
Oregon Health Authority 

Capitol Project Reporting Form (CPR-1) 

Re 01iin Entit Identification and Contact 

Facility 

Name: Salem Health 

Federal Tax ID#: 93-0579722 

Address: 890 Oak Street SE 

City: Salem State: OR 

Individual completing form. 

Name: 

Title: 

Email: 

Phone: 

Fax#: 

 

 

 

 

 

Zip Code: 97301 

Jf address is different than facility listed above, please provide: 

Address: 

City: 

655 Winter Street SE 

Salem State: OR Zip Code: 97301 

Ca ital Pro· ect Qualitative Infonnation 

1. Provide a brief description of the project.

Replacing Defibrillators and AED's in Salem and West Valley Hospital 

2. Proposed start date: 12/29/2022

3. Date of approval by board: 7/1/2022

4. Expected completion date: 12/31/2023

5. What is the expected project cost? 3,437,293

6. Describe the expected benefits to the community that your facility serves. Include both direct financial benefits
such as charity care as well as qualitative benefits such as access to care and quality improvements. Attach
additional pages if needed.

This is a replacement of the old defibrillators and AEDS. The new ones will significantly improve quality and are
approved FDS/ PMA.

7. In what ways may this project negatively impact the community that your facility serves? Include direct cost
such as bonds as well as indirect impacts such as service interruptions. Attach additional pages if needed.

No, negative impacts are anticipated, and this project will not be funded with bond proceeds

8. How has your facility evaluated the need for this project within the community that you serve?

This is a replacement of a piece of equipment. Current volume supports replacement of this equipment

9. Are the medical services created by this project already available in the community that your facility serves?

This project is not creating new medical services, it is a replacement.
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