ORIGINAL /"

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION |. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFB&I&EIVED

This Section must be completed for all projects. JuL b 201
Facility/Project Identification ILITIES &
Facility Name: Belmont and Harlem Surgery Center REVIEW BUFR]P

Street Address:; 3101 N. Harlem Avenue

City and Zip Code: Chicago, IL 60634

County: Cook Health Service Area VI Health Planning Area: 6

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

Exact Legal Name. Belmont/Harlem Surgery Center, LLC

Address: 3101 N. Harlem Avenue Chicago, IL 60634

Name of Registered Agent.

Name of Chief Executive Officer: John Bello, M.D.

CEOQ Address: 3101 N. Harlem Avenue Chicago, IL 60634

Telephone Number: 773/775-9755

Type of Ownership of Applicant/Co-Applicant

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

o Corporations and limited liability companies must provide an Illinois certificate of good

standing.
o Partnerships must provide the name of the state in which organized and the name and address of

each partner specifying whether each is a general or limited partner.

Primary Contact

[Person to receive all corespondence or inquiries during the review period]
Name: Anne M. Murphy

Title: Partner

Company Name: Holland + Knight

Address; 131 South Dearbom Street Chicago, IL 60603

Telephone Number:  312/578-6544
E-mail Address: Anne Murphy@hklaw.com

Fax Number: 312/578-6666

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

Name: . none

Title:
Company Name;

Address:

Telephone Number:

E-mail Address:

Fax Number:




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION |, IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Belmont and Harlem Surgery Center

Street Address: 3101 N. Harlem Avenue

City and Zip Code: Chicago, IL 60634

County: Cook Health Service Area VI Health Planning Area: 6

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

Exact Legal Name: Resurrection Health Care Corporation
Address: 355 N. Ridge Avenue Chicago, IL 60202
Name of Registered Agent: Ms. Sandra Bruce

Name of Chief Executive Officer:  Jeffrey Murphy

CEOQ Address: 355 N. Ridge Avenue Chicago, IL 60202
Telephone Number: 8471316-2352

Type of Ownership of Applicant/Co-Applicant

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

Primary Contact

[Person to receive all correspondence or inquiries during the review period]
Name: Anne M. Murphy

Title: Partner

Company Name; Holland + Knight

Address: 131 South Dearbomn Street Chicago, IL 60603

Telephone Number: 312/578-6544

E-mail Address: Anne. Murphy@hklaw.com

Fax Number: 312/578-6666

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

Name: none

Title:

Company Name:

Address:

Telephone Number:

E-mail Address:

Fax Number:




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Belmont and Harlem Surgery Center
Street Address: 3101 N. Harlem Avenue

City and Zip Code:  Chicago, IL 60634
County: Cook Health Service Arga VI Health Planning Area: 6

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

Exact Legal Name: Provena Health

Address: 19065 Hickory Creek Drive  Mokena, IL 60631
Name of Registered Agent: Mr. Guy Wiebking

Name of Chief Executive Officer:  Mr. Guy Wiebking

CEQ Address: 19065 Hickory Creek Drive Mokena, IL 60631
Telephone Number: 708/478-6300

Type of Ownership of Applicant/Co-Applicant

X Non-profit Corporation O] Partnership
4 For-profit Corporation O Governmental
L1 Limited Liability Company U] Sole Proprietorship J 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.

Primary Contact

[Person to receive all corespondence ar inguiries during the review period]
Name: Anne M. Murphy

Title: Partner

Company Name: Holland + Knight

Address: 131 South Dearbomn Street  Chicago, IL 60603

Telephone Number: 312/578-6544

E-mail Address: Anne.Murphy@hklaw.com

Fax Number: 312/578-6666

Additional Contact

[Person who is also authorized to discuss the application for permit]
Name: none

Title:

Company Name:

Address:

Telephone Number:
E-mail Address:
Fax Number:




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project identification

Facility Name: Belmont and Harlem Surgery Center

Street Address; 3101 N. Harlem Avenue

City and Zip Code:  Chicago, IL. 60634

County: Cook Health Service Area Vi Health Planning Area; 6

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

Exact Legal Name:. Cana Lakes Health Care

Address: 7435 West Talcott Avenue

Name of Registered Agent: Ms. Sandra Bruce

Name of Chief Executive Officer.  Ms. Sandra Bruce

CEQO Address: 7435 Wast Talcott Avenue Chicago, IL 60631
Telephone Number: 773/792-56555

Type of Ownership of Applicant/Co-Applicant

X Non-profit Corporation Il Partnership
[] For-profit Corporation ] Governmental
] Limited Liability Company ] Sole Proprietorship ] 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 crganized and the name and address of

each partner specifying whether each is a general or limited partner.

Primary Contact

[Person to receive ali correspondence or inquiries during the review period]
Name: Anne M. Murphy

Title: Partner

Company Name: Holland + Knight

Address: 131 South Dearborn Strest Chicago, IL_ 60603

Telephone Number: 312/578-6544

F-mail Address: Anne.Murphy@hklaw.com

Fax Number: I 2/5786666

Additional Contact

[Person who is also authorized to discuss the application for permit]
Name: none

Title:

Company Name:

Address:

Telephone Number:

E-mail Address:

Fax Number:




Post Permit Contact
[Person to receive all correspondence subsequent {o permit issuance-THIS PERSON MUST BE

EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS DEFINED AT 20 ILCS 3960

Name: John Bello, M.D

Title: CEO

Company Name: Belmont/Harlem Surgery Center, LLC
Address: 3101 N. Harlem Avenue, Chicago, IL 60634
Telephone Number. 773/775-9755

E-mail Address: johnbeflomd.com

Fax Number: 77317754306

Site Ownership

[Pravide this information for each applicable site]

Exact Legal Name of Site Qwner: Resurrection Services

Address of Site Owner: 7447 West Talcott Avenue Chicago, IL 60631

Street Address or Legal Description of Site: 7435 West Talcott Avenue Chicago, IL 60631

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 ownersmp, an optlon to Iease a Ietter of mtent to Iease ora Iease

'--APPEND DOCUMENTATION AS. ATTACHMENT— . 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: Belmont/Harlem Surgery Center, LLC

Address. 3101 N. Harlem Avenue, Chicago, IL 60634
Non-profit Corporation O Partnership
X For-profit Corporation O Governmental
O Limited Liability Company ] Sole Propristorship ] 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

ownershlp

‘APPENB DOCUMENTATION AS ATTAGHMENT-?- iN. NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE A
APPLICATION FORM. . . ; . - L

Organizational Relationships

Provide (for each co-applicant) an organizational chart containing the name and relationship of any
persan or entity whao 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 tha interest and the amount and type of any
fmancnal contrlbutuon

?' APPEND DDCUMENTAIIDN A ) TTACHMENT-4, IN NUMERIC SEQUENT{AL ORDER AFTER THE LAST PAGE OF THE - . .'
APPLICATION FORM. % +nc L S WL . T A et




Flood Plain Requirements
‘ fRefer to application instructions.)

? Provide documentation that the project complies with the requirements of lllinois 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.org. This map must be in a
' readable format. In addition please provide a statement attesting that the project complies with the

requirements of lllinois Executive Order #2005-5 (h www.hfstb.illinois.gov).

APPEND DOCUMENTATION AS ATTACHMENT -5, IN NUMERIC SEQUENTIAL ORDER AFTER T.HE LAST PAGE OF THE
APPLICATION FORM. ~ ™ . ‘ .

Historic Resources Preservation Act Requirements
[Refer to application instructions.]

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

APPEND DOCUMENTATION AS ATTACHMENT-6, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. = " - . R .

DESCRIPTION OF PROJECT

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

Part 1120 Applicability or Classification:
Part 1110 Classification: [Check one only.]
O Substantive [ Part 1120 Not Applicable

[J Category A Project
X Non-substantive X Category B Project

{1 DOHS or DVA Project




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,

The proposed project is limited to a change of ownership of Belmont/Harlem Surgery
Center, a multi-specialty ambulatory surgical treatment center (ASTC) located in Chicago,
llinois. The proposed change of ownership is a result of the impending merger of the
Resurrection and Provena systems through a common “super parent corporation that will
become the parent entity of Resurrection Health Care Corporation (the current Resurrection
systemn parent) and Provena Health (the current Provena system parent).

it is the expectation of the applicants that, for a minimum of two years following the
change of ownership, Belmont/Harlem Surgery Center will continue to operate as a multi-
specialty ASTC, and that all programs and services currently provided by the ASTC will
continue to be provided, and consistent with IHFSRB requirements, access to the ASTC’s
services will not be diminished. The licensee will continue to be Belmont/Hadem Surgery
Center, LLC.

The proposed project, consistent with Section 1110.40.a, is classified as being “non-
substantive” as a result of the scope of the project being limited to a change of ownership.

Please refer to the “Project Overview” for a summary of the transaction.




Project Costs and Sources of Funds HARLEM-BELMONT SURGERY CENTER

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

Site Suryey and Soil Investigation

Site Preparation
Off Site Work
New Construction Contracts

Modemization Contracts

Contingencies

Architectural/Engineering Fees
Consulting and Other Fees $566,667

Movable or Other Equipment (not in construction
contracts)

Bond Issuance Expense (project related)

Net Interest Expense During Construction (project
related)

Fair Market Value of ASTC and Equipment $4,270,037
Other Costs To Be Capitalized
Acaquisition of Building or Other Property (excluding

land)

TOTAL USES OF FUNDS $4,838,704
SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL

Cash and Securities $566,667

Pledges

Gifts and Bequests

Bond Issues (project related)
Mortgages

Fair Market Value of ASTC and Eqguipment $4,270,037
Govemmental Appropriations

Grants

Other Funds and Sources
TOTAL SOURCES OF FUNDS

$4,B38,704




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 X Yes [] No
Purchase Price: § not applicable
Fair Market Value: § not applicable

The project involves the establishment of a new facility or a new category of service
X Yes [ No

If yes, provide the dollar amount of all non-capitalized operating start-up costs (including
operating deficits) through the first full fiscal year when the project achieves or exceeds the target
utilization specified in Part 1100.

Estimated start-up costs and operating deficit costis $§ __none

Project Status and Completion Schedules

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

Anticipated project completion date (refer to Part 1130.140). __ September 30, 2011

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

[LJ 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

X Pro;ect obllgatlon wnll oceur after permlt |ssuance

State Agency Submittals

Are the following submittals up to date as applicable;
X Cancer Registry
X APORS please see documentation requasted by State Agency staff on following pages
X All formal document requests such as IDPH Questionnaires and Annual Bed Reports been
submitted
X All 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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Phone: 217-785-7126

" FAX: 217-524-1770

. From: Rose, Kevin [mailto:Edwin.Rose@provena.org]
. Sent: Wednesday, February 16, 2011 12:42 PM .

To: Fomoff, Jane

t Subject: APORS Reporting - Provena St. Mary's Hospital and Provena Mercy Medical Cente

Dear Jayne -

- Thank you for working with me and staff at the local Provena ministries to assist us in

* improving our Adverse Pregnancy Outcome Reporting System (APORS) results. To

" summanize our conversation, the APORS reporting leve! at Provena St. Mary’s Hospital is 77
" and at Provena Mercy Medical Center is 75%. Given that each ministry’s reporting level is
. only slightly below target and that each ministry is making a good faith effort to Improve it
* reporting process such that they achieve target going forward, you will be recommending t
" Tllinois Health Facllities and Services Review Board staff that review of any future certificate
. of need applications by Provena Health/Provena Hospitals be allowed to proceed, and that
~ APORS reporting will not be a matter impacting project completeness.

Please respond back to confirm that you agree with this, and that I have accurately
summarized our call. Thanks again — and I look forward to working with you and staff at ti

 Provena ministries to ensure that we meet our targets in the future.

; Sincerely,

" Kevin

Kevin Rose

‘ System Vice President, Strategic Planning & Business Development
~ Provena Health

- 19065 Hickory Creek Drive, Suite 300

Lt A1 1AV s R1e 1Y e i) Licvn e formnd] Taala T S alat arsarTan—=1MEEAIT0A YN
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. From: Fornoff, Jane [maiito:Jane.Fornoff@INinois.gov)

_ Sent: Thursday, February 17, 2011 1:28 PM

. To: Rose, Kevin

 Ces Roate, George

- Subject: RE: APORS Reporting - Provena St. Mary's Hospital and Provena Mercy Medical
. Center

Dear Kevin,

- T am glad that you and the staff at Provena St. Mary’s and Provena Mercy Medical Center a
working to improve the timeliness of APORS (Adverse Pregnancy Outcome Reporting

- System). As I am sure you know, timely reporting is important because it helps assure tha

- children achieve their full potential through the early case-management services provided t

" APORS cases.

- As we discussed, since their current reporting timeliness is close to thé compliance level,

- provided each ministry continues to make a good faith effort to improve its reporting proce

¢ I will be recommending to Illinois Health Facilities and Services Review Board staff that

~ review of any future certificate of need applications by Provena Health/Provena Hospitals b
allowed to proceed, and that APORS reporting will not be a matter impacting project

. completeness.

Jane

. Jane Fornqﬂ’, D.Phil.

i Perinatal Epidemiologist

. Illinois Department of Public Health

~ Adverse Pregnancy Qutcomes Reporting System
‘ j' 535 W Jefferson St, Floor 3

‘ " Springfield, IL 62761

Lt AT A0 L1 TND wannll ivin aAea fommn il TuhaoT Jalié anemsrTaw1AIVEEANINOA alelatalat i}




Cost Space Requirements

not applicable

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 Proposed Total Gross Square Feet

That Is:

Dept. / Area

Cost

Existing | Proposed

New
Const.

Modernized

Asls

Vacated
Space

REVIEWABLE

Medical Surgical

Intensive Care

Diagnostic
Radiology

MR

Total Clinical

NON
REVIEWABLE

Administrative

Parking

Gift Shop

Totat Non-clinical




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

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

o inthe case of a limited liability company, any two of its managers or mermbers (or the sole
manger or member when two or more managers or members do not exist);

o in lhe 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 __Belmont/Harlem Surgery Center, LLC

in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this application for
permit on behalf of the applicant entity. The undersigned further certifies that the data and
information provided herein, and appended hereto, are complete and correct to the best of his or
her knowledge and belief. The undersigned also certifies that the permit application fee required
for this application is sent herewith or will be paid upon request.

(st —— Q»zé{/w/c—:_

JOM%R;HO MD. d@p/ﬁjal’(ow

PRINTED NAME ' o PRINTED NAME

Memberd, Chatrpersi Memter~

PRINTED TITUE PRINTED TITLE

Notarization: Notarization:

Subscribed and sworp o before me Subscribed and swopn,to before me

this @+ day of ars thijz_‘t' h_ day of H\ar
%)2/ .

Signature of Notary ¢ 7 ‘W(/ \ Signature of Kota

Seal Seal

*Insert EXACT legal name of the applicant

OFFICIAL SEAL
LINDA M NOYOLA

NOTARY PUBLIC - STATE OF ILLINOIS
MY COMMISSION EXPIRES-0608/13

OFFICIAL SEAL

mmLIDAMNOYm
PUBLIC - STATE OF ILLINOIS

MY COMMESION EXPRES 080813

Bl o a




CERTIFICATION

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

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

o inthe case of a limited liability company, any two of its managers or members (or the sole
manger or member when two or mare managers or members do not exist);

o inthe case of a partnership, two of its general partners (or the sole general partner, when two or
more general partners do not exist);

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

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

This Application for Permit is filed on the behalf of ___Resurrection Health Care Corporation___
in accordance with the requirements and procedures of the lllinois Heaith 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.

oo trce o O

SIGNATURE SIGNATURE

dandrs BRwWeE Jeannie (. Prey

PRINTED NAME PRINTED NAME
Peesident and (EO Seceetrary

PRINTED TITLE PRINTED TITLE'

Notarization: Notarization:

Subscribed and swom to before me Subscribed and swom to before me

this 242 day of _INareh 20 N thisZ- dayof _a~ ez

ignature of Notary

W&M-@L Eéizgﬁ 522224}56(
Signature of Notary / . S

f

N

OFFICIAL SEAL ‘
LINDA M NOYOLA
NOTARY PUBLIC - STATE OF (LLINOIS ¢

Papapapapy

MY COMMISSION EXPIRES 0RO 4

P N N LR L LYY B PV v P T 2
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CERTIFICATION

The application must be signed by the authorized representative(s} of the applicant entry. 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
manager or member when two or more managers or members do not exist);

o in the case of a partnership, two of its general partners (or the sole general partner, when two or
more general partners do not exist;

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

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

*

This Application for Permit is filed on the behalf of Provena Health
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.

Yoo OB
SIGNATURE N /sréNA'r/ERE(/) -\

Guy Wiebking Anthony Filer

PRINTED NAME PRINTED NAME

President and CEO Assistant Treasurer
PRINTED TITLE PRINTED TITLE

Motarization; Notarization:

Subscribed and sworn to before me Subscribed and swgrn to before me
thi ay of [fZM,: /i thiséi“%ay oI_M ogbll

YVETTE B PORTER
NOTARY PUBLIC - STATE OF ILLINOIS
MY COMMISSION EXPIRES D9/07/14

YVETTE B PORTER
NOTARY PUBLIC - STATE OF ILLINOIS
MY COMMISSION EXPIRES 0977 4

P
Mo a0 o7 s ey o,

“Insert EXACT legal name of the applicant




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 case of a partnership, two of its general partners (or the sole general partner, when two or
more general partners do not exist);

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

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

L

This Application for Permit is filed on the behalf of __Cana Lakes Health Care
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.

Jupees Brcen

{SIGNATURE

Sandka RBruce

IGNATURE

SO

ean e, (o TRUY

PRINTED NAME PRINTED NAME
PrestoenNT Seceeiaen
PRINTED TITLE PRINTED TITLE M
Notarization: Notarization:
Subscribed and sworn to before me Subscribed and sworn to before me
this == &~ day of A| 20 || this 2. rcday of
Signature of Notarf / e Signature of Notary
SeR Seal
' WFICIAL SEAL "-‘-‘-“ ‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘ VEVFVEVYY
1_ FLORITA DE JESUS-ORTIZ :r OFFICIAL SEAL :'
*IseNtES H:'qg-j‘-u-q e adplicant LINDA M NOYOLA
T -COMMIS ST EXFRED-dardeHA F—NOTARY PUSLIC —STATE OF ILLINOIS
‘: MY COMMISSION EXPIRES: 080813 1E
A Pl P ATl . .
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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. A listing 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, whan applicable; and the records of natfonally recognized accreditation
organizations. Failure to provide such authorization shall constitute an abandonment or withdrawal
of the application without any further action by HFSRB.

4, If, during a given calendar year, an applicant submits more than one application for permit, the
documentation provided with the prior applications may be utilized to fulfill the information requirements of
this criterion. in such instances, the applicant shall aftest 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, o update and/or clarify data.

T Tr—— T T T —_— c T - —— T

~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 LA

“a

Ty

PURPOSE OF PROJECT

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

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.

O 1'_ A

NOTE.. Informatlon regardmg the “Purpose of the Pro;ect" lel be mcluded m the State Agency Report

- APPEND DOCUMENTATION AS A'I'I'ACHMENT-1 2, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST l
PAGE OF THE APPLICATION FORM EACH ITEM (1-6) MUST BE IDENTIFIED IN ATI'ACHMENT 12




ALTERNATIVES
1

identify ALL of the altematives to the proposed project:

Altemative options must include:

2)

3)

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
antities 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 altemative was selected.

Documentation shall consist of a comparison of the project to altemative oplions. The
comparnison shall address issues of total costs, patient access, quality and financial
benefits in both the short term (within one to three years after project completion) and leng
term. This may vary by project or situation. FOR EVERY ALTERNATIVE [DENTIFIED
THE TOTAL PROJECT COST AND THE REASONS WHY THE ALTERNATIVE WAS
REJECTED MUST BE PROVIDED.

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




SECTION VI - MERGERS, CONSOLIDATIONS AND ACQUISITIONS/ICHANGES OF
OWNERSHIP

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

NOTE: For all projects involving a change of ownership THE TRANSACTION DOCUMENT must be
submitted with the application for permit. The transaction document must be signed dated and

contain the appropriate contingency language.

A. Criterion 1110.240(b), Impact Statement
Read the criterion and provide an impact statement that contains the following information:
Any change in the number of beds or services currently offered.
Who the operating entity will be.
The reascn for the transaction.
Any anticipated additions or reductions in employees now and for the two years following
completion of the transaction.
5. A cost-benefit analysis for the proposed transaction.

BN

B. Criterion 1110.240(c), Access
Read the criterion and provide the following:
1. The current admission policies for the facilities involved in the proposed transaction.
2. The proposed admission policies for the facilities.
3. A letter from the CEQ certifying that the admission policies of the facilities involved will
not become more restrictive.

C. Criterion 1110.240{d), Health Care System
Read the criterion and address the following:
1. Explain what the impact of the proposed transaction will be on the other area providers.
2. List all of the facilities within the applicant's health care system and provide the following
for each facility.
a. the location (town and street address);
b. the number of beds;
c. alist of services; and
d. the utilization figures for each of those services for the last 12 month penod.
3. Provide copies of all present and proposed referral agreements for the facilities involved
in this transaction.
4. Provide time and distance information for the proposed referrals within the system.
5. Explain the organization policy regarding the use of the care system providers over area
providers.
6. Explain how duplication of services within the care system will be resolved.
7. Indicate what services the proposed project will make available to the community that are
not rnow available,




The following Sections 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 shall be affirmed
within the latest 18 month period prior to the submittal of the application):

e« 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)

Viil. - 1120.120 - Availability of Funds

Harlem-Belmont Surgery Center
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:

$566,667 a) Cash and Securities — statements (e.q., audited financial statements, letters from financial
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 earned 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 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 the
estimated time table of receipts;

d) Debt - a statement of the estimated terms and cenditions (including the debt time peried, variable 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 bends, proof of passage of the required referendum or
evidence that the governmental 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 conditicns associated with the mortgage, such as, but not
limited to, adjustable interest rates, balloon payments, etc;

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 [2ase, a copy of the option, including all terms and c¢onditions.

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

f) Grants - a lefter from the granting agency as to the availability of funds in terms of the amount and
time of receipt;

0) All Other Funds and Sources - verification of the amount and type of any other funds that will be
$4,270,037 used for the project—FMV of ASTC

$4,838,704 TOTAL FUNDS AVAILABLE

IN- NUMER!C:SEENT!RL‘RDER"A ER THE I'AST PAGE OF ,THE §

FAPPEN . DOCUMENTATION AS ATTACHMENT-39;




IX. 1120.130 - Financial Viability not applicable, funded through
Internal sources

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.

rcwded .

See Sectlon 1120 130 Fmanclal Wawer for mformatuon to be

The applicant or co-applicant that is responsible for funding or guaranteeing funding of the project shall provide
viability ratios for the |atest 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 shail 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.

Current Ratio

Net Margin Percentage

Percent Debt to Total Capitalization

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 line item amounts from the financial statements. Complete a separate table for each
co-applicant and provide worksheets for each.

2. Varnance
Applicants not in compliance with any of the viability ratios shall document that another organization,

public or private, shall assume the legal responsibility to meet the debt obligations should the
applicant default.




X. 1120.140 - Economic Feasibility

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

1)

2)

1)

2)

3)

A. Reasonableness of Financing Arrangements

The applicant shall document the reasonableness 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, urrestricted funds, received pledge
receipts and funded depreciation; or

That the total estimated project costs and related costs will be funded in total orin 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 ratio 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 retira
debt within a 60-day period.

B. Conditions of Debt Financing not applicable, no 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 statement
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 iowest net cost
available;

That the selecled 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 morigage,
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 facilities 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 foolage allocation for new construction andfor 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
Depariment Total
(st below) Cost/Square Foot Gross Sqg. Ft. Gross Sq. Ft. Const. § Mod. $ Cost
New Mod. New Circ.* | Mod. Cire.* {(AxC) {Bx E} (G+H)
Contingency
TOTALS
* Include the percentage (%) of space for circulation




D.

‘ completi
e

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 fuil fiscal year at target utilization but no more than two years
following project completion. Direct cost means the fully aflocated costs of salaries, benefits and supplies
for the service,

Total Effect of the Project on Capital Costs

The applicant shalf provide the total projected annual capital costs (in current dollars per equivalent
patient day) for the first full fiscal year at target utilization but no more than two years foliowing projact




XI.  Safety Net Impact Statement NOt applicable, non-substantive project

SAFETY NET IMPACT STATEMENT that describes all of the following must ba submitted for ALL SUBSTANTIVE AND
DISCONTINUATION PROJECTS:

1. The project's material impact, If any, on essentlal 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 another provider or health care system to cross-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 communitty, i
reasonably known by the applicant.

Safety Net Impact Statements shall also incfude all of the following:

1. For the 3 fiscal years prior to the applicetion, a certification describing the amount of charity care provided by the appiicant. The
amount calculated by hospital applicants shall be in accordance with the reporting requirements for charity care reporting in the
Iinois Community Benefits Act. Non-hospital 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 provided to Medicaidpatients. Hospital and non-
hospital applicants shall provide Medicaid information in a manner consistent with the information reported each year to the lllinois
Department of Public Health regarding "Inpatients and Outpatients Served by Payor Source” and "lnpatient and Outpatien Net
Revenue by Payor Source” as required by the Board under Section 13 of this Act and published in the Annual Hospital Profile.

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

A table in the following format must he provided as part of Attachment 43,

Safety Net Information per PA 86-0031

CHARITY CARE
Charity (# of patients) Year Year Year
Inpatlent
Qutpatient
Total
Charity {cost In doliars)
Inpatient
Qutpatient
Total
MEDICAID
Medicaid (# of patients) Year Year Year
Inpatient
Quipatient
Total
Medicaid (revenue)
inpatient

QOutpatient




XIl.  Charity Care Information ~ Belmont/Harlem Surgery Center

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 charity 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 llinois. i
charity care costs are reported on a consclidated 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.

a. If the applicant is not an existing facility, it shall submit the facllity'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
2007 2008 2009
Net Patient Revenue $1,195,009 $1,572,028 $4,658,883
Amount of Charity Care (charges) $0 50 $24 230
Cost of Chanty Care $0 $0 $9,016

*ASTC opened in May, 20
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File Number 0195292-7

To all to whom these Presents Shall Come, Greeling:

1, Jesse White, Secretary of State of the State of Illinois, do
hereby certify that

BELMONT/HARLEM SURGERY CENTER, LLC, HAVING ORGANIZED IN THE STATE OF
ILLINOIS ON AUGUST 25, 2006, APPEARS TO HAVE COMPLIED WITH ALL PROVISIONS
OF THE LIMITED LIABILITY COMPANY ACT OF THIS STATE, AND AS OF THIS DATE IS

IN GOOD STANDING AS A DOMESTIC LIMITED LIABILITY COMPANY 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 11TH

day of FEBRUARY A.D. 2011

ATy '
Authentication #: 1104200682 M

Authenticate at: hitp:/fwww.cybardriveillinois.com

SECRETARY OF STATE

ATTACHMENT 1




File Number 3128-198-9

To all to whom these Presents Shall Come, Greeting:

1, Jesse White, Secretary of State of the State of llinois, do
hereby certify that

RESURRECTION HEALTH CARE CORPORATION, A DOMESTIC CORPORATION,
INCORPORATED UNDER THE LAWS OF THIS STATE ON APRIL 27, 1949, APPEARS TO
HAVE COMPLIED WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT
CORPORATION ACT OF THIS STATE, AND AS.OF THIS DATE, IS IN GOOD STANDING AS
A DOMESTIC CORPORATION IN THE STATE OF ILLINOIS.

In Testimony Whereof, I nereto set
my hand and cause to be affixed the Great Seal of
the State of Hlinois, this 17TH |
/- dayof  JANUARY  AD. 2011

NI
NS i Q\ ’
Authantication # 1101700286 M

Authenticate at. hitp:/iwww.cyberdrivalinols.com

SECRETARY OF STATE

o

ATTACHMENT 1~

.




File Number 5380-798-4

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do
hereby certify that

PROVENA HEALTH, A DOMESTIC CORPORATION, INCORPORATED UNDER THE LAWS
OF THIS STATE ON APRIL 10, 1985, APPEARS TO HAVE COMPLIED WITH ALL THE
PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT OF THIS STATE,

AND AS OF THIS DATE, IS IN GOOD STANDING AS A DOMESTIC CORPORATION 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 11TH
dayof  FEBRUARY  AD. 2011

h :;; > 1:;x
N\ NIE N
Authentication #: 1104200728 ) M WO@

Authenticate at: hitp:/fiwww.cyberdriveillinois.com

Id
SECRETARY OF STATE -
ATTACHMENT | "~ < =,




File Number 2595-936-1

To all to whom these Presents Shall Come, Greeting:

1 Jesse White, Secretary of State of the State of Illinois, do
hereby certify that

CANA LAKES HEALTH CARE, A DOMESTIC CORPORATION, INCORPORATED UNDER
THE LAWS OF THIS STATE ON JANUARY 05, 1939, APPEARS TO HAVE COMPLIED WITH
ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT OF

THIS STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS A DOMESTIC
CORPORATION IN THE STATE OF ILLINOIS.

In Testimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 4TH

day of MARCH AD. 2011

. 1 b 47 6 .""
. ':‘I.“ gl £
Authentication #: 1106302140 M

Authenticate at: http:/iwww.cyberdriveillinols.com

SECRETARY OF STATE
ATTACHMENT 1
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This Indentura, made (his 25th day of March AD, 19_95 _ between
LESalie National Trust, N.A., a national banking association, Chicago, Ilinois, as Trustee under the provisions of a Deed or Deeds
in Trust, duly recorded and defivered to said Bank in pursuance of a trust agreement dated the 23rd day
of July 19854 _, and known as Trust Number 108687 _____ (the “Trustee"},
and__ RESURRECTION AMBULATURY CARE SIRVICES, an Illinois not for
profit corporation (the "Grantees')

(Address of Grantee(s: 7435 West Talcott Avenue, Chicago, Itlinois 606%

Witnossoth, that the Trustee, in consideration of the sum of __Jen Dollars and no/100 {$10.00)
and other good and valuable considarations in hand paid, does hereby grapt, sefi and convey unto the c-_ireﬂ\;ee(s). the foflowing
described real estate, situaled in Cook County, Hinors, 1o wit

. - '
Lote 1, 2, 3, & and 5 in subdivision of part of the South § acres of the North 10
aores of the West 1/2 of the North 40 acres of the West 1/2 of the Northwest 1/4
of Bection 30, Townehip 40 North, Renge 13, East of the Third Prinoipal Meridien,
in Cook County, Iliinois.

Ve

Eroxpt mder provisiuns of Paragrapn -_:;, Seetian 4. ?3
Real Estate Transfer Tax it}:t &7
.3/35//“1(4 “"-—q@'\! \:\ T ) A

" Date Buyet, Seller or Reprasantat‘!ivo %

<y

3101 North Harlem Avenue
Property Address: Chigago, Illinols - 60634
Permanent Index Number; __1o=20-100-011, 13-30-100=012, 13—30..109..015; 13-30-100 014,

together with the tenements and appurtenances thereunto belonging. 13-30-100-015

S—— , ROY 23 3@“

Public Recard - ' . )
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*

. * .
To Have And To Hold the same unto the Graniee(s) as aforesaid and to the proper use, benefit and behoof of the
Grantee{s) forever,

This Dead is execuied pursuant to and in the exercise of the power and authorily granted te and vested in said Truslee by the
tarms of seid Deed or Deeds in Trust defivered to seid Trustéa in pursuance of the trust agreement above mentioned. This Deed s
made subjecitothe lien of every Trusi Deed or Mortgage (if any there be) of record in gald county affecting the sald real estate or any
part thereof, given 1o secure the payment of money and remalning JitreteSed al t_ha date of the delivery heraci.

In Withess Whoreof, the Trustee has caused iis corpomate seal to be hereto affixed, and has caused Its name . .
to be signed to these presants by he WEERERNW Vice Prestdert and affested by.its Assistant Secretary, the day and year first
above written,

Attast:

NOup . Setth.

Assistant Secretarg
~ *LaSalle National Trust, X.A., Sucowaor'l‘rusbeetoIaSalleHatimalBank

This instrument was prepared by: I..asalle Natlonal Trusi, H A,
Estate Trust Depariment
Nancy A. Stack {jf) Re1d35 South LaSaflo Street
' Chicago, iinols 606034192

State of lllinois
County of Cook

L Jackie Felden ; a Notary Public in and for said County,

in the State aforesaid, Do Heraby Centify that Corinne Bek 5

ASEIERE Vice President of LaSalle National Trust, N.A., and Nanoy 4. Steok
Assistant Secretary thereo!, personally known to me to be the same persons whose names are subscribed o the feregeing
Instrument as such ASSEERT Vice President and Assistant Secretary respectively, appeared before ma this day in person and
acknowledged that they signed and delivered said instrument as their own free and voluntary act, and as the free and voluntary
- gct of said Trustee, for the uses and purposes therein sel forih; and said Asslstamt Secretary did also then and there acknowtedge
| that he-as custodian of the corporate seal of said Trustee did affix sald comporate seal of said Trusies to sald instrument as
hls own free and voluntary-act, and as the free and volunlary act of said Trustee for the uses and purposes therein set forth,

85252298

Glven under my hand and Notarial Seal this 25th day of March AD 19_95
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LaSalle National Bank Trust No, 108697
EXEIBIT A
Legal Degecription

ors 1, 2, 3 QANDSINSDBDMSIOHOFPMOFMSWTHSMOFTEB
. NORTH 10
MRESOF'I‘HB"BS‘I‘I[2OPTEEKORTHQO&CRBSOFMWBSTI/ZD?TEBN’ORW1I4

OF SECTION 30, TOWNSEIP 40 NORTH RANGE 13, EAST OF THE THIRD RCIPAL MERID
IN COOK COUNTY, ILLINOIS ' ’ e - . R

. o Property Address: 3101 North Harlem Avenue
. . Chicago, Illinois 60634

‘ Permanent Index Numbers: 13-30-100-011

. : 13-30-100-012
13-30-100-013

13-30-100-014

13-30-100-0158

gGLS2296

41&5{ /wza/fw S Siin) 70

AN Duker
e Ve moty, 't/ g Erneey
227 2/ JHonikaf
CHTeRpBE, TC 60404

4%?1’&3{)7’.

Pubic Record

PDF created with pdfFactory Pro Trial version www.pdifaciory com ATTACHMENT 2




STATE OFILLINQIS .
sS.
COUNTY OF COQK }
Worm L. TFAwr AT ; being duly sworn oa oath, states that
resides at | s T T L . Thatthe

attached deed is not in violation of 765 TLCS 205/1 for one of the following reasons:

G Said Act is not applicable as the grantors owa no adjoining property to the prexises described in said deed;

-OR-

ibe comveyance idlls in vne of the following exempriony g5 shown by Amended ABChich became &ffcchve July 1/, 195

2. The division or subdivision of the land into parcels or tracts of five acres or mors in size which does not involve any new
streets or easements of nccess.

3. The divisions of lots or blocks of less than one acre in eny recorded subdivision which does not involve amy new streets or
easements of access.

4. The sale or exchange of pareels of land between owners of adjoining and Wous land.

5. The conveyance of parcels of land or interests thersin for vse as right of way for railroads or otbm- publu: utility facilities,
which does not involve amy now streets or easement of access.

6. The conveyance of land owned by a rafiroad or other public vtility which does not involve any new strests of casemems
of access. &L

7. The ¢onveyance of land for hjghway o7 other public purposes or grants or conveyances relating 1o the dedication of f{gi
for public use of instruments relating to the vacation of land impressed with e public use.
CJ"I

8. Conveyances made to correct dasaiptimis in prior conveyances. . \]

9. The sale or exchangeof parcels or tracts of land existing on the date oftheamendatoryActmmm more than two pa%
und not involving any new streets or eassments of aceess,

CIRCLE NUMBER ABOVE WHICH I§ APPLICABLE TO ATTACHED DEED,

Affiant further states that mekes this affidavit for the purpose of mducing the Remrder of Deeds of Cook County,
Tllinois, to accept the attached deed for recording.

( { \‘f%zmk\a i \\ P SN

SUBSCRIBED and SWORN to before me

this 'J».;(’ day of Huwm ,191.
N7 ar/ 1} "OFFICIAL SEAL" $
N bl PATRICIA I BOWMAN
otary Public Notary ruilic, State of Hlinois
My Commission Expires Oct. 14, 1998

4

CRPLATAR

Public Record
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STATEMENT BY GRANTOR AND GRANTEE

The grantor or his agent affirms that, to the best of his knowledge, the name of the grantee shown on
ed or assignment of beneﬁcml interest in a land trust is either a natoral n, an llinois
corporauon or foreign 1gmratlom authorized to do business or acquire and hold title to real estate in
Hlinois, a parmersb:lp authorized 1o do business or acquire and hold title to real estate in Illinois, or
other entity recognized as a person and authorized to do business or acquire and hold title to real
estate under the laws of the State of Niinois. e e
: )
. ¢

Dated Mar o t T , 19" Signature: 'lf ?"‘L\- \ o

’ Grantor or Ageat \

Subscribed and sworn to before me by the -

- =z . :
sa.ld_ Poed L l-n{:»w OFRICIAL SEA:;;A )
. — 3 Cie PATRIGIA 1. BOW!
‘ this ¥ da} of , ]H Ve Hotahw Public. State of Hingis ¢
. 19 (.‘\ . My € tssion EXF“T‘M 14, 1995

IVA

Notary Public

The grantee or his egent affirms and verifies that the name of the grantee shown on the deed or
assignment of beneficial interest in a land trust is either a natural on, an Illinois corporation or
foreign corporatlon authorized to do business or acquire and hold title to real estate in Ilinois, &
partoershi g) authorized to do business or acquire and hold title to real estate in.Illinois, of other entity
recognized as a person and authorized to do busmess or acquire and hold title to real estate under the

laws of the State of Illinois, @0
o

/ W R
Dated q A5~ ,19 Zé_ Sigoature: a
N

Subscribed and sworn to before me by the . B a %;;
said 40&# -
ﬁiﬁ" day of ,//'7,592()/ |
-—b— s “OFFICIAL SEAL" ;.
° ' ' PATRICIA 1. BOWMAN 4
' AP Notary Public, State of Winots
: M ¥y Comenlzsion Expires Oct. 14, 1996 ;
Notary Pablic g . b P
NOTE: Any person who ko y submits a false statement concerning the identity of a grantee shall be guil uf o Class

C misdemeanor for the toﬂ'anso and of a Class A misdemicanor for subsequent offenses.

Eﬂ Attach to deed or ABI to be recorded in Cook County, Qlinois, if exempt under pmv:slons of Section 4 of the Mlincis Reat
ate Transfer Tax Act.}

EGRTORER
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= . MAPSYSTEM -
CHANGE OF INFORMATION FORM

| SCANABLE DOCUMENT - READ THE FOLLOWING RULES - |

1. Changes must be kept in the space limitations shown 3. Print in CAPITAL LETTERS with BLACK PEN ONLY
2, PO NOT use punctuatfon — 4, _Allow only one space betwoen names, numhers and addressas B

" SPECIAL NOTE:

If a TRUST number is involved, it must be put with the NAME, imwon:sj:aoebemumﬂxemeaad number
K yon do not have encugh toom for your full name, just your kast nane will be adequate
Property index numbers (PIN §} MUST BE INCLUDEDP ON EVERY FORM

-G

Uil & T Wl s

- G ADDRESS:

STREET NUMBER  STREET NAME == APT or UNIT
M [714lefelol7 17l AU e

el Al G
A2
o063/ (- 13| 7| Y16

£52296
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o

s

PROPERTY ADDRESS:

STREET NUMBER  STREET NAME = APT or UNIT
glriolst W] bzl e Al e
CITY

A rCiA G o

& -
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