CERTIFICATION

authorized reprasentative(s) are:

beneficiaries do not exist), and

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

o inthe case of a limited liability company, any two of its managers or members {or the éola,/‘
manger or member when two or more managers or members do not exist);

! o inthe case of a partnership, two of its general partners (or the scle 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

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

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

o

S

(O,_———ﬁ,:__

This Application for Permit Is filed on the behalf of ___Reis Capital Management, LLC

in agcordance with the requirements and procedures of the lllinois Health Facilities Planning Act.

i The undersigned certifies that he or she has the authority to execute and file this application for
permit on behaif 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 i

i her knowledge and bslief. The undersigned also certifies that the permit application fee required

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

-

SIGNATURE
David Reis

SIGNATURE

PRINTED NAME
Chief Executive Officer

PRINTED NAME

PRINTED TITLE

Notarization:
Subscribeﬁuand sworn 1o before me

this _ 5 *iey of JANVARY , 20!

Sig%ure of Notary i

PRINTED TITLE

Notarization:
Subscribed and sworn to before me
this____  dayof

Signature of Notary

Seal

Seal
OFFICIAL SEAL
JULIE M DYKEMA
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