




7. TRANSACTION TYPE. CHECK THE FOLLOWING THAT APPLY TO THE TRANSACTION: 
o Purchase resulting in the issuance of a license to an entity different from current licensee; 
o Lease resulting in the issuance of a license to an entity different from current licensee; 
o Stock transfer resulting in the issuance of a license to a different entity from current licensee; 
o Stock transfer resulting in no change from current licensee; 
o Assignment or transfer of assets resulting in the issuance of a license to an entity different from the current licensee; 
o Assignment or transfer of assets not resulting in the issuance of a license to an entity different from the current 

licensee; 
J( Change in membership or sponsorship of a not·for·profit corporation that is the licensed entity; 
o Change of 50% or more of the voting members of a not·for·profit corporation's board of directors that controls a 

health care facility's operations, license, certification or physical plant and assets; 
o 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; 
o Sale or transfer of the physical plant and related assets of a health care facility not resulting in a change of current 

licensee; 
o Any other transaction that results in a person obtaining control of a health care facility's operation or physical plant 

and assets, and explain in "Attachment 3 Narrative Description" 

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

9. FUNDING. Indicate the type and source of funds which will be used to acquire the facility (e.g., mortgage through 
Health Facilities Authority; cash gift from parent company, etc.) and append as ATTACHMENT #2. 
NOT APPLICABLE 

10. ANTICIPATED ACQUISITION PRICE: _--"'-______ ~ ____ _ 

11. FAIR MARKET VALUE OF THE FACILITY: $-'2::...:4...,.0""'00=.""'00"-"0'--_______ _ 
(to determine fair market value, refer to 77 lAC 1130.140) 

12. DATE OF PROPOSED TRANSACTION: _~M"-"'ar"-"c"-'-h-"'3'-'-1,!I...!2::.:::0~16'<__ ________ _ 

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

14. BACKGROUND OF APPLICANT (co·applicants must also provide this information). Corporations and Limited 
Liability Companies must provide a current Certificate of Good Standing from the Illinois Secretary of State. Limited 
Liability Companies and Partnerships must provide the name and address of each partner/ member and specify the 
percentage of ownership of each. Append this information to the appl ication as ATTACHMENT #4. 

15. TRANSACTION DOCUMENTS. Provide a copy of the complete transaction document(s) including schedules and 
exhibits which detail the terms and conditions of the proposed transaction (purchase, lease, stock transfer, etc). 
Applicants should note that the document(s) submitted should reflect the applicant's (and co·appHcant's, jf applicable) 
involvement in the transaction. The document must be signed by both parties and contain language stating that the 
transaction is contingent upon approval of the Illinois Health Facilities Planning Board. Append this document(s) to the 
application as ATTACHMENT #5. 

17. FINANCIAL STATEMENTS. (Coapplicants must also provide this information) Provide a copy of the 
applicants latest audited financial statements, and append it to this application as A IT ACHMENT #6. If the 
applicant is a newly formed entity and financial statements are not available, please indicate by checking 
YES , and indicate the date the entity was formed __ NO LONGER APPLICABLE 

18. 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: Mr. Keith Page. President and CEO. Anderson Hospital 
Address: 6800 State Road 162 
City, State & Zip Code: Maryville. Illinois 62062 
Telephone: (618)391-6406 Ext. _______ ~ ____ _ 






















































