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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD /0- 076

APPLICATION FOR PERMIT

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIRICATIONE [VVEED

This Section must be completed for all projects. NOV 0 § 2010
Facility/Project Identification NEALTU EACIITIES 8
Facility Name: Fresenius Medical Care Marquette Park ql:puml::q p;\m:w ROARD

Street Address: 6535 5. Western Avenue

City and Zip Code: Chicago 60636

County: Cook Health Service Area 6 Health Planning Area:

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

Exact Legal Name: National Medical Care, Inc. d/b/a Fresenius Medical Care Marquette Park

Address: 920 Winter Street, Waltham, MA 02451

Name of Registered Agent: CT Systems

Name of Chief Executive Officer: Rice Powell

CEO Address: 920 Winter Street, Waltham, MA 02451

Telephone Number: 800-662-1237

Type of Ownership of Applicant/Co-Applicant

1 Non-profit Corporation ] Partnership
E For-profit Corporation O Governmental
Limited Liability Company dJ Sole Proprietorship O Other

o Corporations and limited liability companies must provide an Hlinois 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.

APPEND DOCUIJENTATION AS ATTACHMENT-1 IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. .

Primary Contact
[Person to receive all correspondence or inquiries during the review period]

Name: Lori Wright

Title: Senior CON Specialist

Company Name: Fresenius Medical Care

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

Telephone Number: 70§-498-9121

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

Fax Number: 708-498-9334

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

Name: Coleen Muidoon

Title; Regional Vice President

Company Name: Fresenius Medical Care

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

Telephone Number: 708-498-9118

E-mait Address: coleen.muidoon@fmc-na.com

Fax Number: 708-498-9283




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

Post Permit Contact
[Person to receive all correspondence subsequent to permit issuance-THIS PERSON MUST BE
EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS DEFINED AT 20 ILCS 3960

Name: Lori Wright

Title: Senior CON Specialist

Company Name: Fresenius Medical Care

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

Telephone Number: 708-498-9121

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

Fax Number: 708-498-9334

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

Name: Clare Ranalli

Title: Aftorney

Company Name: Holland & Knight, LLP

Address: 131 S. Dearborn, 30" Floor, Chicago, IL 60603

Telephane Number: 312-578-6567

E-mail Address: clare.ranalli@hklaw.com

Fax Number: 312-578-6666

Site Ownership
[Provide this information for each applicable site]

Exact Legal Name of Site Owner: Capri Devefopment, LLC

Address of Site Owner: 208 S. LaSalle Street, Suite 1600, Chicago, IL 60636

Street Address or Legal Description of Site: 6535 S. Western, Chicago, IL 60636
Proaf of ownership or control of the site is to be provided as Attachment 2. Examples of proof of ownership
are property tax statement, tax assessor's documentation, deed, notarized statement of the corporation

attesting to ownership, an option to lease, a letter of intent to lease or alease.

APPEND DOCUMENTATION AS ATTACHMENT-2, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. .

Operating Identity/Licensee
[Provide this information for each applicable facility, and insert after this page.]

Exact Legal Name: Natfional Medical Care , Inc. d/b/a Fresenius Medical Care Marquette Park

Address: 920 Winter Street, Waltham, MA 02451

] Non-profit Corporation ] Partnership
E For-profit Corporation ] Governmental
Limited Liability Company O Sole Proprietorship [l 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.

o Persons with 5 percent or greater interest in the licensee must be identified with the % of
ownership.

" APPEND DOCUMENTATION AS ATTACHMENT-3, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

Organizational Relationships

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

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

Page 2
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Flood Plain Requirements
[Refer to application instructions.] NOT APPLICABLE — PROJECT IS FOR ADDITION OF STATIONS

Provide documentation that the project complies with the requirements of llinois Executive Order #2005-5
pertaining to construction activities in special 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.orq. This map must be in a
readable format. In addition please provide a statement attesting that the project complies with the

requirements of I_I_Ii_nois Ef_t_a_gg_tive Order #2005-5 (httg:ﬂwww.hfsrb.illinois.gov)n..

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

Historic Resources Preservation Act Requirements
[Refer to application instructions.] NOT APPLICABLE — PROJECT IS FOR ADDITION OF STATIONS

Provide documentation regarding compliance with the requirements of the Historic Resources
Preservation Act.

APPEND DOCUMENTATION AS ATTACHMENT-6, !N NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

DESCRIPTION OF PROJECT

1. Project Classification
[Check those applicable - refer to Part 1110.40 and Fart 1120.20(b)]

Part 1120 Applicability or Classification:
Part 1110 Classification: [Check one only.]

] Substantive O Part 1120 Not Applicable
Category A Project

L]
[ | Non-substantive [ Category B Project
[J DHS or DVA Project
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2. 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.

National Medical Care, Inc. proposes to expand its Fresenius Medical Care Marquette Park in-
center hemodialysis facility by 2 stations. The facility is located at 6535 S. Western, Chicago
and consists of 14 stations. The facility is in leased space. The result of the expansion wil be a
16 station facifity.

Fresenius Medical Care Marquette Park is in HSA 6. According to the October, 2010 station
inventory there is a need for 100 more ESRD stations in this HSA.

This project is “non-substantive” under Planning Board rule 1110.10(b) as it entails the
expansion of a health care facility that provides in-center chronic renal dialysis services.
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Project Costs and Sources of Funds

APPLICATION FOR PERMIT- May 2010 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
project cost. If the project contains non-reviewable components that are not related to the provision of
health care, complete the second column of the table below. Note, the use and sources of funds must

equal.

Project Costs and Sources of Funds

USE OF FUNDS CLINICAL NONCLINICAL TOTAL

Preplanning Costs N/A N/A N/A
Site Survey and Soil Investigation N/A N/A N/A
Site Preparation N/A N/A N/A
Off Site Work N/A N/A N/A
New Construction Contracts N/A N/A N/A
Modernization Contracts 7,000 N/A 7,000
Contingencies 500 N/A 500
Architectural/Engineering Fees N/A N/A N/A
Consulting and Other Fees N/A N/A N/A
I‘cﬂoon\;?;)éfs;)r Other Equipment (not in construction 10,000 N/A 10,000
Bond Issuance Expense (project related) N/A N/A N/A
:ﬂe?;tlgét)arest Expense During Construction (project N/A N/A N/A
Fair Market Value of Leased Space or Equipment 26,850 N/A 26,850
Other Costs To Be Capitalized N/A N/A N/A
f;i%t;isition ot Building or Other Property (excluding N/A N/A N/A
TOTAL USES OF FUNDS 44,350 N/A 44,350
SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL
Cash and Securities 17,500 N/A 17,500
Pledges N/A N/A N/A
Gifts and Bequests N/A N/A N/A
Bond Issues (project related) N/A N/A N/A
Mortgages N/A N/A N/A
Leases (fair market value) 26,850 N/A 26,850
Governmental Appropriations N/A N/A N/A
Grants N/A N/A N/A
Other Funds and Sources N/A N/A N/A
TOTAL SOURCES OF FUNDS 44,350 N/A

NOTE ,ITEMIZATION OE,EACH LINE lTEIM MI}S
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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 ves [ No
Purchase Price: $
Fair Market Value: $

The project involves the establishment of a new facility or a new category of service
0 yes [P'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 targs

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:
B None or not applicable (] Preliminary
[} Schematics ] Final Working

Anticipated project completion date (refer to Part 1130.140): Dec 31, 2011

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

(] Purchase orders, leases or contracts pertaining to the project have been executed.
[] Project obligation is contingent upon permit issuance. Provide a copy of the
contingent “certification of obligation” document, highlighting any language related to
CON Contingencies

. Project obligation will occur after permit issuance. 7 .

APPEND DOCUMENTATION AS ATTACHMENT-8, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. : - ) : ;

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

[ 21l reports regarding outstanding permits
Failure to be up to date with these requirements will result in the application for permit being

deemed incomplete.
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Cost Space Requirements

Provide in the following format, the department/area DGSF or the building/area BGSF and cost. The type
of gross square footage either DGSF or BGSF must be identified. 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 Propose.?h:?tlgl. Gross Square Feet

New Modemized | Asls Vacated
Const. Space

Dept. / Area Cost Existing | Proposed

REVIEWABLE
Medical Surgical
Intensive Care
Diagnostic
Radiology

MRI

Total Clinical

NON
REVIEWABLE
Administrative
Parking

Gift Shop

|_Total Non-clinical
TOTAL

APPEND DOCUMENTATION AS ATTACHMENT-S, iN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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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 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 ¢ase 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 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.

SIGNATU SIGNATURE

Marc Lieberman

PRINTEQ\WANE T R ATAVAEL

SL. \
S8 Treasurer Vice President & Treasurer
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:
Subscribed and sworn to before me Subscribed and sworn to before me
this day of 2010 this _| S day of Juby 2010

Signature of Notary

Seal
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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 twa of its managers or members (or the sole
manger or member when two or more managers or members do not exist);

Q

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 illinois 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 ﬂﬂﬁEC teberman

Vicepgﬁlﬁ% Em Treasurer
Asst, Treasurer
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:
Subscribed and sworn to before me Subsaibed and sworn to before me
this day of 2010 this | day of Jul_ 2010
C/ Q MDQL Y(‘ QAT L
Signature of Notary Signature of Notary
Seal

AN I ey, Seal

g. =T
b :‘ 8 at
O 1 &
: e ]
K * -
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- 3 +

RO,




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

SECTION Il - BACKGROUND, PURPOSE OF THE PROJECT, 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 — Background, Purpose of the Project, 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, and certification
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 pemmit, the
documentation provided with the prior applications may be utitized to fulfill 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 andfor clarify data.

APPEND DOCUMENTATION AS ATTACHMENT-11, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM. EACH ITEM (1-4) MUST BE IDENTIFIED IN ATTACHMENT 11.

PURPOSE OF PROJECT

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 as appropriate.

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

NOTE: Information regarding the “Purpose of the Project” will be included in the State Agency Report.

APPEND DOCUMENTATION AS ATTACHMENT-12, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM. EACH ITEM (1-6) MUST BE IDENTIFIED IN ATTACHMENT 12.

Page 10
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ALTERNATIVES
1) Identify ALL of the alternatives to the proposed project:
Alternative options must 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
D) Provide the reasons why the chosen alternative was selected.
2} Documentation shall consist of a comparison of the project to alternative options. The

comparison shall address issues of total costs, patient access, quafity 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. FOR EVERY ALTERNATIVE
IDENTIFIED THE TOTAL PROJECT COST AND THE REASONS WHY THE
ALTERNATIVE WAS REJECTED MUST BE PROVIDED.

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

APPEND DOCUMENTATION AS ATTACHMENT-13, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM.
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SECTION IV - PROJECT SCOPE, UTILIZATION, AND UNFINISHED/SHELL SPACE
Criterion 1110.234 - Project Scope, Utilization, and Unfinished/Shell Space

READ THE REVIEW CRITERICN and provide the following information:
SIZE OF PROJECT:

1. Document that the amount of physical space proposed for the proposed project is necessary and not
excessive. This must be a narrative.

2. If the gross square footage exceeds the BGSF/DGSF standards in Appendix B, justify the discrepancy by
documenting one of the following::

a. Additional space is needed due to the scope of services provided, justified by clinical or
operational needs, as supported by published data or studies;

b. The existing facility's physical configuration has constraints or impediments and requires an
architectural design that results in a size exceeding the standards of Appendix B;

c. The project involves the conversion of existing space that results in excess square footage.

Provide a narrative for any discrepancies from the State Standard. A table must be provided in the
following format with Attachment 14.

SIZE CF PROJECT
DEPARTMENT/SERVICE PROPOSED STATE DIFFERENCE MET
BGSF/DGSF STANDARD STANDARD?

APPEND DOCUMENTATION AS ATTACHMENT-14, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

PROJECT SERVICES UTILIZATION:

This criterion is applicable only to projects or portions of projects that involve services, functions or equipment
for which HFSRB has established utilization standards or occupancy targets in 77 lll. Adm. Code 1100.

Document that in the second year of operation, the annual utilization of the service or equipment shall meet or exceed the
utilization standards specified in 1110.Appendix B. A narrative of the rationale that supports the projections must be
provided.

A table must be provided in the following format with Attachment 15.

UTILIZATION

DEPT./ HISTORICAL | PROJECTED | STATE MET
SERVICE | UTILIZATION | UTILIZATION | STANDARD | STANDARD?
(PATIENT DAYS)
(TREATMENTS)
ETC.

YEAR 1
YEAR 2

APPEND DOCUMENTATION AS ATTACHMENT-15, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE.
APPLICATION FORM.
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UNFINISHED OR SHELL SPACE: NOT APPLICABLE — THERE IS NO UNFINISHED SHELLSPACE

Provide the following information:
1. Total gross square footage of the proposed shell space;

2. The anticipated use of the shell space, specifying the proposed GSF tot be allocated to each
department, area or function;

3. Evidence that the shell space is being constructed due to
a. Requirements of governmental or certification agencies; or
b. Experienced increases in the historical occupancy or utilization of those areas proposed
to occupy the shell space.,

4, Provide:
a. Historical utilization for the area for the latest five-year period for which data are
available;, and
b. Based upon the average annual percentage increase for that period, projections of
future utilization of the area through the anticipated date when the shell space will be
placed into operation.

APPEND DOCUMENTATION AS ATTACHMENT-16, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

ASSURANCES: NOT APPLICABLE — THERE IS NO UNFINISHED SHELL SPACE

Submit the following:

1. Verification that the applicant will submit to HFSRB a CON application to develop and utilize the
shell space, regardiess of the capital thresholds in effect at the time or the categories of service
involved.

2. The estimated date by which the subsequent CON application (to develop and utilize the
subject shell space) will be submitted; and

3. The anticipated date when the shell space will be completed and placed into operation.

APPEND DOCUMENTATION AS ATTACHMENT-17, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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G. Criterion 1110.1430 - In-Center Hemodialysis
1. Applicants proposing to establish, expand andfor modernize In-Center Hemodialysis
must submit the following information:
2, Indicate station capacity changes by Service: Indicate # of stations changed by
action{s):
# Existing # Proposed
Category of Service Stations Stations
[l in-Center Hemodialysis
3. READ the applicable review criteria outlined below and submit the required
documentation for the criteria:
APPLICABLE REVIEW CRITERIA Establish | Expand | Modernize
1110.1430(b}(1) - Planning Area Need - 77 lll. Adm. Code 1100 X
(formula calculation)
1110.1430(b){(2) - Planning Area Need - Service to Planning Area X X
Residents
1110.1430{b)(3) - Planning Area Need - Service Demand - X
Establishment of Category of Service
1110.1430(b){4) - Planning Area Need - Service Demand - X
Expansion of Existing Category of Service
1110.1430(b)(5) - Flanning Area Need - Service Accessibility X
1110.1430(c)(1) - Unnecessary Duplication of Services X
1110.1430(c}{2) - Maldistribution X
1110.1430(c}(3) - Impact of Project on Other Area Providers X
1110.1430(d)(1) - Deteriorated Facilities X
1110.1430(d)(2) - Documentation X
1110.1430(d)(3) - Documentation Related to Cited Problems X
1110.1430(e) - Staffing Availability X X
1110.1430(f) - Support Services X X X
1110.1430(g)} -  Minimum Number of Stations X
1110.1430(h} -  Continuity of Care X
1110.1430() - Assurances )4 X X

APPEND DOCUMENTATION AS ATTACHMENT-26, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
- PAGE OF THE APPLICATION FORM. T oo IR > : “x

oo™

EAl

4,

Projects for relocation of a facility from one location in a planning area to another in the
same planning area must address the requirements listed in subsection {a)(1} for the
“Egtablishment of Services or Facilities”, as well as the requirements in Section 1110.130 -
“Discontinuation” and subsection 1110.1430()) - “Relocation of Facilities”.

Page 14
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The following Secticns DO NOT need to be addressed by the applicants or co-applicants responsible for
funding or guaranteeing the funding of the project if the applicant has a bond rating of A- or better from
Fitch's or Standard and Poor's rating agencies, or A3 or better from Moody's {the rating shal! be affirmed
within the latest 18 month period prior to the submitta! of the application):

= Section 1120.120 Availability of Funds - Review Criteria
s Section 1120.130 Financial Viability - Review Criteria
+ Section 1120.140 Economic Feasibility - Review Criteria, subsection (a)

VIII. - 1120.120 - Availability of Funds

The applicant shall document that financial resources shall be available and be equal to or exceed the estimated total
project cost plus any related project costs by providing evidence of sufficient financial resources from the following
sources, as applicable: Indicate the dollar amount to be provided from the following sources:

a) Cash and Securities — statements (e.g., audited financial statements, lefters from financial
17.5 institutions, board resolutions) as to:

1) the amount of cash and securities available for the project, including the
identification of any security, its value and availability of such funds; and

2) interest to be eamed on depreciation account funds or to be earned on any
asset from the date of applicant's submission through project completion;

b) Pledges - for anticipated pledges, a summary of the anticipated pledges showing anticipated
_NA receipts and discounted value, estimated time table of gross receipts and related fundraising
expenses, and a discussion of past fundraising experience.

c} Gifts and Bequests - verification of the dollar amount, identification of any conditions of use, and
__NA_ the estimated time table of receipts;
d) Debt — a statement of the estimated terms and conditions (including the debt time period, variable
26,850 or permanent interest rates over the debt time period, and the anticipated repayment schedule) for

any interim and for the permanent financing proposed to fund the project, including:

1) For general obligation bonds, proof of passage of the required referendum or
evidence that the govemmental unit has the authority to issue the bonds and
evidence of the dollar amount of the issue, including any discounting
anticipated;

2) For revenue bonds, proof of the feasibility of securing the specified amount
and interest rate,

3) For mortgages, a letter from the prospective lender attesting to the
expectation of making the loan in the amount and time indicated, including the
anticipated interest rate and any conditions associated with the mortgage,
such as, but not limited to, adjustable interest rates, balloan payments, eic.;

4) For any lease, a copy of the lease, including all the terms and conditions,
including any purchase options, any capital improvements to the property and
provision of capital equipment;

5) For any option to lease, a copy of the option, including all terms and conditions.

e) Governmental Appropriations - a copy of the appropriation Act or ordinance accompanied by a
__NA_ statement of funding availability from an official of the governmental unit. ¥ funds are to be made
available from subsequent fiscal years, a capy of a resolution or other action of the governmentaf
unit attesting to this intent;

f) Grants - a letter from the granting agency as to the availability of funds in terms of the amount and
A time of recelpt;
9 All Other Funds and Sources — verification of the amount and type of any other funds that will be
44,350 used for the project.

TOTAL FUNDS AVAILABLE
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APPEND DOCUMENTATION AS ATTACHMENT-38, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLIC ATION FORM.

1X. 1120.130 - Financial Viability

All the applicants and co-applicants shall be identified, specifying their roles in the project funding or
guaranteeing the funding {sole responsibility or shared) and percentage of participation in that funding.

Financial Viability Waiver

The applicant is not required to submit financial viability ratios if:

1. All of the projects capital expenditures are completely funded through internal sources

2. The applicant’s current debt financing or projected debt financing is insured or anticipated to be
insured by MBIA {Municipal Bond Insurance Association Inc.} or equivalent

3. The applicant provides a third party surety bond or performance bond letter of credit from an A
rated guarantor.

See Section 1120.130 Financial Waiver for information to be provided

APPEND DOCUMENTATION AS ATTACHMENT-40, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM.

The applicant or co-applicant that is responsible for funding or guaranteeing funding of the project shall provide
viability ratios for the latest three years for which audited financial statements are available and for the first full
fiscal year at target utilization, but no more than two years following project completion. When the
applicant's facility does not have facility specific financial statements and the facility is a member of a health care
system that has combined or consolidated financial statements, the system's viability ratios shall be provided. If the
health care system includes one or more hospitals, the system's viability ratios shall be evaluated for conformance
with the applicable hospital standards.

Provide Data for Projects Classified Category A or Category B (last three years) Category B
as: (Projected)
Enter Historical and/or Projected
Years:
Current Ratio APPLICANT MEETS THE FINANCIAL VIABILITY WAVER
. CRITERIA IN THAT ALL OF THE PROJECTS CAPITAL
Net Margin Percentage EXPENDITURES ARE COMPLETELY FUNDED THROUGH
Percent Debt to Total Capitalization gvg gﬁg’g’b SOURCES, THEREFORE NO RATIOS ARE

Projected Debt Service Coverage

Days Cash on Hand

Cushion Ratio

Provide the methodology and worksheets utilized in determining the ratios detailing the calculation
and applicable ling item amounts from the financial statements. Complete a separate table for each
co-applicant and provide worksheets for each.

2. Variance NOT APPLICABLE

Applicants not in compliance with any of the viability ratios shall document that ancther organization,
public or private, shall assume the legal responsibility to meet the debt obligations should the
applicant default.

APPEND DOCUMENTATION AS ATTACHMENT 41, IN NUMERICAL ORDER AFTER THE LAST PAGE OF
THE APPLICATION FORM.

Page 16
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X. 1120.140 - Economic Feasibility

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

1)

1)

2)

3)

A. Reasonableness of Financing Arrangements

The applicant shall document the reascnableness of financing arrangements by submitting a
notarized statement signed by an authorized representative that attests to one of the following:

That the total estimated project costs and related costs will be funded in total with cash
and equivalents, including investment securities, unrestricted funds, received pledge
receipts and funded depreciation; or

That the total estimated project costs and related costs will be funded in total or in part
by borrowing because:

A) A portion or all of the cash and equivalents must be retained in the balance
sheet asset accounts in order to maintain a current ratic of at least 2.0 times for
hospitals and 1.5 times for all other facilities; or

B) Borrowing is less costly than the liquidation of existing investments, and the
existing investments being retained may be converted to cash or used to retire
debt within a 60-day period.

B. Conditions of Debt Financing

This criterion is applicable only to projects that involve debt financing. The applicant shall
document that the conditions of debt financing are reasonable by submitting a notarized
staternent signed by an authorized representative that attests to the following, as applicable:

That the selected form of debt financing for the project will be at the lowest net cost
available;

That the selected form of debt financing will not be at the lowest net cost available, but is
more advantageous due to such terms as prepayment privileges, no required mortgage,
access to additional indebtedness, term (years), financing costs and other factors;

That the project involves (in total or in part} the leasing of equipment or fadiiities and that
the expenses incurred with leasing a facility or equipment are less costly than
constructing a new facility or purchasing new equipment.

C. Reasonableness of Project and Related Costs
Read the criterion and provide the following:

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 Total
{list below) Cost/Square Faot Gross Sq. Ft. Gross Sq. Ft. Const. $ Med. $ Cost
New Mod. New Circ.* | Mod. Circ.* {(AxC) (BxE) (G +H)
Contingency
TOTALS
* Include the percentage (%] of space for circulation
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D. Projected Operating Costs

The applicant shall provide the projected direct annual operating costs {in current dollars per equivalent
patient day or unit of service) for the first full fiscal year at target utifization but no more than two years
following project completion. Direct cost means the fully allocated costs of salaries, benefits and supplies
for the service.

E. Total Effect of the Project on Capital Costs

The applicant shall provide the total projected annual capital costs (in current dollars per equivalent
patient day) for the first full fiscal year at target utiization but no more than two years following project
completion.

APPEND DOCUMENTATION AS ATTACHMENT -42, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

XL Safety Net Impact Statement

SAFETY NET IMPACT STATEMENT that describes all of the following must be submitted for ALL SUBSTANTIVE AND
DISCONTINUATION PROJECTS: NOT APPLICABLE - PROJECT IS NON-SUBSTANTIVE AND IS NOT A
DISCONTINUTAION

1. The project's material impact, If any, on essential safety net services in the community, to the extent that it is feasible for an
applicant to have such knowledge.

2. The project's impact on the ability of anather provider ar health care system to cress-subsidize safety net services, if reasonably
known to the applicant.

3. How the discontinuation of a facility or service might impact the remaining safety net providers in a given community, if
reasonably known by the applicant.

Safety Not Impact Statements shall alsc include all of the foltowing:

1. For the 3 fiscal years prior lo the application, a certification describing the amount of charity care provided by the applicant. The
amount calculated by hospital applicants shall be in accordance with the reponling requirements for charity care reporting in the
Iifingis Community Benefits Act. Non-hespital applicants shall report charity care, at cost, in accordance with an appropriate
methodology specified by the Board.

2. For the 3 fiscal years prior to the application, a certification of the amount of care pravided to Medicaidpatients. Hospital and
nan-hospital applicants shall provide Medicaid information in a manner consistent with the information reported each year to the
llinois Department of Public Health regarding "inpatients and Qutpatients Served by Payor Source” and “Inpatient and QOutpatient
Net Revenue by Payor Saurce” as required by the Board under Section 13 of this Act and published in the Annual Hospital Profile.

3. Any information the appticant believes is directly relevant to safety net services, including information regarding teaching,
research, and any other service.

A table in the following format must be provided as part of Attachment 43.

Safety Net Information per PA 96-0031
CHARITY CARE
Charity [# of patients) Year Year Year
Inpatient
Qutpatient
Total
Charity (cost In dollars)
Inpatient
Qutpatient
Total
MEDICAID
Medicaid (# of patients) Year Year Year
Inpatient
Qutpatient
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Total

Medicaid (revenue)

Inpatient

Qutpatient

Total

. APPEND DOCUMENTATION AS ATTACHMENT-43, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

XIl. Charity Care Information

Charity Care information MUST be furnished for ALL projects.

1. All applicants and co-applicants shall indicate the amount of charity care for the latest three audited fiscal years, the
cost of charity care and the ratio of that ¢harity care cost to net patient revenue.

2, If the applicant owns or operates one or more facilities, the reporting shall be for each individual facility located in lllinois.
If charity care costs are reported on a consdlidated basis, the applicant shall provide documentation as to the cost of
charity care; the ratio of that charity care to the net patient revenue for the consolidated financial statement; the
allocation of charity care costs; and the ratio of charity care cost to net patient revenue for the facility under review.

3. If the applicant is not an existing facility, it shall submit the facility’s projected patient mix by payer source, anticipated
charity care expense and projected ratio of charity care to net patient revenue by the end of its second year of operation.

Charity care™ means care provided by a health care facility for which the provider does not expect to receive payment
from the patient or a third-party payer. (20 ILCS 3960/3} Charity Care must be provided at cost.

A table in the following format must be provided for all facilities as part of Attachment 44.

CHARITY CARE
Year Year Year

Net Patient Revenue
Armount of Charity Care (charges)
Cost of Charity Care

. APPEND DOCUMENTATION AS ATTACHMENT-44, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
. APPLICATION FORM,
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After paginating the entire, completed application, indicate in the chart below, the page numbers for the
attachments included as part of the project's application for permit:

INDEX OF ATTACHMENTS
ATTACHMENT
NO. PAGES
1 | Applicant/Co-applicant Identification including Certificate of Good 21-22
Standing
2 | Site Ownership 23
3 | Persons with 5 percent or greater interest in the licensee must be 24
identified with the % of ownership.
4 | Organizational Relationships (Organizational Chart) Certificate of 25
Good Standing Etc.
5 | Flood Plain Requirements
6 | Historic Preservation Act Requirements )
7 | Project and Sources of Funds Itemization 26
8 | Obligation Document if required N
9 [ Cost Space Requirements 27
10 | Discontinuation '
11 | Background of the Applicant 28-31
12 | Purpose of the Project 32
13 | Alternatives to the Project 33-35
14 | Size of the Project 36
15 | Project Service Utilization 37

16 | Unfinished or Shell Space

17 | Assurances for Unfinished/Shell Space
18 [ Master Design Project

19 | Mergers, Consolidations and Acquisitions

Service Specific:

20 | Medical Surgical Pediatrics, Obstetrics, ICU
21 | Comprehensive Physical Rehabilitation

22 | Acute Mental lliness

23 | Neonatal Intensive Care

24 | Open Heart Surgery

25 | Cardiac Catheterization

26 | In-Center Hemodialysis 38-46
27 | Non-Hospital Based Ambulatory Surgery

28 | General Long Term Care

29 | Specialized Long Term Care

30 | Selected Crgan Transplantation

31 | Kidney Transplantation

32 | Subacute Care Hospital Model

33 | Post Surgical Recovery Care Center

34 | Children's Community-Based Health Care Center

35 | Community-Based Residential Rehabilitation Center
36 | Long Term Acute Care Hospital

37 | Clinical Service Areas Other than Categories of Service
38 | Freestanding Emergency Center Medical Services

Financial and Economic Feasibility:

39 | Availability of Funds 47-51

40 | Financial Waiver 52-53
41 | Financial Viability I
42 | Economic Feasibility 54-58
43 | Safety Net Impact Statement

44 | Charity Care Information 59

Appendix 1 | Physician Referral Letter 60-64




File Number 5928-478-9

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do

hereby certify that

NATIONAL MEDICAL CARE, INC., INCORPORATED IN DELAWARE AND LICENSED TO
TRANSACT BUSINESS IN THIS STATE ON FEBRUARY 26, 1997, APPEARS TO HAVE
COMPLIED WITH ALL THE PROVISIONS OF THE BUSINESS CORPORATION ACT OF
THIS STATE RELATING TO THE PAYMENT OF FRANCHISE TAXES, AND AS OF THIS
DATE, IS A FOREIGN CORPORATION IN GOOD STANDING AND AUTHORIZED TO
TRANSACT BUSINESS IN THE STATE OF ILLINOIS.

In Testimony Whereof, I hereto set
my hand and cause to be affixed the Great Seal of
the State of Illinois, this 20TH
day of SEPTEMBER  A.D. 2010

oo ce WALz

Authenticate at: hitp:/fwww.cyberdriveillinois.com SECRETARY OF STATE

Certificate of Good Standing
ATTACHMENT - 1

e




Co-Applicant

[Provide this information for each applicable facility, and insert after this page.]
Exact Legal Name: Fresenius Medical Care Holdings, Inc.
Address: 920 Winter Streef, Waltham, MA 02451

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

o Corporations and limited liability companies must provide an llinois 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.

o Persons with 5 percent or greater interest in the licensee must be identified with the % of

ownership.

Co-Applicant
ATTACHMENT - 1




Site Ownership

[Provide this information for each applicable site]

Exact Legal Name of Site Owner: Capri Development

Address of Site Owner: 208 S. LaSalle Street, Suite 1600, Chicago, IL 60636

Street Address or Legal Description of Site: 6535 S. Western, Chicago, IL 60636

Proof of ownership or control of the site is to be provided as Attachment 2. Examples of proof of ownership are
property tax statement, tax assessor's documentation, deed, notarized statement of the corporation attesting to

_ownership, an option to lease, a Ietter of intent to lease ora lease.

APPEND DOCUMENTATION AS ATTACHMEET 2l IN NUMERIC SEOUENTIAL ORDEFI AFTER THE LA.ST PAGE OF THE

APPLICATION FORM.

ATTACHMENT - 2




Operating Identity/Licensee

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

Exact Legal Name: National Medical Care, Inc. d/b/a Fresenius Medical Care Marquette Park

Address: 920 Winter Street, Waltham, MA 02451

] Non-profit Corporation O] Partnership
B For-profit Corporation O Governmental
L] Limited Liability Company ] 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.

o Persons with 5 percent or greater interest in the licensee must be identified with the % of
ownership.

Certificate of Good Standing at Attachment - 1.

Operating Identity/Licensee
ATTACHMENT - 3




Fresenius Medical Care Holdings, Inc.

National Medical Care, Inc.
d/b/a Fresenius Medical Care
Marquette Park

ATTACHMENT - 4




Itemization of Project Costs and Sources of Funds

Modernization Contracts

Plumb Station Boxes $7,000

Contingencies $500

Movable & Other Equipment

Dialysis Chairs (2) $6,000
Television (2) $4,000

FMV Leased Equipment

Dialysis Machines (2) $26,850

Cost Itemization
ATTACHMENT - 7




Cost Space Requirements

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. Iinclude 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:
- New . Vacated
Dept. / Area Cost Existing | Proposed Const. Modernized | Asls Space
REVIEWABLE
In-Center
Hemodialysis 44,350 7,434 300 300
Total Clinical 44,350 7,434 300 300
NON
REVIEWABLE
Administrative
Parking
Gift Shop
Total Non-clinical 7,434
TOTAL _ I 44 350 7 434 L _ 300 300 |
APPEND DOCUMENTATION AS ATTAC BMEﬂ IN NUMERIC SEOUENTFAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

Cost Space Requirements
ATTACHMENT -9




Certification & Authorization

National Medical Care, Inc.

In accordance with Section III, A (2) of the Illinois Health Facilities Planning Board
Application for Certificate of Necd; I do hereby certify that no adverse actions have been
taken against National Medical Care, Inc. by either Medicare or Medicaid, or any State
or Federal regulatory authority during the 3 years prior to the filing of the Application
with the Illinois Health Facilities Planning Board; and

In regards to section ITI, A (3) of the Illinois Health Facilities Planning Board Application
for Certificate of Need; I do hereby authorize the State Board and Agency access to
information in order to verify any documentation or information submitted in response to
the requirements of this subsection or Lo obtain any documentation or information that the
State Board or Agency finds pertinent to this subsection.

by A/wv/ By: /Zﬁ(

ITS: Marc Lieberman ITS: Mark Fawcett
Asst. Treasurer Vice President & Treasurer

Notarization: Notarization:
Subscribed and sworn to before me Subscribed and sworn to before me
this day of , 2010 this_{<5 dayof by , 2010
C » Q 40 QQ& ‘S\ C e
Signature of Notary ad Signature of Notary
Seal Seal
“‘““Illll""""’
SNEMLE Se o,
i é"k ‘..6"'5M . EXB;-._./P Y %
$ ¥ Ve 120, % %
FOAY o TR
g & F
- 15'1-(, ,,\5" §
= 4,"--‘;'55’!!07_3&??-" LF
"o ARY PUEG
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Certification & Authorization

Fresenius Medical Care Holdings, Inc.

In accordance with Section III, A (2) of the Illinois Health Facilities Planning Board
Application for Certificate of Need; I do hereby certify that no adverse actions have been
taken against Fresenius Medical Care Holdings, Inc. by either Medicare or Medicaid, or
any State or Federal regulatory authority during the 3 years prior to the filing of the
Application with the Illinois Health Facilities Planning Board; and

In regards to section III, A (3) of the Illinois Health Facilities Planning Board Application
for Certificate of Need; I do hereby authorize the State Board and Agency access to
information in order to verify any documentation or information submitted in response to
the requirements of this subsection or to obtain any documentation or information that the
State Board or Agency finds pertinent to this subsection.

- >

iTs:  -Marc Lieberman ITS: Mark Fawcstt
ASSE, [reasurer

Notarization: Notarization:
Subscribed and swomn to before me Subscribed and sworﬂ to before me
this day of , 2010 this {< dayof éq , 2010
Signature of Notary N Signature of Notary
Seal “‘\\“m!l‘l:lélmnm,"" Sea |

§ Vife V29,505, %

FUEY v

YT
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Fresenius Medical Care Holdings, Inc. Clinics in [llinois

30

Clinic Provider # Address City Zip
Alsip 14-2630  [12250 S. Cicero Ave Ste. #1035 Alsip 60803
Antioch 14-2673 311 Depot St., Ste. H Antioch 60002
Aurora 14-2515  [455 Mercy Lane Aurora 60506
Austin Community 14-2653  |4B00 W. Chicage Ave., 2nd Fl. Chicago 60651
Berwyn 14-2533  |2801 S. Harlem Avenue, 1st Fl. Berwyn 60402
Blue Island 14-2539 12200 S. Western Avenue Blue Island 604086
Bolingbrook 14-2605 {538 E. Boughton Road Boilingbrook 60440
Bridgeport 14-2524 825 W, 35th Street Chicago 60609
Burbank 14-2641 4811 W. 77th Street Burbank 60459
Carbondale 14-2514  |725 South Lewis Lane Carbondale 62801
Champaign (managed) 14-2588 1405 W, Park Street Champaign 61801
Chatham 8. Holland Avenue Chicago 60633
Chicago Dialysis 14-2506 820 West Jackson Blvd. Chicago 60607
Chicago Westside 14-2681 1340 S. Damen Chicago 60608
Congress Parkway 14-2631 3410 W. Van Buren Street Chicago 60624
Crestwood 14-2538  [4861-73 W. Cal Sag Road Crestwood 60445
Decatur East 14-2503 1830 S. 44th St. Decatur 62521
Deerfield 14-2710  [405 Lake Cook Road Deefield 60015
Downers Grove 14-2503  [3825 Highland Ave., Ste. 102 Downers Grove 60515
DuPage West 14-2509 450 E, Roosevelt Rd., Ste. 101 West Chicago 60185
DuQuoin 14-2595  |#4 West Main Street DuQuoin 62832
East Beimont 14-2531 1331 W. Belmont Chicago 60613
East Peoria 14-2562 3300 North Main Street East Peoria 61611
Elgin 2130 Point Boulevard Elgin 60123
Elk Grove 14-2507 901 Biesterfield Road Elk Grove 80007
Evanston 14-2621 2953 Central Street Evanston 60201
Evergreen Park 14-2545  |9730 3. Western Avenue Evergreen Park 60805
Garfield 14-2555  |5401 8. Wentworth Ave. Chicago 60609
Glendale Heights 14-2617  |520 E. North Avenue Glendale Heights 60139
Glenview 14-2551 4248 Commercial Way Glenview 60025
Greenwood 14-2601 1111 East 87th St Ste. 700 Chicago 60619
Gurnee 14-2549 101 Greenleaf Gumee 60031
Hazel Crest 14-2607 17524 E. Carriageway Dr. Hazel Crest 60429
Hoffman Estates 14-2547 3150 W. Higgins, Ste. 190 Hoffman Estates 60195
Jackson Park 14-2516 7531 South Stony Island Ave. Chicago 60649
Kewanee 14-2578  |230 W. South Street Kewanee 61443
Lake Bluff 14-2669 101 Waukegan Rd., Ste. 700 Lake Bluff 60044
Lakeview 14-2679  [4008 N. Broadway, St. 1200 Chicago 60613
Lockport Thofnton Avenue Lockpart 60441
Lombard 1940 Springer Drive Lombard 60148
Lutheran General 14-2558 8565 West Dempster Niles 60714
Macomb 14-2591 523 E, Grant Street Macomb 61455
Marqueite Park 14-2566 6515 S. Western Chicago 60636
McLean Co 14-2563 1505 Eastland Medical Plaza Bloomington 61704
McHenry 14-2672  |4312 W, Elm St McHenry 60050
Melrose Park 14-2554 1111 Superior St., Ste. 204 Melrose Park 60180
Merrionette Park 14-2667 11630 S. Kedzie Ave. Merrionette Park 60803
Metropolis 14-2705 20 Hospital Drive Metropolis 62960
Midway 14-2713  [6201 W. 63rd Street Chicago 60638
Mokena 14-2689 {8910 W. 192nd Street Mokena 60448
Maorris 14-2596 1401 Lakewood Dr., Ste. B Morris 60450
Mundelein 1400 Townline Road Mundelein 60060
Naperville 14-2543 100 Spalding Drive Ste. 108 Naperville 60566
Naperville North 14-2678 516 W. 5th Ave. Naperville 60563
Niles 14-2500  [7332 N. Milwaukee Ave Niles 60714
Norridge 14-2521 4701 N. Cumberland Norridge 60656
North Avenue 14-2602  |805 W. North Avenue Melrose Park 60160
North Kilpatrick 14-2501 4800 N. Kilpatrick Chicago 60630
Northwestern University 14-2597 710 N. Fairbanks Court Chicago 60611
Oak Park 14-2504  [773 W. Madison Street Oak Park 60302
Qrland Park 14-2550 ({9160 W. 159th St. QOrland Park 60462
Oswego 142677 |1051 Station Drive Oswego 60543
Ottawa 14-2576 {1601 Mercury Court QOttawa 61350 _
Facility List

ATTACHMENT - 11




Palatine Dundee Road Palatine 60074
Pekin 14-2571 800 8. 13th Street Pekin 61554
Peoria Downtown 14-2574  |410 R.B. Garreit Ave. Peoria 61605
Peoria North 14-2613  [10405 N. Juliet Court Peoria 61615
Plainfield 14-2707  |2300 Michas Drive Plainfield 80544
Polk 14-2502 557 W. Polk St. Chicago 60607
Pontiac 14-2611 804 W. Madison St. Pontiac 61764
Prairie 14-2569  [1717 S. Wabash Chicago 60616
Randolph County 14-2589 102 Memorial Drive Chester 62233
River Forest 103 Forest Avenue River Faorest 60305
Rockford 14-2615 1302 E. State Street Rockford 61104
Rogers Park 14-2622  [2277 W. Howard St. Chicago 60645
Rolling Meadows 14-2525 (4180 Winnetka Avenue Rolling Meadows 60008
Roseland 14-2690  [135 W. 111th Street Chicago 60628
Ross-Englewgod 14-2670  |6333 S. Green Street Chicago 60621
Round Lake 14-2616  |401 Nippersink Round Lake 60073
Sandwich 14-2700  ]1310 Main Street Sandwich 50548
Saline County 14-2673 (275 Small Street, Ste. 200 Harrisburg 62946
Skokie 14-2618 9801 Wood Dr. Skokie 60077
South Chicago 14-2519 19200 S. Chicago Ave. Chicago 60617
South Holland 14-2542 17225 S. Paxton South Holland 60473
South Shore 14-2572 2420 E. 76th Street Chicago 60649
South Side 14-2508  |3134 W. 76th St. Chicago 60652
South Suburban 14-2517  |2609 W. Lincoln Highway Olympia Fields 80461
Southwestern lllinois 14-2535  |lllinois Rts 3&143, #7 Eastgate Plz. East Alton 62024
Spoon River 14-2565  |210 W. Walnut Street Canton 61520
Spring Valley 14-2564 12 Wolfer Industrial Drive Spring Valley 61362
Steger 219 34th Street Steger 60475
Streator 14-2695  |2358 N. Bloomington Street Streator 61364
Uptown 14-2682  |4720 N. Marine Dr. Chicago 60640
Villa Park 14-2612 200 E. North Ave. Villa Park 60181
Waukegan Harbor 101 North West Street Waukegan 60085
West Batavia Branson Drive Batavia 60510
West Belmont 14-2523 (4848 W. Belmont Chicago 60641
West Chicago 14-2702 1855-1863 N, Neltnor West Chicago 60185
West Metro 14-2536 1044 North Mozart Street Chicago 60622
West Suburban 14-2530 {518 N. Austin Bivd., Ste. 5000 Oak Park 60302
West Wiflow 14404W. Willgw Chicago 60620
Westchester 14-2620  [2400 Wolf Road, STE 101A Westchester 60154
Williamson County 14.2627 (800 Skyline Drive, Ste. 200 Marion 62959
Willowbrook 14-2632 {6300 S. Kingery Hwy, STE 408 Willowbrook 60527

Facility List
ATTACHMENT - 11




Criterion 1110.230 — Purpose of Project

1. The purpose of this project is to keep dialysis services accessible to a
concentrated ESRD population in the Marquette Park community of Chicago
(HSA 6) and to alleviate the historic high utilization at the Fresenius Medical
Care Marquette Park ESRD facility {currently at 89%).

2. The market area that Fresenius Medical Care Marquette Park serves
residents of southwest Chicago mostly in the neighborhood of Marquette
Park, but also spreading out to other nearby communities such as
Englewood, Chicago Lawn, West Lawn, Ashburn, Scottsdale and Gresham.

3. This expansion of this facility will allow it to accommodate the pre-ESRD
patients that Dr. Ahuja has identified from this area who will require dialysis
services in the next 24 months. It will also give the current patients more shift
choices as stations become available during all three shifts.

4. Utilization of area facilities is obtained from the Renal Network for the 3rd
Quarter 2010. Growth and current counts of pre-ESRD patients for the
market area were obtained from Dr. Ahuja.

5. The goal of Fresenius Medical Care is to keep dialysis access available to
this patient population as we continue to monitor the growth and provide
responsible healthcare planning for this area. There is no direct empirical
evidence relating to this project other than that when chronic care patients
have adequate access to services, it tends to reduce overall healthcare costs
and results in less complications.

6. Itis expected that this facility would have and maintain the same quality

outcomes as it has historically as listed below.

o 97% of patients had a URR > 65%
o 96% of patients had a KtV > 1.2

Purpose
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Alternatives

1) All Alternatives
A. Proposing a project of greater or lesser scope and cost.
There was only one aiternative considered that would entail a lesser scope and cost
than the project proposed in this application, however it was not determined to be a
feasible option. This was the alternative of doing nothing. The Marquette Park facility has
been operating above target utilization for years, often near capacity and currently is at
89%. Obviously access to a greater number of dialysis stations is needed in the
Marquette Park market to accommodate current and future ESRD patients. There is no
monetary cost associated with this alternative.

B. Pursuing a joint venture or similar arrangement with one or more providers of 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.

The preferred Fresenius model of ownership is for our facilities to be wholly owned,
however we do enter into joint ventures on occasion. Fresenius Medical Care always
maintains control of the governance, assets and operations of a facility it enters into a
joint venture agreement with. Our healthy financial position and abundant liquidity
indicate that that we have the ability to support the development of additional dialysis
centers. Fresenius Medical Care has more than adequate capability to meet all of its
expected financial obligations and does not require any additional funds to meet
expected project costs. The addition of stations is not a costly project and it would not
make sense to form a joint venture solely for that reason.

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
The option of sending Marquette Park area pre-ESRD patients to underutilized facilities
in the area as they require dialysis treatment was not considered a reasonable
alternative. Nearby facilities considered to be near this market are also operating at high
utilizations. Fresenius Ross-Englewoad is at 92% and Fresenius Southside is at 80%.

D. The most desirable alternative is to address the need for more stations in the most timely
and cost effective manner and to keep access to dialysis services available by
addressing current high utilization and planning for known future ESRD patients in the
market area by adding the 2 stations to Fresenius Medical Care Marquette Park, where
the majority of the patients reside. The cost of this project is $44,350.

Alternatives
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2) Comparison of Alternatives

Total Cost

Patient Access

Quality

Financial

Maintain
Status Quo

$0

There is currently reduced
access to dialysis services in
the Marquette Park area due
to high utilization of clinics all
over the south side of
Chicago. This current trend
will continue to reduce
access.

Patients would have to
travel outside their market
for services. Loss of
continuity of care would
result.

4" shift would have to be
operated causing
transportation problems
and missed treatments.

For patient - higher
transportation costs
due to 4" shift, where
there is no available
county transportation.

Pursue Joint
Venture

$44,350

Same as current proposed
project

Patient clinical quality
would remain above
standards

No effect on patients

Fresenius Medical Care
is capable of meeting
its financial obligations
and does not require
assistance in meeting
its financial obligations.
If this were a JV,
Fresenius Medical Care
would maintain control
of the facility and
therefore ultimate
financial
responsibilities.

Utilize Area
Providers

$0

Area providers are operating
above target utilization to
near capacity.

Would create ripple effect of
raising utilization of area
providers to or above
capacity

Loss of continuity of care
which would lead to lower
patient outcomes

Unavailability to choose
treatment schedule shift
could cause transportation
problems which leads to
missed treatments and
lower quality

No financial cost to
Fresenius Medical Care

Cost of patient's
transportation would
increase with higher
travet times

Add 2 stations
to Fresenius
Medical Care
Marquette
Park

$44,350

Continued access to dialysis
treatment as patient numbers
continue to grow.

Improved access to favored
treatment schedule times.

Patient clinical quality
would remain above
standards

This is an expense to
Fresenius Medical Care
only and is a minimal
cost compared with
other CON projects.

Alternatives
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3. Empirical evidence, including quantified outcome data that verifies improved
quality of care, as available.
There is no direct empirical evidence relating to this project other than that when chronic
care patients have adequate access to services, it tends to reduce overall healthcare
costs and results in less complications. Fresenius Medical Care Marquette Park has had
the following quality outcomes:

Fresenius Medical Care Marquette Park
97% of patients had a URR > 65%
06% of patients had a Kt/V > 1.2

Alternatives
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Criterion 1110.234, Size of Project

SIZE OF PROJECT
PROPOSED STATE MET
DEPARTMENT/SERVICE | BGSF/DGSF STANDARD DIFFERENCE STANDARD?
ESRD IN-CENTER 7,434 360-520
HEMODIALYSIS DGSF NONE YES

As seen in the chart above, the State Standard for ESRD is between 360-520
DGSF per station. 16 stations in 7,434 DGSF of space equals 465 DGSF per
station which is within the State standard.

Size
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Criterion 1110.234, Project Services Utilization

UTILIZATION
DEPT/SERVICE HISTORICAL PROJECTED STATE MET
UTILIZATION UTILIZATION STANDARD | STANDARD?

IN-CENTER
HEMODIALYSIS 89% 80% Yes

YEAR 1 IN-CENTER
HEMODIALYSIS 78% 80% Yes

YEAR 2 IN-CENTER
HEMODIALYSIS 83%" 80% Yes

This facility is experiencing an 89% (75 patients) utilization rate with 14 stations.
Bringing the facility to 16 stations will bring that utilization down to 78%. With the
69 pre-ESRD patients that Dr. Ahuja expects to refer to the Marquette Park
facility in the next 24 months, the facility will remain above the State Standard of
80%.

*Dr. Ahuja has identified 69 pre-ESRD patients to refer to the Marquette Park
facility. This would result in the facility maintaining utilization rates above 80%. It
is likely that some patients may no longer require dialysis services due to death
or transplant and approximately 10 patients yearly transfer to other facilities. The
facility has experienced an overall mortality rate of approximately 6% yearly and
an average transplant rate of 2%. Itis also likely that there will be an
approximate 30% attrition rate of the identified pre-ESRD patients. Even taking
this into consideration, the utilization will still be above the 80% target rate.

Project Services Utilization
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Planning Area Need — Service To Planning Area Residents:

2. Planning Area Need — Service To Planning Area Residents:

A. The primary purpose of this project is to provide in-center hemodialysis services
to the residents of Chicago in HSA 6, more specifically the Marquette Park area
of south Chicago. 100% of the pre-ESRD patients reside in HSA 6 and 95% of
the current patients also reside in HSA 6.

County HSA # Pre-ESRD Patients Who Will Be
Referred to Fresenius Medical
Care Marquette Park

Chicago/Cook 6 73 - 95%
Suburban Cook 7 3 - 4%
Wil 9 1 - 1%
County HSA # Current Fresenius Medical Care
Marquette Park
Chicago/Cook 6 69 - 100%

Planning Area Need — Service to Planning Area Residents
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ASSOCIATES IN NEPHROLOGY, S.C.
NEPHROLOGY AND HYPERTENSION
210 South Des Plaincs Street
Chicago, Illinois 60661
(3121654-2720

PAUL W. CRAWFORD ,M.D,, F.A.S.N. SUDESH K. YOHRA, M.D.

AZZA S. SULEIMAN, M.D. VIJAYKUMAR M. RAO, M.D,, F.A.5.N.
SATYA P, AHUJA, M.D., FAS.N, CLARK MCCLURKIN, JR., M.D.
MARIA L. SOBRERQ, M.D. WADAH ATASSI, M.D., M.B.A.
VINITIIA RAGHAVAN, M.D. HAROLD BREGMAN, M.D., F.A.C.P.
DANIEL KNIAZ, M.D., F.A.C.P, CONSTANTINE G. DELIS, D.O.
EDGAR V. LERMA, M.D.,, F.ASN. KAREEN R. SIMPSON, M.D., F.A.S.N,
RAMESH SOUNDARARAJAN, M.D.,, F.ASN. AMITABHA MITRA, M.D.

NEETHA S, DHANANJAYA, M.D. JIM JIANLING YAO, M.D.

MARK P. LEISCHNER, M.D. EDUARDO J. CREMER, M.D.
SREEDEVI CHITTINENI, M.D. RICHARD HONG, M.D,

CHIRAG P. PATEL, M.D., F.A.8.N. LO-KU CHIANG, M.D.

MADIIAY RAO, M.D. HARESH MUNI, M.D.

APRIL KENNEDY, M.D. BOGDAN DERYLO, M.D., M. Sc,
RIZWAN MOINUDDIN, D.O. NIC L. HRISTEA, M.D,

NIMEET R. BRAHMBHATT, M.D.

July 12, 2010

Mr. Dale Galassie

Acting Chair

Illinois Health Facilities & Services Review Board
525 W. Jefferson St., 2™ Floor

Springfield, IL 62761

Dear Mr. Galassie:

I am the Medical Director of Fresenius Medical Care Marquette Park. This facility has been operating
around 90% utilization with 14 stations for several years. For this reason, I am in full support of the
addition of 2 more stations with the end result being a 16 station facility.

The Fresenius Marquette Park facility has experienced an overall average mortality rate over the past
three years of approximately 6% of total patients treated at the facility over a one year period and an
average 2% transplant rate based on the same number of patients.

Qver the past three years the I was treating 75 hemodialysis patients at the end of 2007, 75 patients at
the end of 2008 and 77 patients at the end 0f 2009, and 77 patients at the end of the 2nd' quarter 2010, as
reported to The Renal Network. As well, over the past twelve months, I have referred 28 hemodialysis
patients to the Marquette Park facility. There are currently 77 ESRD patients at Fresenius Medical Care
Marquette Park and 1 expect to refer 69 pre-ESRD patients to the Marquette Park facility over the next
24 months. (see attached lists of patients).

I therefore urge the Board to approve the 2 station addition to Fresenius Medical Care Marquette Park to
alleviate the high utilization. Thank you for your consideration.

Physician Referral Letter
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I attest that to the best of my knowledge, all the information contained in this letter is true
and correct and that the projected patient referrals listed in this document were not used
to support any other CON application.

Sincerely, -
Satya Ahuja, M.D."

Notarization:

Seal “"& %\ CHARLOTTE CHAPPLE

MY COMMISSION EXPRES
NOVEMBER 6, 2012

Physician Referral Letter
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ESRD PATIENTS OF DR. AHUJA FOR YEAR END 2007, 08, 09 & 2"°

QUARTER 2010
Dr. Ahuja's ESRD Patients
Zip

Code 2007 2008 2009 Jun-10
60162 i 1 0 0
604086 1 1 1 )
60439 i 1 1 0
60455 2 2 3 1
60608 0 0 0 1
60609 4 2 2 2
60615 1 1 0 0
60616 2 1 0 1
60617 2 2 2 2
60619 1 3 3 3
60620 5 4 7 6
60621 3 2 2 2
60623 0 1 1 1
60624 0 1 0 0
60628 3 3 2 3
60629 21 19 24 22
60632 6 7 6 7
60633 1 1 1 1
60636 12 13 10 13
60637 1 1 1 1
60639 0 0 1 0
60643 2 2 2 2
60648 0 0 1 0
60649 3 3 3 3
60652 0 0 0 1
60653 1 1 2 2
60660 1 ) 0 0
60804 1 2 2 2
Total 75 75 77 77

Physician Referral Letter
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ADMISSIONS OF DR. AHUJA FOR THE PREVIOUS TWELVE MONTHS —
06/01/2009 THROUGH 05/31/2010

Zip
Code | Patients
60623
60624
60628
60638
680660
60804
60632
60619
60636
80620
60629
Total

-

L]
[=-]

PRE - ESRD PATIENTS DR. AHUJA EXPECTS TO REFER TO FRESENIUS
MEDICAL CARE MARQUETTE PARK IN THE NEXT 24 MONTHS

Zip
Code | Patients
60608 1
60617 1
80620 5
60628 1
60629 14
60632 12
60636 33
60649 1
60653 1
Total 69

Physician Referral Letter
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CURRENT MARQUETTE PARK ESRD PATIENTS

Zip
Code | Patients
60406 1
60455
60608
60609
60616
60617
60619
60620
60621
60623
60628
60629
60632
60633
60636
60637
60643
60649
60652
60653
60804
Total

W= N WM~ =

no
o

— |~

—y
[

N RS | = 0D [P [ =

~J
~J

Physician Reterral Letter
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Criterion 1110.1430 (e)(1) — Staffing

2) A. Medical Director

Dr. Satya Ahuja is currently the Medical Director for Fresenius Medical
Care Marquette Park and will continue to be the Medical Director.
Attached is his curriculum vitae.

B. All Other Personnel
The Marquette Park facility currently employs the following staff:

Clinic Manager who is a Registered Nurse
Charge Nurse who is a Registered Nurse

2 Full-time Registered Nurses

8 Full-time Patient Care Technicians

Full-time Registered Dietitian

Full-time Licensed Master ievel Social Worker
Full-time Equipment Technician

Full-time Secretary

2 additional Patient Care Technician will be hired for the 2 station
expansion.

3) All patient care staff and licensed/registered professionals will meet the State
of lilinois requirements. Any additional staff hired must also meet these
requirements along with completing a 9 week orientation training program
through the Fresenius Medical Care staff education department.

Annually all clinical staff must complete OSHA training, Compliance training,
CPR Certification, Skills Competency, CVC Competency, Water Quality
training and pass the Competency Exam.

4) The above staffing model is required to maintain a 4 to 1 patient-staff ratio at
all times on the treatment floor. A RN will be on duty at all times when the
facility is in operation.

ATTACHMENT - 26e - 1
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Criterion 1110.1430 (f) — Support Services

| am the Regional Vice President of the Chicago Central Region of the North
Division of Fresenius Medical Care North America. In accordance with
77 1. Admin Code 1110.1430, | certify to the following:

e Fresenius Medical Care utilizes the Proton patient data tracking system in
all of its facilities.

e These support services will be available at Fresenius Medical Care
Marquette Park during all six shifts:
o Nutritional Counseling
o Psychiatric/Social Services
o Home/self training
o Clinical Laboratory Services — provided by Spectra Laboratories

+ The following services will be provided via referral to Holy Cross Hospital,
Chicago:

o Blood Bank Services

o Rehabilitation Services
o Psychiatric Services

Qb N_oy

Signature

Coleen Muldoon/Regional Vice President
Name/Title

Subscribed and swopn to before me
this, Z8HL day of (/XL 2010

edits 9o

Signature of Notary

Seal

Support Services
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Criterion 1110.1430 (j) — Assurances

| am the Regional Vice President of the Chicago Ceniral Region of the North
Division of Fresenius Medicat Care North America. In accordance with

77 Il. Admin Code 1110.1430, and with regards to Fresenius Medical Care
Marquette Park, | certify the following:

1. As supported in this application through current patient census and
expected referrals to Fresenius Medical Care Marquette Park in the
first two years after addition of the 2 stations, the facility is expected to
achieve and maintain the utilization standard, specified in 77 Hll. Adm.
Code 1100, of 80% and;

2. Fresenius Medical Care Marquette Park hemodialysis patients have
achieved and will maintain adequacy outcomes of:
a. > 85% of patients with a urea reduction ratio (URR) > 65% and;
b. > 85% of patients with a Kt/V Daugirdas !I. 1.2.

For the past twelve months the following quality data was recorded
for Fresenius Medical Care Marquette Park:

o 97% of patients had a URR > 65%

o 96% of patients had a KtV > 1.2

(o Noot

Signature

Reqional Vice President

Title
Subsgib and swarn to before me
this day o , 2010

Signature of Notary

1//9,/21/,/121 th/’. A o~—"

Assurances

ATTACHMENT - 26j
\ ((7




e oy
EXHIBIT 1
LEASE SCHEDULE NO. 2680002105016
{Trua Loaso}
LESSOK HIEMENS FINANCAL RERVICES, INC. LESSEE:MATIONAL MEDICAL CARE, INC.
{'Lasser) » Detaware comoizton
LRseEE")
Address: 170 Woad Ave Bouth Addrena: 920 Wintet Sigot
It#iln, NJ 53820 Watham, MA 02489

1. Lessor and Laseas hove ontored lnto 8 Mastar Equipment Lopyo Agreemend dated s of [argh 10, 2008 (Master
Lensa), ncluding bis Scheduls fogether, ha "Leste’), putsuant lo which Leasor end Lessea have agroed 1o [2ase he
euipment descrved i EXHBILA herato (e “Equipmenty. Lessse end Lassar ench reaffém ol of its respective
repeesentobons, warrandss and oovenants sal for: In tha Master Loass, ol offhe lermm and piovisions of which are
rcorparated herein by ref a3 ol (he dats hoto!, Lostas further contikes to Lossar that Lezsea has sgleded (v
Equipment and prior 1o the exeauiion of this Schedute has fteived snd spproved o puchate cidty, pirchoed sgrRement of
supply ablet under which Tw Equipment wil be soquired for puposesof ihls Lesse,

2. The Acquieion Cost ofthe Equipmentis; § 3B78.373.64

3, The Equipment wil be boatad 3t the localion tpeciind In Exhibd A hareio, uriless the Equipmert & of 018 typs
noimatly used ot mare then ong koot Son {such o3 vohicular equlipma, aonmuction macinery of e fke}, invhich case the
Equipment witt be used 1n the aes sreciiod on Eabiht A herabo,

& TERM OF LEASE: The tonm for which the Equiptient shei be leascd shalbe for 72 monfha {the Yin'ilal Loass
Tem?), commancing on he Leays Term Commencesment Dats a3 sai forty I th Accaplznan Gerthatie ip S1is Scheduln, and
oxpfing 0332016, anless renawed, exiended, of soonos terminaled I cocordance vith e tema of the Lease,

5. RENT: (8) Payabis v manthly [vstalimenta en the 25th day of each month auring e initlal Laaso Term o8 follows.

HAenlal Hurmber af Amount of
Pgyment Aanisl Each Rontal
Humbers Payments pyment
12 T2 $53,654.37

. Lensorwiti invoioe Lessas for 2l siles, use ardlior patsonal propurly tixtzn a8 bad whkn dup and poyshis In
acooriance with opphontle taw, urmess Lessoe dellvers to Lessor o walid siempiion cartifiats wih reapoct 1o such taxes,
Dofvery of such certifioato shatl constitule Lesseds reprasenlEBoN 50d warnnly fal no such tax Shak becoma dua end payable
Wit mapadt (o the Equipment &nd Loases shall indemntly and hald hammisss Lassor from and agalnat wy end o Bablily of
damages, Including tats charges and interesl which Lesaor may inour by feazon of tho ogaessment of wich tax

8. OTHER PAYMENTS:

{8} Losstre agrees 16 pay Rentel Payinants in edvance.

015 Bt 13000
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7. EARLY TERMINATION OPTION: So foag av no Everd of Datau under e Lease, not &y event which upon nelco
or lapas of tme o7 both WoUlS constie such an Event of Default has grourrad and 1s continuing, Lesesn shall have tho option
1o ternlnote e Lease for o), hut ol iss than all, of the Equlpmbnt 0n 1he renlal piyenent date {ot the tremty-forth [24th)
monlhty raniel payment {(he “Ezity Tamiination Dnle”), Lésseo shal nofly Lassorin wiifing of Lassac's Intention lo exerclis
such toomination oplion #t last nihety (80} days prior Lo the Eady Tormination Date of gyich Lodes, Latsos shall pay fo Lessor
on the Early Yeswitanfion Dat an aggreqate amount (iha *Teminafion Arount) equatio: (7l fanlpl payments, taie chasges
and olher amounis due snd owing under (he Lasss, incarding ihe rantst payment due on the Eanty Termination Date; plus () any
06 al 1es, essesamants and other charges due in connsction wih the temination of the Loase; plis (i) 64% of o oging
Acquistion Cuosl of The Equipmad as set forth hereh,

In eddition fo tha payment of the Teminstion Amount, Lessto eheti ratun ol of tha Equipment bo Lessor oo tha Eary
Taminatién Dts pumuant 10 end b the condiflon required by the tarms of ne Laase.

In tha avent Leason chall not pay b Teprination Ameunt on the EanyTermhaum rate and retum the Bqutpment &
Lagsor pursuant 1o, and In Ove condion required by (he Loase, hen the Leasa Tomn for the Equipmant shall continus In fu¥
forco arvd effact and i Eary Teminstion Oplion shafl be i} and vaid and af ao Turkher foroo or affacl +

8. EARLY PURCHASE OPTION: 50 kg a8 1o Event of Detautundor the Loass, o any event whith upan notice of
1389 0f fime o+ both woukd constitule such an Event of Dofaull hes ocourred and 1s continulng, Lessee thall have the opbion to
{orminely (e Lease and purchaca ab, bt not doss han o, of the Equpment oa tha rerdal paymeat date for the stxtiath (60ih}
mondiy rental pgymant (the "Eatly Purchese Oplisn Date”). Lesaco shal viotity Lesaor nveting of Lesser’s ntenbion to
awarcise §uch ealy pirchase opBon at ieast ninaly (90} days prier 1o the Early Purchase Option Date of suchbesso, Lossan
shull pay to Lessor on the Eafly Purchiss Option Dale an rggegete amount (the *Purchase Filoa™ equas to: {f) ak ente
paymenty, bais charges and ofher emounts dun and oaing inder o Leass, inluding the reatal paymant dua on the Early
Putchass Oplion Bale; plus (i) any end al taces, assessments ‘andt other charges. duo In conneciion wih the laminstion of tha
Lesss and the purchasa of the Egquipment; plus (1) 28.02% of the orighi! Acquisition Cog! of tha Equipment &3 et forth harsin

Frovidad that Lessor shall fave recelved the Purchasa Prics an the Eady Purchass Oplion Dale, Lossor shal convay
b of i right, Aife ek intecest i and 1o to Equipment o Leasea on the Early Purchesa Oplien Date, on 8n “ARIS",
WHERE4S® BASH WITHOUT REPREGENTATION OR WAFLRANTY, EXPRESS OR IMPLIED, and withoul recoursn o
Lassor; providad howover, (hat nteithstanding maything clse hetaln o the conlrary, Lesses stk warrant that (s Equipment i3
fep and cless of ol Lens, chirges and enambiances creatad by, Lhrough or urder Lesaor, and that Lessor has pood end Iawhul
g, powesr and autnofity to sefi sald Equipmant 1o Lesses.

in the gvent Lesace shall ot pay the Puchasy Price on the Earty Purchasa Oplkn Dals then the Initinl Lease Tem of
oy renewiel (e fof (e Eaulsman shel continua In Tl fofco and eflect and this Eardy Purchasa Option shall be mid mnd yoid
end of no Turkay furcs of eftact

0, PURCHASE OPTION; Solong 08 no Event of Dafauk, et may evenl which upon notioe o lapse of me or bath veould
constiiute and Event of Dsfaull, has 0oturrod and is continulng Lider iho Lease, and the Laass his rol boen earker tominaied,
and upon notjess (han ninety {89) days prior witton notice, Lasses shall have tho oplion, upon expiration of the inital Laass
Tomn, ronowsl tarta o Extanded Torm, 10 purchasa af, butnotless than ah, of Lesser's Aghl, 1o #ad lnterest in and (o the
Equipment et the and of (e Lease Term for 8 Purchase Ogption Prica (heroinafer dafinad), on the tzs2 dny of the Lease Term, in
Fnmadialely avatable incs.

The Pulchirsa Oplion Price shall ba equatto the Falr Market Value o the Equiprvnd (harzinafier defined) plas any sakss,
uso, property ot Dxdse ipxes on or mesyursd by such sale, any other anteunts aecrued and unp3ld Lnder the Lesss and eay
othar expanses of fransfer nciuding UGC ierminalion fees.

Tia "Fei Marot Valuo™ of the Equipmant, shall be dotomitaed 00 the Biasls of, and sha¥ bo aqua’ in smeunl 1o the valus
\whiich wotid be chtained [, an armsdanglh transsction between an informed and wilking buyor-uter {othes thanz leasee
aurrantly it pexsesston of @ used equipment doaler) and aninformed sad willing sebes undarne complision 1040k ang, [y suh
determinason, costs of removal from the lecalion of cuiterd ws shaT nol bé & deduction fiom sach valos, For purposss of
detamining Fair Market Velue | vAll ba ascurned that 8s of tha dato of datemnination thet te Equipment i nat londd the
condltion reiir=d by the Lenss, Hduring or alter the perlod of thikty (30) days om Lessors race'st of e aloresald wiitten
notioe from Leeses of Lessats iswaion to exerdss sak purchabe oplion, Lessar and Lessas detanming {hat they canno! sgrae
upon euch i market vilve, then such va'ue ehallbe detemined n nocordance with the feragelng definiCon by b quakiied
Ingopendant appraicer as poiecled by muludi agraemeont between Lessar and Lessce, o faling such pgreement, by & panad of
{hree Independant appraisers, one of whon shali be sefected by Lossor, the second by Lesses and (s thUt desireted by he
frst two aiected. Hany party rolusos of fale to eppofnl an sppratses of A {Hnd apprateer cannol 5o agraed upon by the olher
twa Bppraisers, such app or gpprafsers Shatfl ba eetach o In sotordence with the rules i conmorcial mbirakion of the
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Amerkean Abiiration Agsociation. ‘The appraisern shafl ba inshructed ko miake such delormination wiliin @ period of teenty 20}
-days follwaing #poctatmant, and shafl pramplly commisnioala Guch datemmination In waiting # Lessor and Lesséo, e .
deimination of Fal Market Vatue 2o meds by tha solo eppraiser of bya ma]u{zomm appraisers, f there I mona than one,
ha' be conclusively binding tpon both Lessor and Lossee. All apprateal cosis, eos and expenses shall be payabie by Losses,
This sais of the Equipment by Lessor b Lesseo shell be o an AS-1S, WHERE-S bash, wihou! tecoursa 18, oF AR DY,
Latsor, prrvided htwirver, Thit notwiibstanding anyihing else hereln 1o tha contrary, Lawsor ahad waerant that the Equipment s
{rme and chonr of aliiens, chalges and encumbrances areated by, thicugh of under Lessar, and thel Lewaor haa good #nd kewful
right, por and authodty fo eak sakd Equipment to Lessea,

Lessao shall be deemed fo heve walved s Purchase Opthon unless I provides Lessor wilien ootics of e hmovoceble
elaction to exarc'ss Ihis oplion Wi Moen (15) days afar Lecooo I8 sdvissd of ke Fak Market Value of he Equipment.

Lessca may siact (o ratuen ab, but not lass than of, of the Equipment &t the ead of the Infls! Lesse Tofm or Bay ranewal
\erm, provided (hat guch ssturn wil onty be parmilited K i) the Lesoea provides the Lagsor Wi weitian notice of ite laleaton 1o
tnlurn tha Equipment nol tesa then ringly (30) days pifif to the and of the Inkia} Tazm, and (d) the fetun of tho Equipment Is in
pooordance wih ha terms of the Leata snd any Schadiies, Acoeplance Ceitificato, Riders, Eandblts and Addenda tharalo,

IF, 4or sny reason whatsoaver, (ha Leseee doss ool puichese the Equipment al the aod of the totial Leasa Temof any
ronwal tetm In acoordance wit B {orgolng, or exarcise fek aption o rolum the Equipment a2 sel forth above, e loase
termm of the Equioemont slisll and without furthar aclion on the par of Lesses be axtanded on & month-o-monl baeks with renlats
paysnie monthly calculates #f ona hundred five percont (105%) of the higtiast momhly cania) payabla dudng i (rilal Loasy
Tamn {ths "Exiendod Temt™). At {he and of suth Extendad Tam, the Lessae shall have the ap¥on 1o elthess ( retum the
Equipment fo the Lissarin 2ccardance wilh the termy of e Leass; or (8) purchasa Lhe Equipmant For fs thon Fal Market Vatus
a8 detarmingd In §ocordanon Wik the provisions £at forih abave. The Extended Tern shal conlinve unf {8) Lesses provides
Lassor wih f1od fass than ninaty (B0) days prior wedien nofios of Uhe enticipated date Lessee ik tabum the Equipment end

Lesset retums ths Equpmantin s wlh (hee petum provisions of (his Lease, or (b) Lessbo provides Lessor wilh ndl less
g‘:un ;';n:g {60) dayy prar vaition nolion OF LOESAR'S axarise of 118 Fak Market Valus puichase oplion with respact to the
10.8TIPULATED L0385 VALUES:
| Pareentage af ] Peroontago of
| Beplol Povmenl® i | Reptel paymenth | AcocteiionGesl
1 101.47 8t 5022
2 100.61 3 58.84
.3 99,55 38 57.68
’ 4 £0.66 40 56.37
5 9765 41 55.08
6 863 42 53.78
7 £5.48 | 44 8247
] 5] 8441 44 51,16
] £3.33 [ 4084
. 10 8226 48 48,51
11 91,15 a7 47.18
12 80,05 48 4584
13 88,95 i3 44.50
14 87.83 80 4315
i8 86.71 51 41,79
16 85.58 52 40.43 |
12 B4 44 13 39.08
18 83,29 54 37.89
18 82.14 5 3831
013 Exhiyrls 12400
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2y

) Percenlsps of ) Pareanlage of
| Bontsl Ppyroectf | J : | Repldl PamigalX
20 80.97 54 24.82
2t 79.81 & 33.53
22 78.62 58 32.13
2 7748 L5 30.72
24 16.28 50 20.3
25 76.05 61 27.80 |
28 7388 62 28.47
2 J265 5 25.04
78 71.44 B4 23.81
29 70,422 ] 85 2247
» 88.09 88 20,72
31 87,76 87 19.27
32 £6.52 [} 12.82
fx) 65,27 [T 16.35
34 64.01 hiv} 1498
35 B2.76 7 13.40
36 51,49 12 11.02

Stputated Lass Vatuas aro dus i eddltion to the Rental Payment dus on (he same dale.

|H VATNESS WHEREQF, (ho partins hrarato cartify thaf they have rend, proepled snd caused this Individual Leasing
Recaid to ba duly oxeculsd by thelr respactive affeers Mezeunio duty suthefized.

Dated: Jgﬁ‘i% ,Eﬂ

LERSCR:

Slemens Fingnctat Bervices, £

ne.

OF5 Baxfodh 1 2006
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2009 Financial Statements for Fresenius Medical Care Holdings, Inc. were submitted
previously to the Board with #10-036, Fresenius Medical Care Mundelein and are the

same financials that pertain to this application. in order to reduce bulk these financials
can be referred to if necessary.

Financials
53\ ATTACHMENT - 40




Criterion 1120.310 Financial Viability

Financial Viability Waiver

This project is being funded entirely through cash and securities
thereby meeting the criteria for the financial waiver.

Financial Waiver

ATTACHMENT - 40
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Criterion 1120.310 (c) Reasonableness of Project and Related Costs

Read the criterion and provide the following:

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 Total
{list below) Cost/Square Foot | Gross Sg. Ft. Gross Sg.Ft. | Const. $ | Mod. $ Cost
New Mod. New Mod. Circ.* | (AxC) (B x E) {G+H)
Circ.*

ESRD 23.33 300 7,000 7,000
Contingency 1.67 300 500 500
TOTALS 25.00 300 7.500 7.500

* Include the percentage (%) of space for circulation

Criterion 1120.310 (d) — Projected Operating Costs

Year 2011

Salaries $957,112
Benefits 239,278
Supplies 232,714
Total $1,429,104

Annual Treatments 18,096

Cost Per Treatment $78.97

Criterion 1120.310 (e) — Total Effect of the Project on Capital Costs

Year 2010

Salartes $211,576
Benefits 52,894
Supplies 175,440
Total $439,910

Annual Treatments $29.37

Economic Feasibility
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Criterion 1120.310(a) Reasonableness of Financing Arrangements

National Medical Care, Inc.

The applicant is paying for the project with cash on hand, and not borrowing any funds for the
project. However, per the Board’s rules the entering of a lease is treated as borrowing. As such,
we are attesting that the entering into of a lease (borrowing) is less costly than the liquidation of
existing investments which would be required for the applicant to buy the property and build a
structure itsclf to house a dialysis clinic. Further, should the applicant be required to pay off the
lease in full, its existing investments and capital retained could be converted to cash or used to
retire the outstanding lease obligations within a sixty (60) day period.

e

B .
arc Lieber
Title: man Title:
' r
Vice President & Treasurer
Notarization: Notarization:
Subscribed and sworn to before me Subscribed and sworn to before me
this day of , 2010 this. \S_ dayof DU\, ,2010
Signature of Notary Signature of Notary
Seal Seal
““ﬂllllllu""
\“ v\e\'LE SC 4,
& O‘AM E)(.o& ’l/""-
§F¥0 e V2, S
FU; .t?‘e) '~ m_y 3
£ 3 ’ E,fa H
z X
"5 %U’HOFV"‘G) \03'?

'“' OT A P“ﬁ \\“'.

AR
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Criterion 1120.310(a) Reasonableness of Financing Arrangements

Fresenius Medical Care Holdings, Inc

The applicant is paying for the project with cash on hand, and not borrowing any funds for the
project. However, per the Board’s rules the entering of a lease is treated as borrowing. As such,
we are atlesting that the entering into of a lease (borrowing) is less costly than the liquidation of
existing investments which would be required for the applicant to buy the property and build a
structure itself to house a dialysis clinic. Further, should the applicant be required to pay off the

lease in full, its existing investments and capital retained could be converted to cash or used to
retire the outstanding lease obligations within a sixty (60) day pcriod

N2 %/&L

ITS: Marc L|eberman
ASST. Treasurer

Vice President & Asst. Treasurer

Notarization: Notarization:
Subscribed and sworn to before me Subscrlbed and sworn to before me
this day of ,2010 this_ S day of Jy\e; 2010
C Wurall Jeeovme
Signature of Notary %i Signature of Notary
Seal Seal
n"lﬂl""
L‘. Sce ’r"
4\ Elp, 4; 'a-,'
o 20, 7%
m Z
=a" ‘-'-:
'.-,' 4UHOF"“. 5

“,, IVOT RY ?\\ \‘\ ‘\

"‘llumul"“
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Criterion 1120.310(b) Conditions of Debt Financing

National Medical Care, Inc.

In accordance with 77 ILL. ADM Code 1120, Subpart D, Section 1120.310, of the
1llinois Health Facilities Planning Board Application for Certificate of Need; 1 do hereby

attest to the fact that:

There is no debt financing. The project will be funded with cash and leasing
arrangements; and

The expenses incurred with leasing the proposed facility and cost of leasing the
equipment is less costly than constructing a new facility or purchasing new

equipment.
By% ‘/,V%/ By: /7 . ﬂA/

1
Mark Fawcett

iTs:  Marc Lieberman ITS: Sresident-8Freasdrer

Asst. Treasurer

Notarization:

Notarization:
Subscribed and sworn to before me Subscribed and sworn to before me
this__ \< dayof Joly , 2010

this day of , 2010

(_, Q&M\nQOg LE("a/mru-—

Signature of Notary

Signature of Notary

Seal Seal

I,

"' '4 4’0 %\’ \"\
T, A ?0‘ W

“Huuu Ly
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Criterion 1120.310(b) Conditions of Debt Financing

Fresenius Medical Care Holdings, Inc.

In accordance with 77 ILL. ADM Code 1120, Subpart D, Section 1120.310, of the
Illinois Health Facilities Planning Board Application for Certificatc of Need; 1 do hereby
attest to the fact that:

There is no debt financing. The project will be funded with cash and leasing
arrangements; and

The expenses incurred with leasing the proposed facility and cost of leasing the
equipment is less costly than constructing a new facility or purchasing new

equipment.
BYI/% %/ By: % - 4‘*
ITs:  Marc Lieberman ITS: Mark Fawcett
. :
Asst. Treasurer ——VicoPresidont & ASSt Treasurar
Notarization: Notarization:
Subscribed and sworn to before me Subscribed and sworn to before me
this day of , 2010 this. (S day of Ju\y ,2010

Signature of Notary

Signature of Notary

Seal W “n\l""ln"s'a

S EXp. K
S ke
NN v
ZQEY

“unf OTARY P

"'Mmm"“
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Charity Care Information

From a charity standpoint Fresenius Medical Care accepts any patient regardless
of their ability to pay. Most ESRD patients qualify for Medicare coverage or have
private insurance and there are some who qualify for Medicaid. For those
patients who don't have insurance and for whatever reason don't pursue
government payor sources, Fresenius Medical Care will treat and bill the patient
even though payment is not expected. These patients are considered “self-pay”
patients. These unpaid accounts are then written off as bad debt. This practice
does not meet the Board's definition of Charity Care so therefore, Fresenius
Medical Care would have no charity care to report.

Charity Care Information

5? ATTACHMENT - 44




ASSOCIATES IN NEPHIROLOGY, 5.C.,

NEPHROLOGY AND HYPERTENSION
210 South Des Plaincs Streel
Chicago, 1llinois 60661
(312)654-2720

PAUL W, CRAWFORD , M.D., F.AS.N. SUDESH K. VOHRA, M.D.

AZZA S. SULEIMAN, M.D. VIJAYKUMAR M, RAO, M.}, F.ALSN.
SATYA P. AHUJA, M.D., F.ASN. CLARK MCCLURKIN, JR., M.D.
MARIA 1. SOBRERO, M.D). WADAH ATASSI, M.D., M.B.A.
VINITHA RAGHAYAN, M.D. HAROLD BREGM AN, M.D., F.A.C.P,
DANIEL KNIAZ,M.D., F.AC.P, CONSTANTINE G. DELIS, D.O.
EDGAR V.LERMA,M.D., F.ASN. KAREEN R. SIMPSON, M.D., F.A.S.N.
RAMESH SOUNDARARAJAN, M.D., F.ASN. AMITABHA MITRA,M.D.

NEETIA 8. DHANANJAY A, M.D. JIM JIANLING YAO,M.D.

MARK P. LEISCHNER, M.D. EDUARDO [. CREMER, M.D,
SREEDEVICHITTINENL, M.D, RICHARD HONG, M.D.

CHIRAG . PATEL, M.D., F.A.5.N. LO-KU CHIANG, M.D).

MADHAY RAO, M.D. HARESII MUNE M.D.

APRIL KENNEDY, M.D. BOGDAN DERYLO, M.D., M.Sc.
RIZWAN MOINUDDIN, D.O. NIC I, HRISTEA, M.D.

NIMEET R. BRAUMBHATT, M.D.

July 12, 2010

Mr. Dale Galassie

Acting Chair

Ilinois Health Facilities & Services Review Board
525 W. Jefferson St., 2™ Floor

Springfield, IL 62761

Dear Mr. Galassie:

I am the Medical Director of Frescnius Medical Care Marquette Park. This facility has been operating
around 90% utilization with 14 stations for several years. For this reason, I am in full support of the
addition of 2 more stations with the end result being a 16 station facility.

The Fresenius Marquette Park facility has experienced an overall average mortality rate over the past
three years of approximately 6% of total patients treated at the facility over a one year period and an
average 2% transplant rate based on the same number of patients.

Over the past three years the | was treating 75 hemodialysis patients at the end of 2007, 75 patients at
the end of 2008 and 77 patients at the end of 2009, and 77 patients at the end of the 2nd' quarter 2010, as
reported to The Renal Network. As well, over the past twelve months, I have referred 28 hemodialysis
patients to the Marquette Park facility. There are currently 77 ESRD patients at Fresenius Medical Care
Marquette Park and I expect to refer 69 pre-ESRD patients to the Marquette Park facility over the next
24 months. (see attached lists of patients).

I therefore urge the Board to approve the 2 station addition to Fresenius Medical Care Marquette Park to
alleviate the high utilization. Thank you for your consideration.

Physician Referral Letter
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I attest that to the best of my knowledge, all the information contained in this letter is true
and correct and that the projected patient referrals listed in this document were not used
to support any other CON application.

Sincerely,

(// Qlf\,uﬂr MP

—

Satya Ahuja, M.D.

Notarization:
Subscribed and sworn to befpre me
this day of

Signature of Notary

Seal S,
*OFRCIALO CHARLOTTE CHAPPLE

MY COMMISSION EXPIRES
SEAL,
%&i&& NOVEMBER 6, 2012

Physician Referral Letter
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ESRD PATIENTS OF DR. AHUJA FOR YEAR END 2007, 08, 09 & 2"

QUARTER 2010

Zip
Code

Dr. Ahuja's ESRD Patients

2007

2008 2009

Jun-10

60162

1

60406

60439

60455

60608

60609

60615

60616

60617

60619

60620

60621

60623

60624

60628

WO ||| = Rt O (A [ [ [—

O | =t [== (P [ (LN = J=a (PO IR [t |-
N Of= | INWIN OO OI— (=0

60629

N
—

—
[{e]
n
p-

60632

60633

el 22

-]
— |

60636

pu—ry
jv]

—
w
o]

60637

60639

60643

60648

60649

60652

60653

60660

60804

= | 2O WO N[O |

== (OO o|—
RO O [ ]—h[—]—

Total

-l
14)]

-~
L4
-
~J

Jirvloiv|[w|wlolv|o|a gl |~NR lwlo[wimo|w|[m|=|om|=|=jlo|=|o

(2

Physician Referral Letter
APPENDIX - 1




ADMISSIONS OF DR. AHUJA FOR THE PREVIOUS TWELVE MONTHS —
06/01/2009 THROUGH 05/31/2010

Zip
Code | Patients
60623 i
60624
60628
60638
60660
60804
60632
60619
60636
60620
60629
Total

SN T A IR TICY (S [ JP S S

M
-~}

PRE - ESRD PATIENTS DR. AHUJA EXPECTS TO REFER TO FRESENIUS
MEDICAL CARE MARQUETTE PARK IN THE NEXT 24 MONTHS

Zip
Code | Patients
60608 i
60617 1
60620 5
60628 1
60629 14
60632 12
60636 33
60648 i
60653 1
Total 69

Physician Referral Letter
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CURRENT MARQUETTE PARK ESRD PATIENTS

Zip
Code | Patients
60406 1
60455
60608
60609
60616
60617
60619
60620
60621
60623
60628
60629 22
60632 7
60633 1
60636 13
60637 1
60643 2
60649 3

1
2
2

CO = [P (ML [P | =2 DD | = [ =t

60652
60653
60804
Total 77
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