
(Agency US~ Only,Y::' 
Fee Received Y_ N __ 

Exemption # E-jl.o..U.!J 

ILLINOIS HEALTH FACILITIES PLANNING SOARl) 
APPLICATION FOR EXEMPTION FOR THE 

CHANGE OF OWNERSHIP FOR AN EXISTING HEALTH CARE FACILITY 

1. INFORMATION FOR EXISTING FACILITY 

Current Facility Name .>..!.!:'-:<!!-=:!....!..."'-"-'-'-'''-''l'-'-'!!.!_ 

RECEIVED 
APR 0 2 2013 

HEALTH FACILITIES & 
SERVICES REVIEW SOARD 

Address ~~~~~~~-----------~--~---------~c----.. --~~--------.--.----.-- .. - .. ---.-_ 
City Oak Park 

Name of current licensed entity for the facility ~=~-..,..--~----:-:-cc----::-,:-.--------:: .. ::-----:---:-----:--:-::--.,...,:---. 
Does the current licensee: own this facility _X,___ leased, check if sublease 
o} 
Type of ownership of the current licensed entity (check one of the following:) ____________ Sole Proprietorship 
__ ~ __ Not-for-Profit Corporation _____ For Profit Corporation __ _ 
Govemmental 
_ .. __ Limited Liability Company __ ... _____ Other, specify C"'-~-'-=--" 
Illinois State Senator for the district where the facility is Sen. Don Harm.9..D 
State Senate District Number ___ 39 ___ . __ Mailing address of the State Senator 6933 W. Oak Park Avenue, Oak Park, 
IL 

State Representative the district where the is located: Rep, Karen Yarborough 
State Representative District Number Mailing address of the State Representative 
23.05 W. Roosevelt Road, Broadview. IL. 60155 

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 tnt' 
time ofthe proposed ownership change? Yes [l No K. If yes, refer to Section 1130.520(1), and indicate the projects by 
Project # _____ .. _~ .. ________ ''' ____________ . _______ . __ ..... ,_ .. _ ... __ ,_ ... __ "'_ ... " .. 

3. FACILITY'S BED OR DIALYSIS STATION CAPACITY BY CAn:GORY OF SERVICF: (Complete 
"APPENDIX A" attached to this application) 

4, FACILITY'S OTHER CATEGORIES OF SERVICE AS DEFINED IN 77 lAC 1100 (Complete "APPI:NDIX A" 
attached to this application) 

5. NAME OF APPLICANT (complete this information for each co-applicant and insert after this page), 
Exul.:t b:gal Name of Applicant :==-='--'-"':.::.!-',J...!;="-='-""-==, ___ ... _ .. _____ " .. " .. " 

Address -'-'-:'=~~::,"-","--"'=,""'!'-="-=-',,:,,:",~--------------.. -------------,-~-- .. --.--_ 
City, Srate & Zip Code Chicago, IL 60612 . 
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 ____ . _________________ " ... " .. _ 

6. NAME OF LEGAL ENTITY THAT WILL BE THE LICENSEE/OPERATING ENTITY OF THE 
FACILITY NAMED IN THE APPLICATION AS A RESULTOF THIS TRANSACTION. 

Exact Legall\ame ot"Entity to be Licensed Rush Oak Park Hospital 
Address ~'-"'-~=.:::..L'-='--_____ . ________________ .. _ ... _._ .. __ ._ .. _.~ __ .. __ 

City, State & Zip Code Oak Park, IL 60304 ___ ... _ ... _. ____ ... 
Type of ownership of the current licensed entity (check one of the following:) . _____ Sole Proprietorship 
__ L_ Not-for-Profit Corporation __ For Profit Corporation Partnership __ _ 
Governmental Limited Liability Company _ ... ___ Other, speeify _______ ... ____ .. , ..... 

7, BUILDING/SITE OWNERSIIIP, NAME OF LEGAL ENTITY THAT WILL OWN THE "BRICKS AND 
MORTAR" (BUILDING) OF THE FACILITY NAMED IN THIS APPLICATION IF DIFFERENT FROM THE 
OPERATING/LICENSED ENTITY 
bac! Legal Name of Entity That Will Qwn the Site Rush Oak Park Hospital~ ____ . _______ ...... _"' ....... 
Address ""'"'e....:.w..:..!="-..!...'-=-'-___ . __ .-:-_________ .. _, ________ .. __ ~ ... _______ . __ . ____ _ 

City, State & lip 
Type of ownership ofthc current licensed (check one of the . _____ Sole Proprietorship 

Not-for-Profit Corporation ___ Profit Corporation _ .. __ ...... __ .... Partnership Governmental 
Limited Liability Company _____ Other, specify .. _ .. _ .. __ ......... _ .... __ " .. 







8, TRANSACTION TYPE. CHECK THE FOLLOWING THAT APPLY TO THE TRANSACTION: 
Purchase resulting in the issuance of a license to an entity differem from current licensee; 
Lease resulting in the issuance ofa license to an entity different from current licensee; 
Stock transfer resulting in the issuance ora license to a different entity from current licensee; 
Stock transfer resulting in no change from current licensee; 

4 

. Assignment or transfer of assets resulting in the issuance ofa license to an entity different from the current licenst:c; 
1 Assignment or transfer of assets not resulting in the issuance of a license to an entity different from the current 
licensee; 
! Change in membership or sponsorship of a not-For-profit corporation that is the licensed entity; 
~. Change of 50% or more of the voting members of a not-for-profit corporation's board of directors thaI controls a 

health eare facility's operations, license, certification or physical plant and assets; 
! Change in the sponsorship or control of the person who is licensed, certified or owns the physical plant and assets of a 
governmental health care facility; 
1 Sale or transfer of'the physical plant and related assets of a health care facility not resulting in II change of current 
licensee; 
I Any other transaction that results in a person obtaining control of a health care tacility's operation or physical plant 
and assets, and explain in "Attachment 3 Narrative Description" 

9. APPLlCA TION FEE. Submit the application fee in the form of a check or money order tor $2,500 payable to the 
Illinois Department of Public Health and append as ATTACHMENT #1. 

10. FUNDI~G. Indicate the type and source of funds which will be used to acquire the facilit)' (e.g., mortgage through 
Health Facilities Authority: cash gift from parent company, etc.) and append as ATTACHM ENT #2. 

II. ANTICIPATED ACQUISITION PRICE: ""$2"-,1,,-,,0,-,7~g,,,,,0-,,-,00"-'..0,,-,0,--________ _ 

12, FAIR MARKET VALUE OF THE FACILITY: $21.078,000.00 
(to determine fair market value, refer to 77 lAC 1130.140) 

13. DATE OF PROPOSED TRANSACTION: July I, 2013. 

14, NARRATIVE DESCRIPTION. Provide a narrative description explaining the transaction, and append it to the 
application as ATTACHMENT #3. 

15. BACKGROUND OF APPLICANT (co-applicants must also provide this information). Comorat!Ql}1..E.l)d Limited 
l-~.2.ili!y COmp!11.1j~.~ must provide a current Certificate of Good Standmg from the Illinois Secretary of State. 
J?art!l~rships_must provide the name and address of each partner and specify whether each is a general or limited partner. 
Append this information to the application as ATTACHMENT #4. 

16. TRANSACTION DOCUMENTS. Provide a copy of the docuIJ1(:nt(s) which decai I the terms and conditions or the 
proposed transaction (purchase, lease, stock transfer, etc). Applicants should note thaI the document(:;) submitted should 
ret1ect the applicant's (and co-applicant's, if applicable) involvement in the trdnsaction. The document must be signed by 
both parties and tomain language stating that the transaction i& contingent upon approval of the Illinois Health Facilities 
Planning Board. Append this document(s) to the application as ATTACHMENT #5. 

17. FINANCIAL INFORMATION (co-applicants must also provide this informntion). PCI' 77 lAC 1130.520(b)(3), all 
applicant must demonstrate it has sufficient funds to finance the acquisition and to operate the faci lity for 36 months by 
providing evidence of a bond rating of "A" or bener (that must be less than two years old) from Fitch. Moody or 
Standard and Poor's rating agencies or evidence of compliance with the linancial viability review criteria (as applicable) 
to the type of facillty being acquired (as specified at 77 lAC 1120). Append as ATTACHMENT #6. 

Ill. PRIMARY CONTACT PERSON, Individual representing the applicant to whom all correspondence and inyuiries 
pertaining to this application are to be directed. (Note: other persons representing the applicant not named below will 
need written authorization from the applicant stilting that such persons are also authorized to represent the applicant in 
relationship to this application). 

Name: .8_nne M. Mumhy. Rush University Medical Center 
Address: 1700 W. Van Buren Suite 30 I 
City, State & Zip Code: 
Telephone '-"-'=.."'-"~="-._ .. _. ___ " ___ _ 

[)MUS 41465341-1 Oil61l93 0304 






























































































































































