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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition ] D Dd ?

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

APPLICATION FOR PERMIT
RECEIVED

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION

This Section must be completed for all projects. JUN 17 2010
Facility/Project Identification ' QCE‘E,ﬁ,LgLJ' 523,';L‘§%§RD
Facility Name: Fresenius Medical Care Waukegan Harbor petREEE T

Street Address: 710 N. West Street .

City and Zip Code: Waukegan, IL 60085

County: Lake Health Service Area 8 Health Planning Area:

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

Exact Legal Name:Fresenius Medical Care of iinois, LLC d/b/a Fresenius Medical Care Waukegan Harbor

Address: 920 Winter Street, Waltham, MA 02451

Name of Registered Agent: CT Systerns

Name of Chief Executive Officer. Rice Powell

CEQ Address: 920 Winter Street, Waltham, MA 02451

Telephone Number: 800-662-1237

Type of Ownership of Applicant/Co-Applicant

| Non-profit Corporation 1 Partnership
O For-profit Corporation 1 Governmental
B 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.

APPEND DOCUMENTATION 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, Weslchester, IL 60154

Telephone Number. 708-498-8121

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

Fax Number: 708-498-9334

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

Name: Brian Brandenburg

Title; Regional Vice President

Company Name: Fresenius Medical Care

Address: 557 W. Polk Street, Chicago, IL 60607

Telephone Number: 312-583-8072

E-mail Address: brian.brandenburg@fmc-na.com

Fax Number: 3712-583-9081
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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: One Westbrook Corporate Center, Tower One, Suite 1000, Westchester, 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: Attorney

Company Name: Hinshaw & Culbertson, LLP

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

Telephone Number: 3712-704-3253

E-mail Address: cranalli@hinshawlaw.com

Fax Number: 312-704-3001

Site Ownership
[Provide this information for each applicable site]

Exact Legal Name of Site Owner: Plainfield 550, LL.C — Chad Middendorf

Address of Site Owner: 10531 Timberwoods Circle, Suite D, Louisville, KY 40223

Street Address or Legal Description of Site: 110 N. West Street, Waukegan, IL 60085
Proot 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 a lease.

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

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

Exact Legal Name:Fresenius Medical Care of inois, LLC d/b/a Fresenius Medical Care Waukegan Harbor

Address: 920 Winter Street, Waltham, MA 02451

O Non-profit Corporation O Partnership
O For-profit Corporation O Governmental
] Limited Liability Company O Sole Proprietorshig O 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 ATIACHMENT-4, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM, & 7 ,‘
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

Flood Plain Requirements NOT APPLICABLE — PROJECT IS NOT NEW CONSTRUCTION

[Refer to application instructions.]

Provide documentation that the project complies with the requirements of lllinots 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 (http:/fwww.hfsrb.illinois.gov).

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.]

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

APPEND DOCUMENTATION AS ATTACHMENT-6, IN 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 Part 1120.20(b))

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

O Category A Project
I Non-substantive [l Category B Project

[ DHS or DVA Project
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD . APPLICATION FOR PERMIT- May 2010 Edition

2. Narrative Description

Provide in the space below, a brief narrative description of the project. Explain WHAT is to be done in State Beard
defined terms, NOT WHY it is being done. If the project site does NOT have a street address, include a legal
description of the site. Include the rationale regarding the project's classification as substantive or non-substantive.

Fresenius Medical Care of llinois, LLC, proposes to establish a 21 station in-center
hemodialysis facility at 110 N. West Street, Waukegan,, flinois. The facility will be in leased
space in a single tenant building. The interior of the leased space will be built out by the
applicant.

Fresenius Medical Care Waukegan Harbor will be in HSA 8.

This project is “non-substantive” under Planning Board rule 1110.10(b) as it entails the
establishment of a health care facility that will provide chronic renal dialysis services

Page 4




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

Project Costs and Sources of Funds

Complete the following table listing all costs (refer to Part 1120.110) assaciated 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 compeonent 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 1,158,240 N/A 1,158,240
Contingencies 115,800 N/A 115,800
Architectural/Engineering Fees 127,400 N/A 127,400
Consulting and Other Fees N/A N/A N/A
(I':l%\;f:(lfs;jr Other Equipment {not in construction 560,000 N/A 560,000
Bond Issuance Expense (project related) N/A N/A N/A
l?;tm()arest Expense During Construction (project N/A N/A N/A
f;e:ltE I:Lz;lil:(;te \r:'talue of Leased Space 12?222? 1704475 N/A 1704,475
Other Costs To Be Capitalized N/A N/A N/A
gcr:‘qdl.;isition of Building or Other Property (excluding N/A N/A N/A
TOTAL USES CF FUNDS 3,665,915 3,665,915

SQURCE OF FUNDS CLINICAL NONCLINICAL CLINICAL
Cash and Securities 1,961,440 N/A 1,961,440
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 markst value} 1,704,475 N/A 1,704,475
Governmental Appropriations N/A N/A N/A
Grants N/A N/A N/A
QOther Funds and Sources N/A N/A N/A
TOTAL SOUFICES CF FUNDS 3,665,915 N/A

1“ T?‘?” G ‘%w& SRS




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

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 |ast two calendar years:

Land acquisition is related to project OYes [ No
Purchase Price: $
Fair Market Value: $

The project involves the establﬁhment of a new facility or a new category of service
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 targe
utilization specified in Part 1100.

Estimated start-up costs and operating deficit costis $ __95,669

Project Status and Completion Schedules
Indicate the stage of the project’s architectural drawings:

I None or not applicable ] Preliminary

[] Schematics [ Final Working
Anticipated project completion date (refer to Part 1130.140). June 30, 2012

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

Il Project obligation will occur after permit issuance.

. 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:
[J Ccancer Registry
] APORS
("] Al formal document requests such as IDPH Questionnaires and Annual Bed Reports been
submitted

. All reports regarding outstanding permits
Failure to be up to date with these requirements will result In the application for permit being

deemed incomplete.




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

Cost Space Requirements

Provide in the fallowing 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.

Amount of Proposed Total Gross Square
Gross Square Feet Feet That Is:

New | podernized | Asls | Vacated

Dept./ Area Cost Existing | Proposed | . . Space

REVIEWABLE

ESRD 3,665,915 9,120 DGSF 9,120 DGSF

Medical Surgical

Intensive Care

Diagnostic
Radiology

MRI

Total Clinical 3,665,915 9,120 DGSF 9,120 DGSF

NON
REVIEWABLE

Administrative

Parking

Gift Shop

Total Non-clinical

TOTAL 3,665,915 9,120 DGSF 9,120 DGSF

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

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

o 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 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 of lllinois, LLC
in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this application for
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 T SIGNATURE 4

Mark Fawcett isherman
PRINEBANE sident & Treasurer Asst. Tre@;ﬁ‘ig,ﬁw

PRINTED TITLE ' PRINTED TITLE
Notarization: Notarization:
Subscribed and swom to before me Subscribed and sworn to hefore me

of 2010 this 1 dayof Mine 2010

)U/_)om l’} CIMU‘L'

Signature of Notary Signature of Notary

this d

Seal Seal

SAN H. CONSOLE
Nolary Public
COMMOMWEALTH OF MASSACHUSETTS

*Insert EXACT legal name of the applicant

My Commission Expires
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMI!T- May 2010 Edition

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

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

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

This Application for Permit is filed on the behalf of _Fresenius Medical Care Holdings, Inc. __*
in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.

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

SIGNA'TUIIQE . . " SIGNATURE

Mark Fawcett _M_a;%iphorman
PRINTED N#id/Brosident & Asst. Treasurer TED NAME
Asst. Treasurer

PRINTED TITLE PRINTED TIiTLE
Notarization; Notarization:

Subscribed and sworn to before me Subscribed and sworn to before me
this day of 2010 this =1 day of ne. 2010

Abpoea i Coroote

Signature of Notary" Signature of Notary

Seal Seal N H,'NOLE
Notary Publla
COMMONWEALTH OF _
*Insert EXACT legal name of the applicant Y My Commission Expires

abrualy T, '7




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

SECTION Ill - 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 cerlified 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 permiting HFSRB and DPH access to any documents necessary to verify the information
submitted, including, but not limited to: official records of DPH or cther State agencies; the licensing or
certification records of other states, when applicable; and the records of nationaffy recognized accreditalion
organizations. Failure to provide such authorization shall constitute an abandonment or withdrawal
of the application without any further action by HFSRB.

4. 1f, 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 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 wefl as the population’s
health status and well-being.

6. Provide goals with quantified and measurable objectives, with specific imeframes 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,
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition
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 simitar 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, pafient access, quality and financial
benefits in both the short term (within one to three years after project completion) and
long term, This may vary by project or situation. 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 CRITERION 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 OF 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. o

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.J 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.
APPLIC ATION 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, regardless 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

i 1. Applicants proposing to establish, expand and/or 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
I n-Center Hemodialysis 21
A 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 HI, 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) - Planning 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 Facililies X
1110.1430(d){2) - Documentaticn X
1110.1430(d){3) - Documentation Related to Cited Problems X
1110.1430(e) -  Staffing Availability X X
1110.1430() - Support Services X X X
1110.1430(g) -  Minimum Number of Stations X
1110.1430(h) -  Continuity of Care X
1110.1430(j} - Assurances X X X
APPEND DOCUMENTATION AS ATTACHMENT-26. IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
. PAGE OF THE APPLICATION FORM.

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
"Establishment of Services or Facilities”, as well as the requirements in Section 1110.130 -
"Discontinuation” and subsection 1110.1430(i) - “Relocation of Facilities”.

Page 14
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The foliowing 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):

s Section 1120.120 Availability of Funds - Review Criteria

» Section 1120,130 Financial Viability - Review Criteria

« Section 1120.140 Economic Feasibility — Review Criteria, subsection (a)
VIIl. - 1120.12¢ - 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 rescurces from the following
sources, as applicable: Indicate the dollar amount to be provided from the following sources:

1,961,440

N/A

N/A

1,704,475

N/A

N/A

3,665.815

a) Cash and Securites - statements (e.g., audited financial statements, letters from financial

1)

institutions, board resolutions} as to:

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 receipls and related tundraising
expenses, and a discussion of past fundraising experience.

¢) 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 conditions (including the debt time period,
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

2)

3)

4)

5)

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;

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

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 intarest rates, balloon
payments, etc.;

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;

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

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

] Grants - a letter from the granting agency as to the availability of funds in terms of the amount

and time of receipt;

Q) All Other Funds and Sources — verification of the amount and type of any other funds that will
te used for the project.

TOTAL FUNDS AVAILABLE
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IX. 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 {(Municipa! 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 appiicant 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.

Pr&viﬁ; b;té for Projects Classified Céfégow Aor Category"él.i.luh.é.t three years) ,N‘C":;fé.gory 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 %ggﬁé’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 line 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 another arganization,
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.
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X. 1120.140 - Economic Feasibility

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

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 aftests to one of the following:

1)

2)

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 aceounts in order to maintain a current ratio of at least 2.0 times for
hospitals and 1.5 times for all cther 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 reascnable by submitting a notarized
statement signed by an authorized representative that attests to the following, as applicable:

1

2)

3)

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 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 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 Cc D E F G H
Department Total
(list below) Cost/Square Foot Gross Sq. Ft. Gross Sq. Ft. Const. § Mod. $ Cost
New Mod. | New Circ." | Mod. Circ* | (AxQC) {BxE) {G+H)

Contingency

TOTALS

* Include the percentage (%] of space for circulation




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

D. Projected Cperating 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 utilization 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 utilization 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 !5 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 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 community, if
reasonably known by the applicant.

Safety Net Impact Statemants shall also include all of the following:

1. For the 3 fiscal years prior to 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 reporting requirements for charity care reporting in the
llinois 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. Hospstal and
non-hospital applicants sha!l provide Medicaid information in a manner consistent with the information reported each year to the
llincis Department of Public Health regarding "Inpatients and Outpatients Served by Payor Source” and "Inpatient and Outpatient
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 information 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 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
Qutpatignt
Total
MEDICAID
Medicaid (# of patients) Year Year Year
Inpatient
Qutpatient
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APPLICATION FOR PERMIT- May 2010 Edition

Total

Medicaid {revenue)

Inpatient

Outpatient

Total

¢ APPLICATION FORM.

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

XIl. Charity Care Information

Charity Care information MUST be furnished for ALL projects.

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

1. All applicants and co-applicants shall indicate the amount of charity care for the |atest 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 [liinois.
If charity care costs are reported on a consolidated 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 cara 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.

CHARITY CARE

Year

Year

Year

Net Patient Revenue

Amount of Charity Care {charges)

Caost of Charity Care

APPLICATION FORM.

APPEND DOCUMENTATION AS ATTACHMENT-34, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

Page 19
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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 Qwnership 23-27

3 | Persons with 5 percent or greater interest in the licensee must be 228
identified with the % of ownership.

4 | Organizational Relationships (Organizational Chart) Certificate of 229

Good Standing Ete.

5 | Flood Plain Requirements
6 | Historic Preservation Act Requirements 30
7 | Project and Sources of Funds [temization 31-32
8 | Obligation Document if required e
9 | Cost Space Requirements 33
10 | Discontinuation
11 | Background of the Applicant 34-37
12 | Purpose of the Project 38
13 | Alternatives to the Project 39-41
14 | Size of the Project 42
15 | Project Service Utilization _43

16 | Unfinished or Shell Space ]
17 | Assurances for Unfinished/Shell Space
18 | Master Design Project

79 | 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 44-68
27 | Non-Hospital Based Ambulatory Surgery -
28 | General Long Term Care

29 | Specialized Long Term Care

30 | Selected Organ Transplantation

31 | Kidney Transplantation

32 | Subacute Care Hospital Model

33 | Post Surgica! 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 | Fresstanding Emergency Center Medical Services

Financial and Economic Feasibility:

39 | Availability of Funds 69-79

40 | Financial Waiver 80-81

41 | Financial Viability S

42 | Economic Feasibility _ ”‘8'2—86

43 | Safety Net Impact Statement

44 | Charity Care Information 87
Appendix 1 — MapQuest Travel Times 88-91
Appendix 2 — Referral Letters 92-95
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Co-Applicant Identification
[Provide for each co-applicant [refer to Part 1130.220].

Exact Legal Name: Fresenius Medical Care Holdings, Inc.

Address: 920 Winter Street, Waltham, MA 02451

Name of Registered Agent: CT Systems

Name of Chief Executive Officer: Rice Powell

CEOQ Address: 920 Winter Street, Waltham, MA 02451

Telephone Number: 800-662-1237

Type of Ownership of Applicant/Co-Applicant

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

o Corporaticns 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.

' APPEND DOCUMENTATION AS ATTACHMENT 1 fN NUMERIC SEQUENTEAL ORDER AFTEH THE LAST PAGEOFTHE *© &
APPLICATION FORM. . ) ! L

Co-Applicant Identification
ATTACHMENT - 1




File Number 0114682-3

To all to whom these Presents Shall Come, Greeling:

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

FRESENIUS MEDICAL CARE OF ILLINOIS, LLC, A DELAWARE LIMITED LIABILITY
COMPANY HAVING OBTAINED ADMISSION TO TRANSACT BUSINESS IN ILLINOIS ON
MARCH 26, 2004, 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 FOREIGN LIMITED LIABILITY COMPANY ADMITTED 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 15TH

day of JUNE A.D. 2010

S o WA 2z
Authentication #: 1016601420 M

Authenticate at. http://www.cyberdriveillinois.com

SECRETARY OF STATE

Certificate of Good Standing
ATTACHMENT - 1




Site Ownership

[Provide this information for each applicable site]

Exact Legal Name of Site Owner: Plainfield 550, LLC — Chad Middendorf

Address of Site Owner: 10531 Timberwoods Circle, Suite D, Louisville, KY 40223

Street Address or Legal Description of Site: 170 N. West Street, Waukegan, IL 60085
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 tease, a letter of intent to lease or a lease.

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

Site Owner

ATTACHMENT — 2




il
=5} WAKEFIELD.

)\ CUSHMAN &
Ny

L
Cushman & Wakefield of
. llincis, Inc.
April 13, 2010 455 N, Cityfront Plaza Drive
. Suite 2800
Chad Ml.ddendorf Chicago, IL 60611-5555
10531 Timberwood Circle, Suite D {312) 470-1800 Tel
Louisville, KY 40223 (312) 470-3800 Fax
www.cushwake.com
RE: Fresenius Medical Care Dialysis Center
| etter Of Intent
Dear Chad,

Cushman & Wakefield has been exclusively authorized by Fresenius Medical Care (FMC) to
secure proposals and assist them in negotiations regarding the acquisition of leased space in the
Waukegan area. Of the propertics we will analyze, your sitc has been identified as onc that
potentially meets the necessary requirements. At this time, we are pleased to provide the
following Letter Of Intent.

Fresenius Medical Care is the world’s leading provider of dialysis products and services. It manages in
excess of over 2,500 kidney dialysis clinics and 50 billing centers and regional offices throughout North
America. You can visit their website for financial information and highlights at www.{mcna.com.

Please prepare the proposal to correspond to the following terms and conditions:

OWNERSHIP: Plainfield 550 LLC

We will need this to submit 1o the Illinois Health
Facilities Planning Board for approval on this site.

LOCATION: 110 N Wesl Street Street
Waukegan, IL 60085

INITIAL SPACE

REQUIREMENTS: Approximately 9,120 SF of contiguous usable square
fect.

HOURS OF OPERATION: Pleasc be advised that FMC may have employees and /

or patients on site 24 hours per day 6 days per week.
FMC is not open on Sundays.

PRIMARY TERM: Twelve (12) years.

POSSESSION DATE: FMC will have the right to take possession of the
premises upon approval of the Certificate of Need o
complete its nccessary improvements. FMC will need a
minimum of 90 days to build out the premises.

No warranty or representation, express or implied, is made as to the accuracy of the information contained herain, and same is submitted subject to
errors, omissions, change of price, rental or other conditions, withdsawar without notice, and to any special listing conditions, imposed by cur principals,

-1- Letter of Intent for Leased Space
ATTACHMENT - 2
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COMMENCEMENT DATE:

OPTION TO RENEW:

RENTAL RATE:

COMMON AREA EXPENSES
AND REAL ESTATE TAXES:

TENANT IMPROVEMENTS:

DEMISED PREMISES
SHELL.:

FIRE SUPPRESSION:

SPACE PLANNING/
ARCHITECTURAL AND

MECHANICAL DRAWINGS:

PRELIMINARY _
IMPROVEMENT PLAN:

PARKING:

CORPORATE
IDENTIFICATION:

ASSIGNMENT/
SUBLETTING:

90 days after Possession .

FMC desires three (3) five (5) year options to renew the
lease. Options based upon pre-established rates. Please
identify the terms of any option to renew.

$15.25 NET NET.

Operating Expenses and Taxes are estimaled to be
approximately $3.00 per square foot.

FMC shall not be required 1o remove their tenant
improvements at the end of the term.

Tenant shall accept the premises in its “as-is” condition.

At this time only the lower level is sprinklered.

FMC will provide all space planning and architectural
and mechanical drawings required to build out the tenant
improvements, including construction drawings stamped
by a licensed architect and submitted for approvals and
permits. All building permits shall be the Tenant’s
responsibility.

At this time, please provide one-eighth inch architectural
drawings of the proposcd demised premises and detailed
building specifications. Please email AutoCads to

loren.guzik@cushwake,com

33 parking stalls are available exclusively for tenants
use.

FMC will have complete signage rights in accordance
with local code.

FMC reguires the right to assign or sublet ali or a portion
of the demised premises to any subsidiary or affiliate
without landlord’s consent. Any other assignment or
subletting will be subject to landiord’s prior consent,
which shail not be unreasonably withheld or delayed.

Mo warranty or reprosentation, express or Implied, is made as to the accuracy of the information contained herein, and same is submitied subject lo
errors, omissions, change of price, rental or other conditions, withdrawal without notice, and to any special listing conditions, imposed by our principals.

-2- Letter of Intent for Leased Space

ATTACHMENT - 2
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ZONING AND
RESTRICTIVE COVENANTS:

FINANCING:

ENVIRONMENTAL.:

EXCLUSIVE TERRITORY:

CON CONTINGENCY:

Please indicate if the current properly zoning is
acceplable for use as a Dialysis Clinic and if there are
any resirictive covenants imposed by the development,
owner, and/or municipality.

PMC will require a non-disturbance agreement.

Please confirm that there is no asbestos present in the
building and that ther¢ are no contaminants or
environmental hazards in or on the property. Also
include a brief narrative of any tenants and their
activities as they relate to the generation of hazardous
matcrials.

Landlord agrees not to lease spacc under its control to
another dialysis provider within a five mile radius of the
proposed location.

Landlord and FMC understand and agree that the cstablishment
of any chronic outpatient dialysis facility in the State of Illinois
is subject to the requirements of the Illinois Health Facilities
Planning Act, 20 ILCS 3960/1 et seq. and, thus, FMC cannot
establish a dialysis facility on the Premises or execute a binding
real estate lease in connection therewith unless FMC obtains a
Certificalc of Need (CON) permit from the Illinois Health
Facilities Planning Board (the "Planning Board"). FMC agrees
to proceed using its commercially reasonable best efforts to
submit an application for a CON permit and to prosccute said
application to obtain the CON permit from the Planning Board.
Based on the length of the Planning Board review process, FMC
does not expect to receive a CON permit prior to September
2010. In light of the foregoing facts, the parties agree that they
shall promptly proceed with due diligence 1o negotiate the terms
of a definitive leasc agreement and execute such agreement prior
to approval of the CON permit provided, however, the lease shall
not be binding on cither party prior to the approval of the CON
permit and the leasc agreement shall contain a contingency
clause indicating that the lease agreement is not effective
pending CON approval. Assuming CON permit approval is
granted, the effcctive date of the lease agreement shall be the
first day of the calendar month following CON permit approval.
In the cvent that the Planning Board does not award FMC a CON
permit to establish a dialysis center on the Premises by
September 2010, neither party shall have any turther obligation
to the other party with regard to the negotiations, lease or
Premiscs contemplated by this Letter of Intcnt.

No warranty or representation, express of implied, is made as 1o the accuracy of the information contained herein, and same is submitied subject 10
errors, omissions, change of price, rental or other conditions, withdrawal without notice, and to any special Ilsting conditions, imposed by our principals.

Letter of Intent for Leased Space

ATTACHMENT - 2
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SECURITY: Fresenius Medical Care Holding will fully guarantee the lease.

BROKERAGE FEE: Per separate agreement.

This offer is not intended to be contractual in nature and only an executed lease delivered to both
parties can bind the parties to this transaction. It is expressly understood, agreed, and hereby
acknowledged, that only upon the proper execution of a fully completed, formal lease contract,
with all the lease terms and conditions clearly defined and included therein, will there then be
any obligation, of any kind or nature, incurred or created between the herein parties in
connection with the referenced property.

You may email the proposal to loren.guzik@cushwake.com. Thank you for your time and
cooperation in this matter, should you have any questions please call me at 312.470.1897.

Sincerely,

F N
’%,r- 5 f}
ff:z.-} {{m?" -,'ry{;’: ’f{&v‘_)

LJ

Loren Guzik

Associate Director

Office Group

Phone: 312-470-1897

Fax: 312-470-3800

¢-mail: loren_guzik@cushwake.com

CC: Mr. Bill Popken

AGREED AND ACCEPTED this day of , 2007

By:

Title:

No warranty or representation, express or implied, is made as 10 the accuracy of the infermation contained herein, and same is submitled subje:ci to
arrors, omissions, change of prica, rental or other cenditions, withdrawal without netice, and to any speclal listing conditians, imposed by our principals.

-4- Letter of Intent for Leased Space
ATTACHMENT -2
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Operating ldentity/Licensee

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

Exact Legal Name: Fresenius Medical Care of lllinois LLC, d/b/a Fresenius Medical Care Waukegan Harbor

Address: 920 Winter Street, Waltham, MA 02451

O Non-profit Corporation [} Partnership
] For-profit Corporation [} Governmental
B Limited Liability Company O Sole Proprietorship 1 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 |dentity/Licensee
ATTACHMENT -3

28




Fresenius Medical Care Holdings, Inc.

National Medical Care, Inc.

Fresenius Medical Care
of lllinois, LLC d/b/a
Fresenius Medical Care
Waukegan Harbor

A9

ATTACHMENT - 4




Illinois Historic
—=—=1x Preservation Agency

I'.. FAX (217) 782-8161
' ' Old Staie Capitol Plaza + Springtfieid, lllinois 62701-1512 « www.illinois-history.gov

Lake County
Waukegan
CON - Establish a 21 Station Dialysis Facility

110 N. West St.
IHPA Log #014052710

June 14, 2010

Lorl Wright

Fresenius Medical Care

One Westbrook Corporate Center, Suite 1000
Westchester, IL 60154

Dear Ms. Wright:

This letter is to inform you that we have reviewed the information provided
concerning the referenced project.

Our review of the records indicates that no historic, architectural or
archaecloglcal sites exist within the project area.

Please retain this letter in your fileg as evidence of compliance with Section 4 of
the Tllinois State Agency Historic Resources Preservation Act (20 ILCS 3420/1 et,
seq.}). This clearance remains in effect for two years from date of issuance. It
does not pertain to any discovery during construction, nor is it a clearance for
purposes of the Illinocis Human Skeletal Remains Protection Act (20 ILCS 3440).

If you have any further gquestions, please contact me at 217/785-5027.

Sincerely,

Anne E. Haaker
Deputy State Historic
Praeservation Officer

A teletypewriter for the speech/hearing impaired is available at 217-524-7128, {1 is not g &sriedPPriservation Determination

30 ATTACHMENT - 6




SUMMARY OF PROJECT COSTS

Modernization Contracts

General Conditions $57.,900
Temp Facilities, Controls, Cleaning, Waste Management 2,890
Concrete 14,800
Masonry 17,600
Metal Fabrications 8,690
Carpentry 101,800
Thermal, Moisture & Fire Protection 20,620
Doors, Frames, Hardware, Glass & Glazing 79,340
Walls, Ceilings, Floors, Painting 187,060
Specialities 14,480
Casework, Fl Mats & Window Treatments 6,950
Piping, Sanitary Waste, HVAC, Ductwork, Roof
Penetrations 370,640
Wiring, Fire Alarm System, Lighting 223,310
Miscelleanous Construction Costs 52,120
Total | $1,158,200

Contingencies

Contingencies $115,800

Architectural/Engineering

Architecture/Engineering Fees $127,400

ATTACHMENT -7




Movable or Qther Equipment

Dialysis Chairs $28,400
Misc. Clinical Equipment 28,400
Clinical Furniture & Equipment 39,700
Office Equipment & Other Furniture 56,800
Water Treatment 189,200
TVs & Accessories 94,600
Telephones 22,700
Generator 56,800
Facility Automation 37,800
Other miscellaneous 5,600

Total $560,000

Fair Market Value Leased Space & Equipment

FMV Leased Space (9,120 GSF)
FMV Leased Dialysis Machines
FMV Leased Computers

Total

3

$1,390,800
308,775
4,900

$1,704,475

ATTACHMENT - 7




Cost Space Requirements

Provide in the following format, the department/area GSF and cost.
MUST equal the total estimated project costs.

purpose.

circulation space. Explain the use of any vacated space.

The sum of the department costs
Indicate if any space is belng reallocated for a different
Include outside wall measurements plus the department's or area’s portion of the surrounding

Gross Square Feet

Amount of Proposed Total Gross Square
Feet That Is:

Dept. / Area

Cost

Existing

Proposed

New

Const.

Modernized

Vacated

Asls Space

REVIEWABLE

ESRD

3,665,915

9,120 DGSF

9,120 DGSF

Medical Surgical

Intensive Care

Diagnostic
Radiclogy

MRI

Totat Clinical

3,665,915

9,120 DGSF

9,120 DGSF

NON
REVIEWABLE

Administrative

Parking

Gift Shop

Tatal Non-clinical

TOTAL

13665915 |

9,120 DGSF

9,120 DGSF

' APPLICATION FORM.

APPEND DOCUMENTATION AS l&ﬂMENT— IN NUMEFIIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

35

Cost Space Requirements
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Fresenius Medical Care Holdings, Inc. Clinics in lllinois

Clinic Provider # Address City Zip
Alsip 14-2630 12250 8. Cicero Ave Ste. #105 Alsip 60803
Antioch 14-2673  |311 Depot St., Ste. H Antioch 60002
Aurora 14-2515 1455 Mercy Lane Aurora 60506
Austin Community 14-2653  |4800 W. Chicago Ave,, 2nd FI. Chicago 60651
Berwyn 14-2633  |2601 S. Harlem Avenue, 1st Fl. Berwyn 60402
Blue Island 14-2539 12200 8. Westemn Avenue Blue Island 60406
Bolingbrook 14-2605  |538 E. Boughton Road Boilinghrook 60440
Bridgeport 14-2524  |825 W. 35th Strest Chicago 60609
Burbank 14-2641 4811 W. 77th Street Burbank 60459
Carbondale 14-2514  |725 South Lewis Lane Carbondale 62901
Champaign (managed) 14-2588 1405 W, Park Street Champaign 61801
Chatham S. Holland Avenue Chicago 60633
Chicago Dialysis 14-2506 820 West Jackson Blvd. Chicago 60607
Chicago Westside 14-2681 1340 8. 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 14-2508  |450 E. Roosevelt Rd., Ste. 101 West Chicago 60185
DuQuoin 14-2595 #4 West Main Street DuQuoin 62832
East Belmont 14-2531 1331 W. Belmont Chicago 60613
East Peoria 14-2562 3300 Neorth Main Street East Peoria 61611
Elgin 2130 Point Boulevard Elgin 60123
Elk Grove 14-2507 {901 Biesterfield Road Elk Grove 60007
Evanston 14-2621 2953 Central Street Evanston 60201
Evergreen Park 14-2545 19730 S. 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 80025
Greenwood 14-2601 1111 East 87th St,, Ste. 700 Chicago 60619
Gumee 14-2549 101 Greenleaf Gumee 60031
Haze! 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 Thornton Avenue L.ockport 60441
Lombard 1940 Springer Drive Lombard 60148
Lutheran General 14-2559  |8565 West Dempster Niles 60714
Macomb 14-2591 523 E. Grant Street Macomb 61455
Marquette 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
Mealrose Park 14-2554 1111 Superior St., Ste. 204 Melrose Park 60160
Merrionette Park 14-2667 11630 S. Kedzie Ave. Mermionette Park 60803
Metropolis 14-2705 20 Hospital Drive Metropolis 62960
Midway 6201 W, 63rd Street Chicago 60638
Mokena 14-2689 8910 W. 192nd Street Mokena 60448
Morris 14-2506 1401 Lakewood Dr., Ste. B Maorris 60450
Naperville 14-2643 100 Spalding Drive Ste. 108 Naperville 60566
Napervilie 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
Northwestem University 14-2597 710 N. Fairbanks Court Chicago 60611
Qak Park 14-2504  |773 W. Madison Street Qak Park 60302
Orland Park 14-2550  |9160 W. 159th St. Orland Park 60462
Oswago 14-2677 1051 Station Drive Oswego 60543
Qttawa 14-2576 1601 Mercury Court Ottawa 61350
Palatine Dundee Road Palatine 60074
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Pekin 14-2571 600 S. 13th Street Pekin 61554
Peoria Downtown 14-2574  |410 R.B. Garrett Ave. Peoria 61605
Peoria North 14-2613 10405 N. Juliet Court Peoria 61615
Plainfield 14-2707  |2300 Michas Drive Plainfigld 60544
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 14-2588 102 Memorial Drive Chester 62233
River Forest 103 Forest Avenue River Forest 60305
Rockford 14-2615 1302 E. State Street Rockford 681104
|Rogers Park 14-2522 (2277 W. Howard St. Chicago 60645
Rolling Meadows 14-2525 14180 Winnetka Avenue Rolling Meadows 60008
Roseland 14-2690 135 W. 111th Street Chicago 60628
Ross-Englewood 14-2670 6333 S. Green Street Chicago 60621
Round Lake 14-2616 1401 Nippersink Round Lake 60073
Sandwich 14-2700 1310 Main Street Sandwich 60548
Saline County 14-2573 1275 Small Street, Ste. 200 Harrisburg 62946
Skokie 14-2618  |9801 Wood Dr. Skokie 60077
South Chicago 14-2519 19200 8. Chicago Ave. Chicago 60617
South Holland 14-2542 17225 S. Paxion South Holland 60473
South Shore 14-2572  |2420 E. 79th Street Chicago 60649
South Side 14-2508  [3134 W. 76th St. Chicago 60652
South Suburban 14-2517 12609 W. Lincoln Highway Qlympia Fields 60461
Southwastern lllinois 14-2535 llinois 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  [2356 N. Bloomington Sireet Streator 61364
Uptown 14-2692 (4720 N. Marine Dr. Chicago 60640
Villa Park 14-2612 {200 E. North Ave. Villa Park 60181
West Batavia Bransen Drive Batavia 60510
West Belmont 14-2523 14848 W. Belmont Chicago 60641
Waest Chicago 14-2702  11855-1863 N. Neltnor West Chicago 60185
West Metro 14-25386 1044 North Mozait Street Chicago 60622
West Suburban 14-2530  |518 N. Austin Blvd., Ste. 5000 Qak Park 60302
West Willow 14404W. Willow Chicago 60620
Westchester 14-2520 2400 Wolf Road, STE 101A Waestchester 60154
Williamson County 14-2627  |800 Skyline Drive, Ste. 200 Marion 62959
Willowbrook 14-2632 6300 S. Kingery Hwy, STE 408 Willowbrook 60527
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Certification & Authorization

Fresenius Medical Care of Illinois, LLC

In accordance with Section III, A (2) of the Tllinois Health Facilities Planning Board
Application for Certificate of Need; I do hereby certify that no adverse actions have been
taken against Fresenius Medical Care of Illinois, LLC 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 ITL, 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.

By: @1{, . BY%/ ’/%"/

Ts: Mark Fawcett iTs: Marc Lieberman

i
Vice Presigent & Treasurer Asst. Treasurer
Notarization: ' Notarization:
Subscribed.4nd sworn to before me Subscribed and sworn to before me
this day of ,2010 this 7V dayof Jdune ,2010

/&uwm 4 CuMcL—

Signature of Notary Signature of Notary

SUSAN H, CONSOLE

Notary Publlc
COMMONWEALTH OF MASSAGHUSETTS
My Commisslon Expires

Fabruary 1,2013
Y Yy

L a e o am

Seal Seal

SNk ol -
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Certification & Authorization
Fresenius Medical Care Holdings, Inc.

Tn 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 II1, 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.

O/h //l%./ /%%J

Marc Lieberman

ITSF v * ‘ ITS:
; Mark Fawcott ASSt, [ Teasurer
..Viqe President & Asst. Treasurer
Notarization: Notarization:
Subscribed.and sworn to before me Subscribed and swomn to before me
this day of , 2010 this__ 7 day of Mune 2010
Juocw. I Coroote
Signature of Notary Signature of Notary —
£ SUSAN H, CONSOLE
Seal Seal Notary Pubilo

COMMONWEALTH OF MASSACHUBETTS
My Commission Expires
February 1 201 3
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Criterion 1110.230 - Purpose of Project

1. The purpose of this project is to keep dialysis services accessible to a
growing ESRD popuiation in Lake County (HSA 8} and to alleviate high
utilization in the 30-minute trave! zone of Waukegan. This will also allow for
continued growth.

2. The market area that Fresenius Medical Care Waukegan Harbor will serve is
Zion, Beach Park, Park City, North Chicago and Waukegan market.

3. This facility is needed to accommodate the pre-ESRD patients that Dr.
Ghantous has identified from this area who will require dialysis services in the
next 1-3 years. The facilities within 30-minutes trave! time are operating at
79% average utilization. This leaves inadequate options as far as treatment
schedule times and also hampers transportation choices since County and
Township services do not operate after 4pm. Current utilizations also do not
allow for any additional growth of ESRD patients.

If Dr. Ghantous’ 122 identified pre-ESRD for Waukegan Harbor were added
to the 30-minute average utilization, the region would be at 109%. This would
clearly not be an acceptable way to operate and it is more prudent to plan
now for these future patients.
4. Utilization of area facilities is obtained from the Renal Network for the 1%
Quarter 2010. Pre-ESRD patients for the market area were obtained from Dr.
Ghantous.

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. It is expected that this facility would have and maintain the same quality
outcomes as the other facilities of which Dr. Ghantous is the Medical Director.
These are:

Fresenius Medical Care Gurnee
o 93% of patients had a URR > 65%
o 97% of patients had a KtV > 1.2

Fresenius Medical Care Round Lake
o 89% of patients had a URR > 65%
o 94% of patients had a Kt/V > 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 alternative 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 facilities in the Waukegan
market are all operating either above or near the State 80% target utilization. The
number of pre-ESRD patients that Dr. Ghantous has in this market, considering he is
only one of many other nephrologists, along with high utilizations, are evidence that
proper healthcare planning must be done now to accommodate the ESRD population in
the Waukegan market. 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.

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 Dr. Ghantous pre-ESRD patients to underutilized facilities in the
area as they require dialysis treatment was not considered a reasonable alternative.
There are only three facilities that fall under 80% within 30 minutes of the Waukegan
Harbor facility. They are DS| Waukegan, Fresenius Round Lake and Lake Bluff.
Combined these facilities can only accommodate 17 more patients before reaching
target utilization. Dr. Ghantous alone has identified 122 pre-ESRD from his practice who
will need dialysis in the next 1-3 years.

D. As discussed further in this application, the most desirable alternative to keep access to
dialysis services available by addressing current high utilization and planning for known
future ESRD patients in the market area is to establish Fresenius Medical Care
Waukegan Harbor. The cost of this project is $3,665,915. While this is the most costly
alternative, the expense is to Fresenius Medical Care only, while the patients will benefit
from continued and improved access.

Alternatives
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2) Comparison of Alternatives

Total Cost

Patient Access

Quality

Financial

Maintain
Status Quo

$0

Patient access in this market
would graduaily diminish as
the facilities utilizations rise
due to identified pre-ESRD in
the market.

Patient clinical quality in
Fresenius Medical Care
facilities would remain
above standards

No effect on patients

Pursue Joint
Venture

$3.,665,915

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 financia! obligations.
If this were a JV,
Freseius Medical Care
would maintain control
of the facility and
therefore ultimate
financial
respansibilities.

Utilize Area
Providers

$0

Loss of access to treatment
schedule times would result
in transportation problems as
county/township
transportation services do not
operate after 4pm.

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 woufd
increase with higher
travel times

Establish
Fresenius
Medicat Care
Waukegan
Harbor

$3,665,915

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

Patient satisfaction would
improve with facilities closer
to patient's home resulting
in decreased travel times
and less missed treatments

This is an expense to
Fresenius Medical Care
only who is able to
support the
development of
additional dialysis
facilities and is capable
of meeting all financial
obligations.

Yo
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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 facilities where Dr.
Ghantous is the Medical Director in the market area have had above standard quality
outcomes.

Fresenius Medical Care Round Lake
89% of patients had a URR > 65%
94% of patients had a KtV > 1.2

Fresenius Medical Care Gurnee
93% of patients had a URR > 65%
97% 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 9,120 360-520
HEMODIALYSIS (21 Stations) DGSF NONE YES

As seen in the chart above, the State Standard for ESRD is between 360-520
DGSF per station. This project is being accomplished in leased space with the
interior to be built out by the applicant therefore the standard being applied is
expressed in departmental gross square feet. The proposed 9,120 DGSF
amounts to 434 DGSF per station and falls 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 Not Applicable

HEMQDIALYSIS New facility 80% N/A
YEAR 1 IN-CENTER 48%

HEMODIALYSIS 80% Yes
YEAR 2 IN-CENTER

HEMODIALYSIS 97%* 80% Yes

With the 122 pre-ESRD patients that Dr. Ghantous expects to refer to the
Waukegan Harbor facility in the first two years of operation, the facility will
exceed the State Standard of 80%.

*While Dr. Ghantous has identified 122 pre-ESRD patients who would bring the
utilization to 97% by the end of the second year of operation, it is likely that not
all patients may choose the Waukegan Harbor facility and/or may no longer

require dialysis services due to death or transplant, it is estimated that

approximately 12% of these pre-ESRD patients may not begin dialysis at the
Waukegan Harbor facility. If this is the case, the utilization will still be above

target utilization at 85%.

Project Services Utilization
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Planning Area Need — Formula Need Calculation:

A. Planning Area Need - Formula Need Calculation:

The proposed Fresenius Medical Care Waukegan Harbor dialysis facility is located
in HSA 8, which is comprised of Lake, Kane and McHenry counties. According
to the May 2010 station inventory there is a need for 3 more stations in this HSA.

While this project is requesting more stations than is determined needed in

HSA 8, the ratio of stations to population within a 30-minute travel zone of
Waukegan Harbor is 1/6,553. This is more than 12 times the the State average and
exhibits a need for additional stations. Also, the average overall utilization of the
facilities within the 30-minute travel zone is 79%, only 2 patients away from being at
80%.

Planning Area Need — Formula Need Calculation
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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 Lake County in HSA 8, more specifically the Waukegan, North
Chicago, Zion, Park City, Beach Park market area. 100% of the pre-ESRD
patients reside in HSA 8.

County HSA # Pre-ESRD Patients Who
Will Be Referred to
Fresenius Medical Care
Mundelein
Lake 8 122 = 100%

Planning Area Need — Service to Planning Area Residents
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NORTH SUBURBAN NEPHROLOGY

1445 N. HuNT CLUB RD.
SUITE 201
GURNEE, IL 60031

TEL: 847-855-9152 W, GHANTOUS, MD, MPH

FAX: 847-855-5215 R. KHANNA, DO
O. DEGAN!, MD

L. ROBERTS, M.S., PA-C

June 11, 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 a nephrologist practicing in Lake County and serve as Medical Director of the
Fresenius Medical Care Gurnee and Round Lake dialysis centers. I currently refer
patients to Fresenius Medical Care Gurnee, Round Lake, Antioch and to DSI Waukegan.
Lake County has seen a constant increase of ESRD patients over the past several years
and the facilities I refer patients to are operating at high utilizations. For this reason, I am
in full support of the proposed Fresenius Medical Care Waukegan Harbor dialysis clinic.

Over the past three years I was treating 105 hemodialysis patients at the end 0f 2007, 126
patients at the end of 2008 and 133 patients at the end of 2009, as reported to The Renal
Network. At the end of the 1*' quarter 2010 I had 141 hemodialysis patients. As well,
over the past twelve months, I have referred 59 hemodialysis patients to Fresenius
Gurnee, Antioch, Round Lake and DSI Waukegan. [ have 122 pre-ESRD patients in my
practice that will be referred to the Waukegan Harbor facility within 2 years afier
completion of the facility (see attached lists of patients).

I therefore urge the Board to approve the establishment of Fresenius Medical Care
Waukegan Harbor to keep access to dialysis treatment available to the patients in the
Lake County. Thank you for your consideration.

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 have not been
used to support any other CON application.

Sincerely,

I

Walid Ghantous, M.D.

Notarization:
Subscribed an.éi sworn to before me
this /4 Y dayof TJuwu€ 2010




NORTH SUBURBAN NEPHROLOGY

1445 N. HUNT CLuUB RD.
SUITE 201
GURNEE, IL 60031

TEL: 847-855-9152 W. GHANTOUS, MD, MPH

Fax: 847-855-5215 R. KHANNA, DO
O. DEGANI, MD
L. ROBERTS, M.S., PA-C

PRE - ESRD PATIENTS DR. GHANTOUS EXPECTS TO REFER TO
FRESENIUS MEDICAL CARE WAUKEGAN HARBOR BY 2 YEARS
AFTER PROJECT COMPLETION

Zip

Code | Patients
60031 11
60060 1
60064 12
60085 58
60087 16
60088 3
60096 6
60099 15
Total 122

ADMISSTIONS OF DR. GHANTOUS FOR THE PREVIOUS TWELVE
MONTHS - 05/01/2009 THROUGH 04/30/2010

Fresenius Gurnee Antioch Fresenius Round Lake
Zip Code | Patients Zip Code | Patients Zip Code | Patients
60031 3 53179 1 60030 1
60064 3 53181 1 60031 2
60085 7 60020 1 60046 2
60087 2 60031 1 60060 1
60098 1 60046 1 60061 1
Total 16 60073 2 60073 10
60083 2 60084 2
DSl Waukegan 60085 2 60085 3
Zip Code | Patients 60099 3 Total 22
60085 1 60002 6
Total 20
TOTAL 59

Planging Area Need — Service Accessibility — Physician Referral Letter
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NORTH SUBURBAN NEPHROLOGY

1445 N. HUNT CLUB RD.
SUITE 201
GURNEE, IL 60031

TEL: 847-855-9152 W. GHANTOUS, MD, MPH

Fax: 847-855-5215 R. KHANNA, DO
0. DEGANI, MD

L. ROBERTS, M.S., PA-C

PATIENTS OF DR. GHANTOUS AT YEAR END 2007

BY FACILITY AND ZIP CODE
Fresenius Gurnee Antioch Fresenius Round Lake
Zip Code | Patients Zip Code | Patients Zip Code | Patients
60031 6 53104 1 60020 4
60064 15 60020 1 60030 3
60079 1 60073 1 60046 2
60083 1 60099 3 650061 1
60085 24 60002 9 60064 1
60087 8 Total 15 60073 15
60096 1 60084 2
60099 6 60099 2
Total 60 Total 30
TOTAL 105
PATIENTS OF DR. GHANTOUS AT YEAR END 2008
BY FACILITY AND ZIP CODE
Fresenius Gumee Antioch Fresenius Roundlake
Zip Code | Patients Zip Code | Patients Zip Code ; Patients
60096 1 53104 1 60020 2
60099 5 60002 14 60030 6
60087 6 60020 1 60046 1
60031 7 60046 1 60051 1
60064 17 60071 1 60061 1
60085 29 60073 1 60064 1
Total 65 60096 1 60073 17
T R —
Zip Code | Patients
50085 2 60087 1
Total 33
TOTAL 126

Plarming Area Need — Service Accessibility — Physician Referral Letter
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NORTH SUBURBAN NEPHROLOGY

1445 N. HUNT CLUB RD.
SUITE 201
GURNEE, IL. 60031

TEL: 847-855-9152 W. GHANTOUS, MD, MPH
Fax: 847-855-5215 R. KHANNA, DO

O. DEGANI, MD

L. ROBERTS, M.S., PA-C

PATIENTS OF DR. GHANTOUS AT YEAR END 2009

BY FACILITY AND ZIP CODE
: Fresenius Round Lake
- Antioch
Fresenius Gurnee . . Zip Code | Patients
Zip Code | Patients Zip Code | Patients 50020 5
53179 1
60002 11
60099 4 50031 2
60020 1
60046 3
60087 7 60051 1
60071 1
60073 1
60085 33 50061 >
Total 64 60083 L 60064 1
60085 1 0
DSI Waukegan 60096 1 60073 19
Zip Code | Patients 60099 5 60084 2
60085 4 Total 26 60085 4
60087 1
Total 39
TOTAL 133

PATIENTS OF DR. GHANTOUS PRACTICE AT END OF 1ST QUARTER 2010

BY FACILITY AND ZIP CODE

Fresenius Gurnee Antioch Fresenius Round Lake

Zip Code [ Patients Zip Code | Patients Zip Code | Patients
60031 7 53179 1 60020 3
60064 13 60002 13 60030 3
60085 32 60020 2 60031 1
80087 8 60031 1 60046 1
60096 1 60046 3 60051 1
60089 3 60071 1 60060 1
Total 64 60073 1 60061 1
60083 1 60064 1
60085 2 60073 20
60096 1 60084 3

Wa

5 Code| Pavems|  |220% 5| [Gooes :
50085 3 Total 32 60087 1
Total 40
TOTAL 141

Planndig Area Need — Service Accessibility - Physician Referral Letter
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Service Accessibility — Service Restrictions

Fresenius Waukegan Harbor is located in HSA 8 which consists of Lake, McHenry and Kane
Counties. There are 4 ESRD facilities in McHenry County, 7 in Kane County and 9 in Lake
County. The current utilization of the combined facilities in Lake County is 78%. It would only take
18 more patients in all of Lake County to reach 80%. While the proposed service, in-center
hemodialysis, does exist in the HSA and there is a need for only 3 additional stations, the county is
on the verge of a shortage as seen by the growth of pre-ESRD patients as identified in this
application and high utilization of county facilities. The ratio of stations to population within 30
minutes of Waukegan is 1/6,553 which is more than 1% times the State average indicating a need
for stations in the immediate area, even though there may not be a determined need across the

HSA.
HSA 8/Lake County
“Rock Walworth WISCONSIHN Kenusha B
A4
I l:'Eim
Round Lake -
?ﬂﬂwh nGurne@AdFmse"” Waukagan Harbor |
¥V Grayseke W
McHenry DMcHenry Morih Chicago
Boone Woudetock Lake o .
Lake County 78% Utilization
9, ae Lake Michigan
uhm‘a%eln oke Forest
. Ll Lake L
® Gernon Hilta
Lake in
the Hilis Q,lllthand Park
I:|\¢Ilgnnq1.l'n #‘
"3.",:,‘2 Pmeeting Morthbrook
cmel’.ﬂ'bﬂ updﬂln!
Arlington
Y Hoffmen nl-lams Miwn mncﬂeu
LLi I's Estotes Mount Praepect Evaneton
[-]
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us-:nmmtu'g tlacn
reamwood_ Ferk Ridge
Barlictt,  Henover Park . ook ..
) Mar-10
0o Kstb Facility County || Stations |} Patients Utl
Ooxats Kene Fresenius Antioch Lake 12 53 74%
us‘-Im‘ DaVita Lake Villa Lake 12 34 47%
e ofe" Fresenius Round Lake Lake 16 85 89%
v - g DSI Waukegan Lake 22 96 73%
LA § Fresenius Gumee Lake 14 81 96%
Fresenius Lake Bluff Lake 16 74 77%
DaVita Lake County Lake 16 72 75%
Highland Park Hospital Lake 20 102 85%
v -
DaVita Barrington Creek* Lake 0 0 0%
) @Awi TOTAL LAKE COUNTY 128 597 78%
\Copyright;® and (P) 19882006 Mecrosoft Corporetion ancior s suppliers, Al nigits ;gqug..mmmmmwmmm. L‘E{ngﬁﬂ}
@_QUDS,MEIE_Q_—.‘_N_I,ms-res_eme'dl. NAVTEQ and NAYTEQ.ON BOARD are trademarksiof NAYTEQ, © 2005 Tels, Atlaz Morth Ameﬁc&t‘iﬁ'ﬁ':ﬂ.l elghts reserved, Teis Allas and Telp@tLi‘s North America are !
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Data from The Renal Network 1st Quarter Census Data
*DaVita Barrington Creek is not yet operational and therefore was
not included in the current utilization count.
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» As seen below, all facilities are not at the 80% target utilization, however one is almost at
capacity and the remaining three are just under target utilization. Overall the facilites
combined have a 79% utilization rate. Just 2 patients away from 80%. With all facilities
operating at these high utilizations a shortage of treatment schedule choices for patients
occurs. Most patients desire the morning or midday shift due to transportation ease and
seasonal daylight hour changes. When these shifts are full new patients only option is the
late aftermnoon into evening shift. County and township transportation services do not
operate after 4pm disallowing these patients access to this service. New ESRD patients are
generally more ill at the onset of dialysis therapy and find it difficult to travel home from
treatment in the nighttime.

Travel | Adjusted 1st Qtr
Name Address City ZIP Code | Miles| Time Time Stations util
DSI Waukegan 1616 Grand Ave Waukegan | 60085 1.18 3 3 22 73%
Fresenius Gurnee 101 N Greenleaf Ave [Gurnee 60031 3.62 9 10 14 96%
Fresenius Lake Bluff {101 Waukegan Rd Lake Bluff | 60044 9.41 18 21 16 77%
DaVita Lake County 918 S Milwaukee Ave |Libertyville | 60048 | 11.82 24 28 16 75%

« The map on the following page shows the relationship of the demographics of the
pre-ESRD patients identified for the Waukegan Harbor facility and the uilization of area
facilities.

Service Accessibility
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PRE-ESRD PATIENT IDENTIFIED FOR FRESENIUS MEDICAL CARE WAUKEGAN HARBOR
&
CLINIC UTILIZATIONS WITHIN A 30 MINUTE DRIVE TIME
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Unnecessary Duplication/Maldistribution

1(A-B-C) The ratio of ESRD stations to population in the zip codes within a 30-minute
radius of Fresenius Waukegan Harbor is 1 station per 6,553 residents according to
the 2000 census (based on 445,616 residents and 68 stations - see chart below).
This is more than 1'% times the State average of 1 station per 3,776 residents.

Zip Code |Populatiof Stations |Facility
60002 19,442
60015 27,224
60030 32,340
60031 37,461 14 Fresenius Gurnee
60044 15,516 16 Fresenius Lake Bluff
60045 22,248
60046 30,225
60048 28,562 16 DaVita Lake County
60060 37,037
60061 20,328
60064 16,121
60069 7,204
60083 5,387
60085 72,937 22 DSI Waukegan
60087 23,530
60088 13,319
60096 6,853
60099 29,882
Total 445,616 68 1/6,553

Although all facilities within thirty minutes travel time are not above the target
utilization of 80%, Fresenius Medical Care Waukegan Harbor will not create a
maldistribution of services. There is a determined need in Lake County for 3 more
ESRD stations. While the number of stations requested exceeds that amount, the
ratio of stations to population exhibits that a mal-distribution of stations exists within
the 30-minute travel zone of Fresenius Waukegan Harbor. This is according to the
2000 census. The population of the area has increased in the past ten years;
therefore, the actual ratio is would be much higher once the 2010 census numbers are
revealed.

As well, the overall utilization of facilities within a 30-minute travel zone is 78%. Only
| two additional patients would put the utilization up to the State Standard of 80%.

Unnecessary Duplication/Maldistribution
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Facilities Within 30 Minutes of Fresenius Medical Care Waukegan Harbor

Travel | Adjusted 1st Qtr
Name Address City ZIP Code | Miles| Time Time | Stations Util
DSI Waukegan 1616 Grand Ave Waukegan | 60085 1.18 3 3 22 73%
Fresenius Gurnee 101 N Greenleaf Ave |Gurnee 60031 3.62 9 10 14 g6%
Fresenius Lake Bluff |101 Waukegan Rd Lake Bluff | 60044 9.41 18 21 16 7%
DaVita Lake County [918 S Milwaukee Ave |Libertyville | 60048 | 11.82 24 28 16 75%

3A.

Fresenius Medical Care Waukegan Harbor will not have an adverse effect on any

other area ESRD provider in that all of the patients identified who will be referred to the
Waukegan Harbor facility are pre-ESRD patients currently seeing Dr. Ghantous and
no patients will be transferred from any other facility. As well, the facilities within 30
minutes travel time are operating at high utilizations.

B.  Not applicable — applicant is not a hospital, however the utilization will not be lowered
at any other ESRD facility due to the establishment of the Waukegan Harbor facility.

sY

Unnecessary Duplication/Maldistribution
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Criterion 1110.1430 (e)(1) — Staffing

2) A. Medical Director

3)

4)

Dr. Vohra is currently the Medical Director for Fresenius Medical Care
Deerfield. Attached is his curriculum vitae.

B. All Other Personnel

Upon opening the facility will hire a Clinic Manager who is a Registered
Nurse (RN) from within the company and will hire one Patient Care
Technician (PCT). After we have more than one patient, we will hire
another RN and another PCT.

Upon opening we will also employ:

Part-time Registered Dietitian

Part-time Licensed Master level Social Worker
Part-time Equipment Technician

Part-time Secretary

These positions will go to full time as the clinic census increases. As
well, the patient care staff will increase to the following:

e One Clinic Manager — Registered Nurse
¢ Four Registered Nurses
e Ten Patient Care Technicians

All patient care staff and licensed/registered professionals will meet the State
of lllinois 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.

The above staffing mode! 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.

Staffing
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Walid N. Ghantous, M.D., MPH

Date of Birth: June 2, 1938

Education: 1964 University of Baghdad, M.B. Ch.B.
ECFMG No. 58394
1997 Loma Linda University, Masters in Public Health

Internship: Norwalk Hospital
Norwalk, Connecticut
1965

Residency/ Resident in Internal Medicine
Fellowship: Northwestern University / Evanston Hospital
1966 - 1969

Fellow in Nephrology
Northwestern University / Evanston Hospital
1969 - 1970

Fellow in Nephrology
Harvard Medical School / Peter Bent Brigham Hospital
1970 - 1971

Appointments: Clinical Associate
Northwestern Medical School
1971 - Present

Hospital Evanston Hospital
Affiliation: 2650 Ridge Avenue
Evanston, IL 60201
Senior Attending Internal Medicine, Nephrology
1971 - Present

Advocate Condell Medical Center
801 South Milwaukee Avenue
Libertyville, IL 60048

Attending, Nephrology

1985 - Present

Vista Medical Center East
1324 North Sheridan Road
Waukegan, IL 60085

Staffing
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Practice:

Positions:

Walid N. Ghantous, M.D., MPH

Consultant, Nephrology
2003 - Present

Midwestern Regional Medical Center
2520 Elisha Avenue

Zion, IL 60099

Consultant, Nephrology

1987 - Present

Provena St. Therese Medical Center
2615 Washington St.

Waukegan, IL 60085

Consultant, Nephrology

1987 - 2003

North Suburban Nephrology, LLC
1445 North Hunt Club Road

Suite 201

Gurnee, IL 60031

2006 - Present

Internal Medicine
e 1971 -1973
e 1984 - 1992

Nephrology
o 1973 - Present

Medical Director Evanston /DSI
1715 Central Street

Evanston, IL 60201

1974 - Present

Medical Director Gurnee / FMCNA
101 South Greenleaf Street

Gurnee, IL 60031

1998 - Present

Medical Director Round Lake / FMCNA
401 West Nippersink Road

Round Lake, IL 60073

2000 - Present

Staffing
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GCP Training

Walid N. Ghantous, M.D., MPH

Consulting McHenry / FMCNA
4312 West Elm Street

McHenry, IL 60050

2006 - Present

Consulting Antioch / FMCNA
311 West Depot Street
Antioch, IL 60002

2005 - Present

Medical Director West Belmont / FMCNA
4848 West Belmont Avenue

Chicago, IL 60641

1977 - 2000

Consultant West Belmont / FMCNA

2000 - Present

Medical Director Niles / FMCNA
7332 North Milwaukee Avenue
Niles, IL 60714

1974 - 1998

NIH Protecting of Human Research Participants online training
Multiple Investigator Meeting GCP training for various clinical trials.

Staffing
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Criterion 1110.1430 (e)(5) Medical Staff

| am the Regional Vice President of the Central lllinois Region of the North Division

of Fresenius Medical Care North America. [n accordance with

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

Fresenius Medical Care Waukegan Harbor will be an “open” unit with regards to
medical staff. Any Board Licensed nephrologist may apply for privileges at

the Waukegan Harbor facility, just as they currently are able to at all Fresenius Medical
Care facilities.

o

Signature N~

Brian Brandenburg
Printed Name

Regional Vice President
Title

&Dscrib d and sworn to before me

t{?i)s( 7 day ofﬁo/
ladle .

Signature of Notary U

Seal

Medical Staff Certification
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Criterion 1110.1430 (f) — Support Services

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

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

o These support services are will be available at Fresenius Medical Care
Waukegan Harbor 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 Vista Medical Center
East, Waukegan:

o Blood Bank Services

o Rehabilitation Services
o Psychiatric Services

Signature

Brian Brandenburg/Regional Vice President
Name/Title

Subscrﬂip d and sworn,to before me
this day 010

Signature of Notary

OFFICIAL SEAL

MICHELLE M HOGAN

MOTST " CTATE OF ALINOIS
TR --Q.;“”MS

Seal

- a

Support Services
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N

Fresenius Medical Care

June 9, 2010

Arlene Catacutan

Arca Manager

Fresenius Medical Care Waukegan Harbor
110 N. Wesl Street

Waukegan, IL. 60085

Dear Arlene,

Fresenius Medical Care Antioch will accept end stage renal disease patients from
Fresenius Medical Care Waukegan Harbor who require petitoneal dialysis services.
These services include Continuous Ambulatory Peritoneal Dialysis (CAPD) &
Continuous Cycling Peritoneal Dialysis (CCPD) training and support. Through this
agreement all necessary training and follow-up services will be provided until one of the
parties notifies the other in writing of a change. This notice will be made 30 days prior to
termination of the agreement.

Sincerely,

S Z”

Brian Brandenburg
Regional Vice President

Fresenius Medical Services ¢ Dialysis Services

One Westbrook Corporate Center, Suite 1000 Westchester, IL 60154 SEpEAEOEHY9eS ‘Fﬁﬁ"_{}?_)ﬁfégﬁh;‘ o e_mg‘gi




Criterion 1110.1430 {(g) — Minimum Number of Stations

Fresenius Medical Care Waukegan Harbor is located in the Chicago-
Naperville-Joliet-Gary, IL-IN-WI Metropolitan Statistical Area (MSA). A
minimum of eight dialysis stations is required to establish an in-center
hemodialysis center in an MSA. Fresenius Medical Care Waukegan
Harbor will have twelve dialysis stations thereby meeting this requirement.

é A Minimum Number of Stations
ATTACHMENT — 26g




AFFILIATION AGREEMENT

This AGREEMENT made as of this ‘1™ day of Jine 2010 (“Effective Date™),
between Vista Medical Center East (hereinafter referred to as "Hospital") and Fresenius
Medical Care of Illinois, LLC d/b/a Fresenius Medical Carc Waukegan Harbor (hereinafter
referred to as "Company™").

WHEREAS, Company desires to assure the availability of the Hospital's facilities for its patients
who are in need of inpatient treatment at a hospital, in compliance with 42 C.F.R. 405.2160, and
the Hospital is equipped and qualified to provide hospital care on an inpatient basis for such
patients; and

WHEREAS, the Hospital desires to assure the availability of hemodialysis treatment for its
patients who are in need of outpatient treatment, and Company is experienced and qualified to
administer dialysis treatments and clinically manage patients with chronic renal failure on an
outpatient basis;

1. The hospital agrees to make the facilities and personnel of its routine emergency service
available for the treatment of acute life-threatening emergencies, which may occur to any
of Company's patients. If, in the opinion of a member of Company's medical staff, any
patient requires emergency hospitalization, the hospital agrees that it will provide a bed
for such a patient (or in the event a bed is not available at the Hospital, to arrange for the
transfer of the patient to an affiliated hospital) and furnish all necessary medical services
at its facility for such patient at the patient's expense. In the event of an emergency at
Company, the responsible physician shall notify the patient's physician of record, as
indicated in Company's files, and shall promptly notify the Emergency Room physician
of the particular emergency. Company shall be responsible for arranging to have the
patient transported to the Hospital and shall send appropriate interim medical records.
There will be an interchange, within one working day, of the patient LongTerm Program
and Patient Care Plan, and of medical and other information necessary or useful in the
care and treatment of patients referred to the Hospital from Company, or in determining
whether such patients can be adequately cared for otherwise than in either of the
facilities. Admission to Hospital, and the continued treatment by Hospital, shall be
provided regardless of the paticnt’s race, color, creed, sex, age, disability, or national
origin.

2. In the event the patient must be transferred directly from Company to the Hospital,
Company shall provide for the security of, and be accountable for, the patient's personal
effects during the transfer.

3. Company shall keep medical records of all treatments rendered to patients by Company.
These medical records shall conform to applicable standards of professional practice. If
requested by the Hospital, Company shall provide complete copies of all medical records

Continuity of Care
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of a patient trecated by Company who is, at the time of the request, an inpatient at the
Hospital.

. The Hospital shall accept any patient of Company referred to the Hospital for elective

reasons, subject to the availability of appropriate facilities, after the Company attending
physician has arranged for inpatient hospital physician coverage,

. In addition to the services described above, the Hospital shall make the following

services available to patients referred by Company either at the Hospital or at an affiliated
hospital:

a. Availability of a surgeon capable of vascular access insertion and long-term
maintenance;

b. Inpatient care for any patient who develops complications or renal disease-related
conditions that require hospital admission;

¢. Kidney transplantation services, where appropriate, including tissue typing and
cross-matching, surgical transplant capability, availability of surgeons qualified in the

management of pre- and post-transplant patients; and

d. Blood Bank services to be performed by the Hospital.

. Company shall have no responsibility for any inpatient care rendered by the hospital.

Once a patient has been referred by Company to the Hospital, Hospital agrees to
indemnify Company against, and hold it harmless from any claims, expenses, or liability
based upon or arising from anything done or omitted, or allegedly done or omitted, by the
Hospital, its agents, or employees, in relation to the treatment or medical care rendered at
the Hospital.

. Company agrees to develop, maintain and operate, in all aspects, an outpatient

hemodialysis facility, providing all physical facilities, equipment and personnel necessary
to treat patients suffering from chronic renal diseases. Company shall conform to
standards not less than those required by the applicable laws and regulations of any local,
state or federal regulatory body, as the same may be amended from time to timc. In the
absence of applicable laws and regulations, Company shall conform to applicable
standards of professional practice. Company shall treat such commitment as its primary
responsibility and shall devote such time and effort as may be necessary to attain these
objectives. Admission to Company, and the continued treatment by Company, shall be
provided regardless of the patient’s race, color, creed, sex, age, disability, or national
origin. The cost of such facilities, equipment and personnel shall be borne by Company.

. The cost of such facilities, equipment and personnel shall be borne by Company. The

location of such facilities shall be selected by Company, but shall be sufficiently close to

Continuity of Care
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the proximity to the Hospital to facilitate the transfer of patients, and communication
between the faculties.

9. Company shall engage a medical director of Company's outpatient hemodialysis facility
who shall have the qualifications specified in 42 C.F.R. 405.2102. This individual must
be a physician properly licensed in the profession by the state in which such facility is
located.

In accordance with 42 C.F. R. 405.2162, Company shall employ such duly qualified and
licensed nurses, technicians, and other personnel as shall be necessary to administer
treatment at its facility, in accordance with applicable local, state, and federal laws and
regulations.

10. The Hospital, acting through its appropriate medical staff members, shall, from time to
time, evaluate its patients with chronic renal failure in accordance with its standard
operating procedures. With the approval of the patient, the patient's physician shall
consult with the Company Medical Director. If outpatient treatment is considered
appropriate by the patient's physician and the Company Medical Director, said patient
may be referred to Company for outpatient treatment at a facility operated by Company
which is most convenient for the patient (or, in the event space is not available, to an
affiliated unit). There will be an interchange, within one working day, of the Patient
Long-Term Program and Patient Care Plan, and of medical and other information
necessary or useful in the care and treatment of patients referred to Company from the
Hospital, or in determining whether such patients can be adequately cared for otherwise
than in either of the facilities.

11. With respect to all work, duties, and obligations hereunder, it is mutually understood and
agreed that the parties shall own and operate their individual facilities wholly
independent of each other. All patients treated at the facilities of Hospital or Company
shall be patients of that facility. Each party shall have the sole responsibility for the
treatment and medical care administered to patients in their respective facilities.

12. Company and Hospital shall each maintain in full force and effect throughout the term of
this Agreement, at its own expense, a policy of comprehensive general liability insurance
and professional liability insurance covering it and Company’s Staff and Hospital staff
and physicians, respectively, each having a combined single limit of not less than
$1,000,000 per occurrence, $3,000,000 annual aggregate for bodily injury and property
damage to insure against any loss, damage or claim arising out of the performance of
each party’s respective obligations under this Agreement. Each will provide the other
with certificates evidencing said insurance, if and as requested. Company and Hospital
further agree to maintain, for a period of not less than three (3) years following the
termination of this Agreement, any insurance required hereunder if underwritten on a
claims-made basis. Either party may provide for the insurance coverage set forth in this
Section through self-insurance.

Continuity of Care
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13.

14.

15.

16.

17.

Each party agrees to indemnify and hold harmless the other, their officers, directors,
shareholders, agents and employees against all liability, claims, damages, suits, demands,
expenses and costs (including but not limited to, court costs and reasonable attorneys’
fees) of every kind arising out of or in consequence of the party’s breach of this
Agreement, and of the negligent errors and omissions or willful misconduct of the
indemnifying party, its agents, servants, employees and independent contractors
(excluding the other party) in the performance of or conduct related to this Agreement.

The Parties expressly agree to comply with all applicable patient information privacy and
security regulations set for in the Health Insurance Portability and Accountability Act
(“HIPAA”™) fina! regulations for Privacy of Individually Identifiable Health Information
by the federal due date for compliance, as amended from time to time.

Whenever under the terms of this Agreement, written notice is required or permitted to be
given by one party to the other, such notice shall be deemed to have been sufficiently
given if delivered in hand or by registered or certified mail, return receipt requested,
postage prepaid, to such party at the following address:

To the Hospital:

Barbara J. Martin, President and Chief Executive Officer
Vista Medical Center Fast

1324 N. Sheridan Road

Waukegan, 1L 60085

Attn:

To Company: With a copy to:

Fresenius Medical Care

QOne Westbrook Corporate Center Fresenius Medical Care North America
Tower One, Suite 1000 920 Winter Street

Westchester, IL. 60154 Waltham, MA 02451-1457

Attn: Lori Wright Attn: Corporate Legal Department

If any provisions of this agreement shall, at any time, conflict with any applicable state or

federal law, or shall conflict with any regulation or regulatory agency having jurisdiction
with respect thereto, this Agreement shall be modified in writing by the parties hereto to
conform to such regulation, law, guideline, or standard established by such regulatory
agency.

This Agreement contains the entire understanding of the parties with respect to the
subject matter hereof and supersedes all negotiations, prior discussions, agreements or
understandings, whether written or oral, with respect to the subject matter hereof, as of

Continuity of Care
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the Effective Date. This Agreement shall bind and benefit the parties, their respective
successors and assigns.

18. This Agreement shall be governed by and construed and enforced in accordance with the
laws of the State where Company is located, without respect to its conflicts of law rules.

19. The term of this Agreement is for one (1) year, beginning on the Effective Date, and will
automatically renew for successive one year periods unless either party gives the other
notice prior to an expiration date. Either party may terminate this Agreement, at any
time, with or without cause, upon thirty (30) days written notice to the non-terminating

party.

20. The parties agree to cooperate with each other in the fulfiliment of their respective
obligations under the terms of this Agreement and to comply with the requirements of the
law and with all applicable ordinances, statutes, regulations, directives, orders, or other
lawful enactments or pronouncements of any federal, state, municipal, local or other
lawful authonty.

IN WITNESS WHEREQF, the parties have caused this Agreement to be executed and delivered
by their respective officers thereunto duly authorized as of the date above written.

Hospital: Vista Medical Center East Company: Fresenius Medical Care,
Of Illinois, LLC

@/"h‘//] w@ By T

Name: }2&/{7%& e /i +£™~—_Name: /?,—mmfrvnfmbwj

Title: Barbara J. Martin, CEO Title: Kj yenad s frogs ol

Continuity of Care
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Criterion 1110.1430 (j) — Assurances

| am the Regional Vice President of the Northern lilinois Region of the North
Division of Fresenius Medical Care North America. In accordance with

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

1. As supported in this application through expected referrals to
Fresenius Medical Care Waukegan Harbor in the first two years of
operation, the facility is expected achieve and maintain the utilization
standard, specified in 77 Ill. Adm. Code 1100, of 80% and;

2. Fresenius Medical Care hemodialysis patients in lllinois have achieved
adequacy outcomes of:

o 91% of patients had a URR > 65%
o 94% of patients had a Kt/V > 1.2

and the same is expected for Fresenius Medical Care
Waukegan Harbor.

2~

Signature

Brian Brandenburg/Regional Vice President
Name/Title

Subscn d and swor to before me
h , 2010

Slgnature otNNolag

Seal m.LEMHOGAN
NOTARY PUBLIC - STATE OF ILLINOIS

MY COMMISSION EXPIRES 0112113

Assurances
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EXHIBIT 1

LEASE SCHEDULE NO. 769-0002105-016
{Ths Loase}
LESSOR: BIEMENS FINANCIAL BERVIGES, INC. LESSEE-NATIONAL MEDICAL CARE, INC.
(Lessor'} & Delpwaro coporation
{Lonsee”)
Addrass: 170 Woad Ave Soulh Address; 920 Winter Street
lgelin, NJ 08830 Waltham, WA (2481

1, Leasor and Lasses have entared nto a Master Equipment Leasa Agreement dated ex of Marh 10, 2008 (TMasler
Leasa"), includlnty this Schedula (logaiher, the "Leasa), purcuant (o which Lessar and Laasse have egreed fo {ease (ha
equipment desoribed i Exhibit A hersto (the "Equipeent’). Lessaa and Lewsor eadh resffom ol of lis respestive
repocentations, waanties and covananis sel forth in the Master Lsass, af of fhe tema and previsions of which are
Incorparated herein by reférencd, &4 of the date hargol, Lasses further cortites (o Loasor st Lesses has satecled the
Equipment and prior to lhe sxecution of s Schedul has received and approved & purchase oider, puichase agraemen of
supply contract undar which the Equipment wili be acquired for purposes of this Lease.

2. The Acquisition Cost of the Equipmentis; _$_ 3.673.373.64

" 3, The Equipment wl be focated #t (he focation speciied In ExBIbiLA herels, uiass The Equiamant1s of the typa
normally used al more than ene focation {such as wehicularaquipmant, canatnzction machinety of tha [ke}, in which case the
Egipment will be wsed in {he 2rea specified on Exbibl A hereto. .

4. TERM OF LEASE: The farm for which tha Equipmant shall be leases shali be for 72 mon(hs fthe "Initis} bease
Term?), cammencing on (he Laase Term Cemmencement Cate 63 sel forth In tha Accapianca CesSfioate lp this Schedule, and
epiring 0/A/2016, Lnless nendwed, extended, or saoner temiinaled in accordance with e lerms of the Leass.

B. RENT: (a} Payabis br monthly instaiments on the 261h day of each month during the 1ntial Lease Tem a3 follows:

Rental Rumber of Amount of
Paymenl Rantal Ezch Rantal
Nunbers Pavinania. Payment
112 72 §53,954.37

. Leesor Wil involoa Lessas for &l sales, ysa andlor pareonal property taxes as and when dus snd peysbia in
accordance with applioable kaw, unless Lesses delivers to Lessor a valid exemplion vartificate with regpest o such taxes.
Ogtivery of such certiicale shaf constitule Lessas’s representation and warrary that no Such tax shalt becoma duc and payebla
with respoct 19 the Equipment and Lessse ahall [ndamntfy and hakd hamiless Laszor from and against any and aft lability of
gamages, including lalo changes and Interest which Lessor may it by reason of tho assessment of Such tax

8. OTHER PAYMENTS:

{a) Lesaaw agrees t pay Rental Paymants In edvance.

. OIS Exhibits {2.d0¢

Dialysis Machine | ease
(Oﬁ ATTACHMENT -39




7. EARLY TERMINATION QPTION: Sofong as no Svent of Ocfaull ider tha Leass, nor any evant which upon nolie
o tapse of tinve o both would conatifute such an Event of Defaul? has oocurred 8ng Iy continuing, Lesses shak have G oplion
1o terminate (v Leasa for 1, but not Kae than a1, of the Equipment an (he sental payment dalo far the twenty-orth (24t7)
monthly rental payment (e *Earfy Temination Date*). Lesseo shal naflly Lassor In wiiBing of Lossoc’s intarlion lo exercise
such terminatian opfion at iaast ninely (80} days prior to the Early Temination Date of guch Leacd, Lassee ehall pay to Lessor
on the Eary Terminafion Date an aggregate emount (e “Temination Amount™y equal to: (i all tonfal payments, kat charges
and athes amounts dute 8nd owing under the Laase, including tha rental paymaent due on tha Eary Tenmination Date; plus &) any
and all taxes, sssessments and other charges due In connaclion with the termination of the Loase; plus (fd) ©4% of the odginal
Acquisiion Cost of the Equipment 35 sel forth hereln.

In addifion %o Ma payment of the Yerminalion Amount, Loesoa shall retuin all of the Equipment to Lessor on the Eady
Tamination Oate pureusnt to and i the condition required by the terms of the Lease.

I the svent Lessea shali not pay he Temminations Amount on the Earty Termination Date end retum (he Equiprnent to
Lessor pursuant (o, and In he candfon required by he Leaes, then the Lease Ton for the Equiprmant ehall continua by ful
torca end effsd and this Eardy Terminztion Ogtion shalt ba null and vold and af o further foroe of affedt. >

8. EARLY PURCHASE OPTION: 80 lonp a8 no Event of Datau uadar the Lease, nor ny evenl which upos notice or
lapse of $ma or bath would cansitvte auch an Event of Defaull has ocoutred and 1s confinulng, Lessss shall have the option Yo
terminats ta Lease and purchase B, but not sesx than af, of the Equipment on the rental paymestt date for the sixtiath (60T)
menthly renta payment (the *Early Purchase OpSion Date™). Lesses shall nolify Lessor In weiing of Lessed’s Intention to
exercisn such early purchase option at Jeast ninaty {90) days prior 1o the Eary Purchase Oplion Date of such Leasd. Lessoe
shofl pay to Lassor on e Early Purchase Option Date an aggregute amount (the *Purchase Prive™) equal 10: () e rental
payments, bate charges and other smounts due and owing under the Leass, Inctuding tho rontei payment dua cn the Eary
Purchate Oplion Date; pis (1) any end af taxes, aysassmants and other charges duo In connaclion with the lenningtion of Lhe

Lesse and the purchade of the Equipment; plus (i) 28.02% of he orighsil Acguisiion Cost of the Equipment os set forth hersin,

Rrovided (hat Lessor shall havae reoeived the Purchasa Pdoe on the Eerly Purchase Oplion Date, Lessor shah convey
a8 of #s right, 1100 and interestin and 1 e Equipment to Lesseo on the Eady Purchase Oplian Dafa, on an "AS-19%,
WHERE1S® DASIS WITHOUT REPRESENTATION OR WARRANTY, EXPREGS OR IMPLIETD, gnd wiihout récouss fo
Lessor; providad howover, that notwithstanding anything elsa herain to the contrary, Lessor shall warrant that Lhe Equipment is
fe0 end cear of ol fiens, changes 2nd oncumblanoes craated by, through of undar Lessor, and that Lessor has good amd lawul
fight, pawer and sulhority o sell sakd Equpment 1o Lesscs. ’

InThe event Lesses shall not pay the Purchase Price on the Early Purchase Oplion Dale then the Inftiel Loass Term of
ey renewi! lerm for (e Equipmant shell continue fn ful forcs ond effsct and this Early Purchasa Option chall ba null and vold
and of no further foros of affect,

©. PURCHASE OPTION: Solong as nt Evenl of Defaull, por any evant which upon notice or lapss ol lime or both would
congtituls and Event of Defautt, has oocurred and ks confinuing under tho Lease, and the Leasa has ol been earfer terminaied,
6nd upan nat lass than rinely {30) days prior written nolice, Lessee shall have the option, upon expiration of the (nitial Leass
Tarn, tenowal term of Extanded Tam, 1o purchase a¥, but not fess han 38, of Lessors right, il and Intercat In and {o the
Equipment at the end of ihe Lease Term for ¢ Purchase Option Prce (herainafier defined}, on tha last day of the Lease Tem, In
immediately avatable funds.

Tha Purchata Option Price shall be equal 1o the Falr Market Value of the Equipment (hareinafter defined) plus any cakes,
usa, property of oxdise faxss on of maasured by such ezle, nny ofhar amounts accrued end unpald under (e Leass and any
olhar expenses of tranafer Including UCC tarménation fess.

The *Falr Market Value™ of e Equipmant, sholi be determined on the bas!s of, and shafl bo equal In gmoun! 1o the valve
whiich would be obtained (n, an erm'sdengih transaction betwuen an informed end wilkng buyer-user {olar than & |essso
cutrently in possession of a vsad equipment dealer) and an nformed and willng seBar undar no computsion 15 26k and, In sweh
detenmingion, costs of ramaoval from Lhe Kocation of current use shaf notbe & deduction from such valus. For purpoees of
determining Fai Market Vatue it will be sssumed tiaf as of fhe date of detemington that he Equipment bs in at leaot Lhe
condition fequired by the Lease, I during or after the partod of thiry (30) days from Lessor's raoalpt of I aforasakd wiitten
notice from Lessea of Lessas's intantion # axerdss sakd purchase opticn, Lasser and Lessae determina that ihay cannut egree
upen such fa¥ merket velve, then such valys shall be determined In accordsnos with the forogoing dofiniion by 2 quskfiad
Indepandent sppralser as seiecled b{ el agreament between Leasor and Lexsas, or fating such agroament, by 8 pana! of
thres indapendent appralcans, eni of whom shall be selected by Lessor, the seqond by Leasee and the (hied designated by tho
fist bwo sefecied. Ifany party rfuses of falls to appoint an appratser o & (hind apprafser connol be agreed upon by the other
two appraleors, sush appralser or eppretsers shall be selectad in sccordanos wih (he ANs for commixela! arbitration of the

015 Exhitées §2d0¢
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American Arbtration Association, The appraisers ehall be instructed to meke such dalenmination wilin a pedod of twenty (20
days following e‘ppo!nm. and shall prometly commupieate such datemination knwiting 1o Leasor and Lassee. The
detarminabion of Fair Market Valve 60 rigda by the sote appralsar of by a majorfty of the oppralsen, ¥ thare ks more 2ian one,
sghat! be conclusivaly binding upon bofh Lessor and Lassea. AN appraisal costs, 1268 and sxpenses shall be payabie by Lesses.
The sale of the Equiptnent by Lessor to Lessee shall be on en AS-SS, WHERELS basls, without recouma to, of wamanty by,
Lessor; provided howaver, that neiwithslanding anything else bereln to the contrary, Lassor shad wamant that the Equipment Is
fros and clear of all fians, charges snd ancumbrances created by, thiough or undet Lessor, and that Lessor has good and kwhul
Fight, power and authortty Lo sall sakd Equipment to Lessee.

Laasao shatt be deemed {0 heve walved this Purchase Option unless It provides Leseor writion notice of fa Emevocable
election to exerciss this optian within fiftoen {16) days aler Lestes |8 advised of tha Fek Market Vale of the Equipment.

Lassee may atest 10 return o, But not less than al, of the Equipment a1 the end of tha Inkio! Lease Tem of any renewal
(87, provided thal such return wit onty be I {iy the Lessae provides tha Lessor with witlen notice of its intention to
retum fra Equipmant et less Bvan hingty {90) deys prior Lo the end of ha Inkizl Terns, and (T) th rotur of tho Equipment i+ In
sccordance wih the teans of tha Lease and any Schedutes, Acceptancs Cedificola, Riders, Exhioy and Adsanda hareto,

I, for any reaacn whataoeves, he Lessse doos nol puichese the Equlpmant ot the ondd of the Inflal Lease Temn or any
ranewal tesm In accardance will the focagolng, orexarces thelr oplion to ralum the Equiment 2a s! farth above, the leass
temn of the Equiprnant shiall and whout further action on fhe pad of Lesses ba extended on a month-4e-month basis with rentats
paystia monihty calutatad st ona hundred five percent (105%) of Bia highosi monthly rental payable during the nital Lease
Term (ife "Extended Tern"). At (e and of such Extendad Tam, ha Lesses shall have the oplion o either: {1} relum the
Eguipmant to the Lessarin aocordance with the larme of the Leass; or () purchase the Equipmant for s then Falr Market Valoo
as determined In sotordano with the provisions set forth above. The Extencied Tenn shall continue untd (o} Lasses providas
Lessor with not fass then ninsty (B0 days prior written nofics of the anfiipated date Lesseo wil ratum the Equipment and
Lexsed retums tha Equipmant In accordanto wilh the relum provisions of (his Leaso, o {b} Lasseo providas Lessor with nol lese
EMnml{(w) days pdorwitton poticn of Lassee's extreis of s Fayr Market Value purchase oplion with respect to the

quipman

10.8TIPULATED LOSS VALUES;
- 1 Parcaniagd of ) Parcantage of
| Reptef Paynni® | ;  Regtal Pavneptf | Roquisit
1 101.47 - 37 60.22
2 100.61 s 58.84 |
3 90.55 39 57.66
4 98.56 40 66.37
[ 97.55 a £5.08
6 58.53 42 53.78
7 95.48 43 52.47
8 94.41 44 51.16
] 93.33 48 49.84
190 02,25 48 48.61
11 24,16 4 47.18
12 20,05 48 45.94
13 8695 49 44.50
14 §7.83 50 43.156
8 86.71 61 41.79
16 85.58 52 40.43
17 84.44 83 39.06
18 §3.29 54 37.688
19 82.14 5 38.31
015 Exhiblts 12400
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Pércenlage of Percentags of
| Rental Paymenst | | penglPagmentd |

20 80.97 58 34.82
24 76.81 B7 33.63
x 78.63 2] 32.13
23 77145 50 20,72
24 76.26 60 28,31 |
25 78.06 61 27.89
28 73.98 62 2647
2r 7265 8 26.04
-] 7144 84 23.81

29 70.22 65 2247
30 §9.89 86 20.72
31 87.76 87 18,27 |
a2 68.52 58 17.82
3 £5.27 68 16.35
) 84,01 70 14.88
35 82.15 H 1340
36 61.49 132 i1.82

Stipulated Loss Values are dus In addition to the Renlal Payment dus on the samb date,
{N VATHESS WHEREOF, the parties hereto oartity fuat they harve read, aoozpted snd caused thks Individusl Lesslng
Record 1o ba duly execulad by thelr respeciive officers tereunto duty suthorized.

patee: __ 3,

LEBSOR

Skemens Fingncial Services, Inc,

CARGL WALTERZ

Lrmie A= Sy b

015 Exhibl 12.000
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DELL

Date: 4/22/09 12:33:14 PM

Page 1 of 2

QUOTATION

QUOTE #: 485293558
Customer #: 84405601
Contract#: 70137

CustomerAgreement #: Dell Std Terms

Quote Date: 4/22/09
Customer Name: FRESENIUS MEDICAL CAREN A

TOTAL QUOSTE AMOUNT: 8575.02
Product Subtotal: $864.59
Tax: $46.43
Shipping & Handiing: $64.00
Shipping Method: Ground Totat Number of System Groups: 1
GROVP. T | QUANTITY - 1 SYSTEM PRICE: $584.51 GROUP TOTAL, $564,51
Base Unil: OptiPlex 760 Small Form FactorBase Standard PSU (224-2219)
Processor: OptiPlex 760,Core 2 Duo ET300/2.66GHz, 3M,1066FSB (311.9514)
Memory: 2GB,Non-ECC,800MHz DDR2,2X1GB OptiPlox (311-7374)
Keyboard: Dell USB Keyboard,No Hot Keys English,Black,Optiplex [330-1987)
Monltor: Dell UltraSharp 1708FP BLK w/Ad}Stn,17 inch,1x08FPBLK OptiPlex Precision and Latitude (320-
' 7682)
Video Card: Integrated Video, GMA 4600,DellOptiPlex 760 and 960 (326-7407)
Hard Drive: 80GH SATA 3.0Gb/s and BMB DataBurst Cache,Dell OptiPlex (341-8006})

Floppy Disk Dyive:

Mo Floppy Drivo with Optical Filler Panal,Detl OptiPlex Small Farm Factor {341-4609)

Operating System:

Windows XP PRO SP3 with Windows Vista Business LicenseEnglish,Dell Optiplex (420-3570)

Mouse:

Dell USB 2 Button Optical Mouse with Scroli,Black OptiPlex (330-2733)

NiC:

ASF Basic Hardware Enabled Systems Managoment {330-2901)

CD-ROM or DVD-ROM Drive:

24Y24 CORWIDVD Combo,with Cyberlink Powar DVD,No Medla Media,Dell OptiPlex 960 Smatl
Form Factor (313-7071)

CD-ROM or DVD-ROM Drive:

Cyberlink Power DVD B.1,with Media,Dell OptiPlex/Precision (420.9179)

Sound Card:

Heat Sink, Malngtream, Pelt Optiplex Small Form Factor (311-9520)

Speakers:

Delt AX510 black Sound Bar forUltraSharp Flat Panei DisplaysDell Optiplex/Precisionf Latitwde
{313-8414)

Cable:

OptiPlex 760 Small Form FactorStandard Power Supply (330-1984)

Dacumentation Dighkette:

Documentation,English,Dell OptiPlex (330-1710)

Documentation Diskette:

Power Cord,125V,2M,C13,Dell OptiPlex (330-1711)

Factory installed SoHware:

No Dell Energy Smart Power Management Settings, OptiPley (467-3564)

Feature

Resource DVD contains Diagnostics and Drivers for Defl OptiPlex 760 Vista (330-20%9)

ProSupport for IT: Next Business Day Parts and Labor Onsite Response Initial Year (99163704

Service:
. ProSupport for iT: Next Business Day Parts and Labor Onsite Response 2 Year Extanded {991-
Service: 1642)
Service: Deil Hardware Limited Warranty Plus Onsite Service (nitlal Year (892-6507)
Service: Dell Hardware Limited Warranty Plus Onsite Service Extended Yearis} {992-6508)
Service: ProSupport for IT: Fx24 Technical Support for certfffed IT 5tatf, Initial {384 6540}
Servica: ProSupport for iT: 7x24 Technical Support for cortifled IT Staff, 2 Year Extended (9840002}

file:/C \Documents and Settings\lwripht\Local Settines TempinotesdC7D04 Quote 48

Thank you choosing Dell ProSupport. For tech support, visit hitp:fisupport.deil.comiProSupport

Dell Computer Quote
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Page 2 of 2

| Service: or call 1-866.516-31 (989-3449)
Instaliation: Standard On-Site instaliation Declined {300-3987)
Instaliation: Standard On-Site Instaliation Declined {900-3987)
Mise: Shipping Materiai for System Cypher Small Form Factor,Dell OptiPlex (330-2193}

Vista Premium Downgrade Relationship Desktop (310-9161)

CF! Routing SKU (365-0257)

CFI,Rellup,Integration Service,image Load (366-1416)

CFl,Rollup,Custom Project,Fee for ESLH (366-1551)

CFl,Rollup,Integration Services BIOS Setting (366-1566)

CFlInformation,Visla To WXP ONLY,Factory Instail (372-6272)

CFl,Software Image,Quick Image, Titan,Factory Instatl (372-9740)

CF1,BIOS Across Line Of Business, Wakeup-on-lan, Enable Factlory ingtall (174-4558)

CFl Information,Optiplex 760 Only,Factory Inatall (374-8402)

SOFTWARE & ACCESSCRIES

~ Product Quantity | Unit Price | Total
Office 2007 Sngl € 021-0T777 (A0T4B570) 1 525968 $259.68
Windows Server CAL 2008 Sngl MVL Device CAL ¢ R18-02830 (A1511502) 1 $2040|  $20.40
Ninmber of $ & A ltems: 2 S&A Torai At ¥28000F
SALES REF: | PHIL CLINTON PHONE: | 1800-274-3355
Email Address: | Phil_Clinton@Dell.com Phone Ext: | 723-3128

For your convenience, your sales representative, quote number and customer number have been
included to provide you with faster service when you are ready to place your order. Orders may be
faxed to the attention of your sales representative to 1-866-230-4217. You may also

place your order online at www.dell.com/qgto

This quote is subject to the terms of the agreement signed by you and Dell, or absent such agreement,
to Dell's Terms of Sale,

Prices and tax rates are valid in the U.S. only and are subject to change.

~*Sales/use tax is a destination charge, i.e. based on the "ship to” address on your purchase order.
Please indicate your taxability status on your PO. If exempt, please fax exemption certificate to

Dell Tax Department at 888-863-8778, referencing your customer number. "
if you have any questions regarding tax please call 800-433-9019 or emalt Tax_Department@dell.com.

All product and pricing information is based on latest information available. Subject 1o change without
notice or obligation.

LCD panels in Dell products contain mercury, please dispose properly. ) )
Please contact Dell Financial Services' Asset Recovery Services group for EPA compliant disposal
options at US_Dell_ARS_Requests@dell.com. Minimum quantities may apply.

Shipments to California: For certain products, a State Environmental Fee Of Up to _510 per item rr’aa_y be
applied to your invoice as early as Jan 1, 2005. Prices in your can do not refiect this fee. More Info: or
refer to URL www.dell.com/environmentalfee

Deli Computer Quote
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\ CUSHMAN &
WAKEFIELD.

Cushman & Wakefield of
. lllingis, Inc.
April 13, 2010 455 N, Cityfront Plaza Drive
. Suite 2800
Chad Mllddcndorf ‘ Chicago, IL 60611-5555
10531 Timberwood Circle, Suite D {312) 470-1800 Tel

Louisville, KY 40223 {312) 470-3800 Fax
www.cushwake.com

RE: Fresenius Medical Care Dialysis Center
Letter Of Intent

Dear Chad,

Cushman & Wakefield has been exclusively authorized by Fresenius Medical Care (FMC) to
secure proposals and assist them in negotiations regarding the acquisition of leased space in the
Waukegan area. Of the properties we will analyze, your sitc has been identified as one that
potentially meets the necessary requirements. At this time, we are pleased to provide the
following Letter Of Intent.

Fresenius Medical Care is the world’s leading provider of dialysis products and services. It manages in
excess of over 2,500 kidney dialysis clinics and 50 billing centers and regional offices throughout North
America. You can visit their website for financial information and highlights at www.fmena.com.

Please prepare the proposal to correspond to the following terms and conditions:

OWNERSHIP: Plainfield 550 LLC

We will need this to submit to the Illinois Health
Facilities Planning Board for approval on this site.

LOCATION: 110 N West Street Streel
Waukegan, IL 60085

INITIAL SPACE

REQUIREMENTS: Approximately 9,120 SF of contiguous usable square
feet.

HOURS OF OPERATION: Please be advised that FMC may have employees and /

or patients on site 24 hours per day 6 days per week.
FMC is not opcn on Sundays.

PRIMARY TERM: Twelve (12) years.

POSSESSION DATE: FMC will have the right to take possession of the
premises upon approval of the Certificate of Need to
complete its necessary improvements. FMC will need a
minimum of 90 days to build out the premises.

No warranty or representation, express of Implied, is made as io the accuracy of the information contained herein, and same Is submitted subject to
errorg, omissions, change of price, rental or other conditions, withdrawal without notice, and to any special listing conditions, imposed by our principals.
Letter of Intent for Leased Space
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COMMENCEMENT DATE:

OPTION TO RENEW:

RENTAL RATE:

COMMON AREA EXPENSES
AND REAL ESTATE TAXES:

TENANT IMPROVEMENTS:

DEMISED PREMISES
SHELL:

FIRE SUPPRESSION:

SPACE PLANNING/
ARCHITECTURAL AND
MECHANICAL DRAWINGS:

PRELIMINARY
IMPROVEMENT PLAN:

PARKING:

CORPORATE
IDENTIFICATION:

ASSIGNMENT/
SUBLETTING:

90 days after Possession .

FMC desires three (3) five (5) year options to renew the
lease. Options based upon pre-established rates. Please
identify the terms of any option 1o rencw.

$15.25 NET NET.

Operating Expenses and Taxes are estimated (o be
approximately $3.00 per square foot.

FMC shall not be required {o remove their tenant
improvements at the end of the term.

Tenant shall accept the premises in its “as-is” condition.

At this time only the lower level is sprinklered.

FMC will provide all space planning and architectural
and mechanical drawings required to build out the tenant
improvements, including construction drawings stamped
by a licensed architect and submitted for approvals and
permits. All building permits shall be the Tenant’s
responsibility.

At this time, please provide one-eighth inch architecturat
drawings of the proposed demised premises and detailed
building specifications. Please email AutoCads to

loren.guzik@cushwake.com

33 parking stalls are available exclusively for tcnants
use.

FMC will have complcte signage rights in accordance
with local code.

FMC requircs the right to assign or sublet all or a portion
of the demiscd premises 1o any subsidiary or affiliate
without landlord’s consent. Any other assignment or
subletting will be subject to landlord’s prior consent,
which shall not be unrcasonably withheld or delayed.

No warranty or representation, express or implied, Is made as {o the accuracy of the infarmation contained herein, and same is submitted subiept to
errars, omissians, change of price, rental or other cenditions, withdrawal without notice, and to any special listing condiilons, imposed by our principals.

Letter of Intent for Leased Space
ATTACHMENT — 39
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ZONING AND
RESTRICTIVE COVENANTS:

FINANCING:

ENVIRONMENTAL:

EXCLUSIVE TERRITORY:

CON CONTINGENCY:

Please indicate if the current propertly zoning is
acceplable for use as a Dialysis Clinic and if there are
any restrictive covenants imposed by the development,
owner, and/or municipality.

FMC will require a non-disturbance agreement.

Please confirm that there is no asbestos present in the
building and that there are no contaminants or
environmental hazards in or on the property. Also
include a brief narrative of any tenants and their
activities as they relate to the generation of hazardous
materials.

Landlord agrees not to lease space under its control to
another dialysis provider within a five mile radius of the
proposed location.

Landlord and FMC understand and agree that the establishment
of any chronic outpatient dialysis facility in the State of llinois
is subject to the requirements of the Illinois Health Facilities
Planning Act, 20 ILCS 3960/1 et seq. and, thus, FMC cannot
establish a dialysis facility on the Premises or execulc a binding
real estate lease in connection therewith unless FMC obtains a
Certificate of Need (CON) permit {rom the llinois Health
Facilities Planning Board (the "Planning Board"). FMC agrees
to proceed using its commercially reasonable best efforts to
submit an application for a CON permit and to prosecute said
application to obtain the CON permit from the Planning Board.
Based on the length of the Planning Board review process, FMC
does not expect to receive a CON permit prior to September
2010. In light of the foregoing facts, the partics agree that they
shall promptly procecd with duc diligence to negotiate the tcrms
of a definitive lease agreement and cxccute such agrecment prior
to approval of the CON permit provided, however, the lease shall
not be binding on either party prior to the approval of the CON
permit and the lease agreement shall contain a contingency
clausc indicating that the Icase agreement is not effective
pending CON approval. Assuming CON permit approval is
granted, the effective date of the lease agreement shall be the
tirst day of the calendar month following CON permit approval.
In the event that the Planning Board does not award FMC a CON
permit 1o cstablish a dialysis center on the Premises by
September 2010, neither party shall have any further obligation
to the other party with regard to the negotiations, lease or
Premises contemplated by this Letter of Intent.

Nc warranty or representation, express or implied, Is made as to the accuracy of the informatlon contained herein, and same is submitted subject to
errors, omissions, change of price, rantat or other conditions, withdrawat without natlce, and to any special fisting conditions, imposed by our princlpats.

Letter of Intent for Leased Space
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SECURITY: Fresenius Medical Care Holding will fully guarantee the lease.

BROKERAGE FEE: Per separate agreement.

This offer is not intended to be contractual in nature and only an executed lease delivered to both
parties can bind the parties to this transaction. It is expressly understood, agreed, and hereby
acknowledged, that only upon the proper execution of a fully completed, formal lease contract,
with all the lease terms and conditions clearly defined and included therein, will there then be
any obligation, of any kind or nature, incurred or created between the herein parties in
connection with the referenced property.

You may email the proposal to loren.guzik@cushwake.com. Thank you for your time and
cooperation in this matter, should you have any questions pleasc call me at 312.470.1897.

Sincerely,

Eq/-"ﬁ g

F ]

(Fin st
T

Loren Guzik

Associate Director

Office Group

Phone: 312-470-1897

Fax: 312-470-3800

¢-mail: loren_guzik@cushwake.com

CC: Mr. Bill Popken

AGREED AND ACCEPTED this day of , 2007

By:

Title:

No warranty or representation, express or implied, is made as to the accuracy of the information contained herein, and same is submitled subject to
efrors, omissions, change of price, rental or other conditions, withdrawal without natice, and to any special listing conditions, imposed by our principals.

Letter of Intent for Leased Space
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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 Viability
R0 ATTACHMENT - 40




2009 Financial Statements for Fresenius Medical Care Holdings, inc. were submitted
previously to the Board with an application submitted June 16, 2010 for a 12 station
ESRD facility to be called 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
8 ‘ ATTACHMENT - 40




Criterion 1120.310(b) Conditions of Debt Financing

Fresenius Medical Care of 1llinois, LLC

In accordance with 77 ILL. ADM Code 1120, Subpart D, Section 1120.310, of the
Illinois Health Facilities Planning Board Application for Certificate of Need; I 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:(%’ %/ By '
Mark Fawcett ITS: Marc Lieberman

—Vme—Presrdent-&—'Freasurer Asst. 1reasurer
Notarization: Notarization:
Subscribed”and sworn to before me Subscribed and sworn to before me
this day of , 2010 this ) day of dune 2010

A«uoam i Cevoote
Signature of Notary Signature of Notary -
SUSAN H. CONSOLE

Seal Seal

£, Notary Public
OOumHWENJ\"OFmsSAGHuSEITS
My Commission Expires
February 1, 2013

Economic Feasibility
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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
Tllinois Health Facilities Planning Board Application for Certificate of Need; I 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 e /lh’ — By% A/,«%M/
ITS: Vice Prosis b e casuror ITS: Marc Lieberman
' Asst. Treasurer
Notarization: Notarization:
Subscrib€d and sworn to before me Subscribed and sworn to before me
this day of , 2010 this_ = dayof Q, ne , 2010
J&mm I Conaste
Signature of Notary Signature of Notary _
SUSAN H. CONSOLE
Seal Seal Notary Public
K J COMMONWEALTH OF MASSACHUSETTS
) My Commission Expires
Feb uary1 2013

-wl]' Mi-rv

Economic Feasibility
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Criterion 1120.310(a) Reasonableness of Financing Arrangements

Fresenius Medical Care of Illinois, LLC

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 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 period.

_ _ Marc Lieberman
Title: Title: Aect

g T = ) W Trca:’ui t‘r
Vice President & Treasurer

Notarizatim/n/ Notarization:
Subscribed and sworn to before me Subscribed and sworn to before me
this__~ day of , 2010 this ) dayof _une ,2010
/
_'_____AL(ADM H CUY\DU"J\
Signature of Notary Signature of Notary

SUSAN H. CONSQLE
Notary Public
COMMONWEALTH OF MASSACHUSETTS

My Commission Expires
Fabruary 1, 2013

Seal Seal

R p
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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 attesting that the entering into of a Jease (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 period.

Foos T rs.  Marc Lieberman
Asst. Treasurer

: Notarization:
Subscribed and sworn to before me Subscribed and swoiluto before me
day of , 2010 his 71 dayof June ,2010
/g/(wofn H d:vox
Signature of Notary Signature of Notary _

SUSAN H. CONSOLE

S Notary Public
Wﬂwwl L
k My C.ommission Expires
Eghruary 1, 2013

Seal Seal

Economic Feasibility
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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 Sq. Ft. Gross 5q. Ft. Const. $ Mod. $ Cost
New Mod. New Mod. Circ* [ (AxQ) (B xE} (G + H)
Circ.*
ESRD 127.00 9,120 1,456,000 | 1,158,240
Contingency 12.70 9,120 145,000 115,800
TOTALS 139.70 9,120 1,601,000 | 1,274,040
* Include the percentage (%) of space for circulation

Criterion 1120.310 (d) — Projected Operating Costs

Year 2014

Salaries $720,860
Benefits 180,215
Supplies 173,074
Total $1,074,149

Annual Treatments 15,725
Cost Per Treatment $68.00

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

Year 2014

Depreciation/Amortization $163,252
Interest 0
CAPITAL COSTS $163,252
Treatments: 15,725
Capital Cost per treatment $10.38

Economic Feasibility
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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 quaiify 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
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MAPQUEST Notes

TO! ﬂ
Trip to 1616 Grand Ave DSI WAUKEGAN
Waukegan, IL 60085-3600
1.18 miles - about 3 minutes
E:
q 110 N West St, Waukegan, IL 60085-4330
w 1. Start out going NORTH on N WEST ST toward W 0 0.2 mi
CLAYTON ST. 90
L3 2. Turn LEFT onto GRAND AVE. go 1.0 mi
o 3. 1616 GRAND AVE is on the RIGHT. g0 0.0 mi

€1 1616 Grand Ave, Waukegan, IL 60085-3600
Total Travel Estimate : 1.18 miles - about 3 minutes

Al riahts reserved. Use subject o License/Copyricht | Map Legend

Directions and maps are informational only. We make no warranties on the accuracy of their content, road conditions or roulg usability or
expeditiousness, You assume all risk of use. MapQuest and its suppliers shall not be hiable to you for any loss or delay resulting from
your use of MapQuest. Your use of MapQuest means you agree to our Terms of Use

88 MapQuest Travel Times
APPENDIX -1
T RANDNIN
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MAPQUESY P

[TO: E
Trip to 101 N Greenleaf St - FRESENIUS MEDICAL CARE GURNEE
Gumee, IL 60031 "
3.62 miles - about 9 minutes
V!
ﬁ 110 N West St, Waukegan, IL 60085-4330
m 1. Start out going SOUTH on M WEST ST toward W 0 0.1 mi
MADISON ST. ‘ 9o o
[ ol 2. Turn RIGHT onto WASHINGTON ST. go 3.4 mi
[ o4 3. Tum RIGHT onto N GREENLEAF AVE. go 0.0 mi
= 4.101 N GREENLEAF ST. go 0.0 mi

@ 101 N Greenleaf St, Gurnee, IL 60031
Total Travel Estimate : 3.62 miles - about 9 minutes

All rights reserved, Use subject to License/Copyriaht | Map Legend

Directions and maps are informational only. We make no warranties on the accuracy of their content, road conditions or roulg usability ar
expeditiousness. You assume all risk ot use. MapQuest and its suppliers shalt not be fatde to you for any loss or delay resulting from
yaur use af MapQuest. Your use of MapQuest means you agree to our Terms of Use

8 C‘ MapQuest Travel Times
APPENDIX - 1
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X x X
MAPQUEST - Y
Bhe il
Trip to 101 Waukegan Road 'FRESENIUS MEDICAL CARE LAKE BLUFF
Lake Bluff, IL 60044
9.41 miles - about 1B minutes
M
b
« 110 N West St, Waukegan, IL 60085-4330
m 1. Start out going SOUTH on N WEST ST toward W 004 mi
MADISON ST. gou.
[ o 2. Turn RIGHT onto WASHINGTON ST. go 1.0 mi
Ay 3. Turn LEFT onto S LEWIS AVE / CR-W34. go 0.8 mi
4. Turn RIGHT onto BELVIDERE ST / IL-120. Continue to 2.0 mi
¢ follow IL-120 W. go=umi
&ii- *&'ﬂ 5. Merge onto US-41 S / SKOKIE HWY toward CHICAGO. go 5.1 mi
|‘ 6. Turn RIGHT onto W WASHINGTON AVE. go 0.0 mi
1 7. W WASHINGTON AVE becomes SHAGBARK RD. go 0.1 mi
" @ 8. Turn RIGHT onto ROCKLAND RD / iL-176. go 0.3 mi
9. Turn LEFT onto N WAUKEGAN RD / IL-43 / 0 0.0 mi
A WAUKEGAN RD. 9
‘ 10. 101 WAUKEGAN ROAD. go 0.0 mi
| {X 101 Waukegan Road, Lake Biuff, IL 60044
Total Travel Estimate : 9.41 mites - about 18 minutes
All rights 1eserved. Use subject to License/Copyright | Map Legend
MapQuest Travel Times
o APPENDIX - 1
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MAPQUEST Notes

TO:

Trip to 918 S Milwaukee Ave :DAVITA LAKE COUNTY

Libertyville, L. 60048-3229
11.82 miles - about 24 minutes

a 110 N West St, Waukegan, IL 60085-4330

1. Start out going SOUTH on N WEST ST toward W
MADISON ST.
" 2. Turn RIGHT onto WASHINGTON ST.

_ 3. Turn LEFT onto IL-21 / MILWAUKEE AVE /N
4« [G]) RIVERSIDE DR. Continue to follow IL-21 / MILWAUKEE
AVE.

Lo | 4.918 S MILWAUKEE AVE.

a 918 S Milwaukee Ave, Libertyville, iL 60048-3229
Total Travel Estimate : 11.82 miles - about 24 minutes

All rights reserved. U ject to License/Copyri | Map Legend

>

£

go 0.1 mi

go 4.9 mi

go 6.8 mi

go 0.0 mi

Directions and maps are informational onty. We make no warranties on the accuracy of their content, road conditions or routFT usability or
expeditiousness. You assume all risk of use. MapQuest and its suppliers shal not be liable to you for any loss or delay sesulting from

your usa of MapQuest. Your use of MapQuest means you agree to our Terms of Use

4

Page 1of 1

MapQuest Travel Times
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NORTH SUBURBAN NEPHROLOGY

1445 N. HUNT CLUB RD.
SuUITE 201
GURNEE, IL 60031

TEL: B47-855-2152 W. GHANTOUS, MD, MPH

FAX: B47-855-5215 R. KHANNA, DO
Q. DEGANI, MD
L. ROBERTS, M.S., PA-C

June 11,2010

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 a nephrologist practicing in Lake County and serve as Medical Director of the
Fresenius Medical Care Gurnee and Round Lake dialysis centers. I currently refer
patients to Fresenius Medical Care Gurnee, Round Lake, Antioch and to DSI Waukegan.
Lake County has seen a constant increase of ESRD patients over the past several years
and the facilities I refer patients to are operating at high utilizations. For this reason, I am
in full support of the proposed Fresenius Medical Care Waukegan Harbor dialysis clinic.

Over the past three years I was treating 105 hemodialysis patients at the end of 2007, 126
patients at the end of 2008 and 133 patients at the end of 2009, as reported to The Renal
Network. At the end of the 1* quarter 2010 I had 141 hemodialysis patients. As well,
over the past twelve months, 1 have referred 59 hemodialysis patients to Fresenius
Gurnee, Antioch, Round Lake and DSI Waukegan. 1have 122 pre-ESRD patients in my
practice that will be referred to the Waukegan Harbor facility within 2 years after
completion of the facility (see attached lists of patients).

I therefore urge the Board to approve the establishment of Fresenius Medical Care
Waukegan Harbor to keep access to dialysis treatment available to the patients in the
Lake County. Thank you for your consideration.

1 attest that to the best of my knowledge, ali the information contained in this letter is true
and correct and that the projected patient referrals listed in this document have not been
used to support any other CON application.

Sincerely, Notarization:

Subscribed an'g swomn to before me
this /4 ¥ dayof Juwé 2010

s

7 /: s ¥
[:J?L/ N }2( /e [“

.
+ /4 i /. 1 3/
Walid Ghantous, M.D. Ao WL




SuITE 201
GURNEE, 1L 60031

TEL: 847-855-9152
FAX: 847-855-5215

1445 N. HUNT CLUB RD.

roxg

NORTH SUBURBAN NEPHROLOGY

, GHANTOUS, MD, MPH
. KHANNA,
. DEGANI,
ROBERTS, M.S., PA-C

PRE - ESRD PATIENTS DR. GHANTOUS EXPECTS TO REFER TO

FRESENIUS MEDICAL CARE WAUKEGAN HARBOR BY 2 YEARS

AFTER PROJECT COMPLETION

Zip

Code | Patients
60031 11
60060 1
60064 12
60085 58
80087 16
60088 3
60096 6
60099 15
Total 122

ADMISSTIONS OF DR. GHANTOUS FOR THE PREVIOUS TWELVE

MONTHS - 05/01/2009 THROUGH 04/30/2016

DO
MD

Fresenius Gurnee Antioch Fresenius Round Lake
Zip Code [ Patients Zip Code | Patients Zip Code | Patients
60031 3 53179 1 60030 1
60064 3 53181 1 60031 2
50085 7 60020 1 60046 2
60087 2 60031 1 60060 1
60098 1 60046 1 60081 1
Total 16 60073 2 60073 10
60083 2 60084 2
DSI Waukegan 60085 2 60085 3
Zip Code [ Patients 60099 3 Total 22
60085 1 60002 6
Total 20
TOTAL 59
9. Physician Referral Letter
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NORTH SUBURBAN NEPHROLOGY

1445 N. HUNT CLUB RD.
SUITE 201
GURNEE, IL 60031

TEL: 847-855-9152 W. GHANTOUS, MD, MPH

Fax: B47-855-5215 R. KHANNA, DO
Q. DEGANI, MD
L. ROBERTS, M.S., PA-C

PATIENTS OF DR. GHANTOUS AT YEAR END 2007

BY FACILITY AND ZIP CODE
Fresenius Gurnee Antioch Fresenius Round Lake
Zip Code | Patients Zip Code | Patients Zip Code | Patients

60031 6 53104 1 60020 4

60064 15 60020 1 60030 3

60079 1 60073 1 60046 2

' 60083 1 60099 3 60061 1

| 60085 24 60002 9 60064 1

60087 3] Total 15 60073 18

60096 1 60084 2

60099 6 60099 2

Total 60 Total 30

TOTAL 105

PATIENTS OF DR. GHANTOUS AT YEAR END 2008
BY FACILITY AND ZIP CODE
Fresenius Gurnee Antioch Fresenius Roundlake

Zip Code | Patients Zip Code | Patients Zip Code | Patients
60096 1 53104 1 60020 2
60099 5 60002 14 60030 6
60087 6 60020 1 60046 1
60031 7 60046 1 60051 1
60064 17 60071 1 60061 1
60085 29 60073 1 60064 1
Total 65 60096 1 60073 17
DS| Waukegan E_Srooglg 23 ggggg ;

Zip Code | Patients ota

50085 2 60087 1
Total 33
TOTAL 126

Physician Referral Letter

) APPENDIX - 2




NORTH SUBURBAN NEPHROLOGY

1445 N. HuNnT CLUB RD.

TEL: 847-855-9152
FaXx: B47-855-5215

SUITE 201

GURNEE, IL 60031

. GHANTOUS, MD, MPH
. KHANNA, DO
. DEGANI, MD
ROBERTS, M.S., PA-C

roag

PATIENTS OF DR. GHANTOUS AT YEAR END 2009

BY FACILITY AND ZIP CODE
Antioch Fresenius Round Lake
Ifresenlus Gurnee Fip Code | Pationts Zip Code | Patients

Zip Code | Patients 60020 5

60096 1 53179 1 20630 >
60002 1

60059 4 60031 2
60020 1

60031 5 60046 2
60046 3

60087 7 60051 1
80071 1

gooe4 14 60060 1
60073 1

60085 33 60061 2
60083 1

Total 64 50085 1 60064 7

DSI Waukegan 60096 1 60073 19

Zip Code | Patients 60099 5 60084 2

60087 1

Total 39

TOTAL 133

PATIENTS OF DR. GHANTQUS PRACTICE AT END OF 1ST QUARTER 2010

q5

BY FACILITY AND ZIP CODE

Fresenius Gurnee Antioch Fresenius Round Lake

Zip Code | Patients Zip Code | Patients Zip Code | Patients
60031 7 53179 1 60020 3
60084 13 60002 13 60030 3
60085 32 60020 2 60031 1
60087 8 60031 1 60046 1
60096 1 80046 3 60051 1
50099 3 60071 1 60060 1
Total 64 60073 1 60061 1
60083 1 60064 1
60085 2 60073 20
60096 1 60084 3
LT T — o —
Total 32 60087 1
60085 2 Total 20
TOTAL 141

4. Physician Referral Letter
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