINE TF | '.1.827.10:
145 1211312016 0&3&- 1 ONLINE|SWINNERTON, THOMAS TF s 920
146 13003 71 ONLINE[TAMAYOSE, ROSS TF| . 056.18.

S:\Fiscal Ofice\TRUSTATRUST ASB\TRUST ASB FY17

Page 1




TRUST ASB FY17

147 30038:52487] ONUINE[TORRES JR, MICHAEL TF

148 1 30038:52487] oNLINE[VARES, JOANNE TF |

149 [:30038:52497! ONLINE[VILLANUEVA, PRIMITIVA TF |

150 [20038% _'a"é‘% ONLINE[VINGENT, SARAH TF

151 11/3/2014:30038:524971 ONLINE[WALTON WILLIAM® TF |

152 13120141 3003862497 oNUINEIWHITE, ROSE TF | 1,824.80°

153 1 30038762497] onLINe]KULA HOSPITAL/ SVC FEE BT
"7 50,250.56

S:\Fiscal Office\TRUST\TRUST ASB\TRUST ASB FY17

Page 2




Trust Checking Kajita 682016 FY17

RECON BAL
Account: 513112017
PATIENT NAME :
KANTA 1SAMU 81026-76302 1200.30]
TOTAL 1298.30}

SFizcal Olfice\TRUST\TRUST ASB. VA Residents (Seperala Accts\Trust Checking Kajila 082016 FY17
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Kula Hospital v %
ATTENTION: ADMINISTRATOR

100 Keokea Place

Kula, HI 96790

Re: Authorization Regarding American Savings Bank Account
Dear Sir or Madame:

I, , understand that I have the right to manage my financial affairs and am not
required to deposit my personal funds with Kula Hospital (“Hospital™).

1 , hereby request and authorize the Hospital to assist me by managing my
personal funds. I authorize the Hospital’s Administrator (including someone designated by the Administrator} to
endorse checks payable to me and deposit them into a pooled interest-bearing account for residents’ personal
funds, held in the name of Hospital, at American Savings Bank, for so long as I remain a Hospital resident, I
further authorize the Administrator to make withdrawals on my behalf, to participate in online banking, to execute
any necessary documents and incur any necessary fees in connection with the above functions and to share this
authorization with American Savings Bank.

[ understand that withdrawals on my behalf will be made for payment or reimbursement of expenses incurred for
my health, benefit or welfare, including but not limited to charges for my care at the Hospital and “resident
request” items and services. [ understand that I will receive a statement of my individual financial record on a
quarterly basis and upon request. If I should die while a Hospital resident, I understand that any of my remaining
personal funds from this account and a final accounting will be conveyed to the individual or probate jurisdiction
administering my estate.

I hereby release you and American Savings Bank from liability of any kind (except gross negligence) in
connection with the deposits and withdrawals made on my behalf,

Signature of Resident or Resident’s legal representative Date
State of Hawaii )
:SS
County of Maui )
On this day of , 20 , before me personally appeared
, to me known to be the person who executed the foregoing
instrument in behalf of , (as his/her Attorney-in-Fact), and
acknowledged that (s)he executed the same as the free act and deed of said
NOTARY PUBLIC CERTIFICATION
Doc. Date; # Pages: - —
g . Notary Public, State of Hawaii
Notary Name: Judicial Circuit; Printed Name:
Doc. Description: My commission expites:
Notary Signature:
Date:

C:\Users\rylee\AppData\Local\Microsoft\Windows\INetCache\Content. Outlook\§RIMF3KU\35.2.5
ASB Kula Patient Acc...er (requires notary).doc
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ALL ACCOUNTS LISTED BELOW MUST BE HELD IN THE SAME OWNERSHIP
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Account Type Account Number | Date Opencd P50 2% A Date Cl?sed
Checking 24-019071 08/26/08 -
L (ehephoso Yoquats from my MMA ___Checking ‘Lt lok.

.. Aeoep
iMiz Tre of the walhortzed signer(s) 10 transfer —
MaxiMizer | ooy ctwoen the Ttlewing

and

H

&

é Teephore

g Transters | Telephone IhC{tby revoke my request to transfer funds by telephone between the accounts Histed in this
‘Transfer jgection:

@ Rcvucal;on Date:

Ewaing P 0 BOX 630650

é"“‘“‘“’ Lanai City, HE 96763

& Plone 808-565-8450 FaxPhone _HO8=567=-8474

7 Type of Business Regidential Patient Care
_ X Svpemeding Card  Superveding Dats 05 /03/10 Inltlals __ | Na. ofCan]s:,__l.__ o_f__l__“
W7 Fiest Hawalisn Bank Corporation Account Signature Card
HName of Corparstion Fodeed 1D Mamba
Lanal Community Hospital 199-0262191
_Resddent Trust Fund ; -

Under paulllus T cerlify: (1) tha wxy $ho cbove is my { S a of L8] Person
S ?dm‘xm? en%h“i“x &n oénmﬂi“ 1":‘3&3‘{' oo fo ?ﬁé WP J/j N/

?”M ‘ :.:i‘unm “’f o&lfi me ut 1 -
no n&}gu'

wil
wﬂy'ho)ﬂaﬁaw L(f‘r au?Rs uolf_.pﬂcd Yot ha you ore mb;(a

Q-

gnrou euf Dates

&i]ldm 01' el . _n

05/09/2010  — Taeom

u‘%f ah?g I’S’l “mrg;t;n ‘;::ii?dépﬁh‘t}twm :ﬁr sw}?i‘?ﬁ?lgntg::g g}g‘ﬁ‘l"l °B|°pr ﬁ

urmal on 4 w{’ﬁ & cosilsining
oorpom on undovgtands lhc%mk will rdy on orsmation provh

hereh: 1]
twa Ear’l'h“e%urlinzsih&ﬁ u“ 3 A!“Iée

lln
[l rmn:onnppl utomyml

Authorized Sigasiure Spesimen ¢
ol B " AGE ADNMSTR | |
: M , Dir of Nurse
3 (AaJd e, uﬂﬁdm Acct Clerk
4
[ ‘_l
Name Nana
iPaul Harper sArlene Locquiao !
tMaggie Daub (Margaret Daub) |4 ¥
e - ———— - rima o i A = e e e e e e st R s —
FOR BANK USE ONLY i

No. of Cands Account No.

5
|| L er 1| 24-019071
Account Name
Name
Typed_|{Lanai Community
Siazlza;uw Hospital
Resident Trust Fund
Name
Typed No. of Sig. Req'd.: 1
S‘SF;)““’ Card States

New Acet, __ Reopened Actt,

Name

¥ Supesseding _ “Yemporary Card

Cord
Typed i
| Efective Duie: 05 J03/2010
@ Enter Special Instructions on

______________________________________ HRaverse Slde of Card

Name
______________________________________ Typed

PR LY SPECIMEN SIGNATURE CARD

ﬁuwd S,
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locaon 028 Seventh Street
Addess Tanai City, HI 96763

Account Comunesnts:

Wamings: .
Speelmen Signatare Card Speclal Instructions:

D tdon Required to Open Acoount Recelved
Articles of Incorpomtion On File '
Fedem) ID Number On File

Additionsl Documentation Bogard Of Director Minut
Corpomtz Reaolution
Compomatz Seal (optionaD
Anrun Izhibit

Effective Date of Card __05 / 03/ 201 0 Daste Orjf

Q_S__Z 26/2_0_‘_}_&____ No. Sig. Req. 1

1n-CREX L 5 Bipenca By “____,1_,1,)'_'_” Reviewed B ____ ComactOfficer £_Magaoay s
CORPORATE RESOLUTLAN OF AUTHORITY
"RESOLVED, thar any {specify 00.) of the fotlowing (spacfy tities of {ndividunls required to sign checks, do) )

of this Corporation Is {are) auharlzoed behalrnr nﬂs Corpom; and It s name, Lo #lgn bank ¢hecke and drafis for the withdrawal of
foc acilyon Pt Vool Bk gl St  gpelty of s Conpoaln 8y o lhrylsems ek et b
s, 10 noles, aa Al 5 ralion; Lo wilve 3
any chm:kl3 nole, bilk, or otha'(ﬁan mada:%i\g oF fnlzliorsie& gy of (o lils ordéy PLys 4 Cnrpumlon. and \o enlar Ii\!ﬁ‘ngrmmlspr\gllh e
g Corpiration & (He Bank.
LVED, that th W Wt it 15 authorized to hm:fd yecelve, certlify, or tpay Al {nsirveients and tequesls .

smd efor o Raol ne: st though drawn or Indersed Lo tho arder of e pason si the sanie, o
ohi ?dtnlémymml ofhf?mdivm lblagm 3r for dopos| tdglh{zs:g f LT t‘ of ‘mdu' “ornms}? i I}m E:nkg ffvcénol
1 i -‘.um meea of {5y 1us¢ 0T on L sttt or 3| calicny l: Iy
wily TAE&“‘]‘&SO Vo) e B wfﬁiaut i u?o 10 or | o 1

1Iuclu or the consent of the Corporation or 2] or wrs direaors |
or shurchold , sed OofF sgalnst lmm:o amount of any expaises s.n’ﬁ silomeysmtym tneurred 1 oomect

s a%djsﬂ“e ¥ %‘l%muwmg m, l 3y ln M‘M‘ ke ﬁmk : “? oerls?}m ikt Bank the names of the persons preses! B:fl; holding

sienl Seardary
té]:ﬁom:n[ o poiul J‘ shave staied, and fgu time to l[m: shull Immuhaldy certhfy to the Bank any changes {n the same, and the shall b
Ol
ypr ﬁ VED, um Lhc i egoiu.g Resolauous :hull rsrmln in Muli force and effect until wriiten notice of thelr smendment or |
T Eunk B llme to ox 13

u-mcallm hnve beeny recrived i (he Hank has rm?mbl i @ ack theroon 25 J &
FURTHER RESOLVED, |Il he&a\:rdm [ Ass{stan.l Sm’unry ba and he haevy Is sutharized and direded to ddiver a coriffied copy
ofike ﬁ“&%‘%‘i‘ﬁz“‘*&m“’“‘ 5 e

hn ihie Bsnk shm he fully protemd i relylng ou these resolutifons, and shall be indomnified and saved

€6, locs, or dama, ling froetn sy sucl relionce.”
iha’g:y mYﬁv ihat lhee?yreso{ngxpm a1, irife, and mxgreur:tsmpy"gft{he Rw%luliors duly adopted by the Basrd of Direstors of (Mame of

Corporabon) {te Corporation), !
al s megting duly and regWlarly cailed eod had Ul;»/ Zb/ 2810 « or By such resolut{on unenimously adopled by wrltten
oopsend of Lbe Bomrd of Divedtors dated Z 261 10 thet such resofwslons wre duly recorded end appat in the mejnute baok
af the Corporation and huve pot been diered, umanded, nor revokui v that the foregoing specimen skgnatures appeving on 1he reverss

fiereof ars (hoso of the parsons holdlns the ofﬁm of positkons there indicated,

N WITNESS WdiaREOF I have horosnto subsarlbod my name and
August

CM-SO'F (‘REV 71']:01) (BACK) SCGCORP *e

—

_Afaeaid Corporgion Liis 26Ch day of

o Assistan| Seersary

—_—— e e =3 e -

FOR BANK USE ONLY

Special Instructions: (Maximum 149 Positions)
Type instructions below; abbreviate where possible,
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LANAI COMMUNITY HOSPITAL

HAWAI HEALTH SYSTEMS
C ORPORATI ON
STATE OF BAWAII

¥ Totiching Lives Bveryday™

' TRUST FUND ACCOUNT AGREEMENT
Patient Name: FReuloen Eckaran S
MR #- LIOET a3,

Salong as | (patient[resident‘s name), Revlaon Eskavan Se.

("patient/resident’) remain a patient/resldent at LANAI COMMUNITY HOSPITAL ("Hospital’), | hereby
authorize the Hospital to open and malntaln 8 Trust Fund account on my behalffon behalf of the
patient/resident,

in order to faciiitate this process, | further authonze the Hospital to open any first class mail addressed
to me from: _

for tha._purpose of removing checks 1o be deposited into my/the patiéni/résldeht’é ac'count”a_r'}d to pay
medica) bills.

| understand that a summary of franisactions Involving my accountis distiibuted quarterly or at-any time
on raquest,

Upon death and after payment of any cutstanding medical bills, funds &re to be disbursed to my!the
patientiresident's:
{ ) personal representative { +*) deslgnated baneficlary
{v) power of attorney { ) legai guardian

Payee’s name: Porlora A. Eskovan
 Payee's address: PO Tbox {p20L01
Lovai Cidg, HI Sl Hed
Telephone #: (RR } BB - LI (W) BOE-Blap-125 (o)

I know of no reason which prevents mefthe patient/resident from entering into thls agreement which
putpose is fo '

permit the Hospital to open and maintaln a Trust Fund account on my behalffon behalf of the
patient/resident.

ngnature Soaidaag. 27, /gd At Date:  _e¢8 1 78 1 7/
Relationship to Pgn\t;ent« (o3 170‘)(412.-—— PR N—

Witnessed by: 8 | Date: g/ flg / &1 o/ ‘S___.
Witnessed by: Dater & /[ 1 g4 122

Subscr)\bed and Sworn to efore ?e this
Day of é{;}tf,i

I /‘8/7//@# '%V/

inthe year _ 000/§”

‘Nptary Pulillc Stéte of Hawaii, _ .2 At Judicial Circuit

My commission explres g// 7 /) s bo Mn'mn\( PUBLIC SERTIFIGATION
/ .Jerrllyn Yumol Second Judicial Girault
Dog, Des Iphon zfémm L DN 04
f?zdr / /m(f Fr g
- Aoty
No of ngas

oA cP/ Mff

Natary Signaturé " Date
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Lanai C@mmum Hospital

628 Sevenih Street
Lenai City, H1 96763

Paticnt Trust Fund Statement

Reuben Eskaran ' Patlent Name: Reuben Eskaran

PO Box 830650
Lanal Clty, HI 96763

For Period NMay 04, 2017 to Ending May 31, 2017
Account Summayy:

Beginnlng Balance

PLUS:

Deposits 1,754.00 :

interest Eamed .00 1,7684.00

1,910.80

Less:

Cost Share 1,690.00

Othar 106.00 __ 1,789.00
Ending Balance

NOTICE: In order for you to remain eligible for SSI and/or other medical assistance, your

personal funds may not exceed $2,000, You now have & CITE

AT 1n you personal funds,

If you have any questions about your statement, please call Busmess Ofﬁce at 733-7027,
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L&NM COMMUNITY H@SPETAL
HAWATHEALTH SYSTEMIS

CORPORATION
BTATE ORHAWAN -
© -\ "Tuiiahig Lives Bverping”

Ly

Pauenmama. WalterE Lischka
MR#: 47399

“So long asI(patwntlresxdant’s nama}, Walter B, Lisohia ' ' : iy [ P

(“patient/resident”) remain a patien’r!residant at LANAT COMMUNITY HOSPITAL (“Hospitai”), I hereby
- author ize the Hospntal to open aud mam’tam 8 Trust Fund aceount on my hehalﬂan behalf’ of tha paﬂant/x amdant.

- 'In ordar to faoilimta this process, 1 fm*thar authonze the Hospital to opan any ﬁrst closs muil addmssed o me ﬁ'om:_ R o

for the purpose. of removing chaoks 1o be deposited ipto my/the patiantlremdant’s account and to pay medlcal bﬂ]s, j'i -

T understand that a swnmary ofnansactions involving my account is distr: lbuted quartarly orat any tlma on
requast. s .

Upon death and aﬂex payment of any cmtsmnding medioal bﬂls, funds areto be dasbursecl to mylthe
patxent/resident’ ' -

( )pmsonalrepxesamative L ' () daaignated bsneﬁcmry o
) power ofattornay g AR | ) legai guardlan -
e Payeaanams - . ' |
Payee’s address:
Tolephone #:

1know of no reason which prevenis me/the patient/resident from entering into this agmémént which pi:rpbée lato
panmt ‘dm Hospltai to open and maintain 8 Trust Fund acoount on my behalﬂan beha‘lf of the patiant/rasldant

" Daer 02/19/2013 -

Wimassedby:' "a‘g*‘k W Dat_e:. 'SZ.[ M’ Ib

Witnessed by: _ F-6romer i\ By Date: /19 1%

Subseribed and Sworn to before me this
-Day of in the year

Notary Public State of Hawaii, | Judicial Cireuit
My commission explres:

P, Q. BOX 630650 o 6287 STRELY o LANAYCITY, HAWAI 56763

PHONE; (B08) 565-6411 » FAX: (30B) 565-6887




. Walter Lischka
PO Box 630850

Lanai Cammumﬁy H@spltai
628 Seventh Street -

Lanal City, HY 96763

Fatient Trust Fund Statement

Patlent Name: 'Wélter'uschka :" o
Lanl city;- HI '95753

For Parimi May 01, 2017 to Ending May 31, 207
- Acmumt Summary"

P B_aglnnm Balance

PLUS:
Deposits 247507 S
Intereat Earned 00 2.475.07
365413
Lese: : '
Cost Share 2,168.00 B
Other 10.00 2,178.00

Ending Balance

NOTICE: In order for you to remain eligible for SSI end/or other medical asgistance, your
personal funds may not excesd $2,000, Yo now have GITATES 48% inyou personal funds,
If you have any questions about your statement, please call Business Offioe ai 733-7927,
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