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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFIB%@ E lVE D
SEP 14 2010

n HEALTH FACILITIES &
SERVICES REVIEW BOAR

This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Fresenius Medical Care West Belmont
Street Address: 4943 W. Belmont

City and Zip Code: Chicago 60641

County: Cock Health Service Area 6 Health Pianning Area:

Applicant /Co-Applicant Identification
[Provide for each co-applicant {refer to Part 1130.220].

Exact Legal Name: Bio-Medical Applications of lifinois, Inc. d/b/a Fresenius Medical Care West Belmon!
Address: 920 Winter Street, Waltham, MA 02451

Name of Registered Agent. CT Systems

Name of Chief Executive Officer: Rice Powelf

CEO Address: 920 Winter Street, Waltham, MA 02451

Telephone Number: 800-662-1237

Type of Ownership of ApplicantICo-Applicant

] Non-profit Corporation | Partnership
[ | For-profit Corporation | Governmental
U Limited Liability Company ] Sole Proprietorship O Other

o Corporations and limited liability companies must provide an lllinois certificate of good

standing.
o Partnerships must provide the name of the state in which organized and the name and address of

each partner specifying whether each is a general or limited partner.

APPEND DOCUMENTATION AS ATTACHMENT-1 IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. .

' Primary Contact

| [Person to receive all correspondence or inquiries during the review period]
Name: Lori Wright

\ Title: Senior CON Specialist

Company Name: Fresenius Medical Care

Address: One Westhrook Corporate Center, Tower One, Suite 1000, Westchester, I 60154
Telephone Number: 708-498-9121

E-mail Address: lori.wright@fmc-na.com

Fax Number: 708-498-9334

Additional Contact

[Person who is also authorized to discuss the application for permit]

Name: Richard Stotz

Title: Regional Vice President

Company Name: Fresenius Medical Care

Address: One Westbrook Corporate Center, Tower One, Suite 1000, Westchester, i 60154
Telephone Number: 708-498-9165

E-mail Address: richard.stofz@fmec-na.com

Fax Number: 708-498-3283
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Post Permit Contact

[Person to receive all correspondence subsequent to permit issuance-THIS PERSON MUST BE
EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS DEFINED AT 20 ILCS 3960
Name: Lori Wright

Title: Senior CON Specialist

Company Name: Fresenius Medical Care

Address: One Westbrook Corporate Center, Tower One, Suite 1000, Westchester, IL 60154

Telephone Number: 708-498-9121
E-mail Address: fori.wright@fmc-na.com
Fax Number: 708-498-9334

Additional Contact
[Person who is also authorized to discuss the application for permit]

Name: Clare Ranalli

Title: Altorney

Company Name: Hoffand & Knight, LLP

Address: 131 S. Dearborn, 30" Floor, Chicago, IL 60603

Telephone Number: 312-578-6567

E-mail Address: clare.ranalli@hkiaw.com

Fax Number: 3712-578-6666

Site Ownership
[Provide this information for each applicable site]

Exact Legal Name of Site Owner: Bryton Properties, LLC, Addison Series

Address of Site Owner: 4525 N. Western, Chicago, IL 60625

Street Address or Legal Description of Site: 4943 West Belmont, Chicago, IL 60641
Proof of ownership or control of the site is to be provided as Attachment 2. Examples of proof of ownership
are property tax statement, tax assessor's documentation, deed, notarized statement of the corporation

attesting to ownership, an option to lease, a lefter of intent to lease or alease.

APPEND DOCUMENTATION AS ATTACHMENT-2, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. . e

Operating Identity/Licensee
[Provide this information for each applicable facility, and insert after this page.]

Exact Legal Name: Bjo-Medical Applications of lflinois, inc. d/b/a Fresenius Medical Care West Belmont

Address: 920 Winter Street, Waltham, MA 02451

i MNon-profit Corporation O Partnership
E For-profit Corporation O Governmental
Limited Liability Company ] Sole Proprietorship | Other

o Corporations and limited liability companies must provide an lllinois Certificate of Good Standing.
o Partnerships must provide the name of the state in which organized and the name and address of

each partner specifying whether each is a general or limited partner.
o Persons with 5 percent or greater interest in the licensee must be identified with the % of

ownership.

TAPPEND DOCUMENTATION AS ATTACHMENT-3, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
| APPLICATION FORM. -

Organizational Relationships

Provide (for each co-applicant) an organizational chart containing the name and refationship of any
person or entity who is related (as defined in Part 1130.140). If the related person or entity is participating
in the development or funding of the project, describe the interest and the amount and type of any
financial contribution.

APPEND DOCUMENTATION AS ATTACHMENT4, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. ) _ L

Page 2
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Flood Plain Requirements
[Refer to application instructions.] NOT APPLICABLE _ PROJECT IS FOR ADDITION OF STATIONS

Provide documentation that the project complies with the requirements of lllinois Executive Order #2005-5
pertaining to construction activities in special flood hazard areas. As part of the flood plain requirements
please provide a map of the proposed project location showing any identified floodplain areas. Floodplain
maps can be printed at www.FEMA.gov or wwwi.illinoisfloodmaps.org. This map must be in a
readable format. In addition please provide a statement attesting that the project complies with the
requirements of lllinois Executive Order #2005-5 (http://www.hfsrb.illinois.gov).

APPEND DOCUMENTATION AS ATTACHMENT -5, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. . —

Historic Resources Preservation Act Requirements
[Refer to application instructions.] NOT APPLICABLE — PROJECT IS FOR ADDITION OF STATIONS

Provide documentation regarding compliance with the requirements of the Historic Resources
Preservation Act.

APPEND DOCUMENTATION AS ATTACHMENT-6, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

DESCRIPTION OF PROJECT

1. Project Classification
[Check those applicable - refer to Part 1110.40 and Part 1120.20(b)]

Part 1120 Applicability or Classification:
Part 1110 Classification: [Check one only.]
O Substantive [0 Part 1120 Not Applicable

[ Category A Project
[l Non-substantive [l Category B Project

[J DHS or DVA Project

Page 3
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2, Narrative Description

Provide in the space below, a brief narrative description of the project. Explain WHAT is fo be done in State Board
defined terms, NOT WHY it is being done. If the project site does NOT have a street address, include 2 legal
description of the site. Include the rationale regarding the project’s classification as substantive or non-substantive.

Bio-Medical Applications of lilinois, Inc. proposes to expand its Fresenius Medical Care West
Belmont in-center hemodialysis facility by 3 stations. The facility is located at 4943 West
Belmont, Chicago, IL in leased space and consists of 10 stations. The result of the expansion
will be a 13 station facility.

Fresenius Medical Care West Belmont is in HSA 6. There is a need for 100 stations in this
HSA according to the August 18,, 2010 inventory.

This project is “non-substantive” under Planning Board rule 1110.10(b) as it entails the
expansion of a health care facility that provides in-center chronic renal dialysis services.
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Project Costs and Sources of Funds

APPLICATION FOR PERMIT- May 2010 Edition

Complete the following table listing all costs (refer to Part 1120.110) associated with the project. When a

project or any component of a project is to be accomplished by lease, donation, gift, or other means, the
fair market or dollar value (refer to Part 1130.140) of the component must be included in the estimated
project cost. If the project contains non-reviewable components that are not related to the provision of
health care, complete the second column of the table below. Note, the use and sources of funds must

equal.

Project Costs and Sources of Funds

USE OF FUNDS CLINICAL NONCLINICAL TOTAL
Preplanning Costs N/A N/A N/A
Site Survey and Soil Investigation N/A N/A N/A
Site Preparation N/A N/A N/A
Off Site Work N/A N/A N/A
New Construction Contracts N/A N/A N/A
Modernization Contracts 8,000 N/A 8,000
Contingencies 800 N/A 800
Architectural/Engineering Fees N/A N/A N/A
Consulting and Other Fees N/A N/A N/A
(r\:f:}c;]\;?at)(i:tes;)r Other Equipment (not in construction 12,000 N/A 12,000
Bond Issuance Expense (project related) N/A N/A N/A
Ir'\IeT;!Igct’e)erest Expense During Construction {project N/A N/A N/A
I;ari:E g;;k;; :flue of Leased Space 40,275 N/A 40,275
Other Costs To Be Capitalized N/A N/A N/A
I)3;:':1(3;.)1isiticm of Building or Other Property (excluding N/A N/A N/A
TOTAL USES OF FUNDS 61,075 N/A 61,075
SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL
Cash and Securities 20,800 N/A 20,800
Pledges N/A N/A NIA
Gifts and Bequests N/A N/A N/A
Bond Issues (project related) N/A N/A N/A
Mortgages N/A N/A N/A
Leases (fair market value) 40,275 N/A 40,275
Governmental Appropriations N/A N/A N/A
Grants N/A N/A N/A
Other Funds and Sources N/A N/A N/A
TOTAL SOUFICES OF FUNDS 61 075 N/A 61,075

NOTE ITEMIZATION OF EACH LiNE ITEM MUST BE PFIOVIDED AT ATTACHMENT—

UMERIC SEQUENTIA

ORDER AFTER
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Related Project Costs
Provide the following information, as applicable, with respect to any land related to the project that
will be or has been acquired during the last two calendar years:

Land acquisition is related to project Cyes [ No
Purchase Price:  §
Fair Market Value: $

The project involves the establishment of a new facility or a new category of service

O Yes | No

If yes, provide the dollar amount of ali non-capitalized operating start-up costs (including
operating deficits) through the first full fiscal year when the project achieves or exceeds the targg
utilization specified in Part 1100.

Estimated start-up costs and operating deficit cost is $ N/A

Project Status and Completion Schedules

Indicate the stage of the project’s architectural drawings:
[l None or not applicable [ Preliminary
[ ] Schematics [] Final Working

Anticipated project completion date (refer to Part 1130.140): _05/31/2012

Indicate the following with respect to project expenditures or to obligation (refer to Part
1130.140);

[] Purchase orders, leases or contracts pertaining to the project have been executed.
[] Project obligation is contingent upon permit issuance. Provide a copy of the
contingent “certification of obligation” document, highlighting any language related to
CON Contingencies

I Project obligation will occur after permit issuance.

APPEND DOCUMENTATION AS ATTACHMENT-8, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

State Agency Submittals

Are the following submittals up to date as applicable:
[] Cancer Registry
] APORS
[] All formal document requests such as IDPH Questionnaires and Annual Bed Reports been
submitted

- All reports regarding outstanding permits
Failure to be up to date with these requirements will result in the application for permit being

deemed incomplete.
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Cost Space Requirements

Provide in the following format, the department/area DGSF or the building/area BGSF and cost. The type
of gross square footage either DGSF or BGSF must be identified. The sum of the department costs
MUST equal the total estimated project costs. Indicate if any space is being reallocated for a different
purpose. Include outside wall measurements plus the department’s or area’s portion of the surrounding
circulation space. Explain the use of any vacated space.

Gross Square Feet Amount of Propose_lc_jh'la'ct)::! Gross Square Feet

New Vacated

Dept. / Area Cost Existing | Proposed Const. Modemized | Asls Space

REVIEWABLE
Medical Surgical
intensive Care
Diagnostic
Radiology

MRI

Total Clinical

NON
REVIEWABLE
Administrative
Parking

Gift Shop

Total Non-clinical
TOTAL

APPEND DOCUMENTATION AS ATTACHMENT-8, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.




APPLICATION FOR PERMIT- May 2010 Edition

ILLINO!S HEALTH FACILITIES AND SERVICES REVIEW BOARD

CERTIFICATION
The application must be signed by the authorized representative(s) of the applicant entity. The

authorized representative(s) are:

in the case of a corporation, any two of its officers or members of its Board of Directors,;

o]

o in the case of a limited tiability company, any two of its managers or members (or the sole
manger or member when two or more managers or mem bers do not exist);

o inthe case of a partnership, two of its general partners (or the sole general partner, when two or
more general partners do not exist);

o inthe case of estates and trusts, two of its beneficiaries {or the sole beneficiary when two or

more beneficiaries do not exist), and

o inthe case of a sole proprietor, the individual that is the proprietor.

This Application for Permit is filed on the behalf of Bio-Medical Applications of fllinois, Inc. *
in accordance with the requirements and procedures of the lilinois Heaith Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this application for
permit on behalf of the applicant entity. The undersigned further certifies that the data and
information provided herein, and appended hereto, are complete and correct to the best of his or
her knowledge and belief. The undersigned also certifies that the permit application fee required

for this application is sent herewith or will be paid upon request.

SIGNATURE SIGNATURE
Mark Fawcett

PRINTERRAME €0 Vice PrediéRt& T reasurer

Asst. Treasurer
PRINTED TITLE

PRINTED TITLE

Notarizatien: Notarization:
Subscribed and sworn to before me Subscribed and swarn to before me
this day of 2010 this_3  day of é;eer 2010
Signature of Notary N SJSH?JH:G of Notary
\\“““ ‘"'ll
Seal & \,ES%&‘[EAW s,
Seering. I
NG AN 2010 %
. . XY o B 3
Insert EXACT legal name of the applicant T ixg ﬁ\\ L
g N aed
i of ! s
!
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CERTIFICATION

The application must be signed by the authorized representative(s) of the applicant entity. The
authorized representative(s) are:

o inthe case of a corporation, any two of its officers or members of its Board of Directors;

o in the case of a limited liability company, any two of its managers or members {or the sole
manger or member when two or more managers or members do not exist),

o in the case of a partnership, two of its general partners (or the sole general partner, when two or
more general partners do not exist),

o in the case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or
more beneficiaries do not exist);, and

o in the case of a sole proprietor, the individual that is the proprietor.

*

This Application for Permit is filed on the behalf of _Fresenius Medical Care Holdings. Inc.
in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this application for
permit on behalf of the applicant entity. The undersigned further certifies that the data and
information provided herein, and appended hereto, are complete and correct to the best of his or
her knowledge and belief. The undersigned also certifies that the permit application fee required
for this application is sent herewith or will be paid upon request.

¥ SIGNATURE

SIGNATURE ~ d
Mark Fawcett
PRINTERANE Lieberman VREPFEETAMESL Teasuror
Asst. Treasurer . -- - e
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:
Subscribed and sworn to before me Subscribed and sworn to before me
this day of 2010 this 3 dayof Sggit 2010
Signature of Notary 0 Signature of‘[\‘l‘t'):cﬁlm""'
‘\‘\\ ’,
Seal Seal oo:,oe.GET‘.’éf‘:’ﬂ “,
& SAPARES o “
Syata g
_-":-' ::-}' n R
*Insert EXACT legal name of the applicant iZ 98 m 2 91
' RN R
% O™ &S
Y, ot R S
“t, MO

UL
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SECTION Il - BACKGROUND, PURPOSE OF THE PROJECT, AND ALTERNATIVES -
INFORMATION REQUIREMENTS

This Section is applicable to all projects except those that are solely for discontinuation with no project
costs.

Criterion 1110.230 — Background, Purpose of the Project, and Alternatives

READ THE REVIEW CRITERION and provide the following required information:

BACKGROUND OF APPLICANT

1. Alisting of all health care facilities owned or operated by the applicant, including licensing, and certification
if applicable.

2. A certified listing of any adverse action taken against any facility owned and/or operated by the applicant
during the three years prior to the filing of the application.

3. Authorization permitting HFSRB and DPH access to any documents necessary to verify the information
submitted, including, but not limited to: official records of DPH or other State agencies; the licensing or
certification records of other states, when applicable; and the records of nationally recognized accreditation
organizations. Failure to provide such authorization shall constitute an abandonment or withdrawal
of the application without any further action by HFSRB.

4. If, during a given calendar year, an applicant submits more than one application for permit, the
documentation provided with the prior applications may be utilized to fulfill the information requirements of
this criterion. In such instances, the applicant shall attest the information has been previously provided,
cite the project number of the prior application, and certify that no changes have occurred regarding the
information that has been previously provided. The applicant is able to submit amendments to previously
submitted information, as needed, to update and/or clarify data.

APPEND DOCUMENTATION AS ATTACHMENT-11, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM. EACH ITEM {1-4) MUST BE IDENTIFIED IN ATTACHMENT 11.

PURPOSE OF PROJECT

1. Document that the project will provide health services that improve the health care or well-being of the
market area population to be served.

2. Define the planning area or market area, or other, per the applicant’s definition.

3. Identify the existing problems or issues that need to be addressed, as applicable and appropriate for the
project. [See 1110.230(b) for examples of documentation.]

4. Cite the sources of the information provided as documentation.

5. Detail how the project will address or improve the previously referenced issues, as well as the population’s
health status and well-being.

6. Provide goals with quantified and measurable objectives, with specific imeframes that refate to achieving
the stated goals as appropriate.

For projects involving modernization, describe the conditions being upgraded if any. For facility projects, include
statements of age and condition and regulatory citations if any. For equipment being replaced, include repair and
maintenance records.

NOTE: Information regarding the “Purpose of the Project” will be included in the State Agency Report.

APPEND DOCUMENTATION AS ATTACHMENT-12, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM. EACH ITEM (1-6) MUST BE IDENTIFIED IN ATTACHMENT 12.

Page 10
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[ ALTERNATIVES
1) identify ALL of the alternatives to the proposed project:
Alternative options must include:
A) Praoposing a project of greater or lesser scope and cost;
B) Pursuing a joint venture or similar arrangement with one or more providers or

entities to meet all or a portion of the project's intended purposes; developing
alternative settings to meet all or a partion of the project’s intended purposes;

C) Utilizing other health care resources that are available to serve all or a portion
of the population proposed to be served by the project; and
D) Provide the reasons why the chosen alternative was selected.
2) Documentation shall consist of a comparison of the project to alternative options, The

comparison shall address issues of total costs, patient access, quality and financial
benefits in both the short term (within one to three years after project completion) and
long term. This may vary by project or situation. FOR EVERY ALTERNATIVE
IDENTIFIED THE TOTAL PROJECT COST AND THE REASONS WHY THE
ALTERNATIVE WAS REJECTED MUST BE PROVIDED.

3) The applicant shall provide empirical evidence, including quantified outcome data that
verifies improved quality of care, as available.

APPEND DOCUMENTATION AS ATTACHMENT-13, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLUCATION FORM,
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SECTION IV - PROJECT SCOPE, UTILIZATION, AND UNFINISHED/SHELL SPACE
Criterion 1110.234 - Project Scope, Utilization, and Unfinished/Shell Space

READ THE REVIEW CRITERION and provide the following information:
SIZE OF PROJECT:

1. Document that the amount of physical space proposed for the proposed project is necessary and not
excessive. This must be a narrative.

2. Ifthe gross square footage exceeds the BGSF/DGSF standards in Appendix B, justify the discrepancy by
documenting one of the following::

a. Additional space is needed due to the scope of services provided, justified by clinical or
operational needs, as supported by published data or studies;

b. The existing facility's physical configuration has constraints or impediments and requires an
architectural design that results in a size exceeding the standards of Appendix B;

¢. The project involves the conversion of existing space that results in excess square footage.

Provide a narrative for any discrepancies from the State Standard. A table must be provided in the
following format with Attachment 14.

SIZE OF PROJECT
DEPARTMENT/SERVICE PROPOSED STATE DIFFERENCE MET
BGSF/DGSF STANDARD STANDARD?

APPEND DOCUMENTATION AS ATTACHMENT-14, IN NUMERIC SEQUENTIAL ORDE HE LAST PAGE OF THE

APPLICATION FORM.

PROJECT SERVICES UTILIZATION:

This criterion is applicable only to projects or portions of projects that involve services, functions or equipment
for which HFSRB has established utilization standards or occupancy targets in 77 lll. Adm. Code 1100.

Document that in the second year of operation, the annual utilization of the service or equipment shall meet or exceed the
utilization standards specified in 1110.Appendix B. A narrative of the rationale that supports the projections must be

provided.

A table must be provided in the following format with Attachment 15.

UTILIZATION
DEPT./ HISTORICAL | PROJECTED | STATE MET
SERVICE | UTILIZATION | UTILIZATION | STANDARD | STANDARD?
(PATIENT DAYS)
(TREATMENTS)
ETC.
YEAR 1
YEAR 2

APPEND DOCUMENTATION AS ATTACHMENT-15, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE.
APPLICATION FORM. ey
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UNFINISHED OR SHELL SPACE: NOT APPLICABLE — THERE IS NO UNFINISHED SHELLSPACE

Provide the following information:
1. Total gross square footage of the proposed shell space;

2. The anticipated use of the shell space, specifying the proposed GSF tot be allocated to each
department, area or function;

3. Evidence that the shell space is being constructed due to
a. Requirements of governmental or certification agencies; or
b. Experienced increases in the historical occupancy or utilization of those areas proposed
to occupy the shell space.

4. Provide:
a. Historical utilization for the area for the latest five-year period for which data are
available; and
b. Based upon the average annual percentage increase for that period, projections of
future utilization of the area through the anticipated date when the shell space will be
placed into operation.

APPEND DOCUMENTATION AS ATTACHMENT-16, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

ASSURANCES: NOT APPLICABLE — THERE IS NO UNFINISHED SHELL SPACE

Submit the following:

1. Verification that the applicant will submit to HFSRB a CON application to develop and utilize the
shell space, regardless of the capital thresholds in effect at the time or the categories of service
involved.

2. The estimated date by which the subsequent CON application (to develop and utilize the
subject shell space) will be submitted; and

3. The anticipated date when the shell space will be completed and placed into operation.

APPEND DOCUMENTATION AS ATTACHMENT-17, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

Page 13
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G. Criterion 1110.1430 - In-Center Hemodialysis

1. Applicants proposing to establish, expand and/or modemize In-Center Hemodialysis
must submit the following information:

2. Indicate station capacity changes by Service: Indicate # of stations changed by
action(s):

# Existing # Proposed
Category of Service Stations Stations

[ n-Center Hemodialysis

3. READ the applicable review criteria outiined below and submit the required
documentation for the criteria:
APPLICABLE REVIEW CRITERIA Establish | Expand [ Modernize
1110.1430(b){1} - Flanning Area Need - 77 lll. Adm. Code 1100 X
(formula calculation)
1110.1430(b){2) - Planning Area Need - Service to Planning Area X X
Residents
1110.1430(b)(3} - Planning Area Need - Service Demand - X
Establishment of Category of Service
1110.1430(b)(4) - Planning Area Need - Service Demand - X
Expansion of Existing Category of Service
1110.1430(b}(5) - Planning Area Need - Service Accessibility X
1110.1430(c){1) - Unnecessary Duplication of Services X
1110.1430(c)(2) - Maldistribution X
1110.1430(c)}{3) - Impact of Project on Other Area Providers X
1110.1430(d){1) - Deteriorated Facilities X
1110.1430{d){2) - Documentation X
1110.1430(d)(3) - Documentation Related to Cited Problems X
1110.1430(e}) -  Staffing Availability X X
1110.1430(f) - Support Services X X X
1110.1430(g) -  Minimum Number of Stations X
1110.1430(h) -  Continuity of Care X
1110.1430()) - Assurances X X X

APPEND DOCUMENTATION AS ATTACHMENT-26, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM.

4. Projects for relocation of a facility from one location in a planning area to another in the
same planning area must address the requirements listed in subsection (a)(1) for the
“Establishment of Services or Facilities”, as well as the requirements in Section 1110.130 -
“Discontinuation” and subsection 1110.1430(i) - “Relocation of Facilities”.




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

The following Sections DO NOT need to be addressed by the applicants or co-applicants responsible for
funding or guaranteeing the funding of the project if the applicant has a bond rating of A- or better from
Fitch's or Standard and Poor's rating agencies, or A3 or better from Moody's (the rating shall be affirmed
within the latest 18 month period prior to the submittal of the application):

+ Section 1120.120 Availability of Funds — Review Criteria
¢ Section 1120.130 Financial Viability - Review Criteria
« Section 1120.140 Economic Feasibility — Review Criteria, subsection (a)

VIII. - 1120.120 - Availability of Funds

The applicant shall document that financial resources shall be available and be equal to or exceed the estimated total
project cost plus any related project costs by providing evidence of sufficient financial resources from the following
sources, as applicable: Indicate the dollar amount to be provided from the following sources:

a} Cash and Securilies - statements (e.g., audited financial statements, letters from financiat
20.800 institutions, board reselutions) as to;

1) the amount of cash and securities available for the project, including the

identification of any security, its value and availability of such funds; and

2) interest to be earned on depreciation account funds or to be earned on any
asset from the date of applicant's submission threugh project completion;
b) Pledges - for anticipated pledges, a summary of the anticipated pledges showing anticipated
_NA__ receipts and discounted value, estimated time table of gross receipts and related fundraising

expenses, and a discussion of past fundraising experience.

¢ Gifts and Bequests — verification of the dollar amount, identification of any conditions of use, and
NA____ the estimated time table of receipts;
d} Debt - a statement of the estimated terms and conditions (including the debt time period, variable
__ 40275 or permanent interest rates over the debt time period, and the anticipated repayment schedule)

for any interim and for the permanent financing proposed 1o fund the project, including:

1) For general obligation bonds, proot of passage of the required referendum or
evidence that the governmental unit has the authority to issue the bonds and
evidence of the dollar ameunt of the issue, including any discounting
anticipated,

2) For revenue bonds, proof of the feasibility of securing the specified amount
and interesl rate;

3) For morigages, a letter from the prospective lender attesting to the
axpectation of making the lean in the amount and time indicated, including
the anticipated interest rate and any conditions associated with the
morigage, such as, but not limited 1o, adjustable interest rates, balloon
payments, etc.;

4) For any |ease, a copy of the lease, including all the terms and conditions,
including any purchase options, any capital improvements to the property
and provision of capital equipment;

5) For any option to fease, a copy of the option, including all terms and
conditions.

8) Governmental Appropriations - a copy of the appropriation Act or ordinance accompanied by a
A____ statement of funding availability from an official of the governmental unit. If funds are to be made

available from subsequent fiscal years, a copy of a resolution or other action of the govermnmental
unit attesting to this intent;

f) Grants - a letter from the granting agency as to the availability of funds in terms of the amount
_NA_ and time of receipt;

Q) All Other Funds and Sources - verification of the amount and type of any other funds that will be
_ 61075 used for the project.

TOTAL FUNDS AVAILABLE
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APPEND DOCUMENTATION AS ATTACHMENT-39, {N NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE o
APPLICATION FORM.

1X. 1120.130 - Financial Viability

All the applicants and co-applicants shall be identified, specifying their roles in the project funding or
guaranteeing the funding {sole responsibility or shared) and percentage of participation in that funding.

Financial Viability Waiver

The applicant is not required to submit financial viability ratios if:

1. Al of the projects capital expenditures are completely funded through internal sources

2. The applicant’s current debt financing or projected debt financing is insured or anticipated to be
insured by MBIA {Municipal Bond Insurance Association Inc.) or equivaient

3. The applicant provides a third party surety bond or performance bond letter of credit from an A
rated guarantor.

See Section 1120.130 Financial Waiver for information to be provided

APPEND DOCUMENTATION AS ATTACHMENT-40, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM.

The applicant or co-applicant that is responsible for funding or guaranteeing funding of the project shall provide
viability ratios for the latest three years for which audited financial statements are available and for the first full
fiscal year at target utilization, but no more than two years following project completion. When the
applicant's facility does not have facility specific financial statements and the facility is a member of a health care
system that has combined or consolidated financial statements, the system’s viability ratios shall be provided. If the
health care system includes one or more hospitals, the system's viability ratios shall be evaluated for conformance
with the applicable hospital standards.

Provide Data for Projects Classified Catagory A or Category B {last three years) Category B

as: (Projected)
Enter Historical andior Projected
Years:
Current Ratio APPLICANT MEETS THE FINANCIAL VIABILITY WAVER
) CRITERIA IN THAT ALL OF THE PROJECTS CAPITAL
Net Margin Percentage EXPENDITURES ARE COMPLETELY FUNDED THROUGH
Percent Debt to Total Capitalization g‘ggﬁg’é’b SOURCES, THEREFORE NO RATIOS ARE

Projected Debt Service Coverage

Days Cash on Hand

Cushion Ratio

Provide the methodology and worksheets utilized in determining the ratios detailing the calcufation
and applicable iine item amounts from the financial statements. Complete a separate table for each
co-applicant and provide worksheets for each.

2. Variance NOT APPLICABLE

Applicants not in compliance with any of the viability ratios shall document that another organization,
public or private, shall assume the legal responsibility to meet the debt obligations should the
applicant default.

APPEND DOCUMENTATION AS ATTACHMENT 41, IN NUMERICAL CRDER AFTER THE LAST PAGE OF
THE APPLICATION FORM.
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X. 120.140 - Economic Feasibility

This section is applicable to all projects subject to Part 1120.

A. Reasonableness of Financing Arrangements

The applicant shall document the reasonableness of financing arangements by submitting a
notarized statement signed by an authorized representative that attests to one of the following:

1)

That the total estimated project costs and related costs will be funded in total with cash
and equivalents, including investment securities, unrestricted funds, received pledge
receipts and funded depreciation; or

That the total estimated project costs and related costs will be funded in total or in part
by borrowing because:

A) A portion or all of the cash and equivalents must be retained in the balance
sheet asset accounts in order to maintain a current ratio of at least 2.0 times for
hospitals and 1.5 times for all other facilities; or

B) Borrowing is less costly than the liquidation of existing investments, and the
existing investments being retained may be converted to cash or used to retire
debt within a 60-day period.

B. Conditions of Debt Financing

This criterion is applicable only to projects that involve debt financing. The applicant shall
document that the conditions of debt financing are reasonable by submitting a notarized
statement signed by an authorized representative that attests to the following, as applicable:

1)

2)

3)

That the selected form of debt financing for the project will be at the lowest net cost
available;

That the selected form of debt financing will not be at the lowest net cost available, but is
more advantageous due to such tenms as prepayment privileges, no required mortgage,
access to additional indebtedness, term (years), financing costs and other factors;

That the project involves (in total or in part) the leasing of equipment or facilities and that
the expenses incurred with leasing a facility or equipment are less costly than
constructing a new facility or purchasing new equipment.

C. Reasonableness of Project and Related Costs

Read the criterion and provide the following:

1. ldentify each department or area impacted by the proposed project and provide a
cost and square footage allocation for new construction and/or modernization using
the following format (insert after this page).

COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE
A B C D E F G H
Department Total
(list below) Cost/Square Foot Gross Sq. Ft. Gross Sq. Ft. Const. § Mod. § Cost
New Mod. New Circ.* | Mod. Circ.* (AxC) (B xE) {(G+H)
Contingency
TOTALS

* Include the percentage (%)} of space for circulation
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D. Projected Operating Costs

The applicant shall provide the projected direct annual operating costs (in current dollars per equivatent
patient day or unit of service) for the first full fiscal year at target utilization but no more than two years
following project completion. Direct cost means the fully allocated costs of salaries, benefits and supplies
for the service.

E. Total Effect of the Project on Capital Costs

The applicant shall provide the total projected annual capital costs (in current dollars per equivalent
patient day) for the first full fiscal year at target utilization but no more than two years following project
completion.

APPEND DOCUMENTATION AS ATTACHMENT -42, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

Xl Safety Net Impact Statement

SAFETY NET IMPACT STATEMENT that describes all of the following must be submitted for ALL SUBSTANTIVE AND
DISCONTINUATION PROJECTS: NOT APPLICABLE — PROJECT IS NON-SUBSTANTIVE AND IS NOT A
DISCONTINUTAION

1. The project's material impact, if any, on essential safety net services in the community, to the extent that it is feasible for an
applicant to have such knowledge.

2. The project's impact on the ability of anather provider or health care system to cross-subsidize safety net services, if reasonably
known to the applicant.

3. How the discontinuation of a facility or service might impact the remaining safety net providers in a given community, if
reasonably known by the applicant.

Safety Net Impact Statements shall also include all of the following:

1. For the 3 fiscal years prior to the application, a certification describing the amount of charity care provided by the applicant. The
amount calculated by hospital applicants shall be in accordance with the reporting requirements for charity care reporting in the
ilinois Community Benefits Act. Non-hospital applicants shall report charity care, at cost, in accordance with an appropriate
methodology specified by the Board.

2. For the 3 fiscal years prior to the application, a certification of the amount of care provided to Medicaidpatients. Hospital and
non-hospital applicants shall provide Medicaid information in a manner consistent with the information reported each year to the
Ilinois Department of Public Health regarding "Inpatients and Outpatients Served by Payor Source” and "Inpatient and Outpatient
Net Revenue by Payor Source” as required by the Board under Section 13 of this Act and published in the Annuatl Hospital Profile.

3. Any information the applicant believes is directly relevant to safety net services, including information regarding teaching,
research, and any other service.

A table in the following format must be provided as part of Attachment 43.

Safety Net Information per PA 96-0031
CHARITY CARE
Charity (# of patients) Year Year Year
Inpatient
Outpatient
Total
Charity (cost In dollars)
Inpatient
Outpatient
Total
MEDICAID
Medicaid (# of patients) Year Year Year
Inpatient
Qutpatient
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Total

Medicaid (revenue)

Inpatient

Quipatient

Total

APPEND DOCUMENTATION AS ATTACHMENT-43, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

XIl. Charity Care Information

Charity Care information MUST be furnished for ALL projects.

1. All applicants and co-applicants shall indicate the amount of charity care for the latest three audited fiscal years, the
cost of charity care and the ratio of that charity care cost to net patient revenue.

2, I the applicant owns or operates one or more facilities, the reporting shall be for each individual facility located in lllingis.
If charity care costs are reported on a consolidated basis, the applicant shall provide documentation as to the cost of
charity care; the ratio of that charity care to the net patient revenue for the consolidated financial statement; the
allocation of charity care costs; and the ratio of charity care cost to net patient reveriue for the faclity under review.

3. If the applicant is not an existing facility, it shall submit the facility's projected patient mix by payer source, anticipated
charity care expense and projected ratio of charity care to net patient revenue by the end of its second year of operation.

Charity care" means care provided by a health care facility for which the provider does not expact to receive payment
from the patient or a third-party payer. (20 ILCS 3960/3) Charity Care must be provided at cost.

A table in the following format must be provided for all facilities as part of Attachmeant 44.

CHARITY CARE
Year Year Year

Net Patient Revenue
Amount of Charity Care (charges)
Cost of Charity Care

APPEND DOCUMENTATION AS ATTACHMENT-44, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. ’




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
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After paginating the entire, completed application, indicate in the chart below, the page numbers for the
attachments included as part of the project's application for permit:

INDEX OF ATTACHMENTS
ATTACHMENT
NO. PAGES
1| Applicant/Co-applicant Identification including Certificate of Good 21-22
Standing :
2 | Site Ownership 23
3 | Persons with 5 percent or greater interest in the licensee must be 24
identified with the % of ownership.
4 | Organizational Relationships {Organizational Chart) Certificate of 25
Good Standing Etc.
5 | Flood Plain Requirements
6 | Historic Preservation Act Reguirements
7 | Project and Sources of Funds Iltemization 26
8 | Obligation Document if required 27
g | Cost Space Requirements 28
10 | Discontinuation
11 | Background of the Applicant 28-32
12 | Purpose of the Project 33
13 | Alternatives to the Project 34-36
14 | Size of the Project 37
15 | Project Service Utilization 38
16 | Unfinished or Shell Space
17 | Assurances for Unfinished/Shell Space
18 | Master Design Project
19 | Mergers, Consolidations and Acquisitions
Service Specific:
20 | Medical Surgical Pediatrics, Obstetrics, ICU
21 | Comprehensive Physical Rehabilitation
22 | Acute Mental lliness
23 | Neonatal Intensive Care
24 | Open Heart Surgery
25 | Cardiac Catheterization
26 | In-Center Hemodialysis 39-52
27 | Non-Hospital Based Ambulatory Surgery
28 | General Long Term Care
29 | Specialized Long Term Care
30 | Selected Organ Transplantation
31 | Kidney Transplantation
32 | Subacute Care Hospital Mode!
33 | Post Surgical Recovery Care Center
34 | Children's Community-Based Health Care Center
35 | Community-Based Residential Rehabilitation Center
36 | Long Term Acute Care Hospital
37 | Clinical Service Areas Other than Categories of Service
38 | Freestanding Emergency Center Medical Services
Financial and Economic Feasibility:
39 { Availability of Funds 53-59
40 | Financial Waiver 60-61
41 | Financial Viability
42 | Economic Feasibility 62-66
43 | Safety Net Impact Statement
44 | Charity Care Information 67
Appendix 1 | Physician Referral Letter 68-73
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Co-Applicant Identification
[Provide for each co-applicant [refer to Part 1130.220].

Exact Legal Name: Fresenius Medical Care Holdings, Inc.

Address: 920 Winter Street, Waltham, MA 02451

Name of Registered Agent. CT Systems

Name of Chief Executive Officer: Rice Powell

CEQ Address: 920 Winter Street, Waltham, MA (02451

Telephone Number; 800-662-1237

Type of Ownership of Applicant/Co-Applicant

] Non-profit Corporation L] Partnership
B For-profit Corporation ] Governmental
O Limited Liability Company O Sole Proprietorship ] Other

o Corporations and limited liability companies must provide an lllinois certificate of good standing.
o Partnerships must provide the name of the state in which organized and the name and address of
each partner specifying whether each is a general or limited partner.

. APPEND DOCUMENTATION AS ATTACHMENT-1 IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
- APPLICATION FORM.

Co-Applicant Identification
ATTACHMENT -1




File Number 5067-500-9

To all to whom these Presents Shall Come, Greeting:

1, Jesse White, Secretary of State of the State of Illinois, do
hereby certify that

BIO-MEDICAL APPLICATIONS OF ILLINOIS, INC., INCORPORATED IN DELAWARE AND
LICENSED TO TRANSACT BUSINESS IN THIS STATE ON JUNE 10, 1975, APPEARS TO
HAVE COMPLIED WITH ALL THE PROVISIONS OF THE BUSINESS CORPORATION ACT
OF THIS STATE RELATING TO THE PAYMENT OF FRANCHISE TAXES, AND AS OF THIS

DATE, IS A FOREIGN CORPORATION IN GOOD STANDING AND AUTHORIZED TO
TRANSACT BUSINESS IN THE STATE OF ILLINOIS.

In Testimony Whereof, I hereto set
my hand and cause to be affixed the Great Seal of
the State of Illinois, this 10TH
day of SEPTEMBER A.D. 2010

Qoo ce WA 2tz

SECRETARY QOF STATE

>

Authentication #: 1025301578

Authenticate at: hitp://www.cyberdriveillinois.com

Certificate of Geod Standing
ATTACHMENT - 1
&




Site Ownership

[Provide this information for each applicable site]

Exact Legal Name of Site Qwner: Bryton Properties, LLC, Addison Series

Address of Site Owner: 4525 N. Western, Chicago, IL 60625

Street Address or Legal Description of Site: 4943 West Belmont, Chicago, I 60641
Proof of ownership or control of the site is to be provided as Attachment 2. Examples of proof of ownership are
property tax statement, tax assessor's documentation, deed, notarized statement of the corporation attesting to

ownership, an option to lease, a letter of intent to lease or a lease.

APPEND DOCUMENTATION AS ATTACHMENT-2, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. -

ATTACHMENT - 2




Operating Identity/Licensee

[Provide this information for each applicable facility, and insert after this page.]
Exact Legal Name: Bio-Medical Applications of Hfinois, Inc. d/b/a Fresenius Medical Care West Belmont
Address: 920 Winter Street, Waltham, MA 02451

B Non-profit Corporation [l Partnership
[ For-profit Corporation 4 Governmental
4 Limited Liability Company 4 Sole Proprietorship 4 Other

o Corporations and limited liability companies must provide an lllinois Certificate of Good Standing.

o Partnerships must provide the name of the state in which organized and the name and address of
each partner specifying whether each is a general or limited partner.

o Persons with 5 percent or greater interest in the licensee must be identified with the % of
ownership.

Certificate of Good Standing at Attachment - 1.

Operating Identity/Licensee
ATTACHMENT - 3




Fresenius Medical Care Holdings, Inc.

National Medical Care, Inc.

Bio-Medical
Applications of lllinois,
Inc. d/b/a Fresenius
Medical Care
West Belmont

ATTACHMENT -4




itemization of Project Costs and Sources of Funds

Modernization Contracts

Plumb Station Boxes $8,000

Contingencies $800

Movable & Other Equipment

Dialysis Chairs (4} $7,500
Television (4) $4,500

FMV Leased Equipment

Dialysis Machines (3) $40,275

Cost Itemization
ATTACHMENT - 7




Project obligation will occur after permit issuance.

Project Status
ATTACHMENT -8




Cost Space Requirements

Provide in the following format, the department/area GSF and cost. The sum of the department costs
MUST equal the total estimated project costs. Indicate if any space is being reallocated for a different
purpose. Include outside wall measurements plus the department’s or area's portion of the surrounding
circulation space. Explain the use of any vacated space.

Gross Square Feet Amount of Proposed Total_ Gross Square Feet
That Is:
. New . Vacated
Dept. / Area Cost Existing | Proposed Const. Modernized | Asls Space
REVIEWABLE
in-Center
Hemodialysis 61,075 5,000 450
Total Clinical 61,075 5,000 450
NON
REVIEWABLE
Administrative
Parking
Gift Shop
Total Non-clinical
TOTAL __ 61,075 5,000 ‘ 450
APPEND DOCUMENTATION AS ATTACHMENT-9, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATICN FORM.

Cost Space Requirements
ATTACHMENT -9




Certification & Authorization

Bio-Medical Applications of Illinois, Inc.

In accordance with Section I1I, A (2) of the Illinois Health Facilities & Services Review
Board Application for Certificate of Need; I do hereby certify that no adverse actions
have been taken against Bio-Medical Applications of Illinois, Inc. by either Medicare or
Medicaid, or any State or Federal regulatory authority during the 3 years prior to the
filing of the Application with the Illinois Health Facilities & Services Review Board; and

In regards to section 111, A (3) of the Illinois Health Facilitics & Services Review Board
Application for Certificate of Need; I do hereby authorize the State Board and Agency
access to information in order to verify any documentation or information submitted in
response to the requirements of this subsection or to obtain any documentation or
information that the State Board or Agency finds pertinent to this subsection.

. Marc Lieberman . Mark Fawcett
ITS: ITS: \iice President & Treasurer
ASSt. Treasurer

Notarization: Notarization:
Subscribed and sworn to before me Subscribed and sworn to before me
this day of ,2010 this 3 day of Se_,‘g‘f ,2010
Co LD, J,n__&QSLa f Comasi—
Signature of Notary <3 Signature of Notary
Seal Scal ‘“.-.mmmn,,,"‘
e‘\‘\;ﬁ SCENy, ",
& iRiREy.. %
SEFOE,
FXioe T3
E2RT AN B O
WARNVY I
= % ¥
% %"""b Qs
%, e O
NOTAR

ATTACHMENT - 11
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Certification & Authorization

Fresenius Medical Care Holdings, Inc.

In accordance with Section 111, A (2) of the [Hinois Health Facilities & Services Review
Board Application for Certificate of Need; I do hereby certify that no adverse actions
have been taken against Fresenius Medical Care Holdings, Inc. by either Medicare or
Medicaid, or any State or Federal regulatory authority during the 3 years prior to the
filing of the Application with the lllinois Health Facilities & Services Review Board; and

In regards to section ITI, A (3) of the Illinois Health Facilities & Services Review Board
Application for Certificate of Need; I do hereby authorize the State Board and Agency
access to information in order to verify any documentation or information submitted in
response to the requirements of this subsection or to obtain any documentation or
information that the State Board or Agency finds pertinent to this subsection.

By:/%d/ ) ,. By:/l%

- . Mark Fawcett
ITS: Marc Lieberman ITS: Vios President & Asst, Treasurer
Asst. Treasurer . - -
Notarization: Notarization:
Subscribed and sworn to before me Subscribed and sworn to before me
this day of , 2010 this % dayof &Q—r , 2010
& (_A\m Q.Q_n j C O an e
Signature of Notary ~ Signature of Notary
“.\ulmrm,""'
Scal f‘;"\,»‘_fr-,f’.?f Nt
F ¥ on BAPpr g
FA A0S %
Fajol & z
SNy & W %
fGiEs 3
= [1+] faj H
% &§§

’l‘

ey NoTaRd ?\\\“‘

T
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Fresenius Medical Care Holdings, Inc. Clinics in lllinois

Clinic Provider # Address City Zip
Alsip 14-2630 12250 S. Cicero Ave Ste. #105 Alsip 60803
Antioch 14-2673 311 Depot St., Ste. H Antioch 60002
Aurora 14-2515  |455 Mercy Lane Aurora 60506
Austin Community 14-2653 4800 W. Chicago Ave., 2nd FI. Chicago 60651
Berwyn 14-2533  [2601 S. Harlem Avenue, 1st Fl. Berwyn 60402
Blue Island 14-2539 12200 S. Westem Avenue Blue Island 60406
Bolingbrook 14-2605 1538 E. Boughton Road Boilingbrook 60440
Bridgeport 14-2524 825 W. 35th Street Chicago 60609
Burbank 14-2641 4811 W. 77th Street Burbank 60459
Carbondale 14-2514  |725 South Lewis Lane Carbondale 62501
Champaign (managed) 14-2588 1405 W. Park Street Champaign 61801
Chatham S. Holland Avenue Chicago 60633
Chicago Dialysis 14-2506  |B20 West Jackson Blvd. Chicago 60607
Chicago Westside 14-2681  |1340 S. Damen Chicago 60608
Congress Parkway 14-2631  |3410 W. Van Buren Street Chicago 60624
Crestwood 14-2538 4861-73 W. Cal Sag Road Crestwood 60445
Decatur East 14-2503 1830 S. 44th St. Decatur 62521
Deerfield 14-2710  [405 Lake Cook Road Deefield 60015
Downers Grove 14-2503 3825 Highland Ave., Ste. 102 Downers Grove 60515
DuPage West 14-2509  |450 E. Rooseveit Rd., Ste. 101 West Chicago 60185
DuQuoin 14-2595  [#4 West Main Sireet DuQuoin 62832
East Belmont 14-2531 1331 W. Belmont Chicago 60613
East Peoria 14-2562 3300 North Main Street East Peoria 61611
|Elgin 2130 Point Boutevard Elgin 60123
Elk Grove 14-2507 901 Biesterfield Road Elk Grove 60007
Evanston 14-2621 2053 Central Street Evanston 60201
Evergreen Park 14-25645  |9730 S. Western Avenue Evergreen Park 60805
Garfield 14-2555 5401 S. Wentworth Ave. Chicago 60609
Glendale Heights 14-2617  |520 E. North Avenue Glendale Heights 60139
Glenview 14-2551 4248 Commercial Way Glenview 60025
Gregnwood 14-2601 1111 East 87th St.,, Ste. 700 Chicago_ 60619
Gurnee 14-2549 101 Greenleaf Gurnee 60031
Hazel Crest 14-2607  |17524 E. Carriageway Dr. Hazel Crest 60429
Hoffman Estates 14-2547  |3150 W. Higgins, Ste. 180 Hoffman Estates 60195
Jackson Park 14-2516 17531 South Stony Island Ave. Chicago 60649
Kewanee 14-2578 230 W. South Street Kewanee 61443
Lake Bluff 14-2669 101 Waukegan Rd., Ste. 700 Lake Bluff 60044
Lakeview 14-2679  |4008 N. Broadway, St. 1200 Chicago 60613
Lockport Thorntor Avenue Lockport 60441
Lombard 1940 Springer Drive Lombard 60148
Lutheran General 14-2559 8565 West Dempster Niles 60714
Macomb 14-2591 523 E. Grant Sireet Macomb 61455
Marquette Park 14-2566 6515 5. Western Chicago 60636
Mclean Co 14-2563 1505 Eastland Medical Plaza Bloomington 61704
McHenry 14-2672 4312 W. Elm St McHenry 60050
Melrose Park 14-2564 1111 Superior St., Ste. 204 Melrose Park 60160
Maerrionette Park 14-2667 11630 S. Kedzie Ave. Merrionette Park 60803
Metropolis 14-2705 |20 Hospital Drive Metropolis 62960
Midway 5201 W. 63rd Street Chicago 60638
Mokena 14-2689 8910 W. 192nd Street Mokena 60448
Morris 14-2596 1401 Lakewood Dr., Ste. B Morris 60450
Naperville 14-2543 100 Spalding Drive Ste. 108 Naperville 60566
Naperville North 14-2678  |516 W. 5th Ave. Naperville 60563
Niles 14-2500 7332 N. Milwaukee Ave Niles 60714
Norridge 14-2621  |4701 N. Cumberland Norridge 60656
North Avenue 14-2602 805 W. North Avenue Melrose Park 60160
North Kilpatrick 14-2601 4800 N. Kilpatrick Chicago 60630
Northwestern University 14-2587 710 N. Fairbanks Court Chicago 60611
Oak Park 14-2504 773 W. Madison Street Oak Park 60302
Orland Park 14-2550 9160 W, 159th St. Orland Park 60462
Oswego 14-2677 1051 Station Drive Oswego 60543
Ottawa 14-2576 1601 Mercury Court Ottawa 61350
Palatine Dundee Road Palatine 60074

3\

Facility List

ATTACHMENT - 11




Pekin 14-2571 600 S. 13th Street Pekin 61554
Pegria Downtown 14-2574  |410 R.B. Garreft Ave. Peoria 61605
Peoria North 14-2613 10405 N. Juliet Court Peoria 61615
Plainfield 14-2707 2300 Michas Drive Plainfield 60544
Polk 14-2502  |557 W. Polk St. Chicago 80607
Pontiac 14-2611 804 W. Madison St. Pontiac 61764
Prairie 14-2569 1717 5. Wabash Chicago 60616
Randolph County 14-2589 102 Memorial Drive Chester 62233
River Forest 103 Forest Avenug River Forest 60305
Rockford 14-2615 1302 E. State Street Rockford 61104
Rogers Park 14-2522  |2277 W. Howard St. Chicago 60645
Rolling Meadows 14-2525 14180 Winnetka Avenue Rolling Meadows 60008
Roseland 14-2690 135 W. 111th Street Chicago 60628
Ross-Englewood 14-2670 6333 S. Green Street Chicago 60621
Round Lake 14-2616 401 Nippersink Round Lake 60073
Sandwich 14-2700 1310 Main Street Sandwich 60548
Saline County 14-2573  |275 Small Street, Ste. 200 Harrisburg 62946
Skokie 14-2618  |9801 Wood Dr. Skokie 60077
Scuth Chicago 14-2519  |9200 S. Chicago Ave. Chicago 60617
South Holland 14-2542 17225 S. Paxton South Holland 60473
South Shore 14-2572 2420 E. 79th Street Chicago 60649
South Side 14-2508  |3134 W. 76th St. Chicago 60652
South Suburban 14-2517 2609 W. Lincoln Highway Olympia Fields 60461
Southwestemn lllinois 14-2535 llinois Rts 3&143, #7 Eastgate Plz. East Alton 62024
Spoon River 14-2565 210 W. Walnut Street Canton 61520
Spring Valley 14-2564 12 Wolfer Industrial Drive Spring Valley 61362
Steger 219 34th Street Steger 60475
Streator 14-2695 2356 N. Bloomington Street Streator 61364
Uptown 14-2692  [4720 N. Marine Dr. Chicago £0640
Villa Park 14-2612 200 E. North Ave, Villa Park 60181
West Batavia Bransan Drive Batavia 60510
West Balmont 14-2523 14848 W. Belmont Chicago 60641
West Chicago 14-2702 _ [1855-1863 N. Neltnor West Chicago 60185
West Metro 14-2536 1044 North Mozart Street Chicago 60622
West Suburban 14-2530 518 N. Austin Bivd., Ste. 5000 Qak Park 60302
Wast Willow 14404W. Willow Chicago 60620
Woestichester 14-2520 2400 Wolf Road, STE 101A Westchester 60154
Williamson County 14-2627  |900 Skyline Drive, Ste. 200 Marion 62959
Willowhrook 14-2632  |6300 S. Kingery Hwy, STE 408 Willowbrook 60527

Facility List
ATTACHMENT - 11




Criterion 1110.230 - Purpose of Project

1. The purpose of this project is to keep dialysis services accessible to a
growing ESRD population in the northwest side of Chicago {HSA 6) and to
alleviate the continued high utilization at the Fresenius Medical Care West
Belmont dialysis facility.

2. The market area that Fresenius Medical Care West Belmont serves is
primarily the northwest just south and west of 1-90/94.

3. This facility is needed to alleviate historic high utilizations. The facility is
currently at 95%. Itis also needed to accommodate the pre-ESRD patients
that Dr. Dhananjaya has identified from this area who will require dialysis
services in the next 3 years.

4. Clinic utilization is obtained from the Renal Network for the 2nd Quarter 2010.
Current counts of pre-ESRD patients for the market area were obtained from
Dr. Dhananjaya.

5. The goal of Fresenius Medical Care is to keep dialysis access available to
this patient population as we continue to monitor the growth and provide
responsible healthcare planning for this area. There is no direct empirical
evidence relating to this project other than that when chronic care patients
have adequate access to services, it tends to reduce overall healthcare costs
and results in less complications.

6. Itis expected that this facility would have and maintain the same quality
outcomes as it has historically as listed below.

o 93% of patients had a URR > 65%
o 93% of patients had a Kt/V > 1.2

Purpose
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Alternatives

1) All Alternatives
A. Proposing a project of greater or lesser scope and cost.
There was only one alternative considered that would entail a lesser scope and cost
than the project proposed in this application, however it was not determined to be a
feasible option. This was the alternative of doing nothing. The West Belmont facility
relocated into a larger more modern space in 2010, which allows adequate space for this
expansion. The facility is operating at 95% utilization. Access to a greater number of
dialysis stations is needed in this northwest Chicago area to accommodate current and
future ESRD patients. There is no monetary cost associated with this alternative.

B. Pursuing a joint venture or similar arrangement with one or more providers of entities to
meet all or a portion of the project’s intended purposes’ developing alternative settings to
meet all or a portion of the project’s intended purposes.

The preferred Fresenius model of ownership is for our facilities to be wholly owned,
however we do enter into joint ventures on occasion. Fresenius Medical Care always
maintains control of the governance, assets and operations of a facility it enters into a
joint venture agreement with. Our healthy financial position and abundant liquidity
indicate that that we have the ability to support the development of additional dialysis
centers. Fresenius Medical Care has more than adequate capability to meet all of its
expected financial obligations and does not require any additional funds to meet
expected project costs. The addition of stations is not a costly project and it would not
make sense to form a joint venture solely for that reason.

C. Utilizing other health care resources that are available to serve all or a portion of the
population proposed to be served by the project
The option of sending West Belmont area pre-ESRD patients to underutilized facilities in
the area as they require dialysis treatment was not considered a reasonable alternative.
Those facilities closest to the West Belmont facility are also operating at high utilizations.

Facility Utilization 06/30/10
Fresenius North Kilpatrick 89%
Fresenius Austin 63%
Fresenius Northcenter 99%

DaVita Maontclare 84%
DaVita Logan Square 91%
Nephron Dialysis 103%

D. The most desirable alternative is to address the need for more stations in the most timely
and cost effective manner and to keep access to dialysis services available by
addressing current high utilization and planning for known future ESRD patients in the
market area by adding the 3 stations to Fresenius Medical Care West Belmont facility,
near where the patients reside. The cost of this project is $61,075.

Alternatives
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2) Comparison of Alternatives

Total Cost

Patient Access

Quality

Financial

Maintain
Status Quo

$0

There would be a continual

decline in access in the
Chicago northwest side

market until there was literally

no access to dialysis
services.

Patients would have to
travel outside their market
for services. Loss of
continuity of care would
result.

4" shift would have to be
operated causing
transportation problems
and missed treatments.

For patient - higher
transportation costs
due to 4" shift, where
there is no available
county transportation.

Pursue Joint
Venture

$61,075

Same as current proposed

project

Patient clinical quality
would remain above
standards

No effect on patients

Fresenius Medical Care
is capable of meeting
its financial obligations
and does not require
assistance in meeting
its financial obligations.
If this were a JV,
Fresenius Medical Care
would maintain control
of the facility and
therefore ultimate
financial
responsibilities.

Utilize Area
Providers

$0

Loss of access to treatment
schedule times would result
in transportation problems as

patient transportation

services do not operate after

4pm.

Would create ripple effect of

raising utilization of area

providers which are already
over utilized above capacity

Loss of continuity of care
which would lead to lower
patient outcomes

Unavailability to choose
treatment schedule shift
could cause transportation
problems which leads to
missed treatments and
lower quality

No financial cost to
Fresenius Medical Care

Cost of patient's
transportation wouid
increase with higher
travel times

Add 3 stations
to Fresenius
Medical Care
West Belmont

$61,075

Continued access to dialysis
treatment as patient numbers

continue to grow.

Improved access to favored

treatment schedule times.

Patient clinical quality
would remain above
standards

This is an expense to
Fresenius Medical Care
only and is a minimal
cost compared with
other CON projects.

Alternatives
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3. Empirical evidence, including quantified outcome data that verifies improved

quality of care, as available.
There is no direct empirical evidence relating to this project other than that when chronic
care patients have adequate access to services, it tends to reduce overall healthcare
costs and results in less complications. Fresenius Medical Care Northcenter has had the

following quality outcomes:

93% of patients had a URR > 65%
93% of patients had a Kt/V > 1.2

Alternatives
ATTACHMENT =13




Criterion 1110.234, Size of Project

SIZE OF PROJECT
PROPQSED STATE MET
DEPARTMENT/SERVICE | BGSF/DGSF STANDARD DIFFERENCE STANDARD?
ESRD IN-CENTER 5,000 360-520
HEMODIALYSIS DGSF NONE YES

As seen in the chart above, the State Standard for ESRD is between 360-520
DGSF per station. 13 stations in 5,000 DGSF of space equals 384 DGSF per
station which is within the State standard.

5

Size
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Criterion 1110.234, Project Services Utilization

UTILIZATION
DEPT/SERVICE HISTORICAL PROJECTED STATE MET
UTILIZATION UTILIZATION STANDARD | STANDARD?
IN-CENTER 95%

HEMODIALYSIS 80% Yes
YEAR 1 IN-CENTER

HEMODIALYSIS 83% 80% Yes
YEAR 2 IN-CENTER

HEMODIALYSIS 106% 80% Yes

This facility is experiencing a 95% utilization rate with 10 stations. Bringing the
facility to 13 stations will bring that utilization down to 73%. With the 26 pre-
ESRD patients that Dr. Dhananjaya expects to refer to the West Belmont facility
in the next year, the facility will reach 83%. Dr. Dhananjaya has also identified
another 78 pre-ERSD patients who reside in the area who she expects to refer to

the facility. This would raise the utilization above the State standard.

While Dr. Dhananjaya has identified these additional 78 pre-ESRD patients it is
likely that not alt patients may choose the West Belmont facility and some may
no longer require dialysis services due to death, transplant or moving out of the

area.

38

Project Services Utilization
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Planning Area Need — Service To Planning Area Residents:

2. Planning Area Need — Service To Planning Area Residents:

A. The primary purpose of this project is to provide in-center hemodialysis services
to the residents of Chicago/Cook County in HSA 6. 94% of the pre-ESRD
patients reside in HSA 6 and 100% of the current patients also reside in HSA 6.

County HSA # Pre-ESRD Patients Who Will Be
Referred to Fresenius Medical
West Belmont

Chicago/Cook 6 98 - 94%
Suburban Cook 7 5 - 5%
County HSA # Current Fresenius Medical Care
West Belmont Patients
Chicago/Cook 6 57 - 100%

Planning Area Need — Service to Planning Area Residents
ATTACHMENT —26b - 2
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ASSOCIATES IN NEPHROLOGY, S.C.

NEPHROLOGY AN.Q HYPERTENSION
210 South Des Plaines Street

PAUL W. CRAWFORD , M.D,, F.A.S.N.
AZZA S SULEIMAN, M.D.

SATYA P. AHUJA, M.D., FASN.
MARIA 1. SOBRERO, M.D.

VINITHA RAGHAVAN, M.D.

DANIEL KNIAZ, M.D., F.A.C.P.
EDGAR V. LERMA, M.D., F.AS.N,

Chicago, Illinois 60661
{312) 654-2720

RAMESH SOUNDARARAJAN, M.D,, FAS.N.

NEETHA S. DHANANJAYA, M.D.
MARKP. LEISCHNER, M.D.
SREEDEYI CHITTINENI, M.D.
CHIRAG P. PATEL, M.D., F.A.S.N.
MADHAY RAOQ, M.D.

APRIL KENNEDY, M.D.

RIZWAN MOINUDDIN, D.O.
NIMEET BRAHMBHATT, M.D.

September 7, 2010

Mr. Dale Galassie
Acting Chair

Ilinois Health Facilities & Services Review Board

525 W. Jefferson St., 2" Floor
Springfield, IL 62761

Dear Mr. Galassie:

1 am a nephrologist practicing with Associates in Ne

SUDESH K. VOHRA, M.D.
VIJAYKUMAR M. RAO, M.D,,FAS.N.
CLARK MCCLURKIN, JR., M.D.
WADAH ATASSI, M.D., M.B.A.
HAROLD BREGMAN, M.D., FA.C.F.
CONSTANTINE G. DELIS, D.O.
KAREEN R. SIMPSON, M.D., F.AS.N.
AMITABHA MITRA, M.D.

JIM JIANLING YAO, M.D.
EDUARDOQ J. CREMER, M.D.
RICHARD HONG, M.D.

LO-KU CHIANG, M.D.

HARESH MUNI, M.D.

BOGDAN DERYLO, M.D., M.Sc. -
NIC . HRISTEA, M.D.

DONALD CRONIN, M.D.

phrology (AIN) in northeast

Chicago. I am also the Medical Director of the Fresenius Medical Care West Belmont
dialysis clinic. Given the continued high utilization I have seen at the West Belmont
facility, I am in full support of the addition of 3 stations to allow for continued access to

dialysis treatment.

Over the past three years I was treating 32 hemodialysis patients at the end of 2007, 34 at
the end of 2008 and 36 at the end of 2009, as reported to The Renal Network. As of the
most recent quarter, we were treating 38 hemodialysis patients. As well, over the past
twelve months I have referred 16 patients for dialysis services to Fresenius West Belmont
and to Fresenius Melrose Park. There are currently 57 ESRD patients dialyzing at the
West Belmont facility. There are four other nephrologists from various practices who
also admit and see patients at the facility. I currently have 104 pre-ESRD patients that
live in the zip codes surrounding the West Belmont facility. These patients all have lab
values indicative of a patient in active kidney failure and are expected to begin dialysis in
the next three years at Fresenius West Belmont (see attached patient list).

The Fresenius West Belmont facility treats approximately 80 patients a year and has

experienced an approximate 9% death rate. As well, the facility has an approximate 6%
transplant rate. 1t is therefore expected that approximately 9 of the current patients of the
facility are not expected to continue to require dialysis services by the time the 3 stations
are operational. :

Planning AreajNeed — Service Demand - Establish - Physician Referral Letter
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I respectfully ask the Board to approve the addition of 3 stations to the West Belmont
facility in order to keep access available to this patient population. Thank you for your
consideration.

I attest to the fact that to the best of my knowledge, all the information contained in this
letter is true and correct and that the projected referrals in this document were not used to
support any other CON application.

Sincerely,

Neetha Dhananjaja, M.D.

Notarization:

Subscni alld SWO before me

thisp\ ™ [ day sdffny 2010
ure otary

Seal

NOVEMBER 6, 2012

Planning Area Need - Service Demand — Establish — Physician Referral Letter
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CURRENT FRESENIUS MEDICAL CARE WEST BELMONT PATIENTS

Zip
Code Patients
60615
60618
60620
60624
60625
60630
60634
60639
60641
60644
60647
60651
Total

Aleiml=lala o)== ]-

PRE-ESRD PATIENTS OF DR. DHANANJAYA THAT WILL BEGIN DIALYSIS
AT FRESENIUS MEDICAL CARE WEST BELMONT

in Upcoming year in 1-2 Years After
Completion of 3 Stations
Zip Code | Patients Zip Code Patients
60634 4 60302 1
60639 4 60624 9
60641 6 60629 16
60647 10 60641 17
60651 1 60647 25
60707 1 60651 7
Total 26 60707 3
Total 78

Planning Area Need — Service Demand — Establish - Physician Referral Letter
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NEW REFERRALS OF DR. DHANANJAYA FOR
THE PAST TWELVE MONTHS

Zip Fresenius Medical Care

Code Melrose Park | West Belmont
60619 i
60620
60625
60634
60639
60641
60647
60651

Total 1 15

g
-
g

atalminw]lala

;_ldmno.‘_;-;..&

HEMODIALYSIS PATIENTS OF DR. DHANANJAYA FOR YEAR END 2007

Zip Fresenius Medical Care

Code Melrose Park West Belmont Total
60104 2 2
60153 1 1
60164 1 1
60618 4 4
60624 1 1 2
60625 1 1
60634 2 2
60639 6 6
60641 7 7
60644 1 1
60647 1 1
60651 2 2
60707 1 1
60714 1 1
Total 6 26 32

Planning Ateg Need — Service Demand — Establish — Physician Referral Letter
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PATIENTS OF DR. DHANANJAYA FOR YEAR END 2008

Zip

Fresenius Medical Care

Code

Melrose Park

West Belmont

Total

60104

3

60153

1

60164

2

60618

60624

1

60625

60630

60634

60639

60641

60651

60707

alalo|~lrol=lr]ale

Total

27

o B B I B ST XY XY EN PR [

PATIENTS OF DR. DHANANJAYA FOR YEAR END 2009

Zip
Code

Fresenius Medical Care

Melrose Park

West Belmont

Total

60104

2

60153

1

60618

60624

1

60625

60630

60634

60639

DW= N

Q| =2iN | &=l

60641

—
—

-
-

60651

—

-

60707

-

Total

32

[ 2]
2]

Planning Aresa_Need — Service Demand — Establish — Physician Referral Letter
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PATIENTS OF DR. DHANANJAYA AS OF

MOST RECENT QUARTER
Zip Fresenius Medical Care

Code [ Melrose Park| West Belmont | Total
60104 1 1
60153 1 1
60618 3 3
60619 1 1
60620 1 1
60624 1 1
60624 1 1
60625 2 2
60630 1 1
60634 4 4
60639 7 7
60641 12 12
60647 1 1
60651 1 1
60707 1 1
Total 4 34 38

Planning Arega Need — Service Demand — Establish — Physician Referral Letter
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Criterion 1110.1430 (e}(1) — Staffing

2) A. Medical Director

Dr. Neeta Dhananjaya is currently the Medical Director for Fresenius
Medical Care West Belmont and will continue to be the Medical
Director. Attached is her curriculum vitae.

B. All Other Personnel
The West Belmont facility currently employs the following staff:

Clinic Manager who is a Registered Nurse
Charge Nurse who is a Registered Nurse

2 Full-time Registered Nurse

1 Per-diem Registered Nurse

3 Full-time Patient Care Technicians

1 Per-diem Patient Care Technician

Full-time Registered Dietitian

Full-time Licensed Master level Social Worker
Full-time Equipment Technician

Full-time Secretary

2 additional Patient Care Technicians will be hired for the 3 station
expansion.

3) All patient care staff and licensed/registered professionals will meet the State
of lllinois requirements. Any additional staff hired must also meet these
requirements along with completing a 9 week orientation training program
through the Fresenius Medical Care staff education department.

Annually all clinical staff must complete OSHA training, Compliance training,
CPR Certification, Skills Competency, CVC Competency, Water Quality
training and pass the Competency Exam.

4) The above staffing model is required to maintain a 4 to 1 patient-staff ratio at
all times on the treatment floor. A RN will be on duty at all times when the
facility is in operation.

\,\ b ATTACHMENT - 26e - 1




, \ - CURRICULUM VITAE
. Neetha Dhananjaya, M.D. .

. -t

PERSONAL:
Date of Birth: June 22, 1971
Place of Birth: Bangalore, India
Citizenship Status: U.S.A.
Marital Status: Married
Spouse Name: Nandish Dhavanjaya
Employment: Associates In Nephrology
' Chicago, Illinois
EDUCATION:
Pre-Medical: . Jyothia Nivas College
Bangalore, India
Medical School; University of Mysore
08/1989-01/31/1994 J.J.M. Medical College
Kamataka, India
Rotating Resident Internship University of Mysore
- 03/21/94 — 03/21/95 J.J.M. Medical College
Kamataka, India
Residency:
Internal Medicine FinchIJ"nlversity of Health Sciences

07/01/2000-06/30/2003 The Chicago Medical School
North Chicago, Lllinois

Fellowship:

Nephrology =~ University of Louisville
10/01/2003-09/30/2005  Louisville, KY -

| ATTACHMENT — 26e
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Neetha Dhananjaya, M.D.
CURRICULUM VITAE (continued)

03/1995-07/1995
07/1995-02/997
02/1997-06/1997

07/1997-08/1999 -

09/1999 - 06/2000

CERTIFICATIONS:

Nephrology
2005 ~2013

Internal Medicine
2003 - 2013

ECFMG
01/24/2000

LICENSE:

Kentucky

12/18/2003-03/11/2006

Illinois
07/31/2005
" Illinois
07/31/2005
DEA
10/18/2005

Preparing for State Post Graduation Entrance Exams
India

Junior Medical Officer, C.S.1 RM Hospital
Hassan, India '

Resident Doctor, City Medical Center
Dava.ngcre India

Preparing for USMLE and relocation to USA

Clinical Observer, Premcare Medical Center while
On Maternity Leave :

American Board of Tnternal Medicine
Certificate Number: 220010

American Board of Internal Medicine
Certificate Number; 220010

USMLE

Steps L IL, I
Certificate Number: 0—583—726-5

License to Practice Medicine
#38333
Physician and Surgeon
036-108649
Control Substance
336-075478
Federal Control Substance

- - BD9503752
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Neetha Dhaﬁanjaya, M.D.
CURRICULUM VITAR (cantinued)

- RESEARCH:

MEMBERSHIPS:

10/2003 — Present
10/2003 — Present

Measurement of urinary peptides, with Dr. Ashok Singh,
Ph.D. Senior Scientist, UIC — August 2002.

Effect of water purification on erythropoietin dose in HD
Patients. Dr. Ward, Dr. Ouseph.

Associdtion of Inflammatory markers and markers of Iron
status in Hemodialysis patients: accepted for Poster
Presentation at NKF 2005 at Washington DC.

American Society of Nephrology
Renal Physicians Association
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Criterion 1110.1430 (f) — Support Services

| am the Regional Vice President of the Central Illinois Region of the North
Division of Fresenius Medical Care North America. In accordance with
77 Il. Admin Code 1110.1430, | certify to the following:

Fresenius Medical Care utilizes the Proton patient data tracking system in
all of its facilities.

» These support services are available at Fresenius Medical Care West

Belmont during all six shifts:

o Nutritional Counseling

o Psychiatric/Social Services
o Home/self training
O

Clinical Laboratory Services — provided by Spectra Laboratories

» The following services will be provided via referral to Swedish Covenant

Hospital, Chicago:

o Blood Bank Services
o Rehabilitation Services
o Psychiatric Services

e

Signature

Richard Stotz/Regional Vice President

Name/Title

Subscribed and swory to pefore me
this A»L day of@? £, 2010
Vieditles f. g e

$ighature of Notary

Seal

Support Services
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Criterion 1110.1430 (g) — Minimum Number of Stations

Fresenius Medical Care West Belmont is located in the Chicago-
Naperville-Joliet-Gary, IL-IN-Wi Metropolitan Statistical Area (MSA). A
minimum of eight dialysis stations is required to establish an in-center
hemodialysis center in an MSA. Fresenius Medical Care West Belmont
will have a total of 13 dialysis stations thereby meeting this requirement.

Minimum Number of Stations
ATTACHMENT — 26g
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Criterion 1110.1430 (j) — Assurances

| am the Regional Vice President of the Central Hlinois Region of the North
Division of Fresenius Medical Care North America. In accordance with

77 Il. Admin Code 1110.1430, and with regards to Fresenius Medical Care West
Belmont, | certify the following:

1. As supported in this application through existing patients and expected
referrals to Fresenius Medical Care West Belmont in the first two years
after addition of the 3 stations, the facility is expected to achieve and
maintain the utilization standard, specified in 77 lll. Adm. Code 1100, of
80% and,

2. Fresenius Medical Care West Belmont hemodialysis patients have
achieved and will maintain adequacy outcomes of:
a. > 85% of patients with a urea reduction ratio (URR) > 65% and,
b. > 85% of patients with a Kt/V Daugirdas Il. 1.2.

For the past twelve months the following quality data was recorded
for Fresenius Medical Care West Belmont:

o 96% of patients had a URR > 65%

o 97% of patients had a Kt/V > 1.2

g

Signature

Regional Vice President
Title

before me

bs?: ed and sworn,to

NOTARY PUBLIC - STATE OF ILLINOIS €
_ MISSIONEMS:OMMS .

Assurances
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EXHIBIT 1

LEASE SCHEOULE HO. 2600002505 015
(T Leass)

LESSOR: SIEMENS FIHANCIAL AERVICES, INC. LEBSEENATIONAL MEDICAL CARE, INC.

(Lesser) g Defaware oomorelian

Lassee?)

Address: 170 Wood Ave Bouth Address: 120 Winter Stree!

Teelin, NJ 0BH30 Yatham, MA 02481

1. Lessor snd Lesean have entared into & Master Equipment Losse Agrewnnd dated a3 of March 10, 2008 {Magler

Lesse?), eluding (his Schadala (iogether, tha Lease®), pursuant to which Leasar snd Lasees havd agreed to lease the
equipmont desorted tn ExhBilA hereto {MheEgaiemont). Lessaa and Leassor each roaffim o1 of Rs respeotive
ropresentations, wormantes and covanantt sol fth In tho Master Loasd, ol ol the Terms and provisions of wiich sre
Incorparated herein by rafarence, s of the dals heeol. Lassoe furihar conitas 1o Lossor ihsl Lossoe has seleted tw
Equipment and prior 10 he axeculion of this Sthedule has received and opproved o puichasa oider, puichaso sgrenmnt of
ppply cantract Under which the Equipment wik be eoquired for purposes of thls Lesss.

2. Tha Acquieiion Cost of e Equipmentis, $_3.673.373.64

3. The Equipment wit ba located ot the tocallon specifind In ExfblLA horet, unless the Equlomert I£ of tha type
naally vsed st more then ona foeaBion {auch 0% vehlaular aqipmen, constrection mashingry or e ika), [n vAilch cass thé
Eqummenthmbeusedhmsmmdﬁsdonam&mmw. ,

4. TERM OF LEASE: The tanm for which tho Equipment shall be leascd shal bo for 72 morths (the Tatis) Loase
‘farm], commanding an the Lesse Term Commenccment Dale s ast forth I ha Avosplonca Certificiie to thie Schedale, and
expifag CWANEO1E, uniess rentwed, extendad, of soonar lemminated 1 nobodance with the lemms of the Leqso,

5. RENT: {8} Payshi tp menihly instaliments on the 261h doy of each anth outing Tre Ioillal Lease Tarm#s fnllows:

Rentst Nunbar of Amount of
Paymeam Rantat Each Rontal
e Paymanta Egymaol
$12 "’ £5,054.37

. Lansar wil lmvoice Lessos for el safes, usa andior parsena! propary faiea a3 When dus and prayabie in
sccontanca with applicatie [aw, unens Lessos dellears to Lessor a vlld exemption certificats Wi resphct to Buch taxes.
Dativery of such dortificalo sholf consithde Lessad's roptasentaon and wamanly that no such 1ax shal beotma dus ané paysbie
WD respact to the Equipmont & Lessa shall indemilfy 606 bald harmiass Lassor ffom and egsinat sy and ol Babiily o
damages, [ncluding late charges and Intares| which Lexsor may st by ranton of the Bssessment of such 1ax.

8. OTHER PAYMENTS:

{a) Losyae sgrees o pay Raat! Paymonts in edvance.

035 Exhitit | hdae

Dialysis Machine Lease
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7. EARLY TERMINATION OPTION: Sokeng e no Event of Dofavl under the Leass, nor ey evanl which upon nolie
or japss of Ume or both would constite wuch en Event of Detauit has oocured and s continuing, Lesora shal have e option
12 lemilats (he Leasa for ab, but noliess than &5 of the Equipment an tha rerial paymant gata for the twenty-forth 24t}
monlhiy rantel paymont (e "Early Tanminaton Dnte”). Léases Ahak 0Bty Lassor In welting of Lasses's intantkn fo axoides
such tommiration option &t Hast nhety (00) days pries to fha Carly Tomwination Date of such Loaes. Letses shaf pay to Lessor
on the Eady Tanminalion Dato a5 apgregete amoun! (i “Termminafion Amount }equal fo: (1) elt rantal payments, ita charges
and other emounts due end owing Under the Loase, nauding the rental payment due on the Early Tomnialon Date, pius {d) any
and alllaxes, cssessmants and cthay charges due tn connedlion vAth the tammisslion of v Loase; plua (i) 54% of e originat
Acquistion Coal of the Equipinant as aat forth hrerelh,

Iy addition & the payment of iha Torminstion Amaiar, Latzea shill retura all of the Equipmant to Leasor oa I Eady
Tenmination Ogte pursterd 16 and v the coadlon requird by the tarms of tne Lease.

In th avent Lessss ehall not pmy tha Tomination Ameund on the Ealy Temmingtion Dala 2nd retum the Equipmend to
Lessor pursuanl fo, and In Cré conedfion required by (ha Loars, ten lhe Leasa Tem for thw Eguipitent ehe coninus In Al
feden and affact and this Bacy Termingtion Opticn shut be sy and vaid aad of no further forgn or affoct *

chall pay to Lassor on the Esdly Purchase Oplion Date an aggregats amoun! (ibe “Purchaca Pace™ aqual to: (1) &b rentsl
paymenls, late charges snd olher ameuals dus ond owing under the Laass, Inctuding the rontal payrant dus on the Early
Purchass Option Date; pkrs (i) any &nd afl {aos, asseasiments and olher charges dus in connasiion wih the leminalion ofthe
Lease and the pivchase of M Equipmont; plus I} 28.62% of (¢ orghsl Acquisition Cost of tha Equipment aa set {orth herela

Provided ihat Lessor shali hzve recelved tha Purchase Pros on the Eddy Purchase Oplion Dale, Lesact shall convey
o3 of Hts dght, 108 and knlerest i snd to e Equipment (0 Lesea onthe Eaty Puichass Uplion Datg, on én “AS-I3%,
WHERE4S" BABIS WITHOUT REPRESENTATION OR WARRANTY, EXPRESS OR I4PLIED, and wWilhoiR recouss W
Lossor: providsd howover, that notwithstanding anythiag efss hereln 1o the contrary, Lessor shah warrant that the Equlpmsat iy
#0 and oigos of off har, charges and encumbrances cretad by, through or under Lessor, and that Lessor has good and il
fight, powet and autharity ta aell sakd Equigniarnt to Lossed,

inthe event Lakses shall not pay ine Purchass Prica on the Eary Purchase Oplion Date thon the tniial Leasa Yem o
any renawet term for the Eauigmant shall contiruo In tul foree anc atiect and this Early Purchase Cation shid be nud and volt
and of na furlher forco or eflect

8. PURCHASE OPTION: Solong o3 1o Event of Dalaull, nos any cvenl which upon nofice or [apse ol time or bothwould
constitute B Event of Dafault, has cocttrred and 3 contnuing under ho Lease, snd the Leasa s nol buea earizs lemrinated,
and upon not tess than ninely (0] days prior wiitisn nofice, Lassas shali hava 1o oplion, upon expiraton of the intat Lanso
Teimn, tanowel teem o Extended Toir, to purchass &%, bt ot tesa fhan o, of Lasser's Aght, €0e and intecest in and 1o the
Equipment at the eng of the Lease Teim Jor 8 Puchase Opbon Prica (harcinafter defined), on the latt day of the Lease Tafn,
Inmadlately avaliable funds.

The Purchasa Option Price atll bo equal Lo The Fal Markel Valuve of the Equipmant (hereinafier g&fined) pliy any takay,
use, proparty or exdee 18x8s on or measursd by such sals, any othér hounty aconuad and unpald under Tho Leese end eny
etaot axpenses of transfar lacluding UGC lerminatan [ses.

Tire "Fal Marke! Value™ &f the Equipment, ahef ba Jolornined on e basts of, end shafl bo equal n amani Lo tha valea
which would ba shiainet (n, R &me'a-lenpth transaction batweer an hiomied and villing buysr-user (oer {hanalessee
currently in possoston of 0 used snulpment dealer) and an Wnformied and willng sebes undar ne tomptision el &nd, i such
delerminabon, costs of romoval From (B locsation of curant uia shal fot be & deduntion from each vake, For purponss of
deteamining Fair Market Valce 1 vAl be asmed hat a3 of the date of determingtion that the Equipmani in ot fead the
condition roquined by the Leass, [ during or after tw paried of tiry {30} days front Lesaor's (nenict of (ire aforosaki wrlilen
rodon from Lesses of Lessos's intealion o akerdss sakt purchase option, L.assor and Lessoe datenning (hal they cannol egree
Lpon AUGh fe¥ markat wlus, then such vaiuo shall be delermined In zocordance with the foreguing defniien by 2 guatlied
Indspendent appralser s sefecied by mutugl agreeriont between Lessor and Lessas, of taiing such agreament, by 4 panal of
throt independent appraisers, ono of whom sheli be sefected by Lessor, tha secand by Lesses 2nd Lhe third deaignated by tha
fral two stdected. 1fany party rehusas of WA 1o Rppoint &0 eppraiser of @ thind Sparaiec? camnat be agread upon by the olher
twp appraisers, such appesisar of appsaisers shak be seleclad in aceordnnss with the autes for sommercial atdtrsiion of tha
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Amarican Albfiraion Association. The appraisers shef ba instrucied to meke such detarmingtion within @ pariod of twenty {20}
dayi following appointment, and Shall premplly communicale sueh datermination in vailing o Lessor and Lassen, The
deleanination of Fak Madket Value 50 mede by 1be solix sppreisar of by @ majority of the apanalsers, # there ks morm than one,
shall bo conchasively binding Lpoh both Laxsor and Losses. Al appraltdl cos's, teos and mxpenses shatl be payatie by Losses.
“The nale of the Equipment by Lessor to Lessco shillbe o sn AS-1S, VWHERE-S basls, wihoul tacqurze b, or waneny by,
Letsor; pravided howaver, that notwilhsianting anyhing elsa herek fo tha contrary, Lessor shak warant hat the Equlpment &
e and cloar of ol bens, charges and encombrancat created by, through of under Lessar, and Ihat Lassor has good and lowisd
sight, porwer ered authorlty Lo sol sald Equipment to Lessee.

Lensos ehal bo deemed to hir waked {his Purchasa Option unless ff provides Lizssor willen nolke of s Imovocable
e'ection fo exardian this option within ifean {15} days afgr Lessae is advised of tho Fax Marsket Vawe gf tha Equipment

Lespes may alect 1o rotum all, bul not lass than a8, of the Equipmant &t tha end of the Infiat Lears Tefeaor any rRMowal
torm, pravided thal auch retuin wil enly be parmitted i 1) the Lessee provides the Lessor win witian notice of il rlantion 1o
rebum B Equinenant nt tass fhan riasty (90) days prior 1o the end ofthe tnkal Tarm, end {{; e Téturm of o Equipment is In
secordanca Wil ha tevs of the Leata and sny Schediies, Aocaeptance Certificalo, fikders, Exhibis end Addenda therdto,

i, for any reasan whatsoaver, the Lazees doot nol purchese the Equipment ot (e end of the (ntlal Lease Term or any
tenawal boem In mooordanon wih the loregaing, o axancise trek aption to retum the Equipment ns set forth above, e loasy
tarrrL of the Equipmant stiall and without furthat acikn on e part of Lassee be axiended ona montrte-month basis with rontal
payatle monthly caicuiated #1 one hundred five parcant (105%) of the highosl morty rental paysble during the Inlial Lease
Tarm {the “Extendad Temt™). Al e end of such Extended Term, the Lessaa stall have the option 1o ethar: {7) relum Fe
Equismanl to the Lssor s accordance with th tormng of the Laose; o () purchasa the Equipment far &3 than Fakr Harket Value
ot datesminod i aonordanon whh the provis'ons 5ot fartk abve, The Extencied Tom shall continus unTi {a) Lessen provides
Lessor with 40} fass than ninety {80) days prior witten nolios of the entitipaled date Lesses vl ratvin tho Equipment and
Lessen feturns the Equipmant I socordason with the relum piovieiens. of s 1e790, o (b) Lossee provides Lewsoc wilh nol lots
gnn‘ Kinely {90) days pror weitlen hollce of Lasses's axordse of Hs 7o Market Value purchase oplion with respect lo the
Squipnant

10.STIPULATED LOBS VALUES,
T T Rarcentege of ) Pereantage of
| Ragtel Paymem ¥ | : | Repial Fayment® | Aosulat

) 1 101.47 st £0.22
2 10051 38 56.64
3 9065 29 57.68
: 4 98.56 4 68.37
5 £7.55 3 55.08
8 96.63 42 53.78
7 8548 4 §52.47
8 94.41 4 51,16
g £3.33 45 4684
10 92.25 48 48.51
1t 81,16 ar 47,18
12 £0.05 4B 45.84
53 §9.95 43 44.50
14 87.83 55 4316
1§ 88.71 51 41.7¢
16 85.68 B2 40.43
7 84.44 5 39.05
18 8329 54 31.69
13 8214 65 a8.31

015 Exhiity ) 1009
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Parcenlags o . Percantago of \
| Rontpl Pgvrentd | 1 | RepalPagmeni® 4
20 80.97 58 34.82
21 79.81 24 33.53
2z 78.63 68 32,13
23 77.45 L) 30.72
24 76.26 50 . 28.3Y
25 7806 61 27.89
28 7388 62 2847
2r 7265 ] 25,04 |
I8 7144 B4 23.81
29 70,22 65 2217
30 §0.90 58 2092
F1l 67.76 [ 1927 ]
32 66.52 £ 17.82
» 6527 59 16.35
34 684.01 70 14.88
35 §2.76 Il 13.40
38 61.48 72 11.82

Stputated Loss Vatuas ero dus in addMion to he Rental Payrent dus ont i same date.

N WATNESS WHEREOF, tho partics horélz cadtify that they have reed, acoepled and caused (ks Individua! Leasing
Record 1o be duly oxeculsd by thelr respective aficers theseunlo duly suthorized.

Patedt 3’ * ;.

LEGSOR: LESSEE:
Stemens Pingnctal Bervices, inc.
8y {Lq yo L_)ulh;g)

CAROL PALTTRS

MR

Tt TTZCHQU% 1.

Emsst Errign
fe Tremuction Coondlugtar

015 Txamig 1hdoc
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DELL

Date: 4/22/09 12:33:14 PM

Page 1 of 2

QUOTATION

QUOTE #: 485293558
Customer #: 84405601
Contract#. 70137
CustomerAgreement #: Dell Std Terms

Gluote Date: 4/22/09
Customer Name: FRESENIUS MEDICAL CARE N A

TOTAL QUOTE AMODUNT: $975.02
Product Subtotai: $864.59
Tax: $46.43

Shipping & Handling: $64.00

Shipping Method:

Ground Total Number of System Groups: 1

GROUP: 1 | QUANTITY: 1

SYSTEM PRICE: $584.51 GROUP TDTAL: 5564.51

Base Unik: OptiPlex 760 Small Form FactorBase Standard PSU (224-2219)

Processor: QptiPlex 760.Core 2 Duo ET300/2.66GHz,3M,1066FSB (3111-9514)

Memory: 2GB,Non-ECC,800MHz DDR2,2X1GB OptiPlex (311-7374)

Keyboard: Dell USB Keyboard,No Hot Keys Engfish,Black,Optiplex (330-1987)

Monitor: Doll UltraSharp 1708FP BLK w/Ad]Stn,17 inch,4x08FPBLK OptiPlex,Precision and Latitude (320-
7862}

Video Card: Integrated Video, GMA 4500,0elI0ptiPlex 760 and 980 (320-7407)

Hard Drive: 80GB SATA 3.0Gb/s and 8MB DataBurst Cache,Dell OptiPiex (341-8006)

Fioppy Olsk Drive:

No Floppy Drive with Optical Filler Panel,Dell OptiPlex Small Form Factor (341-4609)

Operating System:

Windows XP PRO SP3 with Windows Vista Business LicenseEnglish,Dell Optiplex (420-9570)

Mouse:

Doll USB 2 Button Opticai Mouse with Scroil,Black OptiPlex (330-2733}

NIC:

ASF Basl¢ Hordware Enablad Systems Management {330-2801)

CD-ROM or DVD-ROM Drive:

24X24 CORW/DVD Combo,with Cyberilnk Power DVD,No Medie Media,Doll OptiPlex 960 Small
Form Factor (313-T0T1)

CD-ROM or DVD-ROM Drive:

Cyherlink Power DVD 8.1,with Madia,Deil OptiPlex/Precision (420-9179)

Scund Card; Heat Sink, Mainstream, Dell Optiplex Small Form Factor {311-9520)

Dell AXS10 black Sound Bar forUftraSharp Fiat Panel DisplaysDeltl Optiplex/Precision/ Latitude
Speakers:

(313-6414)
Cable: OptiPlex 760 Small Form FactorStandard Power Supply {330-1984)

Documentation Dishette:

Documentation,Engliah,Dell OptiPlex (330-1710)

Documentation Diskette:

Power Cord,125V,2M,C13,Detl OptiPlex (330-1711)

Factary Instatled Software:

No Dell Energy Smart Power Managemaont Settings,OptiPlex (467-3564)

Resource DVD contalns Diagnostics and Drivers for Dell OptiPlex 760 Visla {330-2019}

Feature

Service: ProSupport for IT: Naxt Business Day Parts and Labor Onsite Response Initial Yaar {991-6370)

Service: ProSupport for IT: Next Business Day Parts and Labor Onsite Response 2 Year Extended (991-
3642)

Service: Detl Hardware Limited Warranty Plus Onsite Sarvice {nitlal Yoar (992-6507)

Service: Deh Hardware Limited Warranty Plus Onsite Service Extended Year(s) {892-6508)

Servico: ProSupport for IT: Tx24 Technical Support for certified IT Staff, Initlal (9846640}

Service: ProSupport for iT: 7x24 Technicat Support for certified IT Staff, 2 Year Extended (984-0002)

file://C:\Documents and Settings\Iwright\Local Settings\Tempinotes4C7D04Quote 48529...

Thank you choosing Delt ProSupport. For tech support, visit http:fisupport.defl.com/ProSupport

42ellGamoputer Quote
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Page 2 of 2

Service; or call 1-866-516-31 {963-3449}

Instailation: Standard On-Site Installation Declined (300-9987)

Instafiation: Standard On-Site Instaliation Declined {300-9987)

Misc: Shipping Material for Systom Cypher Small Form Factor.Dell OptiPlex {330-2193)

Vista Premium Downgrade Relationship Desktop (310-9161)

CFI Routing SKU (365-0257)

CFi,Rollup,Intagration Service,Image Load {366-1416}

CF{,Rollup,Custom Project,Fee for ESLH {388-1551)

CFLRollup, Integration Services,BIOS Setting (366-1666)

CFl.Information,Vista To WXP ONLY,Factory instal (372-6272)
CFl,Software,image,Quick Image, Titan,Factory Instalt {372-9740)

CF1,B10S,Across Line Of Business, Wakeup-on-lan, Enable.Faclory Install (374-4558)
CFlInfarmation,Optiplex 760 Only,Factory Install (374-8402)

SOFTWARE & ACCESSORIES

Product Quantity | Unit Price | Total
OHicg 2007 Sngl C 02107777 (AD748570) 1 5259.68| $259.68
Windows Server CAL 2008 Sngl MVL Device CAL C R18-02830 (A1511502) 1 s2040] %2040
Number of S & A items: 2 S&A Total Amount: $280.08
SALES REP: | PHIL CLINTON PHONE: | 1800-274-3355
Email Address: | Phil_Clinton@Deli.com Phone Ext: | 723-3128

For your convenience, your sales representative, quote number and customer number have heen
included to provide you with faster service when you are ready to place your order. Orders may be
faxed to the attention of your sales representative to 1-866-230-4217. You may also

place your order online at www.dell.com/qto

This quote is subject to the terms of the agreerment signed by you and Dell, or absent such agreement,
to Deli's Terms of Saie.

Prices and tax rates are valid in the U.S. only and are subject to change.

**Sales/use tax is a destination charge, i.e. based on the "ship to" address on your purchase order.

Dell Tax Department at 888-863-8778, referencing your customer number.
If you have any questions regarding tax please call 800-433-9019 or emall Tax_Department@dell.com.

&

All product and pricing information is based on latest information available. Subject to change without
notice or obligation.

LCD panels in Dell products contain mercury, please dispose properly. ) )
Please contact Dell Financial Services' Asset Recovery Services group for EPA compliant disposal
options at US_Dell_ARS_Requests@dell.com. Minimum quantities may apply.

Shipments to Catifornia: For certain products, a State Environmentat Fee Of Up to_$10 per item may be
applied to your invoice as early as Jan 1, 2005. Prices in your cart do not reflect this fee. More Info: or
refer to URL www.dell.com/environmentalfee

Pell é,qmputer Quote

Flo i AT aritmmant e amd Qattimact it ahl ] anal Cattinact TamabaatacA M TNIA mAta AR370 A A
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Criterion 1120.310 Financial Viability

Financial Viability Waiver

This project is being funded entirely through cash and securities
thereby meeting the criteria for the financial waiver.

‘ Financial Waiver

(,0 ATTACHMENT - 40




2009 Financial Statements for Fresenius Medical Care Holdings, Inc. were submitted
previously to the Board with #10-036, Fresenius Medical Care Mundelein and are the
same financials that pertain to this application. In order to reduce bulk these financials

can be referred to if necessary.

Financials
ATTACHMENT - 40




Criterion 1120.310 (c) Reasonableness of Project and Related Costs

Read the criterion and provide the following:

1. Identify each department or area impacted by the proposed project and
provide a cost and square footage allocation for new construction andfor
modernization using the following format (insert after this page).

COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE
A B C D E F G H
Department Total
(list below) Cost/Square Foot | Gross Sq. Ft. Gross Sq. FL. Const. § Mod. $ Cost
New Mod. New Mod. Circ* | (AxC) (B xE} (G +H)
Circ.”
ESRD 17.78 450 8.000 8,000
Contingency 1.78 450 800 800
TOTALS 19.56 450 8,800 8.800
* Include the percentage (%) of space for circulation

Criterion 1120.310 (d) — Projected Operating Costs

Year 2013

Salaries $666,338
Benefits 166,585
Supplies 153,090
Total | $986,013

Annual Treatments 9,048

Cost Per Treatment $108.98

Criterion 1120.310 (e) — Total Effect of the Project on Capital Costs

Year 2013

Depreciation/Amortization $134,522
Interest 0
CAPITAL COSTS $134,522
Treatments: 9,048
Capital Cost per treatment $14.87

Economic Feasibility
ATTACHMENT - 42




Criterion 1120.310(b) Conditions of Debt Financing

Bio-Medical Applications of lllinois, Inc.

In accordance with 77 TLL. ADM Code 1120, Subpart D, Section 1120.310, of the

Illinois Health Facilities & Services Review Board Application for Certificate of Need; I
do hereby attest to the fact that:

There is no debt financing. The project will be funded with cash and leasing
arrangements; and

The expenses incurred with leasing the proposed facility and cost of leasing the

equipment is less costly than constructing a new facility or purchasing new
equipment.

Bw% %/; v By: (21 : %»

Mark Fawcett
ITYice President & Treasurer

ITS: Marc Lieberman
Asst. Treasurer

Notarization: Notarization:
Subscribed and sworn to before me Subscribed and sworn to before me
this day of , 2010 this 3 dayof Sg@—)' , 2010
. C LA%.OQQ J T
Signature of Notary O Signature of Notary
ARG
Seal \e“‘“ \WE SCg, ™, Seal
S,
& A ‘5\3 15 .
5&.000"'20774"‘9 v “’o
F a0 & ey 2
t 0¥ o 2
E" .';?O U ‘J"ng.o ;
%, et

Economic Feasibility
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Criterion 1120.310(b) Conditions of Debt Financing

Fresenius Medical Care Holdings, Inc.

In accordance with 77 1LL. ADM Code 1120, Subpart D, Section 1120.310, of the

Tllinois Health Facilities & Services Review Board Application for Certificate of Need; 1
do hereby attest to the fact that:

There is no debt financing. The project will be funded with cash and leasing
arrangements; and

The expenses incurred with leasing the proposed facility and cost of leasing the

equipment is less costly than constructing a new facility or purchasing new
equipment.

B»%/;u/»%,_/ By | 4}%

Mark Fawcett

ITS: ‘Marc Lieberman ITS: Vioe Presidert & Asst. Treasurer
Asst. Treasurer . .- -

Notarization: Notarization:

Subscribed and sworn to before me Subscribed and sworn to before me

this day of , 2010 this 3  dayof Sg@’j_‘ , 2010

L.\

O Signature of Notary

Signature of Notary

Seal A,

eyt

Economic Feasibility
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Criterion 1120.310(a) Reasonableness of Financing Arrangements

Bio-Medical Applications of Illinois, Inc.

The applicant is paying for the project with cash on hand, and not borrowing any funds for the
project. However, per the Board’s rules the entering of a lease is treated as borrowing. As such,
we are attesting that the entering into of a lease (borrowing) is less costly than the liquidation of
existing investments which would be required for the applicant to buy the property and build a
structure itself to house a dialysis clinic. Further, should the applicant be required to pay off the
lease in full, its existing investments and capital retained could be converted to cash or used to
retire the outstanding lease obligations within a sixty (60) day period.

\ By:%A By:__ /J@(

T i - Mark Fawcett
‘ Title:__Marc Lieberman Tile:_\lice President & Treasurer

Asst, Treasurer

Notarization: Notarization:
Subscribed and sworn to before me : Subscribed and sworn to before me
this day of , 2010 this_ 3  day of Se,s¥ ,2010
Signature of Notary N Signature of Notary
Seal o“‘“‘“eLLE ;u,,""' Seal
FONTL L spvtviirll Co
SR oMM Exge B
§F Tatoetarn T
FOSP & % P

oymoa
[
-7,
L
M,
*YSETTe
A Tretasaun
()
ey Hunn

i3
ia
™
iz
i
g
(4
%,
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Criterion 1120.310(a) Reasonableness of Financing Arrangements

Fresenius Medical Care Holdings, Inc.

The applicant is paying for the project with cash on hand, and not borrowing any funds for the

project. However, per the Board’s rules the entering of a lease is treated as borrowing. As such,

we are attesting that the entering into of a leasc (borrowing) is less costly than the liquidation of
existing investments which would be required for the applicant to buy the property and build a
structure itself to house a dialysis clinic. Further, should the applicant be required to pay oif the
lease in full, its existing investments and capital retained could be converted to cash or used to
retire the outstanding lease obligations within a sixty (60) day period.

By:%, A/\// By: 'QH %l“

. Mark Fawcett
ITS: Marc Lieberman - Vice President & Asst. Treasurer
ASSt, Treasurer | .- - »
Notarization: Notarization:
Subscribed and sworn to before me Subscribed and sworn to before me
this day of , 5(310 c this 3 day of%”r , 2010
WAV mg Lc (Ot
Signature of Notary N Signature of Notary
Seal ;;é‘l:':;";f; ", Seal
\‘“‘ ............... "‘b"
SO By
SO Q%W
: i g2
N q,cf-'" H
" Jop MM Q) F
ﬂ,"" ,q RY Pu%};\““

Economic Feasibility
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Charity Care Information

From a charity standpoint Fresenius Medical Care accepts any patient regardless
of their ability to pay. Most ESRD patients qualify for Medicare coverage or have
private insurance and there are some who qualify for Medicaid. For those
patients who don’t have insurance and for whatever reason don't pursue
government payor sources, Fresenius Medical Care will treat and bill the patient
even though payment is not expected. These patients are considered “self-pay”
patients. These unpaid accounts are then written off as bad debt. This practice
does not meet the Board's definition of Charity Care so therefore, Fresenius
Medical Care would have no charity care to report.

Charity Care Information
(1 ATTACHMENT - 44




ASSOCIATES IN NEPHROLOGY, S.C.

NEPHROLOGY AND HYPERTENSION
210 South Des Plaines Street
Chicago, Tllinois 60661
{312) 654-2720

PAUL W. CRAWFORD , M.D., F.AS.N. SUDESH K. VOHRA,M.D
g:ﬁ s: sgl;lrijlﬁfx:i wo. VIJAYKUMAR M. RAO, M.D.. F.A SN,
SATYAT. AHUJA,MD. FASK. CLARK MCCLURKIN, JR., M.D.

. M.D. WADAH ATASSI, M.D.. M.B.A.
VINITHA RAGHAVAN, M.D. HAROLD BREGMAN, M.D., F.A.C.P
ESELE;, \l{({l&:’;ﬂ.i}, g'AirCApé ) CONSTANTINE G. DELIS. D.O.
EDCAR V. LERMA MD. FASN. KARLEN R, SIMPSON, M.D.. F.AS.N.

DARARAJAN, M.D., F.A.S.N. AMITABHA MITRA, M.D
NEETHA 5. DHANANJAYA, M.D. JIMJIANLING YAO, M.D.
MARK P. LEISCHNER, M.D. EDUARDO J. CREMER, M.D
SREEDEV] CHITTINENI, M.D. RICHARD HONG.M.D.
CHllI)IAG P. PATEL. M.D.. FAS.N. LO-KU CHIANG, M.,
Té‘m'.’,ﬁ mgbr:?.lﬁi ) HARESH MUNY, M.D.

,M.D. BOGDAN DERVLO, M.D\.. M.Sc.

RIZWAN MOINUDDIN, D.0. NIC 1. HRISTEA, M.D
NIMEET BRAHMBHATT, M.D. DONALD CRONIN, M.D.

September 7, 2010

Mr. Dale Galassie

Acting Chair

linois Health Facilities & Services Review Board
595 W. Jefferson St., 2™ Floor

Springfield, IL 62761

Dear Mr. Galassie:

1 am a nephrologist practicing with Associates in Nephrology (AIN) in northeast
Chicago. I am also the Medical Director of the Fresenius Medical Carc West Belmont
dialysis clinic. Given the continued high utilization [ have seen at the West Beimont
facility, T am in full support of the addition of 3 stations o allow for continued access to
dialysis treatment.

Over the past three years I was treating 32 hemodialysis patients at the end of 2007, 34 at
the end of 2008 and 36 at the end of 2009, as reported to The Renal Network. As of the
most recent quarter, we were treating 38 Lhemodialysis patients. As well, over the past
twelve months I have referred 16 patients for dialysis services to Fresenius West Belmont
and to Fresenius Melrose Park. There are currently 57 ESRD patients dialyzing at the
West Belmont facility. There are four other nephrologists from various practices who
also admit and see patients at the facility. 1 currently have 104 pre-ESRD patients that
live in the zip codes surrounding the West Belmont facility. These patients all have lab
values indicative of a patient in active kidney failure and are expected to begin dialysis in
the next three years at Fresenius West Belmont (see attached patient list).

The Fresenius West Belmont facility treats approximately 80 patients a year and has
experienced an approximate 9%, death rate. As well, the facility has an approxlimate 6%
transplant rate. It is therefore expected that approximately 9 of the currcnt patients o_f the
facility are not expected to continue to require dialysis services by the time the 3 stations

are operational.

_ _ : Physician Referral Letter
Planning AreajNeed — Service Demand APPENDIX - 1




I respectfully ask the Board to approve the addition of 3 stations to the West Belmont
facility in order to keep access available to this patient population. Thank you for your
consideration.

I attest to the fact that to the best of my knowledge, all the information contained in this
letter is true and correct and that the projected referrals in this document were not used to
support any other CON application.

Sincerely,

ﬂ,."L"/yga-/ﬁ.'-—o‘:‘\f//
Neetha Dhananjaja, M.D.

Notarization:
Subscribed and sworgrte. hefore me
thisp g AN Sl 2010

NS L

" Sighdlore o€ Notary

Seal

Physician Referral Letter
APPENDIX - 1




CURRENT FRESENIUS MEDICAL CARE WEST BELMONT PATIENTS

Zip

Code Patients
60615 1
60618 4
60620 1
60624 2
60625 2
60630 1
60634 6
60639 18
80641 16
60644 1
60647 2
60651 3
Total 57

PRE-ESRD PATIENTS OF DR. DHANANJAYA THAT WILL BEGIN DIALYSIS
AT FRESENIUS MEDICAL CARE WEST BELMONT

In Upcoming year In 1-2 Years After
Compietion of 3 Stations

Zip Code | Patients Zip Code Patients
60634 4 60302 1
60639 4 60634 9
60641 6 60639 16
60647 10 60641 17
60651 1 60647 25
60707 1 60651 7

Total 26 80707 3

Total 78 |

Physician Referral Letter
APPENDIX -1




NEW REFERRALS OF DR. DHANANJAYA FOR

THE_PAST TWELVE MONTHS

Zip Fresenius Medical Care

Code Melrose Park |West Belmont|Total
60619 1 1
60620 1 1
60625 1 1
60634 3 3
80639 2 2
60641 6 6
60647 1 1
60651 1 1

Total 1 15 16

HEMODIALYSIS PATIENTS OF DR. DHANANJAYA FOR YEAR END 2007

Zip Fresenius Medical Care

Code Melrose Park West Belmont Total
60104 2 2
60153 1 1
60164 1 1
60618 4 4
60624 1 1 2
60625 1 1
60634 2 2
60639 6 6
60641 7 7
60644 1 1
60647 1 1
60651 2 2
60707 1 1
60714 1 1
Total 6 26 a2
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PATIENTS OF DR. DHANANJAYA FOR YEAR END 2008

Zip

Fresenius Medical Care

Code

Melrose Park

West Belmont

60104

3

60153

.]

60164

2

60618

60624

1

60625

60630

60634

60639

60641

60651

60707

Total
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-
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o B R Dl Tl LA Lo DA R Dl fond Rad 2

PATIENTS OF DR. DHANANJAYA FOR YEAR END 2009

Zip
Code

Fresenius Medical Care

Melrose Park | West Belmont

Total

60104

2

60153

1

60618

60624

1

60625

60630

60634

60639

Ow]=|Mf=15

ot (M| ]| =]k

60641

-
-—

-
-

60651

s

60707

i

Total

[
(=)

T
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PATIENTS OF DR. DHANANJAYA AS OF

MOQOST RECENT QUARTER
Zip Fresenius Medical Care

Code | Melrose Park| West Beimont| Total
60104 1 1
60153 1 1
60618 3 3
60612 1 1
60620 1 1
60624 1 1
60624 1 1
60625 2 2
60630 1 1
60634 4 4
60639 7 7
60641 12 12
60647 1 1
60651 1 1
60707 1 1

Total 4 34 38
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