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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT
SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION

This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Fresenius Medical Care Metropolis

Street Address: 20 Hospital Drive

City and Zip Code: Metropolis 62960

County: Massac Health Service Area 5 Health Planning Area:

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

Exact Legal Name: Metropolis Dialysis Services, LLC d/b/a Fresenius Medical Care Melropolis

Address: 920 Winter Street, Waltham, MA 02451

Name of Registered Agent: CT Systems

Name of Chief Executive Officer: Rice Powell

CEQ Address: 920 Winter Street, Waltham, MA 02451

Telephone Number: 781-669-8000

| APPEND DOCUMENTATION AS ATTACHMENT-1 IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. L . L . e

Type of Ownership

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

o Corporations and limited liability companies must provide an lilinois 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 during the review period]

Name; Lori Wright

Title: Sernior CON Specialist

Company Name: Fresenius Medical Care North America

Address: One Westbrook Corporate Center, Tower One, Suite 1000, Westchester, IL 60154

Telephone Number: 708-498-9121

E-mail Address: fori.wright@fmc-na.com

Fax Number: 708-498-9334

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

Name: Michael Parlier n
Title: Regional Vice President W

Company Name: Fresenius Medical Care North America

Address: 6100 Dutchman’s Lane, 14" Floor, Louisville, KY 40205 APR 2 & 2010

Telephone Number: 502-452-2047 x14

E-mail Address: michael.parlier@fme-na.com i AL ELL LA SR B
Pl s b0 E 1 VAT | T AKX

Fax Number: 502-459-7450 a SOV A
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Post Permit Contact
[Person to receive all correspondence subsequent to permit issuance]

Name: Lori Wright

Title: Senior CON Specialist

Company Name: Fresenius Medical Care North America

Address: One Westbrook Corporate Center, Tower One, Suite 1000, Westchester, IL 60154

Telephone Number: 708-498-9121

E-mail Address: fori.wright@fmc-na.com

Fax Number: 708-488-9334

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

Name: Cilare Ranalli

Title: Aftorney

Company Name: Hinshaw & Culbertson

Address: 222 N. LaSalle Street, Suite 300, Chicago, IL 60601

Telephone Number: 312-704-3253

E-mail Address: cranalli@hinshawlaw.com

Fax Number: 312-704-3001
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Site Ownership

[Provide this information for each applicable site]

Exact Legal Name of Site Owner: Massac Merorial Hospitaf

Address of Site Owner; 28 Chick Street, Metropolis, IL 62960

Street Address or Legal Description of Site: 20 Hospital Drive, Metropolis, IL 62960

e - — s |
I

i APPEND DOCUMENTATION AS ATTACHMENT-2, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE J'

——

|, APPLICATION FORM. - - - - . o . R

Operating Identity/Licensee

[Provide this information for each applicable facility, and insert after this page.]

Exact Legal Name: Metropolis Dialysis Services, LLC d/b/a Fresenius Medical Care Metropolis
Address: 920 Winter Street, Waltham, MA 02451

d Non-profit Corporation 1 Partnership
U For-profit Corporation ) Governmental
B Limited Liability Company d Sole Proprietorship ] 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.

Organizational Relationships

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

e — -

. APPEND DOCUMENTATION AS ATTACHMENT-3, N NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
. APPLICATIONFORM. = e e - G e e e

Flood Plain Requirements
{Refer to application instructions.] NOT APPLICABLE

Provide documentation that the project complies with the requirements of lllinois Executive Order #2005-5
pertaining to construction activities in specia! 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 can be printed 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

llinois Executive Order #2005-5 {http:/iwww.idph.state.il.us/about/hfpb.htm).
HE !

! APPEND DOCUMENTATION AS ATTACHMENT 4, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF T -
. APPLICATION FORM. o R e

Historic Resources Preservation Act Requirements
[Refer to application instructions.] NOT APPLICABLE .
Provide documentation regarding compliance with the requirements of the Historic Resources Preservation

_A_ct.

_— w— =

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

Page 3
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DESCRIPTION OF PROJECT

1. Project Classification
[Check those applicable - refer to Part 1110.40 and Part 1120.20{b)j

Part 1120 Applicability or Classification:
Part 1110 Classification: [Check one only.]
O Substantive O Part 1120 Not Applicable
[ Category A Project
B Non-substantive [J Category B Project
{1 DHS or DVA Project
2. Project Qutline NOT APPLICABLE

In the chart below, indicate the proposed action{s) for each clinical service area involved by writing the number of beds,
stations or key rooms involved:

m m nwmzZ
43 X § 2 c%( T @0
- . fu B o 8 ==
Clinical Service Areas (=2 g o S oY
o =% =) = e 2
= N = &
@ = 3¢
a w

Medical/Surgical, Obstetric, Pediatric and Intensive Care

Acute/Chronic Mental lliness

Neonatal Intensive Care

Open Heart Surgery

Cardiac Catheterization

In-Center Hemodialysis

Non-Hospital Based Ambulatory Surgery

General Long Term Care

Specialized Long Term Care

Selected Organ Transplantation

Kidney Transplantation

Subacute Care Hospital Model

Post Surgical Recovery Care Center

Children’s Community-Based Health Care Center

Community-Based Residential Rehabilitation Center

Long Term Acute Care Hospital Bed Projects

Clinical Service Areas Other Than Categories of Service:

. Surgery

. Ambulatory Care Services (organized as a service)
. Diagnostic & Interventional Radiology/Imaging

. Therapeutic Radiology

. Laboratory

. Pharmacy

. Qccupational Therapy

. Physical Therapy

. Major Medical Equipment

Freestanding Emergency Center Medical Services

Master Design and Related Projects

Mergers, Consolidations and Acquisilions

APPLICATION FORM.

Page 4




ILLINOLIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2009 Edition
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, APPEND DOCUMENTATION AS ATTACHMENT-6, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 1
" APPLICATION FORM. J

3. 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.

Fresenius Medical Care Metropolis (an 8 station ESRD facility) is currently operated by Fresenius
Medical Care of llinois, LLC, a Delaware corporation that is qualified to do business in lllinois. The
facility is located at 20 Hospital Drive, Metropolis, IlL 62960. All of the assets specific to Fresenius
Medical Care of lllinois, LLLC d/b/a Fresenius Medical Care Metropolis will be transferred to Metropalis
Dialysis Services, LL.C, also a Delaware corporation that is qualified to do business in lllinois.

There is no cost associated with this transaction as it is a transfer of assets only.

This project is “non-substantive” under Planning Board rule 1110.10(b) as it entails the change of
ownership of an existing ESRD facility.
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Project Costs and Sources of Funds

APPLICATION FOR PERMIT- July 2009 Edition

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 praject
cost. If the project contains non-clinical components that are not related to the provision of health care,
complete the second column of the table below. See 20 ILCS 3960 for definition of non-clinical. Note, the use

and sources of funds must equal.

Project Costs and Sources of Funds

USE OF FUNDS

CLINICAL

NON-CLINICAL TOTAL

Preplanning Costs

Site Survey and Soil Investigation

Site Preparation

Off Site Work

New Construction Contracts

Modernization Contracts

Contingencies

Architectural/Engineering Fees

Consulting and Other Fees

Movable or Other Equipment (notin
construction contracts)

Bond Issuance Expense (project related)

Net Interest Expense During Construction
(project related)

Fair Market Value of Leased Space or
Equipment

Other Costs To Be Capitalized

Acquisition of Building or Other Property
(exduding land)

TOTAL USES OF FUNDS

0

0 0

SOURCE OF FUNDS

CLINICAL

NON-CLINICAL TOTAL

Cash and Securities

Pledges

Gifts and Bequests

Bond Issues (project related)

Mortgages

Leases (fair market value)

Governmental Appropriations

Grants

Other Funds and Sources

TOTAL SOURCES OF FUNDS

0

0 0

NOTE: ITEMIZATION OF EACH LINE ITEM MUST BE PROVIDED AT ATTACHMENT-T "',I, 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 COyes [l No
Purchase Price: $
Fair Market Value: $

The project involves the establishment of a new facility or a new category of service
[Jves [l 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 cost is $

Project Status and Completion Schedules

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

Anticipated project completion date (refer to Part 1130.140). _December 31, 2010

Indicate the following with respect to project expenditures or to obligation (refer to Part 1130.140):

[J Purchase orders, leases or contracts pertaining to the project have been executed.

[J Project obligation is contingent upon permit issuance. Provide a copy of the contingent
“certification of obligation” document, highlighting any language reiated to CON
contingencies.

I Project obligation will occur after permit issuance.

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

. All reports regarding outstanding permits
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Cost Space Requirements

APPLICATION FOR PERMIT- July 2009 Edition

NOT APPLICABLE

Provide in the following format, the department/area GSF and cost. 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

Amount of Proposed Total Gross Square Feet

That Is:

Dept. [ Area

Cost

Existing | Proposed

New
Const.

Modemized

As s

Vacated
Space

CLINICAL

Medical Surgical

Intensive Care

Diagnostic
Radiology

MRI

Total Clinical

NON CLINICAL

Administrative

Parking

Gift Shop

Total Non-clinical

TOTAL

APPLICATION FORM.

Page 8
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* APPEND DOCUMENTATION AS ATTACHMENT-8, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE |
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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 inthe 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.

ar

This Application for Permit is filed on the behalf of _Metropolis Dialysis Services, 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.

e A s

SIGNATURE SIGNATURE

. Mark Fawcett
PRINTED PRINTED

Asst. Treasurer

PRINTED TITLE PRINTED TITLE

Notarization: Notarization:

Subscribed and sworn to before me Subscribed and sworn tb before me
this_|2 dayof _Ap~{, Jele this day of

ﬁu.oam U Cornete

Signature of Notary Signafure of Notary
Seal _ eal

SUSAN H. CONSOLE

&
Notary Public
COMMONWEALTH OF MASSACHUSETTS
My Commission Expires

February.1, 2013

*Insert EXACT legal name of the applicant
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CERTIFICATION
The application must be signed by the authorized representative(s) of the applicant entity. The autherized
representative(s) are:

o inthe case of a corporation, any two of its officers or members of its Board of Directors;

o 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),

o 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);

o in the case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more
heneficiaries do not exist), and

o in the case of a sole proprietor, the individual that is the proprietor.

L)

This Application for Permit is filed on the behalf of _Fresenius Medical Care of lllinois, 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 permiton
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. /2‘/{ 45_,

SIGNATURE T SIGNATURE

_ !‘;4 3 EG Liebherman Mark Fawcett
PRINTED NA PRINTED N¥fwg President & Treasurer

Asst. Treasurer

P

PRINTED TITLE PRINTED TITLE
Notarization: Notarization: /
Subscribed and sworn to before me Subscribed and.dworn to before me
this_12 dayof Hroril, Dolo this day of
J"“Oﬂm 14 Covsots

Signature of Notary Sighature of Notary
Seal eal

SUSAN H. CONSOLE

Notary Public
WWW‘E
My Commisefon Expires

Faebruary 1,2013

*Insert EXACT legal name of the applicant
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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 inthe case of a corporation, any two of its officers or members of its Board of Directors;

o 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),

o 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);

o inthe 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 of _National Medical Care, Inc.
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.

2 A i

SIGNATUR - SIGNATURE .

Mare Lieherman Mark Fawcett
PRINTED'NAME PRINTED NAMYCS President & Treasurer
Asst. Treasirer N

PRINTED TITLE PRINTED TITLE
Notarization: Notarization: /
Subscribed and sworn to before me Subscribed and swbm to before me

this_1J dayof _April, Jole this day of

)'U-Oml-l Conpele

Signature of Notary Sigpéture of Notary

Seal _ eal

SUSAN H. CONSOLE
Notary Public

1 &
: COMMONWEALTH OF MASSACHUBETTS
My Commission Expires
February 1, 2013

T ——

*Insert EXACT legat name of the applicant

Page 11
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

CERTIFICATION

The application must be signed by the authorized representative(s) of the applicant entity. The authorized
representative(s) are:

o inthe case of a corporation, any two of its officers or members of its Board of Directors;

o 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);

o 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);

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 in the case of a sole proprietor, the individual that is the proprietor.

*

This Application for Permit is filed on the behalf of _Fresenius Medical Care Holdings, Inc.
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.

SIGNATURE

PRINTED NKUETC Ciebertian
Asst. Treasurer
PRINTED TITLE

Notarization:
Subscribed and sworn to before me

this | day of ﬂ{)ril, Zolo

U

Signature of Notary

Seal

SUSAN H. CONSOLE
Notary Public
COMMOMWEALTH OF
My Gommisslon Expires
Fabruary 1, 2013

*Ingert EXACT legal name of the applicant

C

SIGNATURE ~
'_E' -~ . .

PRINTED NAME___ Mark Fawcett
Vice President & Asst. Treasurer

PRINTED TITLE
Notarization:
Subscribed ang“sworn to before me
this___ day of

Sigdature of Notary

eal
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SECTION Ill. - PROJECT PURPOSE, BACKGROUND 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 - Project Purpose, Background and Alternatives

READ THE REVIEW CRITERION and provide the following required information:

BACKGROUND OF APPLICANT

1. Alisting of all health care facilities owned or operated by the applicant, including licensing, certification
and accreditation identification numbers, if applicable.

2. 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.

3. 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.

4. 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 fulfil 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-10; IN N
APPLICATION FORM. S

| PURPOSE OF PROJECT NOT APPLICABLE

The purpose of the change of ownership will not impact patient care, quality or access to the services
offered by the clinic. It is simply a change to the business structure/ownership of the entity that
owns/operates the dialysis facility.

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

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

3. 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.]

4, Cite the sources of the information provided as documentation.

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

6. Provide goals with quantified and measurable objectives, with specific timeframes that relate to
achieving the stated goals.

For projects involving modernization, describe the conditions being upgraded. For facility projects, include
statements of age and condition and regulatory citations. For equipment being replaced, include repair and
maintenance records.

Page 13
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- - e e T——rr—

NOTE: The description of the “Purpose of the Project” should not exceed one page in length.
Information regarding the “Purpose of the Project” will be included in the State Agency Report.

H

APPEND DOCUMENTATION AS ATTACHMENT-11, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. J

ALTERNATIVES NOT APPLICABLE

There are no costs associated with this project/change of ownership.

Document ALL of the alternatives to the proposed project:

Examples of alternative options 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

2) Documentation shall consist of a comparison of the project to alternative options. The
comparison shall address issues of cost, 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.

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

-

APPEND DOCUMENTATION AS ATTACHMENT-12, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. I

Page 14
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SECTION VI.
OWNERSHIP

MERGERS, CONSOLIDATIONS AND ACQUISITIONS/CHANGES OF

This Section is applicable to projects invelving merger, consolidation or acquisition/change of ownership.

1.
2.
3.
4.
5.

2.
3.

A. Criterion 1110.240(b}, Impact Statement
Read the criterion and provide an impact statement that contains the following information:

Any change in the number of beds or services currently offered.

Who the operating entity will be.

The reason for the transaction.

Any anticipated additions or reductions in employees now and for the two years following
completion of the transaction.

A cost-benefit analysis for the proposed transaction.

B. Criterion 1110.240(c), Access
Read the criterion and provide the following:
1.

The current admission policies for the facilities involved in the proposed transaction.

The proposed admission policies for the facilities.

A letter from the CEOQ certifying that the admission policies of the facilities involved will not
become more restrictive.

C. Criterion 1110.240(d), Health Care System NOT APPLICABLE -~ APPLICANT IS NOT A
HEALTH CARE SYSTEM

1.
2.

o

[ -

Read the criterion and address the following:

Explain what the impact of the proposed transaction will be on the other area providers.

List all of the facilities within the applicant’s health care system and provide the following for
each facility.

a. the focation (town and street address);

b. the number of beds;

c. allist of services; and

d. the utilization figures for each of those services for the last 12 month period.

Provide copies of all present and proposed referral agreements for the facilities involved in this
transaction.

Provide time and distance information for the proposed referrals within the system.

Explain the organization policy regarding the use of the care system providers over area
providers.

Explain how duplication of services within the care system will be resolved.

Indicate what services the proposed project will make available to the community that are not
now available.

- — e+ = — et =1 —— e —— o e

" APPEND DOCUMENTATION AS ATTACHMENT-18, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

Page 15
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T. Financial Feasibility

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

REVIEW CRITERIA RELATING TO FINANCIAL FEASIBILITY (FIN)

Does the applicant (or the entity that is responsible for financing the project or is responsible for assumin
applicant’s debt obligations in case of default) have a bond rating of “A" or better?
Yes[1 NoW.

If yes is indicated, submit proof of the bond rating of “A" or better (that is less than two years old} from
Fifch's, Moody’s or Standard and Poor’s rating agencies and go to Section XXVI. If no is indicated,
submit the most recent three years’ audited financial statements including the following:

1. Balance sheet : 3. Change in fund balance

2. Income statement 4, Change in financial position

A. Criterion 1120.210(a), Financial Viability
1.  Viability Ratios

if proof of an “A” or better bond rating has not been provided, read the criterion and complete
the following table providing the viability ratios for the most recent three years for which audited
financial statements are available. Category B projects must also provide the viability ratios for
the first fuli fiscal year after project completion or for the first full fiscal year when the project
achieves or exceeds target utilization (per Part 1100), whichever is later.

Provide Data for Projects Classifi ' :
as: S (Projected)
Enter Historical and/or Projected 2008 2007 2006 2010
Years:
Current Ratio 1.2 1.0 07 1.1
Net Margin Percentage 7.6% 7.3% 5.8% 6.7%
Percent Debt to Total 39.5% 41.9% 41.8% 34.9%
Capitalization
Projected Debt Service Coverage {.01) 0.02 0.02 0
Days Cash on Hand 7.2 10 6.416 6.4
Cushion Ratio .65 1.09 0.55 011

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. Insert the worksheets
after this page.

2. Variance

Compare the viability ratios provided to the Part 1120 Appendix A review standards. If any of
the standards for the applicant or for any co-applicant are not met, provide documentation that a
person or organization will assume the legal responsibility to meet the debt obligations should
the applicant default. The person or organization must demonstrate compliance with the ratios
in Appendix A when proof of a bond rating of “A” or better has not been provided.

REVIEW CRITERIA RELATING TO FINANCIAL FEASIBILITY (FIN)
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B.

FORM.

APPEND DOCUMENTATION AS'ATTACHMENT 755!N NUMER

{continued)
Criterion 1120.210(b), Availability of Funds

If proof of an "A" or better bond rating has not been provided, read the criterion and document that
sufficient resources are avaiable to fund the project and related costs including operating start-up
costs and operating deficits. Indicate the dollar amount to be provided from the following sources:

N/A _ Cash & Securities
Provide statements as to the amount of cash/securities available for the project.
Identify any security, its value and availability of such funds. |nterest to be earned or
depreciation account funds to be earned on any asset from the date of application
submission through project completion are also considered cash.

N/A Pledges
For anticipated pledges, provide a letter or report as to the dollar amount feasible
showing the discounted value and any conditions or action the applicant would have
to take to accomplish goal. The time period, historical fund raising experience and
major contributors also must be specified.

N/A Gifts and Bequests
Provide verification of the dollar amount and identify any conditions of the source and
timing of its use.

N/A Debt Financing (indicate type(s) )
For general obligation bonds, provide amount, terms and conditions, including any
anticipated discounting or shrinkage)} and proof of passage of the required referendum
or evidence of governmental authority to issue such bonds;

For revenue bonds, provide amount, terms and conditions and proof of securing the
specified amount;

For mortgages, provide a letter from the prospective lender attesting to the
expectation of making the loan in the amount and time indicated;

For leases, provide a copy of the lease including all terms and conditions of the lease
including any purchase options.

N/A Governmental Appropriations
Provide a copy of the appropriation act or ordinance accompanied by a statement of
funding availability from an official of the governmental unit. If funds are to be made
available from subsequent fiscal years, provide a resolution or other action of the
governmental unit attesting to such future funding.

N/A Grants
Provide a letter from the granting agency as to the availability of funds in terms of the
amount, conditions, and time or receipt.

N/A Other Funds and Sources
Provide verification of the amount, terms and conditions, and type of any other funds
that will be used for the project.

0 TOTAL FUNDS AVAILABLE

C. Criterion 1120.210(c), Operating Start-up Costs NOT APPLICABLE

If proof of an “A” or better bond rating has not been provided, indicate if the project is classified as a
Category B project that involves establishing a new facility or @ new category of service? Yes M
No M. If yes is indicated, read the criterion and provide in the space below the amount of operating
start-up costs (the same as reported in Section | of this application) and provide a description of the
items or components that comprise the costs. Indicate the source and amount of the financial
resources available to fund the operating start-up costs (including any initial operating deficit) and
reference the documentation that verifies sufficient resources are available,

5,
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U. Economic Feasibility

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

SECTION XXVI. REVIEW CRITERIA RELATING TO ECONOMIC FEASIBILITY (ECON})
A. Criterion 1120.310(a), Reasonableness of Financing Arrangements NOT APPLICABLE

Is the project classified as a Category B project? Yes T No M. If no is indicated this criterion is not
g{pphcabie‘. If yes is indicated, has proof of a bond rating of "A” or better been provided? Yes [1 No
il. If yes is indicated this criterion is not applicable, go o item B. If no is indicated, read the criterion
and address the following:

ﬁre all available cash and equivalents being used for project funding prior to borrowing? 11 Yes [
o}

if no is checked, provide a notarized statement signed by two authorized representatives of the
applicant entity (in the case of a corporation, one must be a member of the board of directors) that

attests to the following:

1. a portion or all of the cash and equivalents must be retained in the balance sheet asset
accounts in order that the current ratio does not fall below 2.0 times; or

2. borrowing is less costly than the liquidation of existing investments and the existing
mves(tjments being retained may be converted to cash or used to retire debt within a 60-day
period.

B. Cgterion 1120.310(b), Conditions of Debt Financing NOT APPLICABLE, THERE ARE NO
COSTS

Read the criterion and provide a notarized statement signed by two authorized representatives of the
applicant entity (in the case of a corporation, one must be a member of the board of directors) that
attests to the following as applicable:

1. The selected form of debt financing the project will be at the lowest net cost available or if a
more costly form of financing is Selected, that form is more advantageous due to such
terms as prepayment privileges, no required mortgage, access to additional debt, term
(years) financing costs, and other factors;

2. Al or part of the project involves the leasing of equipment or facilities and the expenses
incurred with such |easing are less costly than constructing a new facility or purchasing new
equipment.

B. Criterion 1120.310(c), Reasonableness of Project and Related Costs

Read the criterion and provide the following: NOT APPLICABLE, THERE ARE NO COSTS

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 Totai
(list below) | Cost/Square Foot | Gross Sq. Ft. Gross Sq. Ft. | Const. $ | Mod. § Cost
New Mod. | New Circ.* | Mod. Circ.* | (AxC) {(Bx E) (G+H)

Contingency

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

2. For each piece of major medical equipment included in the proposed project, the applicant
must certify one of the following:
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REVIEW CRITERIA RELATING TO ECONOMIC FEASIBILITY (ECON)
{continued)

a. that the lowest net cost available has been selected; or

b. that the choice of higher cost equipment is justified due to such factors as, but not
limited to, maintenance agreements, options to purchase, or greater diagnostic or
therapeutic capabilities.

3. List the items and costs included in preplanning, site survey, site preparation, off-site work,
consulting, and other costs to be capitalized. If any project line item component includes
costs attributable to extraordinary or unusual circumstances, explain the circumstances and
provide the associated dollar amount. When fair market value has been provided for any
component of project costs, submit documentation of the value in accordance with the
requirements of Part 1190.40.

D. Criterion 1120.310(d), Projected Operating Costs

Read the criterion and provide in the space below the facility's projected direct annual operating
costs {in current dollars per equivalent patient day or unit of service, as applicable) for the first full
fiscal year of operation after project completion or for the first full fiscal year when the project
achieves or exceeds target utilization pursuant to 77 Ill. Adm. Code 1100, whichever is later. If the
project involves a new category of service, also provide the annual operating costs for the service.
Direct costs are the fully allocated costs of salaries, benefits, and supplies. Indicate the year for
which the projected operating costs are provided.

E. Criterion 1120.310{e), Total Effect of the Project on Capital Costs NOT APPLICABLE

Is the project classified as a category B project? Yes 7 No [l If no is indicated, go to item F. if
yes is indicated, provide in the space below the facility’s total projected annual capital costs as
defined in Part 1120.130(f) (in current dollars per equivalent patient day) for the first full fiscal year of
operation after project completion or for the first full fiscal year when the project achieves or exceeds
target ut