 ORIGINAL

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARB E c E ' v E D
APPLICATION FOR PERMIT

MAR 0 2 2012
SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
HEALTH FACILITIES &
This Section must be completed for all projects. SERVICES REVIEW BOARD
Facility/Project Identification / 2-0! 1
Facility Name: Eimhurst Memeorial Hospital
Street Address: 155 E. Brush Hill Road
City and Zip Code:  Elmhurst, IL 60126
County: DuPage Health Service Area VI Health Planning Area: A-05
Applicant /Co-Applicant Identification
_[Provide for each co-applicant [refer to Part 1130.220].
Exact Legal Name: Elmhurst Memarial Hospital
Address: 155 E. Brush Hill Road —and- 200 Berteau Avenue Elmhurst, [L 60128
Name of Registered Agent: Mary Bartz Dano
Name of Chief Executive Officer:  W. Peter Daniels
CEQ Address: 155 East Brush Hill Road Elmhurst, 1. 80126
Telephone Number: 331/221-1000
Type of Ownership of Applicant/Co-Applicant
X Non-profit Corporation ] Partnership
O For-profit Corporation ] Governmenta!
O Limited Liabitity Company O] Sole Proprietorship J Other
o Corporations and limited liability companies must provide an Ilinois 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 DOCUMENTAT!ON AS ATTACHMENT-1 m NUMER!C SEC UENTIAL ORDER AF'[ER THE LAS]' PAGE 0|= THE
! APPLICATION FORM. . e raeen B L i !
Primary Contact
[Person to receive all correspondence or inquiries during the review period]
Name: Ms. Gail Warner
Title: Vice President, Strategic Planning
Company Name: Elmhurst Memorial Healthcare
Address: 155 East Brush Hill Road Elmburst, IL 60126
Telephone Number:  331/221-1000
E-mail Address: gwarner@emhc.org
Fax Number: 331/2213780
Additional Contact
Person who is also authorized to discuss the application for permit]
Name: Jacob M. Axel
Title: President
Company Name: Axel & Assotiates, Inc.
Address: 675 North Court Suite 210 Palatins, IL 60067
Telephone Number:  847/776-7101
E-mail Address: Jacobmaxel@msn.com
Fax Number: 8477776-7004




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: Eimhurst Memorial Hospital

Street Address: 155 E. Brush Hill Road Eimhurst, 1L

City and Zip Code:  Elmhurst, IL 60126

County: DuPage Health Service Area VI Heaith Planning Area: A-05

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

Exact Legal Name: Elmhurst Memoriat Healthcare

Address: 155 E. Brush Hill Road Elmhurst, IL 60126
Name of Registered Agent: Mary Bartz Dano

Name of Chief Executive Officer.  W. Peter Daniels

CEQ Address: 155 East Brush Hill Road Eimhurst, IL 60126
Telephone Number: 331/221-1000

Type of Ownership of Applicant/Co-Applicant

X Non-profit Corporation ] Partnership
O For-profit Corporation O Governmental
1 Limited Liabitity Company J 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.

I APPEND DOCUMENTATION AS ATTACHMENT—1 }N NUMERIC SEQUENTIAL ORDER ITE THE LAST PAGE OF THE %
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Primary Contact
[Person ta receive all correspondence or inquiries during the review period]
[ Name: Ms. Gail Warner
Title: Vice President, Strategic Planning
Company Name: Elmhurst Memorial Healthcare
Address: 155 East Brush Hill Road Elmhurst, IL 60126
Telephone Number:  331/221-1000
E-mail Address: gwarner@emhc.org
Fax Number: 331/2213780

Additional Contact
[Person who is alsc authorized to discuss the application for permit)

Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address: 675 North Court Suite 210 Palatine, IL 80057
Telephone Number.  847/776-7101

E-mail Address: jacobmaxel@msn.com

Fax Number: 8471776-7004




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION 1. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Elmhurst Memoria! Hospital

Street Address: 200 Berteau Avenus

City and Zip Code.  Elmhurst, IL 60126

County: DuPage Health Service Area Vi Health Planning Area: A-05

Applicant /Co-Applicant identification
[Provide for each ca-applicanat [refer to Part 1130.220].

Exact Legal Name: Cyherknife Center of Chicago, LLC

Address: 100 Bayview Circle Suite 400 Newport Beach, CA 92660

Name of Registered Agent:

Name of Chief Executive Officer:  Cynthia Winkler, Executive Vice President

CEO Address: 40 Burton Hills Blvd, Suite 220 Nashville, TN 37215

Telephone Number: 615/665-8220 ]

Type of Ownership of Applicant/Co-Applicant

X Non-profit Corporation O Partnership
il For-profit Corporation I Governmental
L) Limited Liability Company O Scle Proprietorship O Other

o Corporations and limited liability companies must provide an Illinois 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.

E
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APPEND DOCUMENTATION AS ATTACHMENT 1IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
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 APPLICATION FORM, o o Sk . : Y e
Primary Contact

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

Name: Ms. Gail Warner

Title: Vice President, Strategic Planning

Company Name: Elmhurst Memerial Healthcare

Address:; 155 East Brush Hill Road Elmhurst, IL 60126

Telephone Number: 331/221-1000

E-mail Address: __gwarner@emhc.org

Fax Number: 331/221-3790 ]

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

Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address; 675 North Court Suite 210 Palatine, IL 60067
Telephone Number; 847/ 76-7101

E-mail Address: jacobmaxel@msn.com

Fax Number; 8471776-7004




Post Permit Contact
[Person to receive all correspondence subsequent to permit issuance-THIS PERSON MUST BE

Name: Ms. Gail Warner

Title: Vice President, Strategic Planning

Company Name: Eimhurst Memorial Healtheare

Address: 155 East Brush Hill Road Eimhurst, IL 60126
Telephdne Numbar:  331/221-1000

E-mail Address: gwarner@emnc.org

Fax Number: 331/2213730

Site Ownership

Provide this information for each applicable site]

Exact Legal Name of Site Owner: Elmhurst Memorial Healthcare

Address of Site Owner: 155 East Brush Hill Road Elmhurst, IL 60126

Street Address or Legal Description of Site: 155 East Brush Hill Road Elmhurst, iL 60126

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

at‘testmg to ownershlp, an optlon to Iease a Ietter of mtent to Iease or a lease.
S SN RIS R TR A LN pomin e et
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APPEND DOCUMENTATION AS ATTACHMENT 2 lN NUMERIC SEQUEN
. APPLICATION FORM. RS s PCRARENT

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

Exact Legal Name: Elmhurst Memorial Hospital

Address: 155 E. Brush Hill Road —and- 200 Berteau Avenue Elmhurst, IL 60126

X Non-profit Corporation OJ Partnership

| For-profit Corporation ! Governmental

O Limited Liahility Company ] Sole Proprietorship ] Qther

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 wlth 5 percent or greater interest in the licensee must be identified with the % of

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 refated person or entity is participating
in the development or funding of the project, describe the interest and the amount and type of any

financial contrlbutlon

L

APPEND DOCUMENTATION As ATTACHMENT-4, IN NUMERIC SEQUENTIAL ORDER A THE LAST PAGE OF THE - -
APPLICATION FORM. .. .. L T e




Flood Plain Requirements
[Refer to application instructions.]

Provide documentation that the project complies with the requirements of lllinois Executive Crder #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 www.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 illinois Executive Order #2005-5 {http:/iwww.hfsrh.illinois.gov).

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

Historic Resources Preservation Act Requirements
[Refer to 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 Applicabitity or Classification:
Part 1110 Classification: [Check one only.]
{1 Part 1120 Not Applicable

Category A Project

X Category B Project
[] DHS or DVA Project

X Substantive

Non-substantive




2. Narrative Description

Pravide in the space below, a bref 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 a legal
description of the site. Include the rationale regarding the project's classification as substantive or non-substaniive.

The applicants propose to relocate the oncology-related programs located on their
Berteau Avenue campus* and in a building in Lombard to a cancer center to be located adjacent
and connected to Elmhurst Memorial Hospital. The cancer center will be developed through
new construction, and while the vast majority of services to be provided in the cancer center will
be provided to outpatients, the center will be constructed consistent with hospital inpatient
standards to allow for the occasional treatment of inpatients. '

This is a substantive project because of the center’s polential of treating inpatients.

* Elmhurst Memorial Hospital currently operates on two campuses, the East Brush Hill Road
campus on which the cancer center will be developed, and the hospital’s original campus
on Berteau Avenue. The applicants have filed a Certificate of Need application for the
discontinuation of the Berteau Avenue campus.




PROJECT COSTS AND SOURCES OF FUNDS

| |
Clinical/ | Non-Clinical/ |
|

Project Costs: Reviewabhle Non-Reviewable Total
Preplanning Costs $ 189,000 $ 84,000 $ 273,000
Site Survey and Soil Investigation 5 12,758 $ 12,242 3 25,000
Site Preparation 3 178,614 $ 171,386 3 350,000
Off Site Work $ 369,086 $ 355014 3 725,000 |
New Construction Contracts $ 4,511,100 $ 3682070 $ 8,193,170
Modernization Contracts
Contingencies $ 451110 $ 368,207 $ 819,317
Architectural/Engineering Fees $ 212500 $ 203,900 $ 416,400
Consulting and Other Fees $ 564,076 3 541,956 $ 1,106,032
Movable and Qther Equipment $ 2475728 $ 826,049 $ 3,301,777 |
FMV of Leased Equipment $ 3,500,000 $ 3,500,000 |
Net Interest Expense During Construction |
Other Costs to be Capitalized $ 252611 $ 242,389 $ 495,000
Acqusition of Building or Other Property
TOTAL COSTS $ 12,717,483 $ 6,487,213 $ 19,204,696
Sources of Funds:
Cash and Securities $ 9,217,483 $ 6,487,213 $ 15,704,696
Pledges
Gifts and Bequests
Bond Issues
Mortgages )
Leases (fair market value) $ 3,500,000 $ 3,500,000
Government Appropriations
Grants
Qther Funds and Sources
TOTAL FUNDS $ 12,717,483 $ 6,487,213 $ 19,204,696




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 ] Yes X No
Purchase Price:  $
Fair Market Value: $

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

if yes, provide the dollar amount of all non-capitalized operating stant-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 cost is $ not applicable

Project Status and Completion Schedules
Indicate the stage of the project’s architectural drawings:

None or not applicable (] Preliminary

X Schematics [ ] Final Working
Anticipated project completion date {refer to Part 1130.140): June 30, 2014
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 PrOJect obhgatlon will occur after permit 1ssuance

TN . S g e
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State Agency Submittals
Are the following submittals up to date as applicable:
X Cancer Registry
X APORS
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 resuit in the application for permit being
deemed incomplete.




Cost Space Requirements

Provide in the following farmat, 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 depariment 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 depariment’s or area’s portion of the surrounding
circulation space. Explain the use of any vacated space.

Gross Square Feet Amount of Propose_lc:ih';tt)::! Gross Square Feet

New Modemized Asls Vacated

Dept. / Area Cost Existing | Proposed Const. Space

REVIEWABLE

Medical Surgical

Intensive Care

Diagnostic
Radiology

MRI

Total Clinical

NON
REVIEWABLE

Administrative

Parking

Gift Shop

Total Non-clinical

[T N T o ==

TOTAL |

APPEND DOCUMENTATION AS ATTACHMENT-S IN NUMERIC SEQUENTIAL ORDER AFI'ER THE LAST PAGE OF THE
. APPLICAT{ON FORM. .




Facility Bed Capacity and Utilization

Complete the following chart, as applicable. Complete a separate chart for each facility that is a part of
the project and insert following this page. Provide the existing bed capacity and utilization data for the
latest Calendar Year for which the data are available. Include cbservation days in the patient day
Any bed capacity discrepancy from the Inventory will result in the

appiication being deemed incomplete.

totals for each bed service.

FACILITY NAME: Elmhurst Memorial Hospital

CITY: Elmhurst

REPORTING PERIOD DATES:

From: January1, 2010

to: December 31, 2010

Category of Service Authorized Admissions | Patient Days | Bed Proposed
Beds Changes Beds

Medical/Surgical 198 9,894 48,222 198
Obstetrics 20 1,340 3,649 20
Pediatrics B 126 269 6
Intensive Care 35 1,544 5,479 35
Comprehensive Physical
Rehabilitation
Acute/Chronic Mental [llness 18 740 4,404 (18) 0
Neonatal Intensive Care
General Long Term Care 38 865 12,980 (38) 0
Specialized Long Term Care

| Long Term Acute Care
Other ((identify)
TOTALS: 315 14,508 75,003 (56) 259
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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 Direclors;

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

This Application for Permit is filed on the behalf of _ Elmhurst Memorial Hospital *
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 herelo, 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.

AN
SIGNATURE SIGNATUR®
wW: Peter Daniels \\ames F Doyle
PRINTED NAME PHlNTE}DﬂNAME
resident and CED Strior \/i'z e Presidevit
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:
Subscribed and sworn to before me Subscribed and sworn to before me
this =240 day of ‘*c_\ormc\{ this ¥ day of

Official Seal Official el

Nicole M Vassalo Cole M Vass
ola
My Ctary Public State of flinos My Sotary Public Stata of ifinois
¥ L-ommission Expires 04/04/2012 y Commission Expires 04/04/2012

/!




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 scle 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 _ Elmhurst Memorial Healthcare *
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 he paid upon request.

[ Do

SIGNATURE /' SIGNATUHE

W- Pk, Damiehs James F Dovie

PRINTED NAME ) PRINTED NAME . ‘l'—
Presidimt and CED S&WW ice. Presidemt
PRINTED TITLE PRINTED TITLE

Notarization: Notarization:

Subscribed and sworn to before me Subscribed and sworn to before me
this@4Tu day of X docuon > this 34Dt day of _ ¢

Cficial Seal
Nicole M Vassolo

Notary Public State of lllingis
My Commission Expires 04/04/2012

e Zpplicant

Seal le M Vassoly

Netary Public State of Illinois
My Commussion Expires 04/04/2012




CERTIFICATION

o

O

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;

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);

in the case of a partnership, two of its general partners (or the sole general panner, when two or

more general partners do not exist);

in the case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more

beneficiaries do not exist); and

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

This Application for Permit is fited on the behalf of
in accordance with the requirements and procedures of the Illinois 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.

N

__Cyberknife Center of Chicago, LLC__*

iy Vid VV“IM

SIGNATURE SIGNATURE
ames F D 0yl €
PRINTED NAME PRINTED NAME

PRINTED TITLE

MNotarization:
Subsgribed and sworn te before me
this @ 0day of “hedn fuo.p\{

Seal

Signattmé of Notary

Official Seal
Nicole M Vassoto
Notary Publlc State of lllinois

PRINTED TITLE

Notarization:
Subscribed and sworn to before me
this day of

Signature of Notary

Seal
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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 corpoaration, 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 ar members do not exist);

o inthe case of a partinership, two of its general partners (or the sole general parinar, 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 __Cyberknife Center of Chicago, LLC_*
in accordance with the requirements and procedures of the lllincis 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 certlfies that the data and
information provided herein, and appended hereto, are complete and correct to the best of his or
her kncwledge and belief. The undersigned also certities that the permit application fee required
for this application is sent herewith or will be paid upon request.

SIGﬁATUF{E g SIGNATURE

James F. lee s A, {Wineee
PRINTED NAME PRINTED NAME
oy Vid VvadJMf Algnaa g Membee)

PRINTED TITLE “PRINTED TITLE

Notarization: Notarization:

Subscribed and sworn to before me Subscribed and swgm 10 before me
this Q) BRPday of e cCuan o this day of pate] i)
Signafbrd of Notary Signature of Notary

Se Official Seal

Nicole M Vassalo
Notary Public State of ilinois

JEAN E. BUSH |

nu%%l"ul#ug iif,?,”ﬁ
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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 sclely 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 cerified listing of any adverse action taken against any facility owned andfor operated by the applicant
during the three years prior to the filing of the application.

3. Authorization permitting HFSRB and DPH access 1o 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 naticnally 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 io submit amendments o previously
submitted information, as needed, to update and/or clarify data.

T e T T e T e e
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APPEND DOCUMENTATION AS ATTACHMENT 1‘1, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST

PAGE OF THE APPLlCAT{ON FORM EACH ITEM {1-4) MUST BE |DENT1FIED IN ATTACHMENT 1.
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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 marke! 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 examptes 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
heatth 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 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.

TR = e L - — T

NOTE Informatmn negard!ng the “Purpose of the Project" wlll be |ncluded in the State Agency Report

APPEND DOCUMENTAT!ON AS ATTACHMENT-12 IN NUMERIC SEQUENTIAL'ORDER AFTER THE LAST-
PAGE OF THE APPLICATION FORM EACH ITEM (1-6] MUST BE IDENTIF!ED IN AT‘TACHMENT 12 U

Vie




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 praviders or

entities to meet all or a portion of the project's intended purposes; developing
alternative settings to meet all or a poriion 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 sefected.
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 ALTERNATWE 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 APPL]CATION FORM .
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UNFINISHED OR SHELL SPACE:
not applicable
Provide the foltowing information:

1. Total gross square footage of the propoesed shell space;

2. The anficipated 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 governmenial 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. Historicat utilization for the area for the latest five-year period for which data are
. availeble; and
b. Based upon the average annual percentage increase for that peried, 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. -~ - .., . . - .
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ASSURANCES:
Submit the following:
1. Verification that the applicant wili submit to HFSRB a CON application to develop and utilize the
shell space, regardiess 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.

———— T —— —— = N i T —=rm e s

- Ea fx‘ g
~“APPEND DOCUMENTATTON AS ATTACHMENT 17, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. tat .
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R. Criterion 1110.3030 - Clinical Service Areas Other than Categories of Service

1. Applicants proposing to establish, expand and/or modernize Clinical Service Areas Other than
Categories of Service must submit the following infoermation:
2. Indicate changes by Service; Indicate # of key room changes by action(s):

# Existing # Proposed

Service Key Rooms Key Rooms
conventional 1 1
radiation therapy*

L]

CyberKnife 1 1
[]

infusion therapy** 26 24

* an existing CT simulator will be replaced with a new unit
**10 stations are currently located on the hospital campus, 9 on the Berteau Avenue campus, and
7 in Lombard. The three sites will be consolidated in the proposed cancer center.

3 READ the applicable review criteria outlined below and submit the required documentation
for the criteria:

PROJECT TYPE REQUIRED REVIEW CRITERIA
New Services or Facility or Equipment (b} - Need Determination -
Establishment
Service Modernization {c)t1) - Deternorated Fagiiities
and/or
{c)}(2) - Necessary Expansion
PLUS
{c)(3)A) - Utilization — Major Medical
Equipment
Or
(c}3)(B) - Utilization — Service or Facility

. APPEND DOCUMENTATION AS ATTACHMENT-37, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
- APPLICATION FORM.

/&




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 Availabiiity of Funds — Review Criteria
« Section 1120.130 Financial Viability - Review Criteria
» Section 1120.140 Economic Feasibility - Review Criteria, subsection (a)

Vi), - 1120.120 - Availability of Funds

The applicant shall document that financiaf resources shall be available ard be equat to or exceed the eslimated fotal
project cost plus any related project costs by providing evidence of sufficient financial resources from the following
sources, as applicable: [ndicate the dollar amount to be provided from the following sources:

a) Cash and Securities - statements {e.9., audited financial statements, letters from financial
_$15,695,379_ institutions, board resolutions) as to:

1) the amount of cash and securities available for the project, including the
identification of any security, its value and availabikity 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 time table of gross receipts and refated 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) Debt — 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 schedute) 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 autherity to issue the bonds and
evidence of the dollar amount of the issue, including any discounting anticipated;

2} Fer revenue bends, proof of the feasibility of securing the specified amount and
interest rate;

K} For mortgages, a lefter 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 capitat improvements to the property and
provisian of capital eguipment;

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

€) 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 resalution or other action of the governmental unit
attesting to this intent;

) Fair Market Value of leased equipment
_$3,500,000__

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

$15,195,379 TOTAL FUNDS AVAILABLE

TAPPEND DOCUMENTATION AS, ATTACHMENms; IN'NOMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE _
 APPLICATION FORM: i’ i g v i 000 S L g,




IX. 1120.130 - Financial Viability NOT APPLICABLE, NO DEBT FINANCING

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 viakility ratios if:

1. All 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 In¢.) or equivalent

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
viahility 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 faciiity is a member of a health care system that
has combined or consolidated financial statements, the system's viability ratios shall be provided. i the health care
system includes one or more hospitals, the system's viability ratios shall be evaluated for conformance with the
applicable hospital standards.

: tegory B (Iast three years} A Cal_:elgor)T\B

(Projected) -

_ Providé Data fo Pro;ec' cuassure"

¥ Category A or
AN Lt S

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

2. Variance

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 ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.' S Ce ey Sghal el : ‘
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X. 1120.140 - Economic Feasibility

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

A. Reasonableness of Financing Arrangementé

The applicant shall decument the reasonableness of financing arrangements by submitting a
nofarized statement signed by an authorized representative that attests to one of the following:

1

2)

That the total estimated project costs and related costs wilt 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 {otal 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 erder 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 exjsting investments, and the
existing investiments being retained may be converted to cash or used to retire
debt within a 60-day period.

B. Conditions of Debt Financing NOT APPLICABLE, NO DEBT

This criterion is applicable only to projects that involve debt financing. The applicant shall
document that the conditions of debt financing are reasonabie 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 terms 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.

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. Ft. Const. $ Mod. $ Cost
New Meod. New Circ.* | Mod. Cire.* {(AxQ) (BxE) (G + H)
Contingency
TOTALS

* Include the percentage (%) of space for circulation

A




D. Projected Operating Costs

The applicant shall provide the projected direct annuai operating costs {in current dollars per equivalent
patient day or unit of service) for the first full fiscal year at target utitization but no more than two years

following project completion. Direct cost means the fully aflocated costs of salaries, benefits and supplies
for the service.

E. Total Effect of the Project on Capital Costs

The applicarit shall provide the total projected annuat 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.

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

e apeh yra

A2




XI. Safety Net Impact Statement

SAFETY NET IMPACT STATEMENT that describes all of the following must be submitted for ALL SUBSTANTIVE AND
DISCONTINUATION PROJECTS:

1. The project's material impact, if any, on essentiai safety net services in the community, to the extent that it is feasible for 2n
applicant to have such knowledge.

2. The praject's impact on the ability of ancther provider or health care system 1o 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 amgunt of charity care provided by the applicant. The
amount czlculated by hospital applicants shall be in accordance with the reporting requirements for charity care reporting in the
lllineis 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 fisca! years prior to the application, & 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 lilinois
Department of Public Health regarding “Inpatients and Outpatients Served by Payor Source” and "inpatient and Cutpatient Net
Revenue by Payor Source" as required by the Board under Section 13 of this Act and published in the Annual Hospita! Profile.

3. Any information the applicant beligves 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 960031
CHARITY CARE
Charity (# of patients) 2008 2009 2010
Inpatient 943 748 1,116
Outpatient 1,542 3,329 4,008
Total 2,485 4.077 5,122
Charity {cost in dollars)
Inpatient $2 841,008 $3.454,758 $3,931,342
Qutpatient $1,955,083 $2,615,326 $3,159,949
Total $4,796,091 $6,070,084 $7,091,291
MEDICAID
Medicaid {# of patients) 2008 2009 2010
{npatient 999 1,183 1,247
Qutpatient 26,573 36,714 38.640
Total L 27,572 37,897 39,857
Medicaid {revenue}
Inpatient $6,970,493 $7,579.913 $8,857 501
Outpatient $1,957,034 $1,871,109 $3,245,659
Total $8.027527 | $9,451,022 $12,103,160




Xil. Charity Care Information

Charity Care information MUST be furnished for ALL projects.

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

2. If the applicant owns or operates one or more facilities, the reporting shall be for each individual facility located in lllinsis. if
charity care costs are reported en 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 revenue for the facility under review.

3. If the applicant is not 2n existing facility, it shall submit the facifity's projected patient mix by payer source, anficipated
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 expect 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 Attachment 44,

CHARITY CARE
2008 2008 2010
Net Patient Revenue $285,080,892 $305,696,734 $296,664,159
Amount of Charity Care (charges) $18,681,666 $24,238 835 $29.588,271
Cost of Charity Care 54,796,091 $6,070,084 $7.091,291 ‘

PARPEND DOCUMENTATION AS A
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27




File Number 2346-969-3

To all to whom these Presents Shall Come, Greeting:

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

ELMHURST MEMORIAL HOSPITAL, A DOMESTIC CORPORATION, INCORPORATED
UNDER THE LAWS OF THIS STATE ON MARCH 28, 1934, APPEARS TO HAVE COMPLIED
WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT
OF THIS STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS A DOMESTIC
CORPORATION IN THE STATE OF ILLINOIS.

In Testimony Whereof, I hereto set
my hand and cause to be affixed the Great Seql of
the State of Illinois, this 18TH
day of FEBRUARY A.D. 2011

Authenticaltion #. 1104902058 M

Autherticate at: hitp:{fiwww.cyberdriveiilinols.com

BECRETARY OF STATE

ATTACHMENT 1
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File Nuwmber 5836-907-1

To all to whom these Presents Shall Come, Greeting:

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

ELMHURST MEMORIAL HEALTHCARE, A DOMESTIC CORPORATION, INCORPORATED
UNDER THE LAWS OF THIS STATE ON JUNE 06, 1995, APPEARS TO HAVE COMPLIED
WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT
OF THIS STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS A DOMESTIC
CORPORATION IN THE STATE OF ILLINOIS.

In Testimony Whereof, 1 hereto set
my hand and cause to be affixed the Great Seal of
the State of Ilinois, this 18TH

N\ ARSI doyof  FEBRUARY  AD. 201
b ? ':, :::‘- - Q-\
Authentication 902013 M )’%

Authenticate at: hip:/iwwav.cyberdriveillinois.com

SECRETARY OF STATE

ATTACHMENT 1
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File Number 0286229-8

To all to whom these Presents Shall Come, Greeting:

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

CYBERKNIFE CENTER OF CHICAGO, LLC, A DELAWARE LIMITED LIABILITY
COMPANY HAVING OBTAINED ADMISSION TO TRANSACT BUSINESS IN ILLINOIS ON
SEPTEMBER 02, 2009, APPEARS TO HAVE COMPLIED WITH ALL PROVISIONS OF THE
LIMITED LIABILITY COMPANY ACT OF THIS STATE, AND AS OF THIS DATE IS IN
GOOD STANDING AS A FOREIGN LIMITED LIABILITY COMPANY ADMITTED 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 19TH

dayof  DECEMBER  AD. 2011

\ '5"||:::'|. e F
Authentication # 1135302324 M

Authenticate at. hitp:/fwww.cyberdnveillincis.com

SECRETARY OF STATE
ATTACHMENT ]
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ZURICH

THIS DISCLOSURE IS ATTACHED TO AND MADE PART OF YOUR POLICY.

DISCLOSURE OF IMPORTANT INFORMATION
RELATING TO TERRORISM RISK INSURANCE ACT

SCHEDULE*

Premium attributable to risk of loss from certified acts of terrorism for lines of insurance subject to TRIA:

Vot Applicable—Terrorism Exclusion

*Any information required to camplete this Schedule, if not shown abaove, will be shown in the Declarations.

A. Disclosure of Premium
In accordance with the federal Terrorism Risk Insurance Act (“TRIA™), as amended, we are required to provide you with a

notice disclosing the portion of your premium, if any, attributable to the risk of loss from terrorist acts certified under that Act
for lines subject to TRIA, That portion of premium atiributable is shown in the Schedule above. The premium shown in the

Schedule above is subject to adjustment upon prernium audit, if applicable.

B. Disclosure of Federal Participation in Payment of Terrorism Losses
The United States Goverranent may pay a share of insured losses resulting from an act of terrorism. The federal share equals

85% of that portion of the amount of such insured losses that exceeds the insurer retention. The insurer retention equals 20%
of the insurer's prior calendar year direct eanied prernium associated with lines of insurance subject to TRIA. TRIA is

scheduled to expire on December 31, 2014,

C. Disclosure of $100 Billion Cap on All Insurer and Federat QObligations
If aggregate insured losses atiributable to temvorist acts certified under TREA exceed $100 billion in a Program Year (January

1 through December 31) and an insurer has met its deductible under the program, that insurer shall not be liable for the
payment of any portion of the amount of such losses that exceeds $100 billion, and in such case insured losses up to that
amount are subject to pro rata allocation iz accordance with procedures established by the Secretary of Treasury.

D. Availability
As required by TRIA, we have made available to you for lines subject to TRIA coverage for losses resulting from acts of

terrorism certified under TRIA with terms, amounts and limitations that do aot differ materially from those for losses arising
fram events other than acts of terrorism.

E. Definition of Act of Terrorism under TRIA
TRIA defines "act of terrorism” as any act that is certified by the Secretary of the Treasury, in concurrence with the Secretary
of State and the Attorney General of the Unitad States: ,
1. to be an act of terrorism;
2. to be a violent act or an act that is dangerous to human life, property or infrastructure;
3. to have resuited in damage within the United States, or outside of the United States in the case of an air carrier (as
defined in section 40102 of Title 49, United States Code) or a United Stetcs flag vessel {or a vessel based principally in the
United States, on which United States income tax is paid and whose insurance coverage is subject to regulation in the

United States), or the premises of @ United Stares mission; anrd
4. to have been comnmitted by an individual or individuals as part of an effort to coerce the civilian population of the

United States or to influence the policy or affect the conduct of the United States Government by coercion.

No act may be certified as an act of terrorism if the act is committed as part of the course of a war declared by Congress
(except for workers® compensation) or if losses resulting from the act, in the aggregate for insurance subject to TRIA, do not

exceed $5,000,000.

U-GU-630-C (12407)
Poge | of |
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Copyright © 2007 Zurich American Insurence Company
Inciudes sopyrighted misterial of 1SO Properties, Ine, with its permigsion
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THE STOCK INSURANCE COMPANY mdlcated in the Declaratlons having its prmclpal ofﬁce at Zurich Towers 1400:
American Lane, Schaumburg, Hlinois, 60196-1056, (hereinafter feferred to as the Company) in return for the premiun charged and
sub;cct to all.the terms of this Policy,agress with.our Named Insured as indicated:i in the Deciaranons, to provide the insurance -
‘stated in this policy. This pol:cy shali not be valid unless countermgned by the dulyAuthonzed Representatzve of the Company.

In. thess Whereof this Company has executed and’ attested thase presents and where reqmred by law, has: caused thls Pohcy to
be cuuntersngned by its duly author:zed Representanve : ..

President

QUESTIONS ABOUT YDUR INSURANCB? Your agent or broker is best equnpped to prowde information about your insurance, . ©

Should you require additional mfonnatmn or asmstance m resolving a complamt call or wnte to the fo!lowmg (pleae have your
. palicy or claim number ready) )

" Zurich North America
Customer Inquiry Center
. -:1400 American Lane- ¢
) Schalimburg, Illmors 60196-1056
1-800-382-2150 (Busmess Hours; 8am~4pm {CT})

W/ﬁ . Dgf/m/zo//

Authorlzed Representg? ve

ATTA $4(04/08)
age | of 1
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The Zurich Edge - Healthcare @
ZURICH

Policy Number
ZMD 9336810-00
Named Insured and Mailing Address
ELMHURST MEMQRIAL HEALTHCARE
200 NORTH BERTEAU AVENUE
ELMHURST
L. 60126-2965

ELMHURST MEMORIAL HEALTHCARE and any subsidiary, and ELMHURST MEMORIAL
HEALTHCARE interest in any partnership or joint venture in which ELMHURST MEMORIAL
HEALTHCARE has management control or ownership as now constituted or hereafter is acquired, as the
respective interest of each may appear. All hereafter referred to as the "Insured", including lega!

representatives,

Insurance is provided by the following Stock Company
AMERICAN GUARANTEE AND LIABILITY INSURANCE COMPANY
hereafter referred to as the "Company”,

Producer
JAMES AND GABLE INSURANCE BROKERS
1660 OLYMPIC BLVD
SUITE 325
WALNUT CREEK, CA 94596-5152

Policy Period
Coverage begins 05/01/2011 at 12:01 AM; Coverage ends 07/01/2012 at 12:01 AM

Proportionate Share of Company for Loss or Damage
This Policy's proportionate share of loss or damage after the application of any deductible amount is:

100 % Quota Share: Being $750,000,000 part of a $750,000,000 primary loss leyer

Anmueal Policy Premium Surcharges, Taxes & Fees Total Policy Premfum
$414,700 ) 0 $414,700

EDGE-D-102-A (06/08)
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SECTION I - INSURING AGREEMENT

A. COVERAGE

The Company will pay for direct physical loss of or damage caused by a Covered Cause of
Loss to Covered Property, at an Insured Location described in the Declarations, All subject to
the terms, conditions and exclusions stated in this Policy.

B, POLICY PERIOD

Coverage under this Policy applies to covered loss or demage that begins during the Policy
Period stated on the Declarations Page.

C. TERRITORY
Coverage under this Policy applies to all covered loss or damage that takes p]ace i the United

States of America, ifs territories and possessions, including the District of Columbia and the
Commonwealth of Puerto Rico.

SECTION 1] - DECLARATIONS

A, INSURED LOCATION -

1. The Coverages under this Policy apply to an Insured Location unless otherwise prowded
An Insured Location is a Location;

2). Listed on Schedule of Locations on file with Company;
b). Covered as a Miscellaneous Unnamed Location; and

¢}. Covered under the terms and conditions of the Newly Acquired Coverage or Ervors
and Omissions Coverage.

B. CURRENCY

All amounts, inclﬁding deductibles and limits of liability, indicated in this Policy are in USD
unless otherwise indicated by the three-letier currency designator.as defined in Table A.1
Currency and Funds code list, International Standards Qrganization (IS0) 4217, edition

effective at inception of this Policy,

C. POLICY LIMITS OF LIABILITY

The Policy Limit is $750,000,000 for the total of all coverages combined, This includes eny
insured Time Element loss, regardless of the number of Locations involved subject to the

following provisions:

1. The Company will pay no more in any one (1) Occurrence than its proportionate share
of the Policy Limit. :

2. Limits of Linbility stated below or elsewhere in this Policy are part of, and not in addition
to, the Policy Limit.

3, Limits of Liability in an Occurvence apply to the total loss or damage, including any
insured Time Element loss, at all Locations and for all Coverages involved, subject to the

following provisions:

EDGE-D-102-A (06/08)
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a). The Company will pay no more in any one (1} Occurrence than its proportionate
share of the applicable Location Limit when & Location Limit is specified, except as
provided in {} and 2) below for loss or damage at a Location listed on the Schedule
of Locations-Description of Location and Location Limit.

I). When Special Coverages are provided, the Special Coverage limits are in
addition to the specifled Location Limits.

2). The mast the Company will pay at a Location is the lesser of}

i). The specified Location Limit plus any applicable Special Coverage limit(s);
ii). The Described Causes of Loss Limit; or
iif). The Deseribed Causes of Loss Limit at that specific Location,

b). The most the Company will pay in an Occurrence caused by a Described Cause of
Lbss is the Limit of Liability for that Described Cause of Loss..

c). When an Annual Aggregate Limit of Liability is shown, the Company's maximum
amount payable will not exceed such Limit of Liability during the policy year
regardless of the number of Locations, Coverages or Occurrences involved,

Limits of Liability

The following are the Limits of Liability in an Occurrence unless otherwise shown:

$750,000,000 Property Damage (PD) and Time Element (TE) combined per
: location at all Locations deseribed in the Schedule of Values dated

5/1/2011

$25,000,000 EXTRA EXPENSE (including removal and return of patients due to
physical damage) and EXPEDITING COSTS Combined

$25,000,000 LEASEHOLD INTEREST

$100,000,000 ACCOUNTS RECEIVABLE

$100,000,000 BRANDS AND LABELS

$2,500,000 COMPUTER SYSTEMS DAMAGE in the Annual Apgregate

$20,000,000 CONTINGENT TIME ELEMENT

$100,000,600 | DEBRIS REMOVAL

$15,000,000 DECONTAMINATION COSTS (including communicable discase
due to physical damage.)

$10,000,000 DEFERRED PAYMENTS

$100,000,000 DEMOLITION AND INCREASED COST OF CONSTRUCTION

$10,000,000 ERRORS AND OMMISIONS

$10,000,000 FINE ARTS .

$1,000,000 HOME HEALTHCARE MEDICAL EQUIPMENT

$1,000,000 LAND AND WATER CONTAMINANT CLEANUF, REMOVAL
AND DISPOSAL in the Annunal Aggregate. -

55,000,000 LAND IMPROVEMENTS

$10,800,000 MISCELLANEQUS UNNAMED LOCATION

$500,000 MOBILE MEDICAL EQUIPMENT

$15,000,000 OFF PREMISES SERVICE INTERRUPTION, PROPERTY
DAMAGE AND TIME ELEMENT Combined

325,004 PROFESSIONAL FEES - Plus 30% of the amount recoverable in
excess of $25,000 up to $1,000,060

$250,000 PROTECTION OF PATIENTS in excess of $250,000 — No physical

damage

EDGE-D-102-A (06/08)
D

ATTACHMENT 2

¢




$500,000 RADIQACTIVE CONTAMINATION
$100,000,000 RESEARCH AND DEVELOPMENT
| $25,000 RESEARCH ANIMALS in excess of $50,000
| $5,000,000 SPOILAGE
$25,000,000 TEMPORARY REMOVAL OF PERSONAL PROPERTY
.| $250,000 TENANTS PROHIBITED ACCESS
$10,000,000 | TRANSIT
$100,000,000 VALUABLE PAFERS AND RECORDS
$50,000,900 NEW CONSTRUCTION, ALTERATIONS, ADDITIONS
RENOVATIONS AND REPAIRS
$10,0006,000 DELAY IN COMPLETION
$10,000,000 OFF PREMISES STORAGE FOR PROPERTY UNDER
CONSTRUCTION
$10,000,000 SOFT COSTS
$750,000,000 BREAKDOWN OF EQUIPMENT
$1006,000,000 EARTH MOVEMENT in the Annnal Aggregate but not to exceed
the following limits in the Annual Aggregate:
2). NCP for property located in Zone 1 for Earth Movement as
defined in Appendix A & B.
b). $25,000,000 for property located in Zone 2 for Barth Movement
'ag defined in Appendix A & B,
$100,000,000 FLOOD in the Annual Aggregate but not to exceed the following
limits in the Aunual Aggregate:
a). $10,000,000 As respects Locations with any part of the legal
description within a 100-year flood plain, except: $100,000,000
as respects the location at 155 Brush Hill Road, Elmhaurst, IL
b). $15,000,000 As respects Locations outside a 100-year flood
plain, but with any part of the legal description within a 500-
__year ffood plain. :
100,000,000 NAMED STORM in the Annual Aggregate but not to exceed the

foltowing limits in the Annual Aggregate:

a). 525,000,000 for property located in Zone 1 as defined in
Appendix C& D,

b), $50,000,000 for property located in Zone 2 as defined in
Appendix C & I,

EDGE-D-102-A (06/08)
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5. Time and Distance Limits of Liability: In addition to the Limits of Liability shown
elsewhere in this Policy, the following apply:

120 day period but not to NEWLY ACQUIRED
exceed a $10,000,000 Timit
_per Locatlon,

30 day period for property CIVIL AUTHORITY
within 5 mile but not to

exceed a $10,000,000 limit.
30 day period for property INGRESS/EGRESS
within 5 mile but not to

exceed a $10,000,000 limit,

30 day period but not to INTERNATIONAL INTERDEFENDENCY

exceed 4 31,000,000 limit,

30 days EXTENDED PERIOD OF LIABILITY ]

(30 day period but not to [ INTERUPTION BY COMMUNICABLE DISEASE
exceed a $250,000 Imit.

120 days. : ORDINARY PAYROLL

48 hours but not to excee PROTECTION AND PRESERVATION OF
$25,000,000 limit. PROPERTY .

30 day period but not to RESTORATION OF EMERGENCY GENERATORS

exceed a $250,000 Jimit.

6. Time Specifications: As follows:

EARTH MOVEMENT Occurrence 72 hours
NAMED STORM Occurrence . 72 hours
CanceHation for nonpayment of premium 10 days
Cancellation for any other reason 90 days

D. PREMIUM PAYABLE

This Policy is issued in consideration of an initial premium. The First Named Insured
shown on the Policy is responsible for the payment of all premiums and will be the payee for
any return premiums paid by the Company. Premiums will be paid in the currency designated
in Section {I-Declaration B. Currency.

E. QUALIFYING PERIOD

For the Coverages listed Ueluw the [ollowing Quallfying Period applies:

| OFF PREMISES SERVICE INTERRUPTION PROPERTY [ 24 hours

DAMAGE & TIME ELEMENT COVERAGE

COMPUTER SYSTEMS DAMAGE COVERAGE . 12 hours
TENANTS PROHIBITED ACCESS COVERAGE 2 days
INTERUPTION BY COMMUNICABLE DISEASE 24 hours

EDGE-D-102-A (06/08)
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F. DEDUCTIBLES

Each claim for loss or demage as insured against arising out of any one {1) Qccurrence shall
be adjusted separately. The Company shali not be liable unless the Insured sustains loss or
damage including any insured Time Element Loss, in excess of the amount(s) stated below
and then only for the proporlionate share of such excess amount(s).

f.  When this Policy insures more than one Location, the deductible will apply against
the total loss or damage covered by this Policy in an Qccurrence. However, &
deductible that applies on a per Location basis, will apply separately to each
Location where the physical loss or damage occurred regardless of the number of

Locations involved in the Oceurrence.

2, Unless stated otherwise, if two or more deductibles apply to an Occurrence, the total
deducted wiil not exceed the largest applicable deductible. [ftwo or more deductibles
apply on a per Location basis in an Occurrence, the largest deductible applying to
each Location will be applied separately to each such Location,

3. [If separdte Property Damage and Time Element loss deductibles are shown, then the
deductibles shall apply separately.

4. Policy Deductible(s}

a). $50,000 Property Damage (PD) & Time Element (TE) combined
per Oceurrence except as follows:

b). Exceptions to Policy Deductible(s)
1). Contingent Time Element

$50,000 per Location at each Direct Dependent Time Element Location,
Indirect Dependent Time Element Location, and Attraction Property
where the physical loss or damage occurs regardless of any other
deductibles that may also apply.

2). Earthquake

“The following deductibles apply to loss or damage caused by or resulting
from earthquake, This earthquake deductible will apply regardless of any
other deductibles that may also apply. ’

i). $50,000 combined coverages per Occurrence except as follows:
"ii). As respects Locations in Zone 2

aa}, Property Damage —2 % of the value per the most current
Statement of Values on file with the company as of the date of
lass, for the Location where the direct physical loss or damage
cccurred, per Location,

EDGE-D-102-A (06/08)
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bb). Time Element - 2% of the full 12 months Gross Eamings or Gross
Profit values that would have been eamned following the
Occurrence by use of the facilities st the Location where the
direct physical loss or damage occurred and all other Locations
-where Time Element loss ensues, per Location.

cc). The above earthquake deductibles are subject to a minimum
deductible 0f $250,000 for Property Damage and Time Element
combined per Oecurrence.

3). Flood

i The following deductibles apply to loss or damage caused by or resulting
‘ from Flood. This Flood deductible will apply regardless of any other
deductibles that may also epply.

i). $50,000 combined coverages per Occurrence except as follows:

I ii). As respects Locations with any part of the legal description within a
100-year flood plain; -

, £1,000,000 combined coverages per Occurrence, oxcept
: $50,000 combined coverages as respects the location at 155
J Brush Hill Road, Etmhurst, IL

iit). As respects Locations cutside a 10(-year flood plain, but with any
part of the legel description within a 500-year flood plain:

$500,000 combined coverages per Occurrence

4). Named Storm

The following deductibles apply to loss or damage caused by or resulting
from Named Storm, The Named Storm deductible will apply regardless
of any other deductibles that may also apply.

i). $50,000 combined coverages per Occurrence except as follows:
it). As respects Locations in Zone I

aa). Property Damage 5% of the value per the most curtent Statemnent

"~ of Values on file with the company as of the date of loss, for the
Location where the direct physical loss or damage occurved, per
Location.

bb), Time Element 5% of the full 12 months Gross Eamings or Gross
Profit values that would have been eamed following the
Occurrence by use of the facilities at the Location where the
direct physical loss or damage occurred and all other Locations
where Time Efement loss ensues, per Location,

EDGE-D-102-A {06/08)
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cc). The above Named Storm deductibles are subject to a minimum
deductible of $250,000 for Property Damage and Time Element
combined per Occurrence,

i). Asrespects Locations in Zone 2:

aa). Property Damage 2% of the value per the most current Statement
of Values on file with the company as of the date of loss, for the
Location where the direct physical loss or damage occurred, per
Location.

bb).Time Element 2% of the full 12 months Gross Eamings or Gross
Profit values that would have been earned following the
Occurrence by use of the facilities at the Location where the
direct physical loss or damage occuarred and all other Locations
where Time Element loss ensues, per Location.

cc) . The above Named Storm deductibles are subject to a minimum
deductible of $250,000 for Property Damage and Time Element
combined per Cecurrence.

5). Breakdown of Equipment deductible

i). 350,000 Property Damage (PD) & Time Element (TE) combined
per Occurrence for loss or damage caused by Breakdown. '

6). Water or Liquid Damage

The following deductible applies to loss or damage caused by or resulting
from covered water or other liquids not atherwise excluded, but not caused
by flood or by leakage from fire protective equipment.

1). $50,000 combined coverages per Occurrence

-

FN ot tl \4@/7,@2, 257/

£Authorized Representative Date
Janice Podol} San Franeisco, CA
Print Name of Authorized Rep. Office
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File Number 2346-969-3

To all to whom these Presents Shall Come, Greeting:

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

ELMHURST MEMORIAL HOSPITAL, A DOMESTIC CORPORATION, INCORPORATED
UNDER THE LAWS OF THIS STATE ON MARCH 28, 1934, APPEARS TO HAVE COMPLIED
WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT
OF THIS STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS A DOMESTIC
CORPORATION IN THE STATE OF ILLINOIS.

In Testimony Whereof, 1 hereto set
my hand and cause to be affixed the Great Seal of
the State of Ilinois, this 18TH

day of FEBRUARY A.D. 2011

Pouk: F: 314 L4
Authentication # 1104902068 M M

Authentlcate at: hitp:/fwww.cyberdriveilinois.com

SECRETARY GF STATE
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Elmhurst Memorial Healthcare — Organizational Chart

@'Elmhurs{ M' morza Healt-hcare

Physlcfan
Practtce .
. _l'_qui_sioql,_‘. )

EMH Foundation ~
: e e
e e e IR e P ]
¢ Ownership: - o o ‘Elmhurst Memorial Lorond:
5 - (4) Elmhusst Clinic” 20% Home Health gonc:
5 - Etmhusst Physicians*Association - 30% - : : _/ For Profit
: '50% ¢ : - —= )
~ ; Elmhurst Memarial Hospital . 50% ; " Elmburst Memorial ™ (T) Not for Profit
o BRNY-: E[m\hurstMemonalHospltal . 20% Interventlonal Radlology _________ Subsidiacy
'{ US Radiosurgery < 0% Sen"ces LLE )
i * ‘Nuglear Oncology Group LT 40%-.2 ! / —joint Venture
Z i {3) Physician Investors - 50% : Division
': (. E!mhurst Memotiai Hospltai B0 === AHiliated Physician Groups
Lo a5 [P S
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. [1linois Department of
Natu l"al Re sources Par Quinn, Governar

| Il One Natral Resources Way  Springfield. lfinois 62702-1271 Marc Miller, Dircelor
i ‘. wuww.dnr illinois. gov
RSO

Office of Water Resources, 2050 W. Stearns Road, Bartlett, IL. 60103

February 23, 2012

Mr. Bryan Reiger, P.E.
V3 Companies of lllinois
7325 Janes Avenue
Wocdridge, IL 80517

RE: Cancer Center addition at Elmhurst Memorial Haspital, Niinots

Dear Mr. Reiger:

Thank you for requesting a floodplain determination for the proposed addition to the Eimhurst
Memorial Hospital for the Cancer Center in Elmhurst, lllinois to ensure compliance with lllinois
Executive Order V 2006 (E.O. V).

In brief, E.O. V (2006) requires that state agencies which plan, promote, regulate, or permit
activities, as well as those which administer grants or loans in the State’s floodplain areas, must
ensure that all projects meet the standards of the state floodplain regulations or the National
Flood Insurance Program (NFIP) whichever is more stringent. These standards require that
new or substantially improved buildings as well as other development activities be protected
from damage by the 100-year flood. |n addition, no construction activities in the floodplain may
cause increases in flood heights or damages to other properties. Lastly, development activities
which are deteriined to be “critical facilities” must be protected to the 500-year flood elevation.

Based on the information you have provided, we have determined that this parcel is located
within a designated 100-year floodplain and therefore would fall under the requirements of
E.Q. V. Hospitals are specifically listed as a “critical facility”. The Executive Order requires that
all new Critical Facilities shall be located outside of the floodplain. Where this is not practicable,
Critical Fagilities shall be developed with the lowest floor elevation equal to or greater than the
500-year frequency floed elevation or structurally dry floodproofed to at least the 500-year
frequency flood elevation. Based on the site plans you have submitted, it appears that the new
Cancer Center addition does meet these Jowest floor requirements and will be elevated above
the 500-year flood level. This letter only addresses £.0. V requirements and does not address
any LOMR-F issues.

Should you have any questions or comments regarding this flood hazard determination, feel
free to contact me at (847) 808-3100 ext 2059, -

Sincerely,

Brian A, Eber, CFM
Office of Water Resources / NE Floodplain Program Coordinator

[riod Paul Osman, IDNR/OWR

ATTACHMENT 5
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Illinois Historic
=== Preservation Agency

'A.I 1 Old State Capitol Plaza < Springfield, lllinois 62701-1512 + www.illinois-history.gov

DuPage County PLEASE REFER TO: IHPA LOG #007123011

Elmhurst
155 East Bush Hill Road
New caonstruction, Cancer Center, Elmhurst Memorial Hospital

Januwary 11, 2012

Jacob Axel

Axel & Associates, Inc.
675 North Court, Suite 210
Palatine, IL 60067

Dear Mr. Axel:

The Illinois Histeoric Preservation Agency is required by the Illinois State Agency Historic Resources
Preservation Act (20 ILCS 3420, as amended, 17 IAC 4180) to review all state funded, permitted or
licensed undertakings for their effect on cultural resources. Pursuant to this, we have received
information regarding the referenced project for our comment.

our staff has reviewed the specifications under the state law and assessed the impact of the project as
submitted by your office. We have determined, based on the available information, that no significant
historic, architectural or archaeclogical rescurces are located within the proposed project area.

According to the information you have provided concerning your proposed project, apparently there is no
federal involvement in your project. However, please hote that the state law is less restrictive than
the federal cultural resource laws concerning archaeclogy. If your project will use federal loans or
grants, need federal agency permits, use federal property, or involve assistance from a federal agency,
then your project must be reviewed under the Wational Historic Preservation Act of 1966, as amended.
Please notify us immediately if such is the case.

This clearance remains in effect for two (2) years from date of issuance. It dees not pertain to any
digcovery during construction, nor is it a c¢learance for purposes of the IL Human Skeletal Remains
Protection Act (20 ILCS 3440).

Please retain this letter in your files as evidence of compliance with the Illinocis State Agency
Historic Resources Preservation Act.

Qi € Mok

Anne E. Haaker
Deputy State Historic
Preservation Qfficer

'é/ ATTACHMENT 6
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PROJECT COSTS

Preplanning Costs ($273,000)
Estimate of the costs of feasibility studies, evaluation of alternatives, and the decision-

making process to proceed.

Site Survey and Soil Investigation ($25,000)
Estimate, based on projects of a similar scope.

Site Preparation ($350,000)
Estimate of the costs associated with grading, landscaping, and exterior signage.

Off-Site Work ($725.000)
Estimate of the costs associated with providing utilities, drainage, walkways and

driveways, and paving.

New Construction Contracts ($8.193.170)
Estimate of materials and labor costs directly associated with construction.

Contingencies ($819.317)
Allowance for unexpected construction-related expenses.

Architectural and Engineering Fees ($416.000)
Estimate of architectural fees associated with design and interface with governmental

entities, and structural, mechanical, plumbing and electrical engineering processes.

Consulting and Other Fees ($1.106.032)
Estimate of CON-related costs, permitting, reimbursables, radiation shielding consultant,

interior design, landscape design, interior signage and artwork consulting, materials testing, legal
services, builder’s risk insurance, and miscetlaneous cosis.

Movable Equipment ($3.301.777)
Estimate of the cost of medical equipment, IT equipment, and furniture to be owned by

the Permit holder.

Fair Market Value of Leased Equipment ($3.500.000)
Acquisttion value of a linear accelerator to be leased.

Other Costs to be Capitalized ($495.000)
Estimates of the cost associated with extending utilities and a pneumatic tube system

from the hospital to the cancer center, utilities during construction, and relocation and move-in
costs.
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Cost Space Requirements

LF

6 LNHWHOV.LLY

l Amount of proposed Total Square Feet
Gross Square Feet That Is:
New Vacated
DeptJArea Cost Existing Proposed Const. Modernized As s Space

Reviewable
Radialion Therapy] § 8,802,238 6,770 6.061 6,061 6,770
Med. Oncology $ 3815245 5,450 10,567 10,567 5,450

$ 12,717,483 12,220 16,628 16,628 12,220
Non-Reviewahle
Public Areas $ 2011038 1,320 3,851 3,851 1,320
Administrative $ 1,232,570 1,849 1,949
Bidg Components | $§ 3,243,607 10,014 10,014

$ 6,487,213 15,814 15,814

Total| § 19,204,696 32,442 32,442




- Clmhurst Memorial
Healthcare

January 16, 2012

Itlinois Health Facilities
Planning Board

525 West Jefferson

Springfield, IL. 62761

To Whom It May Concern:

Please be advised that no adverse action has been taken by the IDPH during the
past three years against Elmhurst Memorial Healthcare or any related entity.

Further, the THFPB and/or its staff is herein given authorization to review the
records of Elmhurst Memorial Health and related licensed health care factlities,
concering those facilities’ licensure and certification.

Sincerely, .

WRED<

W. Peter Daniels
President and CEO

SUBSCRIBED AND SWORN TO BEFORE ME

THIS VW DAY OF &:’\\Lmﬂ% . 2012

N Y PUBLIC

Official Seal

Nicote M Vassolo
Notary Public State of Iifinois

My Commission Expires 04/04/2012

ATTACHME 1
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Elmhurst Memorial Hospital

New Main Campus
Elmhurst, IL

has been Accredited by

The Joint Commission

Which has surveyed this otganization and found it to meet the requirements for the

Hospital Accreditation Program

April 30, 2011

Accreditaton is customarily valid for up to 36 months

%WMQ— Organization [D #: 7341 _@% %ﬁ' o
tsabel V. Hoverman, MD, MACP Print/Reprint Date: 07/28/11

: Mark R Chassin, MD, FACP, MPP, MPH
Chair, Board of Commissioners :

i President
The Joint Commission is an independent, not-for-profit, national body thar oversees the safety and quality of health care and

other services provided in accredited organizations. Information abourt accredited organizations may be provided directly to

The Joint Commission at 1-800-994-6610. Information regarding accreditation and the accreditation performance of individual
organizations can be obrained through The Joint Commission's web site at waww jointcommission.org
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This reproduction of the original accreditation certificate has been issued for use in regulatory/lpayer agency verification of
accreditation by The Joint Commission. Please consult Quality Check on The Joint Commisslon's website to confirm the
organization’s current accreditation status and for a listing of the organization's locations of care
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PURPOSE

The proposed project addresses the relocation of Elmhurst Memorial Hospital’s
outpatient oncology-related programs from the hospital’s original campus on Berteau
Avenue to the hospital’s new campus, approximately three miles from the original site
(and an infusion therapy program located in Lombard). While long-range plans
envisioned the relocating of the services, at the time plans for the hospital’s relocation
were being developed, 6-7 years ago, relocation of the cancer programs concurrent with
the relocation of a majority of the hospital’s other services was omitted from the plans in
order to defer the associated costs. With the changing economic environment and the
duplicative and incremental costs associated with operating two campuses, the decision
was made to phase out acute care services on the original (Berteau Avenue) campus, and
this project represents the second phase of doing so. A separate application, which
included the discontinuation of the remaining inpatient services on the Berteau Avenue
campus, was filed in January 2011, and as of the development of this appiication awaits

THFSRB review,

The proposed project will address a number of problems and/or issues, including
the need fo expand treatment capacity in Elmhurst, primarily in the area of infusion
therapy; the need to create a greater synergy between the oncology-related programs and

services and the other services provided through EMH; the need to improve patient
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processing, from registration through treatment and discharge, by means of an efficiently-
designed facility; and the destrability of having oncologists’ offices in close proximity to

the diagnosis and outpatient treatment programs.

Oncology services, including those to be located in the proposed cancer center
replacement, have become a primary service provided by virtually every community
hospital. Recently in the western suburbs, hospitals such as Central DuPage Hospital,
Edward Hospital, Kishwaukee Community Hospital and Delnor Hospital have either
developed or are developing similar cancer centers, and Sherman Hospital, Silver Cross
Hospital and Rush Copley Medical Center have included significant oncology services in
recent construction programs, Clearly, oncology programs, as those addressed through
the proposed project, provide services that improve the health care and well-being of the

service area’s population.

Because of the close proximity between the programs’ current location and the
proposed site, which is adjacent and connected to Elmhurst Memorial Hospital (EMH), it
1s not anticipated that access to services will be diminished in any way; nor will the
programs’ patient origin change in any appreciable way. Below is a table, identifying the
hospital’s patient origin for the 12-month period ending June 30, 2011. [t is anticipated
that the cancer center’s radiation and infusion therapy programs’ patient origin will be
virtually identical to that of the hospital as a whole. Please refer to ATTACHMENT 37b

for an analysis of the CyberKnife program’s patient origin.
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ZiPCode
60126
60181
60148
60101
60106
60164
60191
60162
60131
60163
60139
60104
60523
60154
680160
60137
60108

Community
Elmhurst
Villa Park
Lombard
Addison
Bensenville
Northlake
Wood Dale
Hillside
Franklin Park
Berkeley
Glendale Heights
Bellwood
Oak Brook
Westchester
Melrose Park
Glen Eliyn
Bloomingdale
other, < 1.00%
TOTAL

YE 6/30/11

Admissions % of Total

3,120
1,380
1,405
1,406
1,285
1,121
353
318
349
314
231
223
177
192
239
162
196
3,277
15,748

19.81%
8.76%
B.92%
8.93%
B.16%
7.12%
2.24%
2.02%
2.22%
1.99%
1.47%
1.42%
1.12%
1.22%
1.52%
1.03%
1.24%

20.81%

I

Cum %
19.61%
28.58%
37.50%
46,42%
54.58%
61.70%
63.94%
65.96%
68.18%
70.17%
71.64%
73.06%
74.18%
75.40%
76.92%
77.95%
79.15%

100.00%

The table above clearly demonstrates that the program will serve primarily

residents of the eastern DuPage and far western Cook County communities that surround

the hospital. As a result, it will provide services primarily to residents of its service area.

Information used to design the project, both programmatically and from a facility

perspective, included hospital records, IDPH utilization data, [IDPH and IHFSRB

guidelines, site visits to other cancer centers, the experience of the project architects, and

data from external sources such the American College of Surgeons and the American

Cancer Society, The Advisory Board, and Sg2.

$7
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The success of the project will be measurable, based on achieving the following

goals, beginning with the completion of the project:

» Improved efficiency and reduced operating costs in the outpatient treatment of

oncology patients

» Reduced reliance on out-of-area oncology programs by service area residents

e Provision of facilities that promote safe and efficient patient care in a dignified
and comforting setting

o Availability of sufficient capacity to address demand.

ATTACHMENT 12




ALTERNATIVES

The proposed project will allow Elmhurst Memorial Healthcare to relocate its
oncology program—including radiation therapy, CyberKnife, and medical
oncology/infusion therapy---from its Berteau campus to the Elmhurst Memorial Hospital
main campus at 133 E. Brush Hill Road in Elmhurst; providing easy access to both
inpatients and outpatients that have traditionally looked to Elmhurst Memorial Healthcare
for their oncology-related needs. The proposed Cancer Center will be physically

connected to the new hospital.

Three alternatives were evaluated, and found to be inferior to the proposed

project.

The first alternative involved leaving the services on Elmhurst Memorial
Healthcare’s Berteau Campus, approximately three miles from the new hospital. While
that alternative would require only $1-2M in renovation costs and new equipment, the
allernative was dismissed for two primary reasons: First, the transporting of inpatients
from the hospital for radiation therapy procedures is both costly in terms of two-way
ambulance transports, and difficult for both the patient and staff, with hospital staff
sometimes being required to accompany patients (depending on patient acuity). While a

limited number of inpatients require radiation oncology services, the process is difficult.
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In addition, the services to be relocated to the proposed Cancer Center are cumently
housed in basement space in the old hospital building on the Berteau campus. It is
anticipated that at some point within the next five years, all EMHC inpatient and
outpatient services will be moved off the Berteau Campus, and the Cancer Center would
be the only service remaining in a small portion of the lower level of a 550,000 square
foot building, which would be inefficient and uneconomical to operate. The equipment-
related costs, which constitute approximately one-third of the proposed project’s capital
costs, would be virtually the same, whether the proposed project or this alternative is

undertaken.

The second alternative considered involved a project similar to that proposed, but
one without the construction of a building to accommodate inpatients, that is, the building
would be constructed to business occupancy standards (“B Occupancy™), rather than the
proposed instifutional occupancy standards (I Occupancy™). The capital cost savings for
this alternative would be approximately $2-2.2M in construction costs, with all other
costs being identical to those of the proposed project. This alternative was rejected
because it does not allow for the small number of inpatients who need radiation therapy
services, unless those patients are temporarily discharged, brought to the Cancer Center

for radiation treatment, and then readmitted in a cumbersome and unnecessary process.
The third alternative involved the construction of a building, similar in scope to

that of the second alternative, but to locate the building on the Berteau Campus. The

capital cost savings associated with this altemative would be virtually identical to that of
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the second alternative. The most significant drawback to this alternative would be
locating of one of the hospital’s primary service lines, oncology, at a location remote
from the new hospital. With the availability of land on the hospital’s new campus, this

alternative was dismissed.

The quality of care provided to pattents using the program would be identical,
regardless of the alternative selected, as would the accessibility for outpatients.
Accessibility for inpatients, however, is inferior with the alternatives identified above.
With the first and third alternatives, the patient transport difficulties that currently exist
would continue; and with the second alternative, inpatients would either need to be
discharged from (and later re-admitted to) the hospital in order to receive care at the
Center, or be transported (as in the case of the first and third alternatives) to another
facility built to inpatient standards. The operating costs associated with the Berteau
Campus alternatives would be higher than those of the proposed project or the second

alternative, which would be identical, due to duplicative staffing requirements.
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SIZE OF PROJECT

The proposed project consists of a total of 29,493 DGSF, 16,628 DGSF of which

are classified as “clinical”.

The planned space is not excessive, and the space program was developed jointly
by clinical staff, hospital management, experienced health care architects and an

experienced project management fimm.

The Cancer Center will include only one area for which the JHFSRB has space
standards, radiation therapy. That functional area will include two vaults, one each for a
linear accelerator and a CyberKnife, one CT simulator, and support space. The total
amount of space allocated to the radiation therapy program is identified in the table

below, consistent with IHFSRB reporting requirements.

DEPARTMENT/SERVICE PROPOSED STATE DIFFERENCE MET
DGSF STANDARD STANDARD?
Radiation Therapy 6,061 6,600 -539 yes
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PROJECT SERVICES UTILIZATION

The proposed project involves ounly one service for which the IHFSRB has
established utilization standards, radiation therapy. That standard suggests a second
linear accelerator is “justified” once utilization exceeds 7,500 annual treatments. The
proposed project will include one linear accelerator, with projected utilization to exceed

7,500 annual treatments during the second full year following the project’s completion.

Elmhurst Memorial Hospital’s service population is somewhat older than that of
Illinois as a whole, and the aging of the service population is anticipated to result in
increased utilization of all oncology-related services, including radiation therapy. Six
communities/ZIP Code areas (Eimhurst, Villa Park, Lombard Addison, Bensenville and
Northlake) are the only ZIP Codes that accounted for in excess of 2.24% of the hospital’s
admissions during the past fiscal year, and cumulatively these six communities provided
61.7% of the hospital’s admissions. The 65+ age group of those six ZIP Code areas 1s
projected to increase by 14.4% between 2010 and 2015 (ESRI projections), an annualized
increase of approximately 2,8%, and that increase will result in an increased demand for
oncology services. As a point of comparison, that age group will increase by 13.6%

during that period, state-wide.
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Following a number of years of steady growth, the radiation therapy program
located on the Berteau Campus experienced a 4.9% decrease in utilization over the past
two calendar years, due in part to the use of CyberKnife program, which was initiated in
2009, and has drawn some patients from the radiation therapy program. Growth in the
usage of the radiation therapy program is anticipated to return with the opening of the
proposed Cancer Center on the hospital’s new campus, and future growth is anticipated to
be driven, in part by demographic changes in the hospital’s service population, and in

part by the offering of a contemporary Cancer Center.

Increases in the 65+ age group of the program’s service population are projected
to continue through the planning hornizon of this project at an annualized rate of 2.8%;
and an annualized growth rate of 4% has been used to incorporate the effect of the new
Cancer Center. Therefore, 7,317 treatments are projected during the first calendar year

following the project’s completion, with 7,607 treatments during the subsequent year.

The table below provides historical and project utilization, consistent with the

IHFSRB’s reporting requirements.
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Dept./ Histeorical PROJECTED STATE MET
Service Utilization UTILIZATION STANDARD STANDARD?
{Patient Days)
{TREATMENTS) YEAR1 YEAR 2
ETC,
Radiation Ther. 6,502 (2011) 7,313 7.607 7,500+ yes

Note: Elmhurst Memorial Hospital has historically provided radiation therapy utilization
data on its IDPH Annual Hospital Questionnaires as “courses of treatment”, as
directed. The IHFSRB’s ufilization standard, as identified in Appendix B to
Section 1110 refers to “treatments”. A technical assistance conference was held
on January 11, 2012 with IHFSRB staff, and recorded consistent with IHFSRB
requirements. During that conference, IHFSRB staff acknowledged that
“irealments” were a more accurale measurement of utlilization than treatment

courses.
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CLINICAL SERVICE AREAS
OTHER THAN CATEGORIES OF SERVICE

The proposed Cancer Center will have three clinical areas that have not been
designated by the JHFSRB as “categories of service”: radiation therapy, CyberKnife, and
infusion therapy. Each of these three services are being “relocated” from Elmhurst
Memorial Healthcare’s Berteau Avenue campus, with no changes in the service
population of any of the programs anticipated to occur; and as documented below, the
programs will primarily serve area residents. As a result, the applicants do not anticipate
that the proposed Cancer Center will have any substantial adverse impact on any other

area provider.

Patient Origin
The patient origin of the radiation therapy and infusion therapy programs will be
very similar to that of the hospital as a whole. The table below presents the hospital’s

patient origin for the 12-month period ending June 30, 2010, and is representative of the

anticipated patient origin of these two programs.
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ZiPCode
60126
60181
60148
60101
601086
60184
80191
60162
60131
60163
60139
60104
60523
60154
60160
680137
60108

Community
Elmhurst
Villa Park
Lombard
Addisan
Bensenville
Northlake
Wood Dzle
Hillside
Franklin Park
Berkeley
Glendale Heights
Bellwood
Oak Brook
Westchester
Melrose Park
Glan Ellyn
Bloomingdale
other, < 1.00%
TOTAL

YE 6/30/11

Admissions % of Total

3,120
1,380
1,405
1,406
1,285
1,121
353
318
349
314
231
223
177
192
239
162
196
3,277
16,748

19.81%
B.76%
892%
B8.93%
B.16%
7.12%
2.24%
2.02%
2.22%
1.99%
1.47%
1.42%
1.12%
1.22%
1.52%
1.03%
1.24%

20.81%

Cum%
19.81%
28.58%
37.50%
46.42%
54.58%
61.70%
63.94%
65.96%
68.18%
70.17%
71.64%
73.06%
74.18%
75.40%
76.92%
77.95%
79.19%

100.00%

Alternatively, because of the relative rarity of the hospital’s CyberKnife program,

the patient origin for this program (which has a much smaller volume than the other two

programs) covers a broader area, consisting of much of the metropolitan area. IDPH data

identifies only five hospitals as having CyberKnife programs in Hlinois. Those hospitals,

1n addition to EMH are: Northwest Community Hospital, Advocate Bromenn Medical

Center, Christ Medical Center, and Adventist Hinsdale Hospital (contracted service). As

a result of this limited availability of this modality, EMH’s CyberKnife program has a

broader service area than that of the hospital, as a whole. The table below identifies

EMH’s CyberKnife program’s patient origin for the 12-month period ending June 30,

2011. No appreciable changes are anticipated over the next three years,

£33
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Of note 1s the fact that Elmhurst, Villa Park, Lombard and Addison, are the
largest contributors of patients to the hospital as a whole, as well as to the CyberKnife
program. However, while these four communities account for over 46% of the hospital’s
patients, they account for less than 18% of the CyberKnife program’s patients. This
disparity confirms that the CyberKnife program’s patient base or service population is

much broader than that of the hospital as a whole.

YE &/30/11
ZIPCode Community Patients % of Total Cum %
60126 Elmhurst 17 7.73% 7.73%
60148 Lombard 10 4.55% 12.27%
60101 Addison 6 2.73% 15.00%
60181 Villa Park 6 2.73% 17.73%
60106 Bensenvilie 5 2.27% 20.00%
60137 Glen Ellyn 5 2.27% 22.27%
60185 West Chicago 5 227% 24.55%
60139 Glendale Heights 4 1.82% 26.36%
60160 Melrose Park 4 1.82% 28.18%
60103 Bartlett 3 1.36% 28.55%
60108 Bloemingdale 3 1.36% 30.91%
60119 Elburn 3 1.36% 32.27%
60164 Northlake 3 1.36% 33.64%
80188 Carol Stream 3 1.36% 35.00%
60515 Broadview 3 1.36% 36.36%
60546 Riverside 3 1.36% 37.73%
60555 Warrenville 3 1.36% 39.09%
0558 Western Springs 3 1.36% 40.45%
80638 Chicago 3 1.36% 41.82%
60804 Cicero 3 1.36% 43.18%
< 1% of patients 125 56.82% 100.00%
220
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Demand for Services

1. Radiation Therapy

Following a number of years of steady growth, the radiation therapy
program located on the Berteau Campus experienced a 4.9% decrease in utilization over
the past two calendar years, due in part to the use of CyberKnife program, which was
initiated in 2009, and has drawn some patients from the radiation therapy program.
Growth in the usage of the radiation therapy program is anticipated to return with the
opening of the proposed Cancer Center on the hospital’s new campus, and future growth
is anticipated to be driven, tn part by demographic changes in the hospital’s service

population, and in part by the offering of a contemporary Cancer Center.

Increases in the 65+ age group of the program’s service population are projected
to continue through the planning horizon of this project at an annualized rate of 2.8%;
and an annualized growth rate of 4% has been used to incorporate the effect of the new
Cancer Center. Therefore, 7,317 treatments are projected during the first calendar year

following the project’s completion, with 7,607 treatments during the subsequent year.

2. CyberKnife

A CyberKnife is a robotic radiosurgery system that delivers high dose
radiation to tumors located anywhere in the body. EMH imitiated this service in late 2009
through CyberKnife Center of Chicago, LLC, a joint venture. The equipment associated
with the program will be relocated from EMHC’s Berteau Avenue campus to the

proposed Cancer Center. During the first two full years of operation (FY2010 and
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FY2011), an average of 244 patients were treated per year, with an average of 4.25
treatments per patient (944 per year). For planning purposes, utilization is projected to

remain constant at that level, through the second year following the project’s completion.

3. Infusion Therapy

Infusion therapy services are provided at all of the area hogpitals, as well
as in the offices of many oncologists and internists, and through investor-owned ventures.
Elmhurst Memorial Healthcare is currently providing infusion therapy services in an
outpatient building on the main hospital campus, in the hospital, on an outpatient basis on
its Berteau Avenue campus, and in an outpatient facility in Lombard. Outpatient infusion
therapy services in the past had been provided in Winfield and were consolidated into the
other program locations during the past year. Upon the opening of the proposed Cancer
Center, the three outpatient programs will be consolidated into the new setting. The
table below identifies the historical utilization of infusion therapy services provided by
EMHC. A 2% increase in the number of treatments provided was experienced in from
FY2009 to FY2010, and a 6% decrease occurred between FY2010 and FY2011. The
decrease is primarily attributable to the retirement of a medical oncologist that regularly

referred patients to EMHC’s infusion therapy program.

FY09 FY10 FY11
Patients 1,559 1,594 1,466
Treatments 10,828 11,041 10,354

G ¢
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In addition to the utilization identified above, a local oncologist, Dr. Marilyn
Evrard, left a relationship with U.S. Oncology in late 2011, and joined an EMHC-
affiliated oncology practice. Due to contractual limitations, Dr. Evrard has an office
outside of the service area and is not able to directly refer patients to an EMHC infusion
therapy program until late 2012. Dr. Evrard has, however, since she left U.S. Oncology,
been referring patients to other physicians with active staff privileges at EMH, and those
patients have, in turn, received infusion therapy through the EMH services. Dr. Evrard
has referred approximately 90 of those patients per month requiring infusion therapy
since November 2011. As such, those patients were referred following the end of FY
2011. Well before the proposed Cancer Center 1s open, Dr. Evrard plans to relocate her
office within the EMH service area and begin referring her patients to the EMHC
programs, directly. For purposes of projecting utiization, Dr. Evrard’s referral volume
has been discounted by 20%, to 864 patient referrals a vear, and added to the FY 2011
volume in the table above, resulting in a base-year volume of 2,330 (1,466+864) patients
and 16,450 treatments (7.06 treatments per patient). A letter from Dr. Evrz_ird, addressing

her practice intents, is attached.

The applicant’s evaluation of the providers of infusion therapy services in the area
suggests that the number of providers will not likely increase over the next three years,
Therefore, and in order to ensure conservative projections, the only variable used in
projecting utilization of infusion therapy services at the proposed Cancer Center, is the
projected 2.8% annual increase in the area’s 65+ population group. Holding the

treatment per patient rate constant at the 7.06 treatments per patient experienced in FY
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2011, and 2.25 hours per treatment, 39,114 treatment hours are projected for 2014 and
40,209 treatment hours are projected for the second full year following the Cancer

Center’s opening.

Twenty-four infusion therapy stations will be provided, and the service is
anticipated to be in operation 255 days-a-year. As a result, an 80% utilization rate is
projected for the first fuli year of operation, and an 82% utilization rate 1s projected

during the subsequent year.
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-8 Eimhurst Memorial
by Hematoiogy Cncelegy Associates

a

February 15, 2012

Illimois Health Facilities and
~ Services Review Board
Springfield, IL

To Whom [t May Concern:

This {etter is being provided in support of Elmhurst Memorial Healthcare’s proposal to develop a
cancer center on the campus of Elmhurst Memorial Hospital; I am in full support of those plans.

I am a Board Certified medical oncologist, and I have practiced medicine in the western suburbs
since 1984. 1became a member of the active Medical Staff of Eilmhurst Memorial Hospital in
1984 and maintained that status through 2011. Effective November 2011, 1 left a group practice
that I had been 2 member of since 2001. As a term of my leaving that practice, I agreed not to
actively practice medicine within a specified geographic area for a period of twelve months.
That restriction caused me to temporarily relinquish my active staff privileges at Elmhurst
Memorial Hospital. It is my absolute intention to be reinstated to active staff status at Elmhurst
Memorial Hospital as of December 1, 2012.

I do not provide infusion therapy services in my current office. When patients require such
treatment I refer them to physicians with active staff privileges at EMH. Since December 2011,
I have been referring approximately ninety patients a month to physicians with active staff
privileges at EMH, for the purpose of those patients receiving infusion therapy services at EMH.
This referral volume is consistent with the number of patients that I have directly referred to
other infusion therapy programs in recent years, and the number of patients that I anticipate
directly referring to EMH’s infusion therapy program in the future.

Sincerely,

Marilyn L. Evrard, MD

2560 Foxfield Road, Suite 180 St Charles, IL60174 Phene (331) 2211890 Fax (331) 22 AFFACHMENT 37b
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Audited Financial Statements for Eimhurst Memorial Healthcare
have been provided with Application # 12-006

ATTACHMENT 39

7(7



—& Elmhurst Memorial

Healthcare

February 24, 2012

[llinois Health Facilities

and Services Review Board
525 West Jefferson
Springfield, IL

To Whom It May Concern:

Please be advised that the proposed project to develop a cancer center on the Elmhurst
Memorial Hospital campus will be funded entirely with cash and equivalents.

Sincerely,

1 (2D

W. Peter Daniels
President & CEQ

SUBSCRIBED AND SWORN TO BEFORE ME
THISQ4m DAY OF Heae ooy 2012

Qe 00 _dasseda

NOTARY PUBLIC

Official Seal
Nicole M Vassoio

; Natary Public State of (linois

* My Commission Expires 04/04/2012

ATTACHMENT 42A
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COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE

Department A | B c | D | E | F G H Total
{list below} CostiSq. Foot Gross Sg. Ft. Gross Sq. Ft. Const. $ Mod. $ Costs
New Maod. New Circ. Maod. Circ. (A xC} {B x E) {G +H)
Reviewable
Radiation Therapy| $ 330.01 6,061 3 2,000,186 $ 2,000,186
Med. Oncology ] 23762 10,567 5 2,510,915 % 2,510,915
16,628 | $ 4,511,100 8 4,511,100
contingency| $ 2713 $ 451,110 $ 451,110
Total| § 29B.42 $ 4,862,210 $ 4,952 210
Non-Reviewable
Public Areas $ 253.00 3.851 $ 974,315 $ 974,315
Administrative $ 258.91 1,949 $ 504,610 $ 504,610
Bldg Components | $ 220.00 10,014 $ 2,203,146 b 2,203,146
15,814 $ 3,682,070 $ 3,682,070
contingency| $ 23.28 $ 368,207 $ 368,207
Total $ 4,050,277 3 4,050,277
PROJECT TOTAL 32,442 | $ 9,012,487 | $ 9,012,487

OTh INHWHOVLLY




PROJECTED OPERATING COST and EFFECT OF THE PROJECT ON CAPITAL COSTS

Elmhurst Memorial Hospital

YEAR 2 OF CANCER CENTER OPERATION

Adjusted patient days:

$ 162,494 000

($198,493,000 / 75,992) 62,210
Operating Costs;

salaries & benefits: $189,123,000

supplies: $ 18,768,000

$207,892,000

|Operating Cost per Adjusted Patient Day: $ 3,341.78 |
Capital Costs:

depreciation, amortization, interest: % 33,534,700
[Capital Cost per Adjusted Patient Day: $ 539.08 |
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SAFETY NET STATEMENT

Elmhurst Memorial Hospital and its parent Elmhurst Memorial Healthcare serve
as safety net providers for the residents of eastern DuPage and western Cook Counties,
providing a broad spectrum of medical, surgical, and obstetrical services typically
categorized as both primary and secondary care services. Oncology services are among
the largest programs offered by Elmhurst Memorial Healthcare, with those oncology-
related services typical to a community hospital enhanced by its CyberKnife program,

which is provided at only four other hospitals in Illinois.

The hospital operates with admissions policies that do not discriminate in any
fashion, including ability to pay; and during 2010 7.7% of the patients admitted to EMH
were categorized as “charity care” and another 8.4% were Medicaid recipients. The
proposed cancer center will operate under the same admission criteria currently in place

at the hospital

74/ ATTACHMENT 43




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/Coapplicant Identification including Certificate of Goed
Standing 25
2 | Site Ownership 28
3 | Persans with § percent or greater interest in the licensee must be
identified with the % of ownership. 42
4 | Organizational Relationships (Organizational Chart) Certificate of
Good Standing Ete. 43
5 | Flood Plain Requirerments 44
6 | Historic Preservation Act Requirements 45
7 | Project and Sources of Funds ltemization 46
8 | Obligation Document if required
9 | Cost Space Requirements 47
10 | Discontinuation
11 | Background of the Applicant 48
12 | Purpose of ihe Project 51
13 | Alternatives to the Project 55
14 | Size of the Project 58
15 | Project Service Ufitization 59

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

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 Model

33 | Post Surgical Recovery Care Center

34 | Children's Community-Based Health Care Center
35 | Community-Based Residential Rehabifitation Center
36 | Long Term Acute Care Hospital

37 | Clinical Service Areas Other than Categories of Service 62
38 | Freestanding Emergency Center Medical Services

Financial and Economic Feasibility:
39 | Availability of Funds 70
40 | Financial Waiver
41 | Financial Viability

42 | Economic Feasibility 71
43 | Safety Net impact Statement 23&74
44 | Charity Care Information 24




