
ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD 
APPLICATION FOR EXEMPTION FOR THE 

£. 057-/(.., 
CHANGE OF OWNERSHIP FOR ANfX;ISTING HEALTH <?RE FACILITY 

1. INFORMATIONFOREXISTINGFACILITY t ORIG:NAl . RECEIVED 
Current Facility Name Hauser Ross Eve Institute Ambulatory Surgery Center 
Address 1630 Gateway Drive 

OCT 0 3 2.016 

City Sycamore Zip Code 60178 County DeKalb ,J-mT.1:l FACILITIES & 
Name of current licensed entity for the facility DeKalb Surgical Services. LLC d/b/a Hauser Ross E~!RE.VIE.W BOARD 
Ambulatory Surgery Center "S 
Does Ihe current licensee: ownlhis facilily OR lease this facility __ X __ Of leased, check if sublease 0) 
Type of ownership of Ihc current licensed entity (check one of the following:) Sale Proprietorship 
_-",,_Not-for-Profit Corporation For Profit Corporation Partnership Governmental 
_X __ Limited Liability Company Olher, specify __.---.,--------------
Illinois State Senalor for thc district where the facility is located: Sen. Dave Syverson 
State Senale District Number 35 Mailing address of the State Senator N!..!U1 A"-___________ _ 

Illinois State Representative for the district where the facility is located: Rep. Robert Pritchard 
State Representative District Number 70 Mailing address of the State Representative N""J.1IA"-________ _ 

2. OUTSTANDING PERMITS. Does the facility have any projects for which the Slate Board issued a permit that will 
not be completed (refer to 1130.140 "Completion or Projcct Completion" for a dctinition of project completion) by the 
time of the proposed ownership change? Yes 0 No X. If yes, refer to Section 1130.520(f), and indicate the projects by 
Pr~ect#--__________________________________________________________________ _ 

3. NAME OF APPLICANT (complete this information for each co-applicant and insert afler this page). 

Exact Legal Name of Applicant DeKalb Surgical Services LLC d/b/a Hauser Ross Eye Inslitute Ambulatory Surgery 
Center 
Address 1630 Gateway Drive 
City, State & Zip Code Sycamore. IL 60178 
Type of ownership of the current licensed entity (check one of the following:) ___ Sole Proprietorship 
_-",,_Not-for-Profit Corporation For Profit Corporation Partnership ___ Governmental 

X Limited Liabilily Company Other, specify _________________ _ 

4. NAME OF LEGAL ENTITY THAT WILL BE THE LICENSEE/OPERATING ENTITY OF THE 
FACILITY NAMED IN THE APPLICATION AS A RESULT OF THIS TRANSACTION. 

Exact Legal Name of Entity to be Licensed DeKalb Surgical Services LLC d/b/a Hauser Ross Eve Institute 
Ambulatory Surgery Center 
Address 1630 Gateway Drive 
City, State & Zip Code Sycamore, IL 60178 
Type of ownership of the current licensed entity (check one of the following:) _-:-_Sole Proprietorship 
__ Not-for-Profit Corporation __ For Prollt Corporation __ Partnership Governmental 

X Limited Liability Company Other, specify 

S. BUILDING/SITE OWNERSHIP. NAME OF LEGAL ENTITY THA T WILL OWN THE "BRICKS 
AND MORTAR" (BUll,DING) OF THE FACILITY NAMED IN THIS APPLICATION IF DIFFERENT 
FROM THE OPERATINGILICENSED ENTITY 

Exact Legal Name of Entity That Will Own the Site MAE Sycamore Holdings. LLC 
Address 1900 Main St .. Suite 375 
City, State & Zip Code Irvine. CA 92614 
Type of ownership of the current licensed entity (check one of the following:) ____ Sole Proprietorship 
__ Not-for-Profit Corporation For Profit Corporation ___ Partnership Governmental 

X Limited Liability Company Other, specify _________________ _ 
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6. TRANSACTION TYPE. CHECK THE FOLLOWING THA T APPLY TO THE TRANSACTION: 

o Purchase resulting in the issuance of a license to an entity different from currcnllicen~ec; 
o Lease resulting in the issuance of a license to an entity different from current licensee; 
o Stock transfer resulting in the issuance of a license to • different entity from current licensee; 
o Stock transfer resulting in no change from current licensee: (NOTE: unit/equity interest transfer) 
o Assignment Or transfer of assets resulting in the issuance of a license to an entity different rrom the current licensee; 
o Assignment or transfer of assets not resulting in the issuance of a license to an entity different from the current 

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

health care facility's operations, license, certification or physical plant and assets; 
o Change in the sponsorship or control of the person who is licensed, certified or owns the physical plant and assets of 

a governmental health care facility; 
o Sale or transfer of the physical plant and related assets of a health care facility not resulting in a change of currcnt 

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

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

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

8. FUNDING, Indicate the type and source of funds which will be used to acquire the facility (e,g" mortgage through 
Health Facilities Authority; cash gift from parent company. etc.) and append as A'ITACHMENT #2. 

'J. ANTICIPATED ACQUISITION PRICE: N/A -See IIllrrative 

10. FAIR MARKET VALUE OF THE FACILITY: N/A - See narrative 
(to determine fair market value, refer to 77 IAC 1130,140) 

11. DATE OF PROPOSED TRANSACTION: NIA See narrative 

12. NARRATIVE DESCRIPTION, Provide a narrative description explaining the transaction, and append it to the 
application as ATTACHMENT #3. NOTE: For transactions involving related parties the reason the change of 
ownership is taking place must be provided. 

13. BACKGROUND OF APPLICANT (co-applicants must also provide this information), Comorations and Limited 
Liabilitv Companies must provide a current Certificate of Good Standing from the Illinois Secretary of State, Limited 
Liability Companies and Partnerships must provide the name and address of each partnerl member and specify the 
percentage of ownership of each. Append this information to the application as ATTACHMENT #4, 

14. FINANCIAl_ STATEMENTS, (Co-applicants must also provide this information) Provide a copy of the applicants 
latest audited financial .iatements AND footnotes and an "A" or better bond rating, and append it to this application as 
A'ITACHMENT #5, If the applicant is a newly formed entity and financial statements are not available, please indicate 
by checking YES __ , and indicate the date the entity was formed, 

15. LETTER OF INTENT: A signed and notarized letter of intent must be provided that contains the following information: 
the terms of the transaction, name and background of the parties, structure of the lrans.etion. the person who will be the 
licensed or certified entity after the transaction is complete; the ownership or membership interests in such licensed or 
certified entity both prior (Q and after the transaction, the fair market value of assets to be transferred, the purchase price 
or other form of consideration to be provided for these assets and a statement that the transaction will not be completed 
until after approval of the Illinois Health Facilities and Services Review Board. Append as ATTACHMENT #6, 
NOTE: For transactions involving relaled parties a letter of intent is not required • 
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16. PRIMARY CONTACT PERSON. Individual representing the applicant to whom all correspondence and inquiries 
pertaining to this application are to be directed. (Note: other persons representing the applicant not named below will 
need written authorization from the applicant stating that such persons are also authorized to represent the applicant in 
relationship to this application). 

Name: Clare Connor Ranalli 
Address: 227 W. Monroe Street 
City, State & Zip Code: Chicago, IL 60606 
Telephone: (312) 984-3365 

17. ADDITIONAL CONTACT PERSON. Consultant, attorney, other individual who is also authorized to discuss 
this application and act on behalf of the applicant. 

Name: Ahmed Abdelsalam, M.D. 
Address: 1630 Gateway Drive 
City, State & Zip Code: Sycamore, IL 60178 
Telephone: 815.756.5603 

18. CERTIFICATION 

I the undersigned certify that the above information and all attached information are true and correct to the best of my 
knowledge and belief. 

I the undersigned certify that no adverse action has been taken against the applicant(s) by the federal government, 
licensing or certifying bodies, or any other agency of the State of lIIinois. 

I the undersigned certify that I am fully aware that a change in ownership will void any permits for projects that have 
not been completed unless such projects will be completed or altered pursuant to the requirements in 77 lAC 
1130.520(1) prior to the effective date of the proposed ownership change. 

I the undersigned certify that the applicant has not already acquired the facility named in this application or entered into 
an agreement to acquire the facility named in the application unless the contract contains a clause that the transaction is 
contingent upon approval by the State Board. 

I the undersigned certify that the health care facility will not adopt a charity care policy that is more restrictive than the 
policy in effect during the year prior to the transaction. 

I the undersigned certify that within 90 days atter the closing of the transaction that I will provide a letter stating that 
the change of ownership has been completed in accordance with the letter of intent provided in the application for 
exemption. If the terms of the letter of intent have changed, those changes will be provided with this letter. I 
understand if the State Board determines that tenns of the transaction have changed a new application for exemption 
will be submitted to the State Board. K\ ~ 
Signature of Authorized Officer ~ ~ h 
Typed or Printed Name of Authorized Officer Ahmed Abdelsalam, MD. 

Title of Authorized Officer: MemberlManager, DeKalb Surgical Services, LLC 

Address: 1630 Gateway Drive 

City, State & Zip Code: Sycamore, IL 60178 

Telephone: (815)756-5603 

Notary Signature 

Official Seal 
Melissa Jensen 

Notary Public State 01 IIl1nol. 
My Commission Expi"" 0111212020 

Date: 9 lZ0I~~ 
Date: q / ;;l} II (P 

I I 

_N __ : complete a separate signature page for each co-applicant and insert following this page. 
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ATTACHMENT #1 
APPLICATION FEE 

See attached copy of check for application fee. 

DM_ us 76393288·1.092542.0021 
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DEC, LLC dba 6756 
09129/2016 

Date 
0912912016 

Type 
Bill 

MB Financial· Check 

Illinois Department of Public Health 

Reference Original Amount 
2,500,00 

Check Amount 

Balance Due 
2,500,00 

Payment 
2,500,00 
2,500,00 

2,500.00 
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ATTACHMENT #2 
FUNDING 

The acquisition of the physical plant (building) where the Hauser Ross Eye Institute Surgery Center (the 
"Center") leases space was funded with a loan to MAE Sycamore Holdings, LLC which is in no way 
related to the Center. 

76393288-1.092542.0021 
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ATTACHMENT #3 
NARRATIVE DESCRIPTION 

Hauser Ross Eye Institute Surgery Center leases space in the building located at 1630 Gateway Drive in 
Sycamore, minois. The building was owned by SASS Real Properties, LLC. and was sold on May 13, 
2016 to MAE Sycamore Holdings, Inc. for $14,800,000.00 This resulted in the change of a person who 
controls the physical plant of a healthcare facility. 

76393288-1.092542.0021 
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Certificate of Good Standing. 

ATTACHMENT #4 
BACKGROUND 01<' APPLICANT(S) 

Attached please find certificates of good standing for DeKalb Surgical Services, LLC ("055"). 

_~~7~63~~=28=8.~1~=2=54~2=W-=_1~ ______________ _ 
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ATTACHMENT #5 
FINANCIAL STATEMENTS 

DeKalb Surgical Services does not have audited financials as it has not been in operation for over a year. 
Further it was not involved in any way in the purchase of the building located at 1630 Gateway Drive in 
Sycamore, nIinois. 

OM_US 76393288-1.092542.0021 
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ATTACHMENT #6 
LETTER OF INTENT 

Pursuant to statutory amendment, a Letter of Intent is no longer required to be submitted. DeKalb 
Surgical Services, LLC d/bla Hauser Ross Eye Institute Surgery Center was not a party to the 
transaction between SASS Real Properties, LLC. and MAE Sycamore Holdings, LLC. 
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