
ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR EXEMPTION FOi I~I'R\ 
CHANGE OF OWNERSHIP TR AN EXISTING H~LTH CARE FACILyft IE C IE. ~ W If;! aQ, 

, ORIGINAL £ .. oo5 .. /~ JUL 242015 
1. INFORMATION FOR EXISTING FACILITY 
Current Facility Name __ Effingham Ambulatory Surgery Center ____________ .......,H ... EClfA.,...L..,Tor-H..,FAr=1CrttleLltltiTH;IEH'S\"ii1& 
Address 904 West Temple SERVICES REVIEW BOARD 
City -.Effingham, IL Zip Code _62401 __ County __ Effingham _______ _ 
Name of current licensed entity for the facility _Effingham Surgical Partners, 
Does the current licensee: own this facility OR lease this facility (ifleased, check if sublease D) 
Type of ownership of the current licensed entity( check one of the following:) ___ ~ ___ Sole Proprietorship 
___ Not-for-Profit Corporation For Profit Corporation ___ Partnership ____ Governmental 

Limited Liability Company Other, specify _________________ _ 
Illinois State Senator for the district where the facility is located: Sen,_Kyle McCarter _________ _ 
State Senate District Number Mailing address of the State Senator ___________ _ 

____ 103C Capitol Building Springfield, 1L 
Illinois State Representative for the district where the facility is located: Rep. _John D. Cavaletto ______ _ 
State Representative District Number _107 __ , Mailing address of the State Representative _______ _ 
____ --.:20S.N Stratton Office Building Springfield,1L 

2. OUTSTANDING PERMITS. Does the facility have any projects for which the State Board issued a permit that will not be 
completed (refer to 1130.140 "Completion or Project Completion" for a definition of project completion) by the time of the proposed 
ownership change? Yes 0 No X. If yes, refer to Section 1 130.S20(£), and indicate the projects by Project # 

3. NAME OF APPLICANT (complete this information for each co-applicant and insert after this page). 

Exact Legal Name of Applicant please see following page _____________________ _ 
Address ------
City, State & Zip Code ___ -:-:--_--;- -:---:--,---:--_-=:-:--::-:-:---:---:-_-'---:::--:--_-.-_-,-: _________ _ 

Type of ownership of the current licensed entity (check one of the following:) Sole Proprietorship 
-,--~_ Not-for -Profit Corporation F or Profit Corporation ___ Partnership _ Governmental ___ Limited 
Liability Company Other, specify ___________ _ 

4. NAME OF LEGAL ENTITY THAT WILL BE THE LICENSEE/OPERATING ENTITY OF THE FACILITY NAMED IN 
THE APPLICA TION AS A RESULT OF THIS TRANSACTION. 
Exact Legal Name of Entity to be Licensed __ Effingham Surgical Partners, 
Address 904 West Temple 
City, State & Zip Code _Effingham, IL 62401 ______ ---------
Type of ownership of the current licensed entity (check one of the following:) Sole Proprietorship __ Not-for-Profit 
Corporation __ For Profit Corporation __ Partnership _ Governmental Limited Liability Company __ _ 
Other, specify ___ . ___ ----' _______ _ 

5. BUILDING/SITE OWNERSHIP~ NAME OF LEGAL ENTITY THAT WILL OWN THE "BRICKS AND MORTAR" 
(BUILDING) OF THE FACILITY NAMED IN TIllS APPLICATION IF DIFFERENT FROM THE OPERATINGILICENSED 
ENTITY 
Exact Legal Name of Entity That Will Own the Site __ Effingham Medical IJ'r",.,.",r!:!!:s. ___ ...... ____________ _ 

Address 900 West Temple 
City, State & Zip Code __ Effingham, 1L 62401---: __ -=-_______ ---~. __ _,__----:-----------
Type of ownership of the current licensed entity (check one of the following:) ____ Sole Proprietorship 
__ Not-for-Profit Corporation For Profit Corporation Partnership Governmental ___ Limited 
Liability Company Other, specify _________________ _ 

/ 







16. PRIMARY CONTACT PERSON. Individual representing the applicant to whom all correspondence and 
inquiries pertaining to this application are to be directed. (Note: other persons representing the applicant not named 
below will need written authorization from the applicant stating that such persons are also authorized to represent 
the applicant in relationship to this application). 
Name: Jacob M. Axel 
Address: 675 North Court, Suite 210 
City, State & Zip Code: -"'P'-"al=a=tin=e,.-:,.IL=-:6=°""-°:::..67'--____________________ _ 
Telephone () Ext. __ ~..!..!....!..._'_"'_~'-"-__________ .. ~.~ _______ . ____ _ 

17. ADDITIONAL CONTACT PERSON. Consultant, attorney, other individual who is also authorized to 
discuss this application and act on behalf of the applicant. 

Name: 
---------~~-----------------------------------------------------

Address: 
~-=~~~-----------------------------------------City, State & Code: _______ _ 

Telephone () Ext. ____________ _ 

18. CERTIFICATION 

I certify that the above information and all attached information are true and correct to the best of my knowledge 
and belief. I certify that the number of beds within the facility will not change as part of this transaction. I certify 
that no adverse action has been taken against the applicant(s) by the federal government, licensing or certifying 
bodies, or any other agency of the State of Illinois. I certify that I am fully aware that a change in ownership will 
void any permits for projects that have not been completed unless such projects will be completed or altered 
pursuant to the requirements in 77 lAC 1130.520(f) prior to the effective date of the proposed ownership change. I 
also certify that the applicant has not already acquired the facility named in this application or entered into an 
agreement to acquire the facility named in the application unless the contract contains a clause that the transaction is 
contingent upon approval by the S oard. 
Signature of Authorized Officer -=:~~::::====----
Typed or Printed Name of Authorize ....;P'-'a=u~I~A:.:.. . .."C""as=t=an""o""'"n"--_____________ _ 
Title of Authorized Officer: ~~lli!!y.... ____ .. _____________________ ~ 
Address: 1445 Ross Avenue, Suite 1400 
City, State & Zip Code: ~D:e::a"",I~la""s'wT,-"e"-"x""as,,--7,-=5:.:2,,,,02=__ _____________________ _ 
Telephone (469)893-2000 Date: --.J,J~ul~y-'-I...1..7,~2""O...l..15=--__________ ~ 
NOTE: complete a separate signature page for each co-applicant and insert following this page. 

Tenet Healthcare Corporation 










































































































































































































