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Constantino, Mike

I
From: maryjane.yothment @hklaw.com on behalf of Clare.Ranalli@hklaw.com
Sent: Tuesday, August 07, 2012 12:44 PM
To: Constantino, Mike
Subject: MetroSouth Medical Center
Attachments: Certification Pages.PDF

Per our discussion.

Clare Connor Rznalli { Holland & Knight

Partner

131 South Dearborn Street, 30th Floor | Chicage IL 60603
Phone 312.578.6567| Fax 312.578.6666

clare rgnglii@hklaw.com | www hklaw.com
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****IRS CIRCULAR 230 DISCLOSURE: TO ENSURE COMPLIANCE WITH REQUIREMENTS
IMPOSED BY THE IRS, WE INFORM YOU THAT ANY TAX ADVICE CONTAINED IN THIS
COMMUNICATION (INCLUDING ANY ATTACHMENTS) IS NOT INTENDED OR WRITTEN BY
HOLLAND & KNIGHT LLP TO BE USED, AND CANNOT BE USED, FOR THE PURPOSE OF (I)
AVOIDING TAX-RELATED PENALTIES UNDER THE INTERNAL REVENUE CODE, OR (ll)
PROMOTING, MARKETING, OR RECOMMENDING TO ANOTHER PARTY ANY TAX-RELATED
MATTER HEREIN.**** ;

NOTE: This e-mail is from & law firm, Holland & Knight LLP {"HBK™, and is intended solely for the use of the individual(s) to whom it is
addressed. If you believe you received this e-mail in error, please notify the sender immediately, delete the e-mail from your computer and
do not copy or disclose it to anyone else. If you are not an existing client of H&K, do not construe anything in this e-mail te make you a client
unless it contains a specific statement to that effect and do not disclose anything to H&K in reply that you expect it to hold in confidence. If
you properly received this e-mail as a client, co-counsel or retained expernt of HE&K, you should maintain its contents in confidence in order to
preserve the attorney-client or work product privilege that may be available to protect confidentiality.




Holland & Knight

131 South Dearporn Street | Chicago, IL 80603 | T 312 2833600 | F 312.575.6666
Holland & Knight LLP | www.hklaw.com

Clare Conner Rapalli
{312) 578-6567
¢lare.ranalli@hklaw.com

August 7, 2012

Vig UPS

Mike Constantino

Supervisor - Project Review

Health Facilities & Scrvice Review Board
525 W. Jetferson St., 2nd Floor
Springfield, 1L 62761

Re: MetroSouth Medical Center
Application to Establish AMI Category of Service

Dear Mr. Constantino:

Per our conversation, enclosed are the Certification pages to the above Application for
MectroSouth Mcdical Centcr.

Please fecl free to call me with any questions.

HOLLAND & KNIGHT LLP
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are ConnoF Ranalli

CCR:mjy
Enclosures

cC. James Ravome
Enrique Beckmann, M.D.

Alianta | Boston | Chicago | Fonl Lauderdale | Jacksonville | Lakeland | Los Angetes | Miami | New York | Northern Virginia | Orlando
Portland | San Francisco § Tallahassee } Tampa | Washington, 0.C. | West Paim Beach
H11443303 vi




ILLINQIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT ~ May 2010 Editian

CERTIFICATION

The apphication must be signed by the authorized representative(s) of the applicant entity. The autherized
represemtative(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 limlted 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 parthership, two of its general partners (or the sole general pariner, when two or maore
general partners do not exist);

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

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

This Application for Permit i5 filed on behalf of _Stue Island Hospital Company, LLE dba MetroSouth Medical Ctr. *
in accordance with the requirements and procedures of the Illinois Health Facilitles Planning Act.
The undersigned certifies that he or she has the authority 1o execute and file this application for
permit on behalf of the applicant entity. The undersigned further certifles that the data and
information provided herein, and appended hereto, are complete and correct to the bast of his or
her knowledge and bellef. The undersigned also certifies that the permit application fee required
for this application, is sent herew * will be paid upon reguest.

5 o 01/

SIGNATURE SIGNATURE
Martin G. Schweinhart _Rachel A, Sejfert
PRINTED NAME PRINTED MAME
President X ve Vi ary
PRINTED TITLE PRINTED TITLE
Notarization; Notarization:

Subseriged and swagrn to before me Subsc;iied and sworp to before me
this{>_ day of MAM this &% __ day of -%;gj‘ 012

Si‘{jn ature of Nolary

Seal

“aoe 14




ILLINQIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT — May 2010 Edition

CERTIFICATION

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

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

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

o inthe case of a partnership, two of Its general partners {or the sole general partner, when twec or more
general pariners do not axist);

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

@ in the case of a sole proprietor, the individual that Is the proprictor.

This Application for Permit is filed on behalf of Community Health Systems, Inc, *

in accordance with the requirements and procedures of the Illinois Health Facllities 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 undersighed further certifles that the data and
information provided herein, and appe ereto, are complete and correct to the best of his or
her knowledge and belief, The u ned atso certifies that the permit application fee required
i or will be paid upen requgst.

SIGNATURE SIGNI):TURE
Martin G, Schweinhart _Rache! A Seiferl
PRINTED NAME PRINTED NAME
2envior Vi
resident = ik i nd Secretary L.
PRINTED TITLE PRINTED TITLE

Notarization: Notarization:

Subsgii d and swogn to belpre me Subscr bcd and s to before me

this (&~ day of Au_ég@‘i this {3 day of _%Mdﬂr '.'1..-»*E
Y ng

Signa totary - Stgnature of Notary

Seal

Seal

OF
TENNESSEE
NOTARY

pPUBLIC
name of

*Insert EXAC

LT P m——y
Yson G

My Comm. Expires
Septembe 27, 2015
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