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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

APPLICATION FOR PERMIT
EJVED

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICIQI

. . . JAN
This Section must be completed for all projects. 0 4 201
. \ vee s HEALTH FAC
Facility/Project ldentification SERVICES p;\,!"E'mggzﬁg_
Facility Name: Mattoon Dialysis
Street Address: 6051 Development Drive
City and Zip Code: Charleston, lllinois 61920
County: Coles Health Service Area 4 Health Planning Area:
Applicant /Co-Applicant Identification
[Provide for each co-applicant [refer to Part 1130.220].
Exact Legal Name: DaVita, Inc.
Address: 601 Hawaii Street, El Segunde, California 90245
Name of Registered Agent: lllinois Corporation Service Company
Name of Chief Executive Officer: Kent J. Thiry '
CEQ Address: 601 Hawaii Street, El Segundo, California 90245
Telephone Number:
Type of Ownership of Applicant/Co-Applicant
O Non-profit Corporation O Partnership
X For-profit Corporation OJ Governmental
O Limited Liability Company ] Sole Proprietorship 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.
APPEND DOCUMENTATION AS ATTACHMENT-1 IN NUMER!C SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. 7 IR 4 _ 2

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

Name: Kara Friedman

Title: Attorney

Company Name: Polsinelli Shughart PC

Address: 161 North Clark Street, Suite 4200, Chicago, lllinois 60601

Telephone Number: 312-873-3639

E-mail Address: kfriedman@polinselli.com

Fax Number: 312-873-2939

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

Name: Marcia Sorrill

Title: Regional Operations Director

Company Name; DaVita, Inc.

Address: 932 North Rutledge Street, Springfield, lllinois 62702

Telephone Number: 217-725-1480

E-mail Address: Marcia. Sorrill@davita.com

Fax Number: 866-917-5721

113356.1
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT-May 2010 Edition
ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT
SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION

This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Mattoon Dialysis

Street Address: 6051 Development Drive

City and Zip Code: Charleston, lllinois 61920

County: Coles Health Service Area 4 Health Planning Area:

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

Exact Legal Name: DVA Renal Healthcare, inc. d/b/a Mattoon Dialysis

Address: 601 Hawaii Street, El Segundo, California 90245

Name of Registered Agent: lilinois Corporation Service Company

Name of Chief Executive Officer: Kent J. Thiry

CEO Address: 601 Hawaii Street, E| Segundo, California 90245

Telephone Number:

Type of Ownership of Applicant/Co-Applicant

O Non-profit Corporation d Partnership
=4 For-profit Corporation OJ Governmental
O Limited Liability Company O Sole Proprietorship O Other

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

o Partnerships must provide the name of the state in which organized and the name and address of
each partner specifying whether each is a general or limited partner.

T T Enpe
N NUMERIC SEQUENTIAL'ORDER AFTER THE LAST PAGE OF THE
S Akl

. APPLICATION FORM. 52

"APPEND DOCUMENTATlON S %‘yCHMEN

Primary Contact
[Person to receive all correspondence or inquiries during the review penod}

Name: Kara Friedman

Title: Attorney

Company Name: Polsinelli Shughart PC

Address: 161 North Clark Street, Suite 4200, Chicago, lllinois 60601

Telephone Number: 312-873-3639

E-mail Address: kfriedman@polinselli.com

Fax Number: 312-873-2939

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

Name: Marcia Sorrill

Title: Regional Operations Director

Company Name: DaVita, Inc.

Address: 932 North Rutledge Street, Springfield, lllinois 62702

Telephone Number: 217-725-1480

E-mail Address: Marcia.Sorrill@davita.com

Fax Number: 866-917-5721

113356.1




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: Marcia Sorrill

Title: Regional Operations Director

Company Name: DaVita, Inc.

Address: 932 North Rutledge Street, Springfield, lllinois 62702

Telephone Number: 217-725-1480

E-mail Address: Marcia.Sorrill@davita.com

Fax Number: 866-817-5721

Site Ownership
[Provide this information for each applicable site]

Exact Legal Name of Site Owner:

Address of Site Owner:

Street Address or Legal Description of Site: 6051 Development Drive. Charleston, IL 61920
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 uwnershlp, an optmn to lease, a letter of intent to lease or a lease.

APPEND DOCUMENTATION AS ATTACHMENT-Z‘ IN NUMERIC SEQUENT!AL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. .

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

Exact Legal Name: DVA Renal Healthcare, Inc. d/b/a Mattoon Dialysis

Address: 601 Hawaii Street, El Segundo, California 90245

O Non-profit Corporation O Partnership
X For-profit Corporation ] Governmental
O Limited Liability Company 'l Sole Proprietorship 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

ownershlp

= = Rl noki SEERE

APPEND DOCUMENTATION AS ATTACHMENT-3 [N NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. . L : R AT TR e

Organizational Relationships

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

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

§13356.1




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

Flood Plain Requirements
[Refer to application instructions.]

Provide documentation that the pro;ect complies with the requirements of lllinois Executive Order #2005-5
pertaining to construction activities in special flood hazard areas. As part of the flood plain requirements
please provide a map of the proposed project location showing any identified floodplain areas. Floodplain
maps can be printed at www.FEMA.gov or www.illinoisfloodmaps.org. This map must be in a
readable format. In addition please provide a statement attesting that the project complies with the
re unrements of lllinois Executive Order #2005-5 http:/iwww. hfsrb l||anIS ov).

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

Historic Resources Preservation Act Requirements

[Refer to application instructions.]

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

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

DESCRIPTION OF PROJECT

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

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

{] Category A Project
[ Non-substantive < Category B Project

"] DHS or DVA Project

113356.1
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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 Board
defined terms, NOT WHY it is being done. If the project site does NOT have a street address, include a legal
description of the site. Include the rationale regarding the project’s classification as substantive or non-substantive.

Davita, Inc., and DVA Renal Healthcare, Inc. {the “Applicants”) seek authority from the lllinois
Health Facilittes and Services Review Board (the “State Board”) to discontinue its existing 16-
station dialysis facility located at 200 Richmond Avenue E, Mattoon, lllinois 61938 (the "Existing
Facility’) and to establish a new 16-station dialysis facility to be located at 6051 Development
Drive, Charleston, lllinois 61920 (the “Replacement Facility”).

The Replacement Facility will be housed within an existing building and will consist of 7,200
gross square feet.

The Project is considered non-substantive, category B because it involves the in-center
hemodialysis category of service.

113356.1




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

Project Costs and Sources of Funds

APPLICATION FOR PERMIT- May 2010 Edition

Complete the following table listing all costs (refer to Part 1120.110) associated with the project. When a

project or any component of a project is to be accomplished by lease, donation, gift, or other means, the
fair market or dollar value (refer to Part 1130.140) of the component must be included in the estimated
project cost. If the project contains non-reviewable components that are not related to the provision of
health care, complete the second column of the table below. Note, the use and sources of funds must

equal,

Project Costs and Sources of Funds

USE OF FUNDS

CLINICAL

NONCLINICAL

TOTAL

Preplanning Costs

Site Survey and Soil Investigation

Site Preparation

Off Site Work

New Construction Contracts

Modernization Contracls

$794,000

$794,000

Contingencies

$79,400

$78,400

Architectural/Engineering Fees

$62,000

$62,000

Consulting and Other Fees

$55,000

$56,000

Movable or Other Equipment {not in construction
contracts)

$308,074

$308,074

Bond Issuance Expense {project related)

Net Interest Expense During Construction (project
related)

Fair Market Value of Leased Space or Equipment

$809,224

$809,224

Other Costs To Be Capitalized

Acquisition of Building or Other Property {excluding
land)

TOTAL USES OF FUNDS

$2,107,698

$2,107,698

SOURCE OF FUNDS

CLINICAL

NONCLINICAL

TOTAL

Cash and Securities

$1,298,474

$1,298,474

Pledges

Gifts and Bequests

Bond Issues (project related}

Mortgages

Leases (fair market value)

$809,224

$809,224

Governmental Appropriations

Grants

Other Funds and Sources

TOTAL SOURCES OF FUNDS

$2,107,698

$2,107,698

NOTE: ITEMIZATION OF EACH LINE ITEM MUST BE PROVIDED AT ATTACHMENT-?, IN NUMERIC SEQUENTIAL ORDER AFTER

THE LAST PAGE OF THE APPLICATION FORM.

113356.1




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 last two calendar years:

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

The project involves the establishment of a new facility or a new category of service

X Yes [ No
If yes, provide the dollar amount of all non-capitalized operating start-up costs (including
operating deficits) through the first full fiscal year when the project achieves or exceeds the target
utilization specified in Part 1100.

Estimated start-up costs and operating deficit costis $§ _0

Project Status and Completion Schedules

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

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

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

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

X 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:
[] Cancer Registry NOT APPLICABLE
[[] APORS NOT APPLICABLE
All formal document requests such as IDPH Questionnaires and Annual Bed Reports been
submitted
X All reports regarding outstanding permits
Failure to be up to date with these requirements will result in the application for permit being
deemed incompiete.

113356.1




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

Cost Space Requirements

Provide in the following format, the department/area DGSF or the building/area BGSF and cost. The type
of gross square footage either DGSF or BGSF must be identified. The sum of the department costs
MUST equal the total estimated project costs. Indicate if any space is being reallocated for a different
purpose. Include outside wall measurements plus the department’s or area’s portion of the surrounding
circulation space. Explain the use of any vacated space.

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

Const. Modernized | Asls Space

Gross Square Feet

Dept. [ Area Cost Existing | Proposed

REVIEWABLE
Medical Surgical
Intensive Care
Diagnostic
Radiology

MRI

Total Clinical

NON
REVIEWABLE
Administrative
Parking

Gift Shop

Total Non-clinical
TOTAL

APPEND DOCUMENTATION AS ATTACHMENT-9, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

113356.1
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

Facility Bed Capacity and Utilization NOT APPLICABLE

Complete the following chart, as applicable. Complete a separate chart for each facility that is a part of
the project and insert following this page. Provide the existing bed capacity and utilization data for the
latest Calendar Year for which the data are available. Include observation days in the patient day
totals for each bed service. Any bed capacity discrepancy from the Inventory will result in the
application being deemed incomplete.

FACILITY NAME: CITY:

REPORTING PERIOD DATES: From: to:

Category of Service Authorized Admissions | Patient Days | Bed Proposed
Beds Changes Beds

Medical/Surgical

QObstetrics

Pediatrics

Intensive Care

Comprehensive Physical
Rehabilitation

Acute/Chronic Mental lliness

Neonatal Intensive Care

General Long Term Care

Specialized Long Term Care

Long Term Acute Care

Other ({identify)

TOTALS:

113356.1
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CERTIFICATION

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

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

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

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

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

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

This Application for Permit is filed on the behalf of __DaVita, 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 wiil be paid upon request.

SIGNATURE SIGNATU

Kent Thiry Dennis Lee Ko
PRINTED NAME PRINTED NAME
Chief Executive Officer Chief QOperating Officer
PRINTED TITLE PRINTED TITLE

Notarization:

Subscrihed and sworn to before me

this day of T¥eeminer JO/O
1Y

7,

. - 3 ~
Signature of Notary

Notarization:
Subscribed and sworn to before
this 2( > day of ¥ 4

(ZZ

Signature of Notary

Seal Seal

*Insert EXACT legal name of the applicant

116638.1




CERTIFICATION

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

authorized representative(s) are:

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

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

o inthe case of a partnership, two of its general partners (or the sole general partner, when two or

more general partners do not exist);

o inthe case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more

beneficiaries do not exist); and

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

This Application for Permit is filed on the behalf of

DVA Renal Healthcare, 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.

/Af _
SIGNATURE a/

Kent Thiry
PRINTED NAME

Chief Executive Cfficer
PRINTED TITLE

Notarization:
Subscribg,g and sworn to before me

this _Z{ 5" day of Le¢

Seal

Aty | G5
S’bn ! MQA\
*Insert EXACT legal name of thgxg'ﬁ%ﬁicant

SIGNATUR

Dennis Lee Kogod

PRINTED NAME

Chief Operating Officer

PRINTED TITLE

Notarization:
Subscr and sworn to befo
this ” day ot [ PLF 2057

..... N
/7 .'\QOTAQJ_'_..

[ i
Signature of%tary

Seal




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

SECTION Il. DISCONTINUATION

This Section is applicable to any project that involves discontinuation of a health care facility or a category
of service. NOTE: If the project is solely for discontinuation and if there is no project cost, the remaining
Sections of the application are not appficable.

Criterion 1110.130 - Discontinuation

READ THE REVIEW CRITERION and provide the following information:

GENERAL INFORMATION REQUIREMENTS

1.

2.

Identify the categories of service and the number of beds, if any that is to be discontinued.
Identify all of the other clinical services that are to be discontinued.

Provide the anticipated date of discontinuation for each identified service or for the entire facility.
Provide the anticipated use of the physical plant and equipment after the discontinuation occurs.

Provide the anticipated disposition and location of all medical records pertaining to the services
being discontinued, and the length of time the records will be maintained.

For applications involving the discontinuation of an entire facility, certification by an authorized
representative that all questionnaires and data required by HFSRB or DPH (e.g., annual
questionnaires, capital expenditures surveys, etc.) will be provided through the date of
discontinuation, and that the required information will be submitted no later than 60 days following
the date of discontinuation.

REASONS FOR DISCONTINUATION

The applicant shall state the reasons for discontinuation and provide data that verifies the need for the
proposed action. See criterion 1110.130(b) for examples.

IMPACT ON ACCESS

1.

Document that the discontinuation of each service or of the entire facility will not have an adverse
effect upon access to care for residents of the facility's market area.

Document that a written request for an impact statement was received by all existing or approved
health care facilities {that provide the same services as those being discontinued) located within
45 minutes travel time of the applicant facility.

Provide copies of impact statements received from other resources or health care facilities
located within 45 minutes travel time, that indicate the extent to which the applicant’s workload
will be absorbed without conditions, limitations or discrimination.

APPEND DOCUMENTATION AS ATTACHMENT-10, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

APPLICATION FORM,

113356.1




ILL‘INOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

SECTION Il - BACKGROUND, PURPOSE OF THE PROJECT, AND ALTERNATIVES -
INFORMATION REQUIREMENTS

This Section is applicable to all projects except those that are solely for discontinuation with no project
costs.

Criterion 1110.230 - Background, Purpose of the Project, and Aiternatives

READ THE REVIEW CRITERION and provide the following required information:

BACKGROUND OF APPLICANT

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

2. A certified listing of any adverse action taken against any facility owned and/or operated by the applicant
during the three years prior o the filing of the application.

3. Authorization permitting HFSRB and DPH access to any documents necessary to verify the information
submitted, including, but not limited to: official records of DPH or other State agencies; the licensing or
cerlification records of other states, when applicable; and the records of nationally recognized accreditation
organizations. Failure to provide such authorization shall constitute an abandonment or withdrawal
of the application without any further action by HFSRB.

4, If, during a given calendar year, an applicant submits more than one application for permit, the
documentation provided with the prior applications may be utilized to 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 occurmed regarding the
information that has been previously provided. The applicant is able to submit amendments to previously
submitted information, as needed, to update and/or clarify data.

APPEND DOCUMENTATION AS ATTACHMENT-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 weli-being of the
market area population to be served.

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

3. Identify the existing problems or issues that need to be addressed, as applicable and appropriate for the
project. [See 1110.230(b) for examples of documentation.]

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

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

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

For projects involving modemization, 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.

113356.1
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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 inciude:

A) Proposing a project of greater or lesser scope and cost;

B) Pursuing a joint venture or similar arrangement with one or more providers or
entities to meet all or a portion of the project’s intended purposes; developing
alternative settings to meet all or a portion of the project's intended purposes;

C) Utilizing other health care resources that are available to serve all or a portion of
the population propcsed to be served by the project; and
D} Provide the reasons why the chosen altemative was selected.
2) Documentation shall consist of a comparison of the project to altemative options. The

companson shall address issues of total costs, patient access, quality and financial
benefits in both the short term {within one to three years after project completion) and 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.

K)] The applicant shall provide empirical evidence, including quantified outcome dalta 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.

113356,1
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

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 propesed 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 DOCUMENTAT!DN AS ATTACHMENT—14, m NUMERIC SEQUENTIAL ORDER Al

ER THE LAST PAGE OF THE
APPLICATION FORM. SEE :

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 accupancy targets in 77 lil. Adm. Code 1100.

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

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

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

YEAR 1
YEAR 2

APPEND DOCUMENTATION AS ATTACHMENT-15, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. . . ‘

113356.1




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

UNFINISHED OR SHELL SPACE:
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 DOCUMENTAT]ON AS A'I'I'ACHMENT-16, IN NUMERIC SEQUENTIAL ORD R AFTER THE LAST PAGE OF THE
APF’LICATION FORM S

ASSURANCES:

Submit the following:

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

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

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

RDER AFTER THE LAST PAGE OF THE -

APPEND DOCUMENTATION AS A'I'I'ACHMENT-ﬂ, IN NUMERIC SEQUENTEA AL
APPLlCATION FORM. - o . ) i

APPEND DOCUMENTATION AS ATTACHMENT:25 IN NUMER(C S SEQUE NTIAL Of ' E LAST PAGE OF THE -
APPLICATION FORM. e pibted pyesih ThE

113356.1




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

G. Criterion 1110.1430 - In-Center Hemodialysis

1. Applicants proposing to establish, expand and/or modemize 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

] In-Center Hemodialysis

3. READ the applicable review criteria outlined below and submit the required
documaeantation for the criteria:
APPLICABLE REVIEW CRITERIA Establish { Expand | Modernize
1110.1430(b){(1) - Planning Area Need - 77 lll. Adm. Code 1100 X
(formula calculation)
1110.1430(b)(2) - Planning Area Need - Service to Planning Area X X
Residents
1110.1430(b)(3) - Planning Area Need - Service Demand - X
Establishment of Category of Service
1110.1430(b)(4) - Planning Area Need - Service Demand - X
Expansion of Existing Category of Service
1110.1430(b)(5) - Planning Area Need - Service Accessibility X
1110.1430{c)X1) - Unnecessary Duplication of Services X
1110.1430(c)(2) - Maldistribution X
1110.1430(c)(3) - Impact of Project on Other Area Providers X
1110.1430(d}1) - Deteriorated Facilities X
1110.1430(d}{2) - Documentation X
1110.1430(d)(3) - Documentation Related to Cited Problems X
1110.1430(e) - Staffing Availability X X
. 1110.1430(f) -  Support Services X X X
1110.1430(g) -  Minimum Number of Stations X
1110.1430(h) -  Continuity of Care X
1110.1430()) - Assurances X X X

/APPEND DOCUMENTATION AS ATTACHMENT-26;
PAGE OF THE APPLICATION FORM. ' /=

4, Projects for relocation of a facility from one location in a planning area to another in the
same pianning 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”.

113356.1
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

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

¢ Section 1120.120 Avallability of Funds — Review Criteria
¢ Section 1120.130 Financial Viability - Review Criteria
¢+ Section 1120.140 Economic Feasibility - Review Criteria, subsection (a)

VIII. - 1120.120 - Availability of Funds

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

51,298,474

$809.224

a)

b

c)

d)

e)

f

g}

Cash and Securities - statements (e.g., audited financial statements, letters from financial
institutions, board resolutions} as to:

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

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

Pledges - for anticipated pledges, a summary of the anticipated pledges showing anticipated
receipts and discounted value, estimated time lable of gross receipts and related fundraising
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;

Debt - a statement of the estimated terms and ¢onditions (including the debt time period, variable
or parmanent 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, inctuding:

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

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

3) For mortgages, a letter from the prospective Jender 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 morigage, such as, but not
limited 1o, adjustable interest rates, balloon payments, etc.;

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

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

Governmental Appropriations — a copy of the apprapriation Act or crdinance accompanied by a
statement of funding availability from an official of the govermmental unii. If funds are to be made
available from subsequent fiscal years, a copy of a resolution or other action of the govemmeantal
unit attesting to this inlent;

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

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

$2,107,698

TOTAL FUNDS AVAILABLE

APPEND DOCUMENTATION AS ATTACHMENT-39, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

113356.1
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

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 compistely funded through internal sources

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

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

See Section 1120.130 Financial Waiver for information to be provided

APPEND DOCUMENTATION AS ATTACHMENT-40. IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM. ' I e : .

The applicant or co-applicant that is responsible for funding or guaranteeing funding of the project shall provide
viahility 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.

-}/ Category B

Provide Data for Projects Classified
X SR | (Projected)

as: s .

Enter Historical and/or Projected
Years:

Current Ratio

Net Margin Percentage

Percent Debt to Total Capitalization

Projected Debt Service Coverage

Days Cash on Hand

Cushion Ratio

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

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

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

APPEND DOCUMENTATION AS ATTACHMENT 41, IN NUMERICAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. = R i : s .
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

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 arangements by submitting a
notarized statement signed by an authorized representative that attests to one of the following:

1) 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

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

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

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

B. Conditions of Debt Financing

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

1} That the selected form of debt financing for the project will be at the lowest net cost
available;
2) 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;

3) 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. |dentify 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 5q. Ft. Gross 5q. Ft. Const. § Mod. $ Cost
New Mod. New Circ.” | Mod. Circ.* (AxC}) {BxE} (G+H)

Contingency

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

113356.1
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D. Projected Operating Costs

The applicant shall provide the projected direct annual operating costs (in current dollars per equivalent
patient day or unit of service) for the first full fiscal year at target 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 doltars 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. E

Xl. Safety Net Impact Statement

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

1. The project's material impact, if any, on essential safety net services in the community, lo 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 Statements 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
lllinois Community Benefits Act. Non-hespital applicants shall report charity care, at cost, in accordance with an appropriate
methodology spedified by the Board.

2. For the 3 fiscal years prior to the application, a certification of the amount of care provided to Medicaid patients. Hospital and non-
hospital applicants shall provide Medicaid information in a manner consistent with the information reported each year to the lllinois
Department of Public Health regarding "Inpatients and Outpatients Served by Payor Source” and "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.

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

113356.1
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Medicaid (revenue)

Inpatient
Outpatient

Total

APPEND DOCUMENTATION AS ATTACHMENT-43, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE -
APPLICATIONFORM. = = - - . . T ' T e

Xl Charity Care Information

Charity Care information MUST be furnished for ALL projects.

1. All applicants and co-applicants shall indicate the amount of charity care for the latest three audited fiscal years, the cost
of charity care and the ratio of that 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 lllinois. If
charity care costs are reported on a consolidated basis, the applicant shall provide documentation as to the cost of charity
care; the ralic of that charity care to the net patient revenue for the consolidated financial statement; the allocation of
charity care costs; and the ratio of charity care cost to net patient revenue for the facility under review.

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

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

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

CHARITY CARE
Year Year Year

Net Patient Revenue
Amount of Charity Care {charges)
Cost of Charity Care

| APPEND DOCUMENTATION AS ATTACHMENT-44; IN NUMERIC SEQUENTIAL ORDER AFTER T
APPLICATION FORM. B ' S T

HE LAST PAGE OF THE_
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Section I, Identification, General Information, and Certification
Applicants

Certificates of Good Standing for DaVita, Inc. and DVA Renal Healthcare, Inc. are attached at Attachment
— 1. As the ultimate parent of the proposed operator, DVA Renal Healthcare, Inc., DaVita, Inc. is named
as an applicant for this CON application. DaVita, Inc. does not do business in the State of lllinois. A
Certificate of Good Standing for DaVita, Inc. from the state of its incorporation, Delaware is attached.

Attachment - 1

113242.2




Delaware ...

The First State

I, JEFFREY W. BULLOCK, SECRETARY OF STATE OF THE STATE OF
DELAWARE, DO HEREBY CERTIFY "DAVITA INC." IS DULY INCORPORATED
UNDER THE LAWS OF THE STATE OF DELAWARE AND IS IN GOOD STANDING
AND HAS A LEGAL CORPORATE EXISTENCE SO FAR AS THE RECORDS OF
THIS OFFICE SHOW, A5 OF THE THIRTIETH DAY OF NOVEMBER, A.D.

2010.
AND I DO HEREBY FURTHER CERTIFY THAT THE SAID "DAVITA INC."

WAS INCORPORATED ON THE FOURTH DAY OF APRIL, A.D. 1994.

AND T DO HEREBY FURTHER CERTIFY THAT THE FRANCHISE TAXES

HAVE BEEN PAID TO DATE.

AND I DO HEREBY FURTHER CERTIFY THAT THE ANNUAL REPORTS HAVE

BEEN FILED TO DATE.

SN SR

Jeffrey W. Bullock. Secretary of State T
AUTHENTICATION: 8386715

2391269 8300

101133217 DATE: 11-30-10

You may verify this certificate online
at corp.dslaware.gov/authver.shtml

Attachment — |




File Number 6097-191-9

To all to whom these Presents Shall Come, Greeting:

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

DVA RENAL HEALTHCARE, INC., INCORPORATED IN TENNESSEE AND LICENSED TO
TRANSACT BUSINESS IN THIS STATE ON MARCH 23, 2000, APPEARS TO HAVE
COMPLIED WITH ALL THE PROVISIONS OF THE BUSINESS CORPORATION ACT OF
THIS STATE RELATING TO THE PAYMENT OF FRANCHISE TAXES, AND AS OF THIS
DATE, IS A FOREIGN CORPORATION IN GOOD STANDING AND AUTHORIZED TO
TRANSACT BUSINESS IN THE STATE OF ILLINOIS.

In Testimony Whereof, I hereto set
my hand and cause to be affixed the Great Seal of
the State of Illinois, this  8TH
dayof ~ DECEMBER  AD. 2010

Do ce Wtz

SECRETARY OF STATE

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




Section |, Identification, General Information, and Certification
Site Ownership

Letter of intent between Agracel, Inc. and DVA Renal Healthcare is attached at Attachment - 2.

Attachment - 2
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CO6 DWIELL

BANKLER

CONMNMEIRCIAL L

COLDWELL BANKER OOMMEHCIAL-

"DEVONSHIRE REALTY

Mallng Addrese: P. O, Boxido

201 W. Springheld, { 1% Foor

Champalgn, [L: 618240140

|21?) 352-7712 OFFGE

(217) 3525513 FAX

emall. MM@M com

Deceraber 16, 2010

Mr. Ryan Witges

Agrace], Inc,

1200 Network Centre Blvd, Suite 3
Effingham, IL 62401

Via Email; rwitges @agracel.com ,

RE:  Letter of intent for 6051 Development Drive, Charleston, IL ‘

Dear Mr. Witges: |

USI Real Estate Brokerage Services Inc., in conjunction with Coldwe]] Banker
Commercial Devonshire Realty is pleased to present this Letter of Intent on behalf of:

Total Renal Care, Inc — a subsidiary of DeViia Inc. Upcm acceptarice by both parués,
Tenant shall provide a lease draft for Landlord’s review with the- following terms:

ATION: 6051 Development Drive, Charleston, IL blsm .
TENANT: *Total Renal Care, Ené. or related entity to be named”
LANDLORD: Agracel, Inc end/or its assignee.

REQUIREMENTS: Approxitnately 7,200 contignous reutable seuare feet
PRIMARY TERM: Landlord is proposing 10, 12 end 15 year tripio-net
(NNN) legse term options. Rmﬁwﬂlincmseeveryﬂve -
() yeass. :
POSSESSION AND : '
COMMEN CEMENT: Tenant shall teke possession of the pre:nim -and
commnence the leass upon: T

a Leasehold Improvemeirts within the Premises -
beve been completed in accordance wnh the

Attachment — 2
P AL R s R
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FAILURE TO DELIYER

LE H

BASE BUILDING:

ey 312k

final construction documents (eiuept for
nominal punch list ltems}. and

b. A Cettificete of Ou'nipamy for the Premlsee has

been cbtalnedfmm the City of Charleston, IL;
end

Landlord and Tenant shall enter into a leaso agreement

upon mytual

agreement of acceptable termos. Landlord shall. not bcgin
Tenant

Improvments until Tenant has recewud its Cemﬁcate of
Need.

If Landlord has not delivered the ;iremises' 1o Tenant
within Ninety (90) days after Tenant has given written
notice to Landiord that Te.nanthas received its Certificate
of Noed, Tenant may. elect to terminate the lease by
written nm.{cc to Landlord,

The Tenext shall provide its standard lease form

The use 15 for 4 Dialysis Cl:mc, mlned modm.nl bmce
and distribution of phiitmaceuticals. The bullding is

currently located in the C/D Cortidor Developeent :
Dfstrict which is the cofrect mmng fora nndlcal senrlca
provider, .

The following items. will be deljvered by the Iandlord 1o
the premises as pert of the baxc building:

- A" dadicmd.waﬂ'mgtﬂa_,ndﬁne‘ .

- A4 sewer line to a muricipsl sewer gystem

- Minimum 400 to 800 , 120208 voll‘. 3 phasr-.
4 wire electrical sm'vice )

Ghis service, &t & minimum, wlllberamd:o N

bave 6" of water. colunn pressurs and

supply 800,000-BTU's .

. HVAC systeni pmtimlly agmeq;m by

Landlord and Tenemt and all associated costs
with the umit. Tenant shall hnve Tull contml
of the HVAC gystemns 2477,

- Replace mete! interior walls ml:hdry wal]

- Tostall 30° X 40° duvoundaca.nopyon .

southeast corner of building

- Addaddmonalparhngunsuummhof
building

- Remove glam block windows: and jastall
larger alominm wmduws ‘8t existing
openings
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- Install 42" front door on south side of
building -

- InFill twolarge gerage doors | :

- Inmall sprinkier systern and water line for -
fire main into building

- Provide gencrater |

Please refer to thaananhcd Schedule A -
regerding  additional base buiking
improvements  and  site devclopnmt :

requirements.
TENANT IMPROVEMENTS: No tenant improvement alloweance i is pn:mded w:.th lhls
proposal. . ) i
TOR t Landiord is offering three (3} ﬁve (S) ymr npticms 103

renew the lease. Option Rent shall be the lesser of 95%
of fair market value, or, the tent during the prioer texm
escalated by the increass in the CPY- U over the prior -
texrn, capped at two percent (2%) annually with prior
written notice due six (6) to twenty-fmu (24) months

RIGHT OF FIRST REFUSAL ON _
ADJACENT SPACE: N/A. No adiacent space available.
RENTAL RATE:
Rent/ef Rent/month + Resitiyear
10Year  Yearsls  $1335 $8,010 $96,120
Years 6-10  $14.92 $3,952 - 8107424
12¥ear  Years1:5  $I311 s7866 8943
Years 510 $14.64 $8,784 §105,408
Years 1112 $15.83 $9498 $113,976
15 Year Years 1-5 $12.05 $7,230 . $B6,760
Yeurs 610 $1344 $8,064 396,768

Yearz 11-15  $15.01 30,006 $108072 .' o ¢
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HOLDING OVER: In the evers Tenant remains in-possesston of the -
Premises after the expiration of the term of this Lease, |
then Tenant hall be oblgated to payrem at the then
current rale.

PAR H Building comremtly has eight (8) parkmg fpaces wnll
- substantial room for additional spaces if needed in the
futare. Landlord will provide the cormct mmber of
required spaces per code {or ame:dxcal ficility.

CONCESSIONS: Nane

A EXPEN
REAL TAXES: ‘Tha Tenart will bc the sole nw:pant of the building;
therefore, Landlord is-proposing & triple-get (NNN) lease
whereby the Tonant will directly pay all operating -
expenses. The following numbem are estimaied -

oparating costs:

Real Estate Taxes: 2009 tax bill was $8,027. Howeves,
if Coles County assesses-the property based upon the -

improvements we arepmposlng.weesmmteﬂmml
estate taxes to be approximately $30m&'year 2009 mx
rate was 9.09176% .

Thilities — $10,000
Insurance - $3,000
Repeirs apd Maintenance - $11,0004year

SIGNAGE; Teuant shall have the tight to imstall building siprage et
the Premisas, subject 1o Landlord's ¢ensent, which
consent shell not be tmreasonably wi[hheld and subject -
to compliance by Tenant with all npplmble Taws: and

regulations. ) . <

BUILDING HOURS: Tenant will have access 10 lhebmldmg‘M hours & day, 7
days a weale.
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SUBLEASB/ASSIGNMENT:

GOVERNMENTAL

ROOF RIGHTS:

XY

Tenant will have the nght ‘al any hme to subleasc or

as5igD its interest in this Lease o any m;onty owned:

subsidiaries or related entities-of DaVﬂa Inc. wlthout the
consent of the Landlond.

Landlard shall represent and warmnt to Tmanl that
Landlord, at Landlord’s . iole expense, -will cause -
Tenant’s Premises, the Buikling and. patking Facilities to
be in full compliance with any povetnmental laws, -

ordinances, regulstions or orders relating to, but ndt

limited to, compliance with the Americans with
Dizabilities Act (ADA), and envirennental’ conditions -

relating to the existence of msbestos and/or other
hazardous materials, or soll and. gmlmd waler

conditions, end shall indemnify - and hold’ “Tepam
barmless from any claims, Habilies and cost arising =

from environmental conditions not cansed by Tenmt(s)

IF the building does not have cable telc'vision scnncc .
then Tenant will need the right to p]ace e nte!hte dish

on the roof atno addmonalfee.

Landlord shell not lease spﬂcc to another Dmly.-ns clinie

or similar facility at the ptoperty or at any of the other

propertiea Landlord controls within five (5) miles of thc

subject property.

Landlord is not offering 'I'anmt in e,aﬂy mrmnmwn

option.

Nons

DaVita Inc. will provide om-porate lease guarmtees.

Construction of tenant. tmpmvu‘nen’la it ‘not be -
started untll Tenant gives written notice to Landlard ~ .

that a Certificate of Need has been aviarded. -

Tenant will need to apply for a Certificate of Need for

the final location, If Tenanf does not get the Ceitificate -

of Neod by 472472811, the Lease will be null aid void.

If they do get the Certificate of Neod, then they will go
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forward with the lease based, on satisfying the othor
contingencies that are in their standard Lesise Docuntent. ~ -

Tenant CON 