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ILLINOIS ~'f~Xclt.~iIES AND SERVICES REVIEW BOARD 
~WI(t}llf~ftlF. EXEMPTION FOR THE 

CHANGE OF OWNERSHIP FOR AN EXISTING HEALTH CARE FACILITY 

1. INFORMATION FOR EXISTING FACILITY 

Current Facility Name RML Specialty Hospital _________ ~ __ _ 
Address 5601 S. County Line Road ______________ ~ ___ _ 
City Hinsdale Zip Code 60521 County ~C=-o=-:o=k=__ __ _ 
Name of current licensed entity for the facility 

RML Health Providers Limited Partnership d/b/a RML Specialty Hospital __ _ 
Does the current licensee: own this facility _OR lease this facility ~(if leased, 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 

X Partnership Governmental __ Limited Liability Company Other, 
specify ___________________ _ 
Illinois State Senator for the district where the facility is located: 
Sen. Chris Nybo 
State Senate District Number Mailing address of the State Senator 

1 S. Cass Avenue, Suite 201, Westmont,,-,,I=L,-,6,,-,,0;.;:;.5=-59,,--_~ ________ _ 
Illinois Stare Representative for the district where the facility is located: 
Rep.~~~~~~ ________________ ~ _____________________ __ 
State Representative District Number 47 Mailing address of the State Representative 

1 S. Cass Avenue, Suite 205, Westmont, IL 60559 

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 1130.520(f), 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 
Advocate Health Care Network (to be renamed Advocate NorthShore Health Partners) 
Address 3075 Highland Parkway 
City, State & Zip Code Downers Grov~,,--,I=L,----,,,-60=5,,-,1=5 __________ _ 
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 _" __________ " _____ _ 

1 









5 

13. 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 application as ATTACHMENT #4. 

14. 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-applicant's, if 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 lllinois Health Facilities and Services Review 
Board. Append this document(s) to the application as ATTACHMENT #5. 

15. FINANCIAL STATEMENTS. (Co-applicants must also provide this information) Provide a 
copy of the applicants latest audited financial statements, and append it to this application as 
ATTACHMENT #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 ---

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 iii'relationship 
to this application). . ., 
Name: Scott Powder, SR VP, Chief Strategy Officer, Advocate Health Care 
Address: 3075 Highland Parkway . __ 
City, State & Zip Code: Downers Grove, IL 60515 
Telephone () Ext. __ -,-"(6=3..:::.0),-"9=2,,,,-9--,,,8-,-7:::...:1O~ _______________ _ 

17. ADDITIONAL CONTACT PERSON. Consultant, attorney, other individual who is also 
authorized to discuss this application and act on behalf of the applicant. 
Name: Joe Ourth, Arnstein & Lehr LLP 
Address: 120 S. Riverside Plaza, Suite 1200 
City, State & Zip Code: Chicago, Illinois 60606 
Telephone () Ext. __ .l..::::..=.:=..L-~'---'-O~m _____ .. ____ ~_. ______ _ 

ADDITIONAL CONTACT PERSON. Consultant, attorney, other individual who is also 
authorized to discuss this application and act on behalf of the applicant. 
Name: Sonja Reece, Director, Health Facilities Planning, Advocate Health Care 
Address: 1304 Franklin Ave. 
City, State & Zip Code: _J~!lli!h...!,kQW!..L ___ ... ________ . __ _ 
Telephone () Ext. (309) 268-5482 


































