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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BMC E ' VE ‘

APPLICATION FOR PERMIT

; - _ _MAY 1 3 2016
SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION

HEALTH FACILITIES &

This Section must be completed for all projects. SERVICES REVIEW BOARD

Facility/Project Identification

Facility Name: Dialysis Care Center Oak Lawn

Street Address: 9115 S Cicero Ave, STE 300

City and Zip Code: Oak Lawn, IL, 60453

County: Cook Health Service Area 7 Health Planning Area: 7

Applicant Identification
[Provide for each Applicant [refer to Part 1130.220].

Exact Legal Name: Dialysis Care Center Oak Lawn, LLC.
Address:15786 S Bell Rd , Homer Glen, IL, 60491

Name of Registered Agent: Harvard Business Services, Inc.
Name of Chief Executive Officer: Morufu O Alausa M.D.
CEO Address:15786 S Bell Rd, Homer Glen, IL 60491
Telephone Number:630-697-1414

Type of Ownership of Applicant

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

X7

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

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

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

| APPEND DOCUMENTATION AS ATTACHMENT-1 IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. N
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Co-Applicant Identification
Provide for each co-applicant [refer to Part 1130.220].

Exact Legal Name: Dialysis Care Center Holdings LLC

Address: 15786 S Bell Rd , Homer Glen, IL, 60491

Name of Registered Agent; Harvard Business Services, Inc.

Name of Chief Executive Officer: Morufu O Alausa M.D.

CEO Address: 15786 S Bell Rd, Homer Glen, IL 60491

Telephone Number: 630-697-1414

Type of Ownership of /Co-Applicant

A
U Non-profit Corporation U Partnership
U For-profit Corporation U Governmental
X Limited Liability Company U Sole Proprietorship U Other

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

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

Primary Contact
[Person to receive ALL correspondence or inquiries)

Name: Asim Shazzad

Title: Administrator

Company Name: Dialysis Care Center

Address: 15786 S Bell Rd , Homer Glen, IL, 60491

Telephone Number:630-965-9007

E-mail Address: shazzad@kidneycares.com

Fax Number:708-645-1001

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

Name: Morufu Alausa M.D

Title: CEO

Company Name: Dialysis Care Center

Address: 15786 S Bell Rd , Homer Glen, IL, 60491

Telephone Number:630-697-1414

E-mail Address: talausa@kidneycares.com

Fax Number:708-645-1001
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Post Permit Contact
[Person to receive all correspondence subsequent to permit issuance-THIS PERSON MUST BE

EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS DEFINED AT 20 ILCS 3960

Name: Asim Shazzad

Title: Administrator

Company Name: Dialysis Care Center

Address: 15786 S Bell Rd , Homer Glen, IL, 60491

Telephone Number: 630-965-9007

E-mail Address: shazzad@kidneycares.com

Fax Number:708-645-1001

Site Ownership
Provide this information for each applicable site]

Exact Legal Name of Site Owner: Ali Kutom as Trustee of trust #16701

Address of Site Owner: C/O Network Property Management, 7820 Graphics Dr. Tinley Park,
IL, 60477

Street Address or Legal Description of Site: 9115 S Cicero Ave, STE 300, Oak Lawn, IL, 60453

(See LOI and draft lease for Legal Description of site)

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

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

Exact Legal Name: Dialysis Care Center Oak Lawn, LLC

Address: 15786 S Bell Rd, Homer Glen, IL 60491

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

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

Standing.

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

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

of ownership.

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

Organizational Relationships

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

APPEND DOCUMENTATION AS ATTACHMENT-4, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

>
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Flood Plain Requirements
Refer to application instructions.]

Provide documentation that the project complies with the requirements of lllinois Executive Order #2005-
5 pertaining to construction activities in special flood hazard areas. As part of
the flood plain requirements please provide a map of the proposed project location showing any
identified floodplain areas. Floodplain maps c¢an beprinted 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 lllinois Executive Order #2005-5

(http://www.hfsrb.illinois.gov). o .

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

Historic Resources Preservation Act Requirements

Refer to application instructions.]
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 1110 Classification:

X Substantive

Il Non-substantive
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2, Narrative Description

Provide in the space below, a brief narrative description of the project. Explain WHAT is to be done in State
Board defined terms, NOT WHY 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-
substantive.

Dialysis Care Center Oak Lawn, LLC proposes to establish a 11 station in center hemodialysis (ESRD)
facility to be located at 9115 S Cicero Ave, STE 300, Oak Lawn, IL, 60453.

The proposed facility is to be in a leased space in a location which was being operated as an ESRD
facility but was scheduled to be discontinued as approved by the board on project 14-024. The utilization
of this existing space will allow the applicants to establish this new facility at a dramatically lower cost
than building a new facility in its entirety thereby making a much more effective use of healthcare
expenditures.

Dialysis Care Center Oak Lawn, LLC will be in HSA 7, as of March, 30, 2016 station inventory there
is a determined need for 57 additional stations in this HSA

The applicants believe that this is a “substantive” project since it constitutes the establishment of service
as defined by Administrative Code.
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Project Costs and Sources of Funds

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

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

equal.

Project Costs and Sources of Funds

USE OF FUNDS

CLINICAL

NONCLINICAL

TOTAL

Preplanning Costs

Site Survey and Soil Investigation

Site Preparation

Off Site Work

New Construction Contracts

Modernization Contracts

$120,000

$120,000

Contingencies

$10,000

$10,000

Architectural/Engineering Fees

Consulting and Other Fees

Movable or Other Equipment (not in construction
contracts)

$350,000

$350,000

Bond Issuance Expense (project related)

Net Interest Expense During Construction (project
related)

Fair Market Value of Leased Space or Equipment

$282,000

$282,000

Other Costs To Be Capitalized

Acquisition of Building or Other Property (excluding
land}

TOTAL USES OF FUNDS

$762,000

$762,000

SOURCE OF FUNDS

CLINICAL

NONCLINICAL

TOTAL

Cash and Securities

$480,000

$480,000

Pledges

Gifts and Bequests

Bond Issues (project related)

Mortgages

Leases (fair market value)

$282,000

$282,000

Governmental Appropriations

Grants

Other Funds and Sources

TOTAL SOURCES OF FUNDS

$762,000

$762,000

NOTE: ITEMIZATION OF EACH LINE [TEM MUST BE PROVIDED AT ATTACHMENT-7, IN NUMERIC SEQUENTIAL ORDER AFTER

THE LAST PAGE OF THE APPLICATION FORM.
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Related Project Costs

Provide the following information, as applicable, with respect to any land related to the project that will

be or has been acquired during the last two calendar years:

Land acquisition is related to project []Yes X No
Purchase Price:  $
Fair Market Value: $

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

X Yes [] No
If yes, provide the dollar amount of all non-capitalized operating start-up costs (including
operating deficits) through the first full fiscal year when the project achieves or exceeds the
target utilization specified in Part 1100.

Estimated start-up costs and operating deficit costis $§ _ 25,000

Project Status and Completion Schedules

For facilities in which prior permits have been issued please provide the permit numbers.

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

Anticipated project completion date (refer to Part 1130.140): 6/31/2017

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 obligation will occur after permit issuance.

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

State Agency Submittals

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

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

being deemed incomplete.
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Cost Space Requirements

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

Gross Square Feet

That Is:

Amount of Proposed Total Gross Square Feet

Dept. / Area

Cost

Existing | Proposed

New
Const.

Modernized

As ls

Vacated
Space

REVIEWABLE

Medical Surgical

Intensive Care

Diagnostic
Radiology

MRI

Total Clinical

NON
REVIEWABLE

Administrative

Parking

Gift Shop

Total Non-clinical

TOTAL

APPEND DOCUMENTATION AS ATTACHMENT-9, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

APPLICATION FORM.
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Facility Bed Capacity and Utilization

Section Not Applicable

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 observation days in the patient day totals
for each bed service. Any bed capacity discrepancy from the Inventory will result in the application being

deemed incomplete.

FACILITY NAME:

CITY:

REPORTING PERIOD DATES:

From:

to:

Category of Service

Authorized
Beds

Admissions

Patient Days

Bed
Changes

Proposed
Beds

Medical/Surgical

Obstetrics

Pediatrics

Intensive Care

Comprehensive Physical
Rehabilitation

Acute/Chronic Mental lliness

Neonatal Intensive Care

General Long Term Care

Specialized Long Term Care

Long Term Acute Care

Other ((identify)

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

o inthe case of a limited liability company, any two of its managers or members (or the sole
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 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 Dialysis Care Center Oak Lawn, LLC *

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

Ciue. oo

SIGNATURE SIGNATURE

Morufu O Alausa MD Mohdmmad S Shafi MD

PRINTED NAME PRINTED NAME

CEO /President Vice president

PRINTED TITLE PRINTED TITLE

Notarization: Notarization:

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

this 1/ *"day of A\LL 20l this day of
m [N, N

otary

Signature of Notary [

OFFICIAL SEAL
JESSICA L MACIASS2!
Notary Public - State of iliinois
_ My Commission Expires Jul 23, 2017
*Insert EXACT legal name of the agh

e e am

Seal

10
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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 partner, 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 filed on the behalf Dialysis Care Center Holdings, LLC

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

G Ao

SIGNATURE ‘ SIGNATURE——"

Morufu O Alausa M.D. Mo ammad S Shafi MD

PRINTED NAME PRINTED NAME

CEO / President Vice President

PRINTED TITLE PRINTED TITLE

Notarization: Notarization:

Subscnp\z\ and sworn to before me Subscribed and sworn to before me
this _} ™" day of _ MAy, 2012 this day of

)

Seal

*Insert EXACT legal name of

Signature of Notary ——/

v

OFFICIAL SEAL
JEBSICA L MACIAS Seal

Notary Public - State of ilinols
My Commission Expires Jul 23, 2017
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SECTION Il. DISCONTINUATION

Section Not Applicable

This Section is applicable to any project that involves discontinuation of a health care facility or a category
of service. NOTE: If the project is solely for discontinuation and if there is no project cost, the remaining
Sections of the application are not applicable.

Criterion 1110.130 - Discontinuation

READ THE REVIEW CRITERION and provide the following information:

1.

2.

GENERAL INFORMATION REQUIREMENTS

Identify the categories of service and the number of beds, if any that is to be discontinued.
Identify all of the other clinical services that are to be discontinued.

Provide the anticipated date of discontinuation for each identified service or for the entire facility.
Provide the anticipated use of the physical plant and equipment after the discontinuation occurs.

Provide the anticipated disposition and location of all medical records pertaining to the services
being discontinued, and the length of time the records will be maintained.

For applications involving the discontinuation of an entire facility, certification by an authorized
representative that all questionnaires and data required by HFSRB or DPH (e.g., annual
questionnaires, capital expenditures surveys, etc.) will be provided through the date of
discontinuation, and that the required information will be submitted no later than 60 days following
the date of discontinuation.

REASONS FOR DISCONTINUATION

The applicant shall state the reasons for discontinuation and provide data that verifies the need for the
proposed action. See criterion 1110.130(b) for examples.

IMPACT ON ACCESS
1. Document that the discontinuation of each service or of the entire facility will not have an adverse
effect upon access to care for residents of the facility’s market area.
2. Document that a written request for an impact statement was received by all existing or approved
health care facilities (that provide the same services as those being discontinued) located within
45 minutes travel time of the applicant facility.
3. Provide copies of impact statements received from other resources or health care facilities

located within 45 minutes travel time, that indicate the extent to which the applicant’s workload
will be absorbed without conditions, limitations or discrimination.

APPEND DOCUMENTATION AS ATTACHMENT-10, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. "
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SECTION lll - BACKGROUND, PURPOSE OF THE PROJECT, AND ALTERNATIVES -
INFORMATION REQUIREMENTS

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

costs.

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

READ THE REVIEW CRITERION and provide the following required information:

1.

BACKGROUND OF APPLICANT

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

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

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

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

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

1.

PURPOSE OF PROJECT

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

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

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

Cite the sources of the information provided as documentation.

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

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.

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

Page l 6




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

ALTERNATIVES

1) Identify ALL of the alternatives to the proposed project:

Alternative options must include:

A) Proposing a project of greater or lesser scope and cost;

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

C) Utilizing other health care resources that are available to serve all or a portion
of the population proposed to be served by the project; and

D) Provide the reasons why the chosen alternative was selected.

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

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

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

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

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

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

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

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

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

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

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

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

APPEND DOCUMENTATION AS ATTACHMENT-14, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

PROJECT SERVICES UTILIZATION:

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

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

provided.

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

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

APPEND DOCUMENTATION AS ATTACHMENT-15, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE.
APPLICATION FORM.
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G. Criterion 1110.1430 - In-Center Hemodialysis
1. Applicants proposing to establish, expand and/or modernize In-Center Hemodialysis
must submit the following information:
2. Indicate station capacity changes by Service: Indicate # of stations changed by
action(s):

Category of Service

X In-Center Hemodialysis

# Existing
Stations

# Proposed

Stations

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

APPLICABLE REVIEW CRITERIA

Establish

Expand

Modernize

1110.1430(b)(1) - Planning Area Need - 77 lll. Adm. Code 1100

(formula calculation)

X

1110.1430(b)(2) - Planning Area Need - Service to Planning Area

Residents

X

1110.1430(b)(3) -

Pianning Area Need - Service Demand -

Establishment of Category of Service

1110.1430(b)(4) -

Planning Area Need - Service Demand -
Expansion of Existing Category of Service

1110.1430(b)(5) -

Planning Area Need - Service Accessibility

1110.1430(c)(1) -

Unnecessary Duplication of Services

1110.1430(c)(2) -

Maldistribution

1110.1430(c)(3) -

Impact of Project on Other Area Providers

x| x| X| X

1110.1430(d)(1) -

Deteriorated Facilities

1110.1430(d)(2) -

Documentation

1110.1430(d)(3) -

Documentation Related to Cited Problems

1110.1430(e) -

Staffing Availability

1110.1430(f) -

Support Services

1110.1430(g) -

Minimum Number of Stations

1110.1430(h) -

Continuity of Care

1110.1430() -

Assurances

x| X| X X| X

X

X

APPEND DOCUMENTATION AS ATTACHMENT-26, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST

PAGE OF THE APPLICATION FORM.

4.

Projects for relocation of a facility from one location in a planning area to another in the
same planning area must address the requirements listed in subsection (a)(1) for the

“Establishment of Services or Facilities”, as well as the requirements in Section 1110.130 -
“Discontinuation” and subsection 1110.1430(i) - “Relocation of Facilities”.
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VIIl. - 1120.120 - Availability of Funds

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

a) Cash and Securities - statements (e.g., audited financial statements, letters from financial
$480.000 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 availability of such funds; and

2) interest to be earned on depreciation account funds or to be earned on any
asset from the date of applicant's submission through project completion;

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

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

d) Debt - a statement of the estimated terms and conditions (including the debt time period,
_ NA_ variable or permanent interest rates over the debt time period, and the anticipated repayment

schedule) for any interim and for the permanent financing proposed to fund the project, including:

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

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

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

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

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

e) Governmental Appropriations - a copy of the appropriation Act or ordinance accompanied by a
__NA_ statement of funding availability from an official of the governmental unit. If funds are to be made
available from subsequent fiscal years, a copy of a resolution or other action of the governmental
unit attesting to this intent;

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

g) All Other Funds and Sources - verification of the amount and type of any other funds that will be
$282,000 used for the project. FMV of Leases
$762,000 TOTAL FUNDS AVAILABLE

APPEND DOCUMENTATION AS ATTACHMENT-36, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF
THE APPLICATION FORM. ‘ ‘
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IX. 1120.130 - Financial Viability

Section Not Applicable-NO Debt to be used

)

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

Financial Viability Waiver

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

1. “A” Bond rating or better

2. All of the projects capital expenditures are completely funded through internal sources

3. The applicant’s current debt financing or projected debt financing is insured or anticipated to be
insured by MBIA (Municipal Bond Insurance Association Inc.) or equivalent

4. 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-37, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM.

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

Historical | Projected
3Years . .
Enter Historical and/or Projected
Years:
Current Ratio APPLICANT MEETS THE FININCIAL VIALBILITY WAIVER
) CRITERIA IN THAT ALL OF THE PROJECTS CAPITAL
Net Margin Percentage EXPENDITURES ARE COMPLETELY FUNDED THROUGH
. INTERNAL SOURCES, THEREFORE NO RATIOS ARE
Percent Debt to Total Capitalization PROVIDED.
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 38, IN NUMERICAL ORDER AFTER THE LAST PAGE OF
THE APPLICATION FORM.
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X. 1120.140 - Economic Feasibility

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

A. Reasonableness of Financing Arrangements

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

1)

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

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

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

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

B. Conditions of Debt Financing — Section Not applicable to Debt to be used

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

1)

2)

3)

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

That the selected form of debt financing will not be at the lowest net cost available, but
is more advantageous due to such 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 and/or modernization using the
following format (insert after this page).

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

Page l q




| * Include the percentage (%) of space for circulation

D. Projected Operating Costs

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

E. Total Effect of the Project on Capital Costs

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

APPEND DOCUMENTATION AS ATTACHMENT -39, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE |
APPLICATION FORM.

XL Safety Net Impact Statement

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

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

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

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

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

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

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

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

A table in the following format must be provided as part of Attachment 40.

Safety Net Information per PA 96-0031

CHARITY CARE
Charity (# of patients) Year Year Year
Inpatient
Qutpatient
Total

Charity {cost In dollars)

inpatient

Outpatient

Total

Page QO




MEDICAID
Medicaid (# of patients) Year Year Year
Inpatient
Outpatient
Total
Medicaid (revenue)
Inpatient
Outpatient
Total

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

XIl. Charity Care Information

Charity Care information MUST be furnished for ALL projects.

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

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

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

Charity care” means care provided by a health care facility for which the provider does not 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 41.

CHARITY CARE

Year Year Year

Net Patient Revenue

Amount of Charity Care (charges)
Cost of Charity Care

APPEND DOCUMENTATION AS ATTACHMENT-41, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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Section 1, Identification, General Information, and certification

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

Exact Legal Name: Dialysis Care Center Oak Lawn, LLC.

Address:15786 S Bell Rd , Homer Glen, IL, 60491

Name of Registered Agent; Harvard Business Services, Inc.

Name of Chief Executive Officer: Morufu QO Alausa M.D.

CEO Address:15786 S Bell Rd, Homer Glen, IL 60491

Telephone Number:630-697-1414

Type of Ownership of Applicant

[
[l
X

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

Corporations and limited liability companies must provide an Illinois certificate of good
standing.

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

Applicant Identification
Attachment 1




File Number 0578229-5

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that
DIALYSIS CARE CENTER OAK LAWN LLC, A DELAWARE LIMITED LIABILITY
COMPANY HAVING OBTAINED ADMISSION TO TRANSACT BUSINESS IN ILLINOIS ON
MAY 04,2016, 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.

InTestimony Whereof, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 4TH

day of MAY A.D. 2016

> i .‘.“ i
’
Authentication #: 1612503578 verifiable until 05/04/2017 M

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

SECRETARY OF STATE

Applicant Certificate of Good standing
Attachment 1
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Co-Applicant Identification

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

Exact Legal Name: Dialysis Care Center Holdings LLC

Address: 15786 S Bell Rd , Homer Glen, IL, 60491

Name of Registered Agent: Harvard Business Services, Inc.

Name of Chief Executive Officer: Morufu O Alausa M.D.

CEO Address: 15786 S Bell Rd, Homer Glen, IL 60491

Telephone Number: 630-697-1414

Type of Ownership of /Co-Applicant

L]
B
[l

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

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

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

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

CO- Applicant Identification
Attachment -1




File Number 0578210-4

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that

DIALYSIS CARE CENTER HOLDINGS LLC, A DELAWARE LIMITED LIABILITY
COMPANY HAVING OBTAINED ADMISSION TO TRANSACT BUSINESS IN ILLINOIS ON
MAY 03, 2016, 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 4TH

day of MAY A.D. 2016

‘1 X X no
- I'd
Authentication #: 1612503588 verifiable until 05/04/2017 _W—e/ W

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

SECRETARY OF STATE

CO- Applicant Certificate of good standing
Attachment -1
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Section 1, Identification, General Information, and certification

Site Ownership

Site Ownership

Provide this information for each applicable site]

Exact Legal Name of Site Owner: Ali Kutom as Trustee of trust #16701

Address of Site Owner: C/O Network Property Management, 7820 Graphics Dr. Tinley Park,
IL, 60477

Street Address or Legal Description of Site: 9115 S Cicero Ave, STE 300, Oak Lawn, IL, 60453

The letter of intent between Network commercial RE, LLC (as agent for owner Ali Kutom as Trustee of
trust #16701) and Dialysis Care Center Oak Lawn, LLC to lease the facility at 9115 S Cicero Ave, STE
300, Oak Lawn, IL 60453 is attached. In addition a draft of the lease is attached.

Attachment 2

Site Owner
Attachment -2
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Aﬁ Arthur J. Rogers & Co.

www.arthurjrogers.com

May 9, 2016

Ms. Tammy Spilis

Network Commercial RE, LLC

7820 Graphics Dr.
Tinley Park, IL 60477

RE: 9115 S. Cicero Ave.

Oak Lawn, IL

Dear Tammy,

Salese Managementel_easingeConstruction

Via Email: tammy@networkregroup.com

On Behalf of Dialysis Care Center Oak Lawn, we have been authorized to submit for your review the following
letter of intent outlining the general terms and conditions in which to Lease the premises:

Landlord:

Tenant:
Premises:

Use:

Primary Lease Term:

Possession Date:

CON Contingency:

Base Rental Rate:

Rent Commencement Date:

Escalation:

Option Periods:

CAM:

Individual

Membership AIRE

1559 Flmhurst Road .

Elk Grove Village, IL 60007-6452 .

Ali Kutom as Trustee of Trust #16701
9115 S. Cicero Ave, Oak Lawn, IL 60453
C/O NPM

7820 Graphics Dr., Tinley Park, IL 60477

Dialysis Care Center Oak Lawn

Approximately 4,000 rentable square feet located at 9115 S Cicero Ave.
The Premises shall be used for the operation of a dialysis facility and related
medical/administrative offices. Tenant may operate on the premises, at
tenant’s option, on a seven (7) days a week, twenty-four (24) hours a day
basis, subject to zoning and other regulatory requirements.

An initial lease term of Five (5) years, five (5) months from rent
commencement.

September 1, 2016 (Upon CON awarded by the lllinois State Board per the
May 20™ application date, see attached schedule).

Lease is contingent upon tenant receiving a CON (Certificate of Need)
awarded by the State of lllinois per the application date of May 20, 2016, per
the attached State of lllinois schedule.

$12.00 psf NNN

Tenant shall have sixty (60) days from possession to complete the tenant
improvements, rent to commence thereafter (Nov. 1).

3% increases compounded annually.

Two (2), three (3) year options to renew. Tenant shall provide to Landlord a
ninety (90) day prior written notice of its desire to exercise each option.

Tenant shall be responsnble for the|r proportlonate share of CAM of $3.64 psf

BOMA

SUBURRAA®™ il
CHICAGO i

)
s
g
=
@

FAX (847)699-9048

(847) 297-2200 .




May 9, 2016
Page 2 of 5

RE Taxes:

Landlord’s Work:

Demised Premises
Shell and Site:

Contractor for Tenant
Improvements:

HVAC:

Deliveries:

Emergency Generator:

Space Planning/Architectural
And Mechanical Drawings:

Utilities:

Signage:

Parking:

Building Codes:

Assignment/
Subletting:

Individual AI

Membership AIRE
]
1559 Elmhurst Road .

Elk Grove Village, IL 60007-6452 .

Tenant shall be responsible for their proportionate of real estate taxes of
$6.69 psf.

Landlord shall warranty that the roof and mechanicals are in good working
order and shall maintain them throughout the term of the lease. Landlord
shall make the necessary building repairs which shall consist of repair of
brick, paint building’s exterior, all parking lot and sidewalk improvements
(which shall include repair/patch all potholes, sealcoat and stripe). All work
shall be performed prior to rent commencement. Landlord shall offer a net
rent abatement of five (5) months in lieu of T/ allowance to commence after
the sixty (60) day build-out period.

Landlord shall deliver the Premises as is, except for its commitment to
perform (or provide) Landlord Work.

Tenant will hire a contractor and/or subcontractors of their choosing to
complete their tenant improvements utilizing the tenant, allowance. Tenant
shall be responsible for the implementation and management of the tenant
improvement construction and will not be responsible to pay for Landlord’s
project manager, if any.

Equipment as-is. Landlord to maintain pursuant to its Landiord maintenance,
described below.

Tenant requires delivery access to the Premises 24 hours per day, 7 days
per week.

Tenant shall have the right, at its cost, to install an emergency generator to
service the Premises in a location to be mutually agreed upon between the
parties.

Tenant will provide all space planning and architectural and mechanical
drawings required to build out and demolish existing improvement not
needed, the tenant improvements, including construction drawings stamped
by a licensed architect and submitted for approvals and permits. All building
permits shall be the Tenant's responsibility.

Separately metered. Tenant shall be responsible for their electric, gas,
Telephone/internet.

Tenant may install signs, at Tenant's expense, in and on the Premises to the
maximum extent permitted by local law. Landlord will have the right to
approve signage. Landlord’s approval will not be unreasonably withheld.
Landlord will grant Tenant signage space on any monument due the
Premises.

Landlord shall grant Tenant five (5) designated parking spaces plus one (1)
ambulance space in addition to the designated handicap spaces.

Tenant has or will, perform its own building code analysis and acknowledges
the demised premises will be delivered by the Landlord as described herein,
without any repos or warranties regarding current or future codes.

Tenant requires the right to assign or sublet all or a portion of the demised
premises to any subsidiary or affiliate without Landlord’s consent, provided
guarantor remains fully liable under its guaranty. Any other assignment or

213

i A

(847) 297-2200 . FAX (847)699-9048




May 9, 2016
Page 3 of 5

Landlord Maintenance:

Surrender:

Zoning and

Restrictive Covenants:

Elood Plain:

Financing:

Exclusivity:

Environmental:

Individual
Membership

1559 Elmhurst Road

subletting will be subject to Landlord’s prior consent, which shall not be
unreasonably withheld or delayed.

Landlord shall, without expense to Tenant, maintain and make all necessary
repairs to the structural portions of the Building to keep the building
structurally sound including, without limitation: foundations, structure, load
bearing walls, exterior walls, roof supports, columns, retaining walls, footings
as well as water mains, gas and sewer lines serving the Premises. Landlord
shall warranty HVAC for the first 18 months of lease term.

With respect to the parking and other exterior areas of the Premises and
subject to reasonable reimbursement by Tenant, Landlord shall perform the
following, pursuant to good and accepted business practices and reasonable
management and administrative fees throughout the term: repainting or
routine tuck-pointing the extenor surfaces of the building when necessary:
repainng, resurfacing, repaving, re-striping, and resealing of the parking
areas: repairing and malntamlng the roof (other than its structure which is
Landlord’s responsnblllty) i

egquipment; repair of all curbing, S|dewalks and directional markers; removal
of snow and ice; landscaping; and provision of adequate lighting during all
hours of darkness that Tenant shall be open for business.

Tenant shall maintain and keep the interior of the Premises, including all
windows and doors, in good repair, free of refuse and rubbish. Tenant shall
return the same at the expiration or termination of the Lease in as good
condition as received by Tenant, ordinary wear and tear, and damage or
destruction by fire, flood, storm, civil commotion or other unavoidable causes
expected. Tenant shall be responsible for maintenance and repair of all
equipment serving the Premises.

At any time prior to the expiration or earlier termination of the Lease, Tenant
may remove any or all the alterations, additions or installations installed by or
on behalf of Tenant, in such a manner as will not substantially injure the
Premises. Tenant agrees to restore the portion of the Premises affected by
Tenant’s removal of such alterations, additions or installations to the same
condition as existed prior to the making of such alterations, additions, or
installations. Upon the expiration or earlier termination of the Lease, Tenant
shall tum over the Premises to Landlord in good condition, ordinary wear and
tear, damage or destruction by fire, flood, storm, civil commotion or other
unavoidable cause excepted. All alterations, additions, or installations not so
removed by Tenant shall become the property of Landlord without liability on
Landlord’s part to pay for the same.

Landlord confirms that the current property zoning is acceptable for the
proposed use as an outpatient kidney dialysis clinic. There are no restrictive
covenants imposed by the development, owner, and/or municipality that
would in any way limit or restrict the operation of Tenant’s dialysis clinic.

Landlord confirms that the property and premises is not in a Fiood Plain or in
a flood zone.

Landlord will use its best efforts to cause its lender to provide a non-
disturbance agreement.

Landiord will not, during the term of the Lease and any option terms, lease
space in a 5 mile radius to any other provider of hemodialysis services.

A Phase One Environmental Study may be conducted.

m A <5
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May 9, 2016
Page 4 of 5

Lease Execution:

Security Deposit:

Confidential:

Agency:

Disclaimer:

Both parties agree that they will make best efforts to reach a fully executed
lease document within thirty days of the execution of this letter of intent.

equal to one (1) month’s gross rent payable upon full lease execution.

The matenal contained herein is confidential. It is intended for use of the
Landlord and Tenant solely in determining whether they desire to enter into a

‘Lease, and it is not to be copied or discussed with any other person.

Arthur J. Rogers & Co. represents the Tenant and Network RE Group, LLC
represents the Landlord. Landlord shall be responsible to pay all brokerage
fees per separate agreement.

This proposal is submitted subject to errors, omissions, and changes in
information, modification, and withdrawal, with or without notice.

This proposal is not intended as, and does not constitute, a binding
agreement by any party, nor an agreement by any party to enter into a
binding agreement, but is merely intended to specify some of the proposed
terms and conditions of the transaction contemplated herein. Neither party
may claim any legal rights against the other by reason of the signing of this
letter or by taking any action in reliance thereon. Each party hereto fully
understands that no party shall have any legal obligations to the other, or
with respect to the proposed transaction have been negotiated, agreed to by
all parties and set forth in a fully executed lease. The only legal obligations,
which any party shall have, shall be those contained in such signed and
delivered definitive agreement referred to above.

Notwithstanding any provision to the contrary contained herein, this letter shall not constitute an agreement to
negotiate and solely constitutes an outline of certain key terms. Landlord and Tenant each acknowledge and
agree that each party is proceeding with negotiations relating to the proposed Lease at its sole cost and
expense and that either party may terminate negotiations at any time and for any reason without any liability or

obligation whatsoever.

Tammy, we look forward to working with you towards successfully completing this proposed Lease transaction.

Thank you for your consideration.

Arthur J. Rogers & Co.

Ot g

Carole Caveney

Vice President-Commercial Properties

Individual
Membership

1559 Eimhurst Road

Elk Grove Village, I 60007-6452 . (847) 297-2200 . FAX (847)699-9048




' March 9, 2016
-Page 5 of 5

AGREED AND ACCEPTED:

THis_ J 7 bavor mﬁfc/h , 2016.

(| TSOBmbustRosd o EkGrove Vilge, IL6000PS4S2  + - igiasraa0. s
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LEASE

LEASE SUMMARY

Section Subject Matter

1. PARTIES.

2. LEASE OF PREMISES.

3. LEASE TERMS AND DEFINITIONS.

(a) Building.

(b) Premises.

(©) Broker(s).

(d) Landlord's Management Company.
(e) Landlord's Mailing Address.

® Tenant's Mailing Address.

(2) Common Areas.

(h) Common Area Maintenance Costs ("CAM").
(i) Taxes.

6)] Lease Term.

(k) Lease Term Commencement Date
) Option to Renew.

(m) Rent Commencement Date.

(n) Base Rent.

(o) Rental Adjustment Date.

(r) Security Deposit.

(qQ) Tenant's Proportionate Share.

(r) Use of Premises.

4. BASE RENT AND ADJUSTMENTS.

5. SECURITY DEPOSIT.

6. TENANT'S PROPORTIONATE SHARE OF CAM, TAXES AND OTHER
EXPENSES.

7. USES PROHIBITED.

8. COMPLIANCE WITH LAW.

9. ALTERATIONS AND ADDITIONS.

10. REPAIRS.

11. LIENS.

12. ASSIGNMENT AND SUBLETTING.

13. INDEMNIFICATION AND HOLD HARMLESS.

14. SUBROGATION.

15. LIABILITY INSURANCE.

16. UTILITIES.

17. PERSONAL PROPERTY TAXES.

18. RULES AND REGULATIONS.

19. HOLDING OVER.

20. ENTRY BY LANDLORD.

1
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21. CONDITION OF PREMISES ON SURRENDER.

22. EVENTS OF DEFAULT BY TENANT.
23. LANDLORD'S REMEDIES UPON TENANT'S DEFAULT.
24. EVENTS OF DEFAULT BY LANDLORD.
25. RECONSTRUCTION.
26. EMINENT DOMAIN.
217. PARKING AND COMMON AREAS.
28. SIGNS.
29. DISPLAYS.
30. AUCTIONS.
31. HOURS OF BUSINESS.
32. MERCHANTS' ASSOCIATION.
33. GENERAL PROVISIONS.
(a) Plats and Riders.
(b) Waiver.

(c) Joint Obligation.

(d) Headings.

(e) Time.

® Successors and Assigns.

(g)  Recordation.

(h) Quiet Possession.

@) Late Charges.

9) Prior Agreements.

(k)  Inability to Perform.

()] Partial Invalidity.

(m) Cumulative Remedies.

(n) Choice of Law.

(o) Attorneys' Fees.

(p) Sale of Premises by Landlord.
(@) Subordination; Attornment.
(r) Notices.

(s) Tenant's Statement (Estoppel Certificate).
(t) Authority of Tenant.

34. BROKERS.

35. COMPLIANCE.

36. ADMINISTRATIVE COMPLAINTS
37. CONTINGENCY

Exhibit A PREMISES

Exhibit B LANDLORD’S WORK

Exhibit C TENANT INFORMATION SHEET
Exhibit D TENANT IDENTIFICATION
Exhibit E EXCLUSIONS
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LEASE SUMMARY

Premises Address: 9115 S Cicero Ave., Oak Lawn, IL 60453

Lessor: Ali Kutom as Trustee for Trust #16701

Mailing address: c/o Network Property Management, 7820 Graphics Dr., Tinley Park, IL 60477
Lessee: Dialysis Care Center Oak Lawn, LLC

Mailing address: To the Premises and

Term: Five (5) year Five (5) month initial term  Options: Two (2) Three (3) year options

Lease commencement date: September 1, 2016

Rent commencement date: 60 days gross abatement then 5 months net abatement from ate of

possession

Base rent:  Lease year PSF Annual
1 (months 1 - 12) $12.00 $48,000.00
2 (months 13 -24) $12.36 $49,400.00
3 (months 25 -36)  $12.73 . $50,923.20
4 (months 37 —48) $13.11 $52,447.60
5 (months 49 — 65)  $13.50 $54,013.20

Security Deposit: $7443.33

Lease exclusions/non-compete: Landlord will not lease space within a 5 mile radius to any

other provider of hemodialysis services.

Lessor initials Lessee initials




LEASE

1.

2.

PARTIES.

This Lease, dated as of this day of 2016, is made by and between Ali Kutom
as Trustee for Trust #16701 ("Landlord"), and Dialysis Care Center of Oak Lawn, LLC and Illinois
limited liability company ("Tenant").

LEASE OF PREMISES.

(a)

(b)

Landlord hereby leases to Tenant and Tenant hereby leases from Landlord the
Premises shown on Exhibit "A" attached hereto and as further defined and described
in Section 3(b) below.

This Lease is subject to the terms, covenants and conditions herein set forth and each
party covenants as a material part of the consideration for this Lease to keep and
perform each and all 