ORIGINAL  //-0%6

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTHREOE IVED

This Section must be completed for all projects. JUL 6 2011
Facility/Project Identification .

Facility Name: Manteno Dialysis Center m
Street Address: 5 East Division Street

City and Zip Code: Manteno, IL 60950

County: Kankakee Health Service Area IX Health Planning Area: n/a

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

Exact Legal Name: Kankakee Valley Dialysis Network, LLC

Address: c/o Provena Health 19065 Hickory Creek Drive Mokena, I 60448
Name of Registered Agent: Mr. Guy Wiebking

Name of Chief Executive Officer:  Mr. Guy Wiebking

CEQ Address: 18065 Hickory Creek Drive  Mokena, Il. 60448

Telephone Number: 708/478-6300

Type of Ownership of Applicant/Co-Applicant

Non-profit Corporation 1 Partnership
] For-profit Corporation ] Governmental
X Limited Liability Company ] Sole Proprietorship 1 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.

Primary Contact
_[Person to receive all correspondence or inquiries during the review period]
Name: Anne M. Murphy

Title: Partner

Company Name: Holland + Knight

Address: 131 South Dearborn Street Chicago, IL 60603

Telephone Number: 312/678-6544
E-mail Address: Anne.Murphy@hklaw.com
Fax Number: 312/578-6666

Additional Contact

[Person who is also authorized to discuss the application for permit]
Name: none

Title:

Company Name;

Address:

Telephone Number:

E-mail Address:

Fax Number:




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION L. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION

This Section must be completed for all projects.

Facility/Project ldentification

Facility Name: Manteno Dialysis Center

Street Address: 5 East Division Street

City and Zip Code: Manteno, IL 60850

County:  Kankakee Health Service Area  IX Health Planning Area: n/a

Applicant /Co-Applicant Identification

[Provide for each co-applicant [refer to Part 1130.220].

Exact Legal Name: Provena Health

Address: 19065 Hickory Creek Drive  Mokena, IL 60448
Name of Registered Agent: Mr. Guy Wiebking

Name of Chief Executive Officer.  Mr. Guy Wisbking

CEQ Address: 18065 Hickory Creek Drive Mokena, IL 60448
Telephone Number: 708/478-6300

Type of Ownership of Applicant/Co-Applicant

X
]

Non-profit Corporation O] Partnership
For-profit Corporation ] Governmental
Limited Liability Company 1 Sole Proprietorship ] Other

Corporations and limited liability companies must provide an lilinois certificate of good

standing.
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.

Primary Contact

[Person to receive all correspondence or inquiries during the review period)

Name:

Anne M. Murphy

Title:

Partner

Company Name: Holland + Knight

Address: 131 South Dearborn Street Chicago, IL_60603

Telephone Number: 312/578-6544

E-mail Address: Anne Murphy@hklaw.com

Fax Number: 312/578-6666

Additional Contact

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

Name:

none

Title:

Company Name:

Address:

Telephone Number:

E-mail Address:

Fax Number:




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Manteno Dialysis Center

Street Address: 5 East Division Street

City and Zip Code: Manteno, IL 60950

County: Kankakee Health Service Area  IX Health Planning Area: n/a

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

Exact Legal Name: Resurrection Health Care Corporation
Address: 355 N. Ridge Avenue Chicago, IL 60202
Name of Registered Agent: Ms. Sandra Bruce

Name of Chief Executive Officer.  Jeffrey Murphy

CEQ Address:. 355 N. Ridge Avenue Chicago, Il 60202
Telephone Number: 847/316-2352

Type of Ownership of Applicant/Co-Applicant

X Non-profit Corporation o Partnership
N For-profit Corporation O Governmental
| Limited Liability Company U Sole Proprietorship | Other

o Corporations and limited liability companies must provide an Hlinois 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.

Primary Contact

[Person to receive all correspondence or inquiries during the review period]
Name: Anne M. Murphy

Title: Partner

Company Name: Holland + Knight

Address: 131 South Dearbom Street Chicago, IL 60603

Telephone Number; 312/578-6544

E-mail Address: Anne.Murphy@hklaw.com

Fax Number: 312/578-6666

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

Name: none

Title:

Company Name:

Address:

Telephone Number:

E-mail Address:

Fax Number:




[LLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION L. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Nams: Manteno Dialysis Center

Street Address: 5 East Division Street

City and Zip Code: Manteno, IL 60950

County:  Kankakee Health Service Area IX Health Planning Area:  n/a

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

Exact Legal Name: Cana Lakes Health Care

Address: - 7435 West Talcott Avenue

Name of Registered Agent: Ms. Sandra Bruce

Name of Chief Executive Officer.  Ms. Sandra Bruce

CEQ Address: 7435 West Talcott Avenue Chicago, IL 60631
Telephone Number: 773/792-5555

Type of Ownership of Applicant/Co-Applicant

X Non-profit Corporation [:I Partnership
[l For-profit Corporation O Governmental
U] Limited Liability Company N Sole Proprietorship O Other

o Corporations and limited liability companies must provide an Hlinois 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.

Primary Contact

[Person to receive all correspondence or inquiries during the review period)
Name: Anne M. Murphy

Title: Partner

Company Name; Holland + Knight

Address: 131 South Dearborn Street Chicago, IL 60603

Telephone Number: 312/578-6544

E-mail Address: Anne. Murphy@hklaw.com

Fax Number: 312/578-6666

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

Name: none

Title:

Company Name:

Address:

Telephone Number;

E-mail Address:

Fax Number:




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 JLCS 3960

Name: Ms. Stacey Harsy

Title: RN Coordinator

Company Name: Manteno Dialysis Center

Address: 5 East Division Street Mokena, IL 60950
Telephone Number:  815/468-1000

E-mail Address: Stacey Harsy@provena.org

Fax Number: 815/468-7271

Site Ownership

[Provide this information for each applicable site}
Exact Legal Name of Site Owner: Jerry L. Curwick

Address of Site Owner: 600 N. Main Street Manteno, IL 60950

Street Address or Legal Description of Site: 5 East Division Street Mokena, [L 60950
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

attestmg to ownershlp, an optlon to lease a !etber of mtent to Iease ora lease

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

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

Exact Legal Name: Kankakee Valley Dialysis Network, LLC

Address: c/o Provena Health 18065 Hickory Creek Drive Mokena, IL 60448

X Non-profit Corporation [l Partnership

{1 For-profit Corporation I Governmental

[l Limited Liability Company ] Sole Proprietorship Il Other

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

o Partnerships must provide the name of the state in which organized and the name and address of
each pariner 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

ownerslH)

T =

I .
4 APPEND DOCUMENTATTON ASATTACHMENT-.‘# IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE B
| APPLICATION FORM. S e i, i it o B e e BT

Organizational Relationships

Provide (for each co-applicant) an organizational chart containing the name and relationship 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

f nancial contnbutlon

APPEND DOCUMENTA’T!ON AS ATFAOHMENT-4 IN NUMERIC SEQUENTIAL ORDER AFI'ER THE LAST PAGE OF THE
| APPLICATION FORM, _-:. - - .. e _




Flood Plain Requirements
[Refer to application instructions.]

Provide documentation that the project complies with the requirements of lliinois 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.qov or www.illincisfloodmaps.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:/iwww.hfsrb.illinois.qov).

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

Historic Resources Preservation Act Requirements
Refer 1o application instructions.]

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 Applicahbility or Classification;
Part 1110 Ciassification: [Check one only.]
[  Substantive ] Part 1120 Not Applicable

[] Category A Project
X Non-substantive X cCategory B Project

[} DHs or DVA Project




2, Narrative Description

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

The proposed project is limited to a change of ownership of Manteno Dialysis Center, an
end stage renal disease (ESRD) facility located in Manteno, lltinois. The proposed change of
ownership is a result of the impending merger of the Resurrection and Provena systems through
a common “super parent' corporation that wili become the parent entity of Resurrection Health
Care Corporation (the current Resurrection system parent) and Provena Health (the current
Provena system parent).

it is the expectation of the applicants that, for a minimum of two years following the
change of ownership, Manteno Dialysis Center will continue to operate as an end stage renal
disease facility, and that all programs and services currently provided by the ESRD facility will
continue to be provided, and consistent with IHFSRB requirements, access to the facility's
services will not be diminished. The Medicare certification will remain in the name of Kankakee
Valley Dialysis network, LLC.

The proposed project, consistent with Section 1110.40.a, is classified as being “non-
substantive” as a result of the scope of the project being limited to a change of ownership.

Please refer to the “Project Overview” for a summary of the transaction.




Project Costs and Sources of Funds

Manteno Dialysis Center

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

Site Survey and Soil Investigation

Site Preparation

Off Site Work

New Construction Contracts

Modemization Contracts

Contingencies

ArchitecturaifEngineering Fees

Consulting and Cther Fees

$566,667

Movable or Other Equipment (not in construction
contracls)

Bond issuance Expense (project related)

Net interest Expense During Construction (project
related)

Fair Market Value of ESRD Facility and Equipment

$517,621

Other Costs To Be Capitalized

Acquisition of Building or Other Property (excluding
land)

TOTAL USES OF FUNDS

$1,084,288

SOURCE OF FUNDS

CLINICAL

NONCLINICAL

TOTAL

Cash and Securities

$566,667

Pledges

Gifts and Beqguests

Bond Issues (project related)

Mortgages

Fair Market Value of ESRD Facility and equipment

$517.621

Govemmental Appropriations

Grants

Other Funds and Sources

TOTAL SOURCES OF FUNDS

H
f

NOTE: [TEMIZATION OF
THE UAST,PAGE O THE

$1,084,288




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 X Yes 1 No
Purchase Prnce: $ not applicable
Fair Market Value: $ not applicable

The project involves the establishment of a new facility or a new category of service
X Yes [ ] No

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

Estimated start-up costs and operating deficit costis $ __none

Project Status and Completion Schedules

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

Anticipated project completion date (refer to Part 1130.140): ___ September 30, 2011

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

X F’rOJect obllgatlon wnII occur after permlt |ssuance

State Agency Submittals

Are the following submittals up to date as applicable:
X Cancer Registry
X APORS please see documentation requested by State Agency staff on following pages
X All formal document requests such as IDPH Questionnaires and Annual Bed Reports been
submitted
X 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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- Phone: 217-785-7126

" FAX: 217-524-1770

. From: Rose, Kevin [maiito:Edwin.Rose@provena.org)

. Sent: Wednesday, February 16, 2011 12:42 PM

. To: Fomoff, Jane ,

. Subject: APORS Reporting - Provena St. Mary's Hospital and Provena Mercy Medical Cente

Dear Jayne —

Thank you for working with me and staff at the local Provena ministries to assist us in
improving our Adverse Pregnancy Outcome Reporting System (APORS) results. To
summarize our conversation, the APORS reporting level at Provena St. Mary’s Hospital is 77

" and at Provena Mercy Medical Center is 75%. Given that each ministry’s reporting level is
. only slightly below target and that each ministry is making a good faith effort to improve it
: reporting process such that they achieve target going forward, you will be recommending t
. Tlinois Health Facilities and Services Review Board staff that review of any future certificate
. of need applications by Provena Health/Provena Hospitals be allowed to proceed, and that
. APORS reporting will not be a matter Impacting project completeness.

Please respond back to confirm that you agree with this, and that I have accurately

" summarized our call. Thanks again — and I look forward to working with you and staff at t

Praovena ministries to ensure that we meet our targets in the future.

~ Sincerely,

Kevin

Kevin Rose

i System Vice President, Strategic Planning & Business Development
Provena Health

19065 Hickory Creek Drive, Sulte 300
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. From: Fornoff, Jane [mailto:Jane.Fornoff@Illinois.gov]

~ Sent: Thursday, February 17, 2011 1:28 PM

- To: Rose, Kevin

i Ce: Roate, George

: Subject: RE: APORS Reporting - Provena St. Mary's Hospital and Provena Mercy Medical
. Center

Dear Kevin,

. Iam glad that you and the staff at Provena St. Mary‘s and Provena Mercy Medical Center a
. working to improve the timeiiness of APORS (Adverse Pregnancy Outcome Reporting

System). As I am sure you know, timely reporting is important because it helps assure tha
- children achieve thelir full potential through the early case-management services provided t
" APORS cases.

- As we discussed, since their current reporting timeliness Is close to theé compliance level,

- provided each ministry continues to make a good Faith effort to improve its reporting proce

I will be recommending to HMinols Health Facilities and Services Review Board staff that

~ review of any future certificate of need applications by Provena Health/Provena Hospitals b
allowed to proceed, and that APORS reporting will not be a matter impacting project
completeness.

. Jane

| Jane Fornoff, D.Phil.

. Perinatal Epidemiologist

_ Ilinois Department of Public Health

* Adverse Pregnancy Qutcomes Reporting System
_ 535 W Jefferson St, Fioor 3

! - Springfield, IL 62761
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Cost Space Requirements

not applicable

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 Preposed Total Gross Square Feet

That Is:

Dept. / Area

Cost

Existing | Proposed

New
Const.

Modemized

Asls

Vacated
Space

REVIEWABLE

Medical Surgical

Intensive Care

Diagnostic
Radiology

MRI

Total Clinicai

NON
REVIEWABLE

Administrative

Parking

Gift Shop

Total Non-clinical

TOTAL

TAPPEND DOCUMENTATION AS

IN NUMERIC SEQUENTIALTORDER AFTER.THE LAST PAGE OF,THE IS




CERTIFICATION

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

authorized representative(s} are:

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

This Application for Permit is filed on the behalf of
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 permi
for this application is sent herewith or will be paid upon request.

ey WO

Kankakee Valley Dialysis Network, LLC

SIGNATURE ~3

Guy Wiebking

PRINTED NAME

President and CEQ

PRINTED TITLE

Notarization:
Subscribgd and sworn to before me
thisct day of

Uetts. B Fntin.

Sigrelure of Nata

Seal

OFFICIAL SEAL
o S
BUIC - STATE OF ILLINGIS
MY COMMISSION EXPIRES:08%07/14

*Insert EXACT legal name o

lication fee required

iler

PRINTED NAME

Assistant Treasurer
PRINTED TITLE

Notarization:

Subscribed and sworn to before me
this d2May ofm;r__&a H

Seal YETTEBPORTER  §
NQOTARY PUBLIC - STATE OF ILLINOIS 4
MY COMMISSION EXPIRES:06M7114

Sl S e
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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 inthe 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 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 in the case of a sole proprietor, the individual that is the proprietor.

This Application for Permit is filed on the behalf of ___Resurrection Health Care Corporation___"
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.

go/cu;mgé f’ _C. %

SIGNATURE SIGNATURE

Sardks BRwce J@mm € G- Fch,q

PRINTED NAME PRINTED NAME

Peesiaent anad CEO SecrLtary

PRINTED TITLE PRINTED TITLE °

Notarization: Notarization:

Subsgribed and swom to before me Subscribed and swom to before me

this ' _day of Naneh 201 this day of YN

\%‘(‘m rﬁm MmN e

Signature of Notary Signature of Notary

sea) otpocsppepnaeans

OFFICIAL SEAL LINDA M NOYOLA $

FL(RITA DE JESUS-ORT IZ ’ NOTARY PUBLIC - STATE OF ILLINOIS ¢

MY COMMISSION EXPIRES: 06/08/13

AAAAAAAAAMA-M‘-A- -




CERTIFICATION

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

authorized representative(s) are:

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 sole
manager 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 behaif of
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

Provena Health

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 T~

Guy Wiebking

PRINTED NAME

President and CEQO

PRINTED TITLE

Notarization;
Subscribed and sworn to before me
thissed*ay of _M o20 //

NOTARY PUBLIC - STATE OF ILLINOIS
MY COMMISSION EXPIRES 0807114

*Insert EXACT legal name of the applicant

*

_gfanaTure/ L <
Anthony Filer
PRINTED NAME
Assistant Treasurer

PRINTED TITLE

Notarization:
Subscribed and swprn to bptore me
this&aay of 4

NOTARY PUBLIC - STATE OF JLLINOIS ¢
MY COMMISSION EXPIRES 09/07/14

A A A A Ak \




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 inthe case of a limited liability company, any two of its managers or members (or the sole
manger or member when two or more managers of members 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 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 __Cana Lakes Health Care

*

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 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
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 é/ SIGNATURE
Sanclea Bruck SEANNIE O ‘\’\2{’_\{
PRINTED NAME PRINTED NAME
rresident e e raRy
PRINTED TITLE PRINTED TITLE
Notarnization: Notarnization:
Subschbed and swom to before me Subscribed and sworn to before me
this <2 2~ day of ML‘ 20| this 2. rifay of
Signature of Notary U . Signature of Nofary “—_
Se 4 b '
QFFICIAL SEAL :: " OFFICIAL SEAL }
FLORITA DE JESUS-ORTIZ j: 1 LINDA M NOYOLA ',
*In g pplicant §  NOTARY PUBLIC - STATE OF ILLINOKS |
B i T W/ 3




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 fo verify the information
submitted, including, but not limited fo: 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 withdrawat
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 fuffill the information requirements of
this cniterion, 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 {o previously
submitted information, as needed, to update and/or ¢clarify data.

= T T T T T T T T T

APPEND DOCUMENTATIGN AS ATTACHMENT-11, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST-.
PAGE OF THE APPL!CATION FORM EACH ITEM (1-4) MUST BE IDENTIFIED IN ATTACHMENT "

-V.-,.\ "
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PURFPQOSE 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. |dentify 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 timeframes that relate to achieving
the stated goals as appropriate.

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

_:-NOTE‘ Information regdrd i 4ha: “Purpose of the. Pro;ect" will be mciuded in the State Agency Report
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PAGE OF THE APPLICATION EORM EACH ITEM (1-6) MUST BE IDENTIFIED lN A'YTACHMENT 12. '




ALTERNATIVES
1) Identify ALL of the alternatives to the proposed project:
Alternative options must include:
A) Proposing 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 portion 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) Pravide the reasons why the chosen alternative was selected.

2) Documentation shall consist of a comparison of the project to alternative options. The
compariscn 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 avaitable.




SECTION VI - MERGERS, CONSOLIDATIONS AND ACQUISITIONS/ICHANGES OF

OWNERSHIP

This Section is applicable to projects involving merger, consolidation or acquisition/change of ownership.

NOTE: For all projects involving a change of ownership THE TRANSACTION DOCUMENT must be
submitted with the application for permit. The transaction document must be signed dated and
contain the appropriate contingency language.
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A. Criterion 1110.240(b), Impact Statement
Read the criterion and provide an impact statement that contains the following information:

Any change in the number of beds or services currently offered.

Who the operating entity will be.

The reason for the transaction.

Any anticipated additions or reductions in employees now and for the two years following
completion of the transaction.

A cost-benefit analysis for the proposed transaction.

B. Criterion 1110.240(c), Access
Read the criterion and provide the following:
1.
2.
3.

The current admission policies for the facilities involved in the proposed transaction.

The proposed admission palicies for the facilities.

A letter from the CEO certifying that the admission policies of the facilities involved will
not become more restrictive.

C. Criterion 1110.240(d), Health Care System
Read the criterion and address the following:

1.

2.

Explain what the impact of the proposed transaction wilt be on the other area providers.
List all of the facilities within the applicant's health care system and provide the following
for each facility.

a. the location (town and street address),

b. the number of beds;

c. alist of services; and

d. the utilization figures for each of those services for the last 12 month period.

Provide copies of all present and proposed referral agreements for the facilities involved
in this transaction.

Provide time and distance information for the proposed referrals within the system.
Explain the organization policy regarding the use of the care system providers over area
providers.

Explain how duplication of services within the care system will be resolved.

Indicate what services the proposed project will make available to the community that are
not now available.
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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):

e Section 1120.120 Avallability of Funds ~ Review Criteria
e Section 1120,130 Financial Viability - Review Criteria
« Section 1120.140 Economic Feasibility - Review Criteria, subsection {a)

Vil - 1120.120 - Availability of Funds
Harlem-Belmont Surgery Center

The applicant shall document that financial resources shall be available and be equal to or exceed the estimated total
project cost plus any refated 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:

3566,667 a) Cash and Securities — statements (e.g., audited financial statements, letters from financial
institutions, board resclutions) as to:

1) the amount of cash and securities avallable for the project, including the
identification of any securtty, 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 through project completion;

b) Pledges - for anticipated pledges, a summary of the anticipated pledges showing anticipated receipts
and discounted value, estimated fime table of gross receipts and related fundraising expenses, and a
discussion of past fundraising experience.

c) Gifts and Bequests - verification of the dollar amount, identification of any conditions of use, and the
estimated time table of receipts;

d) Deht - a statement of the estimated terms and conditions (including the debt time period, variable or
permanent interest rates over the debt time period, and the anticipated repayment schedule) for any
interim and for the permanent financing proposed to fund the project, including:

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

2} For revenue bonds, proof of the feasibility of securing the specified amount and
interest rate;

3) For mortgages, a letter from the prospective lender attesting to the expectation
of making the loan in the amount and time indicated, including the anticipated
interest rate and any conditions associated with the mortgage, such as, but not
limited to, adjustable interest rates, balloon payments, etc.;

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

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

e) Governmental Appropriations - a copy of the appropriation Act or ordinance accompanied by 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 governmental unit
attesting to this intent;

f) Grants - a letter from the granting agency as to the availability of funds in terms of the amount and
time of receipt;
a) Al Cther Funds and Sources - verification of the amount and type of any other funds that will be
$517.621 used for the project—FMV of ESRD facility

$1,084,288 TOTAL FUNDS AVAILABLE
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iX. 1120.130 - Financial Viability not applicable, funded through
Internal sources

All the applicants and co-applicants shall be identified, specifying their roles in the project funding or
guaranteeing the funding (scle 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. All of the projects capital expenditures are completely funded through intermal 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 equivalent

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

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 viabflity ratios shall be provided. [f the health care
system includes one or more hospitals, the system's viability ratios shall be evaluated for conformance with the
applicabte hospital standards.

E st i A

Current Ratio

Net Margin Percentage

Percent Debt to Total Capitalization

Projected Debt Service Coverage

Days Cash on Hand

Cushion Ratio

Provide the methodology and worksheets wutilized in determining the ratios detailing the calculation
and applicable line itam amounts from the financial statements. Compléte a separate table for each
co-applicant and provide worksheets for each.

2, Varnance
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 ebligations should the
applicant default.




X. 1120.140 - Economic Feasibility

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

A. Reasonableness of Financing Arrangements

The applicant shall document the reasonabieness of financing arangements by submilting 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, re