ORIGINAL /"

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

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

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

Street Address:; 3101 N. Harlem Avenue

City and Zip Code: Chicago, IL 60634

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

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

Exact Legal Name. Belmont/Harlem Surgery Center, LLC

Address: 3101 N. Harlem Avenue Chicago, IL 60634

Name of Registered Agent.

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

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

Telephone Number: 773/775-9755

Type of Ownership of Applicant/Co-Applicant

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

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

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

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

Primary Contact

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

Title: Partner

Company Name: Holland + Knight

Address; 131 South Dearbom Street Chicago, IL 60603

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

Fax Number: 312/578-6666

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

Name: . none

Title:
Company Name;

Address:

Telephone Number:

E-mail Address:

Fax Number:




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

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

Facility/Project Identification

Facility Name: Belmont and Harlem Surgery Center

Street Address: 3101 N. Harlem Avenue

City and Zip Code: Chicago, IL 60634

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

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

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

Name of Chief Executive Officer:  Jeffrey Murphy

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

Type of Ownership of Applicant/Co-Applicant

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

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

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

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

Primary Contact

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

Title: Partner

Company Name; Holland + Knight

Address: 131 South Dearbomn Street Chicago, IL 60603

Telephone Number: 312/578-6544

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

Fax Number: 312/578-6666

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

Name: none

Title:

Company Name:

Address:

Telephone Number:

E-mail Address:

Fax Number:




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

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

Facility/Project Identification

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

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

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

Exact Legal Name: Provena Health

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

Name of Chief Executive Officer:  Mr. Guy Wiebking

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

Type of Ownership of Applicant/Co-Applicant

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

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

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

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

Primary Contact

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

Title: Partner

Company Name: Holland + Knight

Address: 131 South Dearbomn Street  Chicago, IL 60603

Telephone Number: 312/578-6544

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

Fax Number: 312/578-6666

Additional Contact

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

Title:

Company Name:

Address:

Telephone Number:
E-mail Address:
Fax Number:




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

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

Facility/Project identification

Facility Name: Belmont and Harlem Surgery Center

Street Address; 3101 N. Harlem Avenue

City and Zip Code:  Chicago, IL. 60634

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

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

Exact Legal Name:. Cana Lakes Health Care

Address: 7435 West Talcott Avenue

Name of Registered Agent: Ms. Sandra Bruce

Name of Chief Executive Officer.  Ms. Sandra Bruce

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

Type of Ownership of Applicant/Co-Applicant

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

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

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

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

Primary Contact

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

Title: Partner

Company Name: Holland + Knight

Address: 131 South Dearborn Strest Chicago, IL_ 60603

Telephone Number: 312/578-6544

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

Fax Number: I 2/5786666

Additional Contact

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

Title:

Company Name:

Address:

Telephone Number:

E-mail Address:

Fax Number:




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

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

Name: John Bello, M.D

Title: CEO

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

E-mail Address: johnbeflomd.com

Fax Number: 77317754306

Site Ownership

[Pravide this information for each applicable site]

Exact Legal Name of Site Qwner: Resurrection Services

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

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

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

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

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

Operating Identity/Licensee
[Provide this information for each applicable facility, and insert after this page.]
Exact Legal Name: Belmont/Harlem Surgery Center, LLC

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

o Corporations and limited liability companies must provide an lllinois Certificate of Good Standing.

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

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

ownershlp

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

Organizational Relationships

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

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




Flood Plain Requirements
‘ fRefer to application instructions.)

? Provide documentation that the project complies with the requirements of lllinois Executive Order #2005-5
‘ pertaining to construction activities in special flood hazard areas. As part of the flood plain requirements
please provide a map of the proposed project location showing any identified floodplain areas. Floodplain
- maps can be printed at www.FEMA.gov or www.illinoisfloodmaps.org. This map must be in a
' readable format. In addition please provide a statement attesting that the project complies with the

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

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

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

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

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

DESCRIPTION OF PROJECT

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

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

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

{1 DOHS or DVA Project




2. Narrative Description

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

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

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

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

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




Project Costs and Sources of Funds HARLEM-BELMONT SURGERY CENTER

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

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

equal.

Project Costs and Sources of Funds
USE OF FUNDS CLINICAL NONCLINICAL TOTAL

Preplanning Costs

Site Suryey and Soil Investigation

Site Preparation
Off Site Work
New Construction Contracts

Modemization Contracts

Contingencies

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

Movable or Other Equipment (not in construction
contracts)

Bond Issuance Expense (project related)

Net Interest Expense During Construction (project
related)

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

land)

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

Cash and Securities $566,667

Pledges

Gifts and Bequests

Bond Issues (project related)
Mortgages

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

Grants

Other Funds and Sources
TOTAL SOURCES OF FUNDS

$4,B38,704




Related Project Costs
Provide the following information, as applicable, with respect to any land related to the project that
will be or has been acquired during the last two calendar years:

Land acquisition is related to project X Yes [] No
Purchase Price: § not applicable
Fair Market Value: § not applicable

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

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

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

Project Status and Completion Schedules

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

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

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

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

X Pro;ect obllgatlon wnll oceur after permlt |ssuance

State Agency Submittals

Are the following submittals up to date as applicable;
X Cancer Registry
X APORS please see documentation requasted by State Agency staff on following pages
X All formal document requests such as IDPH Questionnaires and Annual Bed Reports been
submitted
X All reports regarding outstanding permits
Failure to be up to date with these requirements will result in the application for permit being
deemed incomplete.
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Phone: 217-785-7126

" FAX: 217-524-1770

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

To: Fomoff, Jane

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

Dear Jayne -

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

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

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

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

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

; Sincerely,

" Kevin

Kevin Rose

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

- 19065 Hickory Creek Drive, Suite 300

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

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

. To: Rose, Kevin

 Ces Roate, George

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

Dear Kevin,

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

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

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

" APORS cases.

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

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

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

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

. completeness.

Jane

. Jane Fornqﬂ’, D.Phil.

i Perinatal Epidemiologist

. Illinois Department of Public Health

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

‘ " Springfield, IL 62761

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




Cost Space Requirements

not applicable

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

Gross Square Feet

Amount of Proposed Total Gross Square Feet

That Is:

Dept. / Area

Cost

Existing | Proposed

New
Const.

Modernized

Asls

Vacated
Space

REVIEWABLE

Medical Surgical

Intensive Care

Diagnostic
Radiology

MR

Total Clinical

NON
REVIEWABLE

Administrative

Parking

Gift Shop

Totat Non-clinical




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

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

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

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

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

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

This Application for Permit Is filed on the behalf of __Belmont/Harlem Surgery Center, LLC

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

(st —— Q»zé{/w/c—:_

JOM%R;HO MD. d@p/ﬁjal’(ow

PRINTED NAME ' o PRINTED NAME

Memberd, Chatrpersi Memter~

PRINTED TITUE PRINTED TITLE

Notarization: Notarization:

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

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

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

Seal Seal

*Insert EXACT legal name of the applicant

OFFICIAL SEAL
LINDA M NOYOLA

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

OFFICIAL SEAL

mmLIDAMNOYm
PUBLIC - STATE OF ILLINOIS

MY COMMESION EXPRES 080813

Bl o a




CERTIFICATION

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

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

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

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

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

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

This Application for Permit is filed on the behalf of ___Resurrection Health Care Corporation___
in accordance with the requirements and procedures of the lllinois Heaith Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this application for
permit on behalf of the applicant entity. The undersigned further certifies that the data and
information provided herein, and appended hereto, are complete and correct to the best of his or
her knowledge and belief. The undersigned also certifies that the permit application fee required

for this application is sent herewith or will be paid upon request.

oo trce o O

SIGNATURE SIGNATURE

dandrs BRwWeE Jeannie (. Prey

PRINTED NAME PRINTED NAME
Peesident and (EO Seceetrary

PRINTED TITLE PRINTED TITLE'

Notarization: Notarization:

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

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

ignature of Notary

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

f

N

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

Papapapapy

MY COMMISSION EXPIRES 0RO 4

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

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

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

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

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

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

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

*

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

Yoo OB
SIGNATURE N /sréNA'r/ERE(/) -\

Guy Wiebking Anthony Filer

PRINTED NAME PRINTED NAME

President and CEO Assistant Treasurer
PRINTED TITLE PRINTED TITLE

Motarization; Notarization:

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

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

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

P
Mo a0 o7 s ey o,

“Insert EXACT legal name of the applicant




CERTIFICATION

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

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

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

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

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

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

L

This Application for Permit is filed on the behalf of __Cana Lakes Health Care
in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this application for
permit on behalf of the applicant entity. The undersigned further certifies that the data and
information provided herein, and appended hereto, are complete and correct to the best of his or
her knowledge and belief. The undersigned also certifies that the permit application fee required

for this application is sent herewith or will be paid upon request.

Jupees Brcen

{SIGNATURE

Sandka RBruce

IGNATURE

SO

ean e, (o TRUY

PRINTED NAME PRINTED NAME
PrestoenNT Seceeiaen
PRINTED TITLE PRINTED TITLE M
Notarization: Notarization:
Subscribed and sworn to before me Subscribed and sworn to before me
this == &~ day of A| 20 || this 2. rcday of
Signature of Notarf / e Signature of Notary
SeR Seal
' WFICIAL SEAL "-‘-‘-“ ‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘ VEVFVEVYY
1_ FLORITA DE JESUS-ORTIZ :r OFFICIAL SEAL :'
*IseNtES H:'qg-j‘-u-q e adplicant LINDA M NOYOLA
T -COMMIS ST EXFRED-dardeHA F—NOTARY PUSLIC —STATE OF ILLINOIS
‘: MY COMMISSION EXPIRES: 080813 1E
A Pl P ATl . .
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SECTION Il - BACKGROUND, PURPOSE OF THE PROJECT, AND ALTERNATIVES -
INFORMATION REQUIREMENTS

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

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

READ THE REVIEW CRITERION and provide the following required information:
BACKGROUND OF APPLICANT

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

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

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

4, If, during a given calendar year, an applicant submits more than one application for permit, the
documentation provided with the prior applications may be utilized to fulfill the information requirements of
this criterion. in such instances, the applicant shall aftest the information has been previously provided, cite
the project number of the prior application, and certify that no changes have occurred regarding the
information that has been previously provided. The applicant is able to submit amendments to previously
submitted information, as needed, o update and/or clarify data.

T Tr—— T T T —_— c T - —— T

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

“a

Ty

PURPOSE OF PROJECT

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

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

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

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

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

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

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

O 1'_ A

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

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




ALTERNATIVES
1

identify ALL of the altematives to the proposed project:

Altemative options must include:

2)

3)

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

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

C) Utilizing other health care resources that are available to serve all or a portion of
the population proposed to be served by the project; and

D) Provide the reasons why the chosen altemative was selected.

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

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




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

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

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

contain the appropriate contingency language.

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

BN

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

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




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

e« Section 1120.120 Availability of Funds - Review Criteria
s Section 1120.130 Financial Viability - Review Criteria
« Section 1120.140 Economic Feasibility — Review Criteria, subsection {a)

Viil. - 1120.120 - Availability of Funds

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

$566,667 a) Cash and Securities — statements (e.q., audited financial statements, letters from financial
institutions, board resolutions) as to:

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

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

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

c) Gifts and Bequests ~ verification of the dollar amount, identification of any conditions of use, and the
estimated time table of receipts;

d) Debt - a statement of the estimated terms and cenditions (including the debt time peried, variable or
permanent interest rates over the debt time period, and the anticipated repayment schedule) for any
interim and for the permanent financing proposed to fund the project, including:

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

2) For revenue bonds, proof of the feasibility of securing the specified amount and
interest rate;
3 For mortgages, a letter from the prospective lender attesting to the expectation

of making the loan in the amount and time indicated, including the anticipated
interest rate and any conditicns associated with the mortgage, such as, but not
limited to, adjustable interest rates, balloon payments, etc;

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

5) For any option to [2ase, a copy of the option, including all terms and c¢onditions.

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

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

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

$4,838,704 TOTAL FUNDS AVAILABLE

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

FAPPEN . DOCUMENTATION AS ATTACHMENT-39;




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

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

Financial_Viability Waiver

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

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

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

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

rcwded .

See Sectlon 1120 130 Fmanclal Wawer for mformatuon to be

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

Current Ratio

Net Margin Percentage

Percent Debt to Total Capitalization

Projected Debt Service Coverage

Days Cash on Hand

Cushion Ratio

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

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

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




X. 1120.140 - Economic Feasibility

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

1)

2)

1)

2)

3)

A. Reasonableness of Financing Arrangements

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

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

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

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

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

B. Conditions of Debt Financing not applicable, no debt financing

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

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

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

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

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

1. Identify each department or area impacted by the proposed project and provide a cost
and square foolage allocation for new construction andfor modernization using the
following format (insert after this page).

COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE
A B C D E F G H
Depariment Total
(st below) Cost/Square Foot Gross Sqg. Ft. Gross Sq. Ft. Const. § Mod. $ Cost
New Mod. New Circ.* | Mod. Cire.* {(AxC) {Bx E} (G+H)
Contingency
TOTALS
* Include the percentage (%) of space for circulation




D.

‘ completi
e

Projected Operating Costs

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

Total Effect of the Project on Capital Costs

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




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

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

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

2. The project’s Impact on the ability of another provider or health care system to cross-subsidize safety net services, if reasonably
known to the applicant.

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

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

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

2. For the 3 fiscal years prior to the application, a certification of the amount of care provided to Medicaidpatients. Hospital and non-
hospital applicants shall provide Medicaid information in a manner consistent with the information reported each year to the lllinois
Department of Public Health regarding "Inpatients and Outpatients Served by Payor Source” and "lnpatient and Outpatien Net
Revenue by Payor Source” as required by the Board under Section 13 of this Act and published in the Annual Hospital Profile.

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

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

Safety Net Information per PA 86-0031

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

QOutpatient




XIl.  Charity Care Information ~ Belmont/Harlem Surgery Center

Charity Care information MUST be furnished for ALL projects.

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

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

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

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

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

CHARITY CARE
2007 2008 2009
Net Patient Revenue $1,195,009 $1,572,028 $4,658,883
Amount of Charity Care (charges) $0 50 $24 230
Cost of Chanty Care $0 $0 $9,016

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

To all to whom these Presents Shall Come, Greeling:

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

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

IN GOOD STANDING AS A DOMESTIC LIMITED LIABILITY COMPANY IN THE STATE
OF ILLINOIS.

In Testimony Whereof, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 11TH

day of FEBRUARY A.D. 2011

ATy '
Authentication #: 1104200682 M

Authenticate at: hitp:/fwww.cybardriveillinois.com

SECRETARY OF STATE

ATTACHMENT 1




File Number 3128-198-9

To all to whom these Presents Shall Come, Greeting:

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

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

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

NI
NS i Q\ ’
Authantication # 1101700286 M

Authenticate at. hitp:/iwww.cyberdrivalinols.com

SECRETARY OF STATE

o

ATTACHMENT 1~

.




File Number 5380-798-4

To all to whom these Presents Shall Come, Greeting:

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

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

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

In Testimony Whereof, I hereto set
my hand and cause to be affixed the Great Seal of
the State of Illinois, this 11TH
dayof  FEBRUARY  AD. 2011

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

Authenticate at: hitp:/fiwww.cyberdriveillinois.com

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




File Number 2595-936-1

To all to whom these Presents Shall Come, Greeting:

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

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

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

In Testimony Whereof, 1 hereto set

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

day of MARCH AD. 2011

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

Authenticate at: http:/iwww.cyberdriveillinols.com

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

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

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

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

Ve

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

" Date Buyet, Seller or Reprasantat‘!ivo %

<y

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

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

S—— , ROY 23 3@“

Public Recard - ' . )
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*

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

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

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

Attast:

NOup . Setth.

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

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

State of lllinois
County of Cook

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

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

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

85252298

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

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

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

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

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

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

13-30-100-014

13-30-100-0158

gGLS2296

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

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

4%?1’&3{)7’.
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STATE OFILLINQIS .
sS.
COUNTY OF COQK }
Worm L. TFAwr AT ; being duly sworn oa oath, states that
resides at | s T T L . Thatthe

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

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

-OR-

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

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

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

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

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

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

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

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

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

CIRCLE NUMBER ABOVE WHICH I§ APPLICABLE TO ATTACHED DEED,

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

( { \‘f%zmk\a i \\ P SN

SUBSCRIBED and SWORN to before me

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

4

CRPLATAR

Public Record
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STATEMENT BY GRANTOR AND GRANTEE

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

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

’ Grantor or Ageat \

Subscribed and sworn to before me by the -

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

IVA

Notary Public

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

laws of the State of Illinois, @0
o

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

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

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

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

EGRTORER
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= . MAPSYSTEM -
CHANGE OF INFORMATION FORM

| SCANABLE DOCUMENT - READ THE FOLLOWING RULES - |

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

" SPECIAL NOTE:

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

-G

Uil & T Wl s

- G ADDRESS:

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

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

£52296

I3
o

s

PROPERTY ADDRESS:

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

A rCiA G o

& -

Public Record
PDF created with pdiFactory Pro trial version Wy, pJdiacion.com,
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MAP SYSTEM

CHAN GE OF INFORMATION FORM

SCANABLE DOCUMENT - READ THE FOLLOWING RULES

—

1. Changes must be kept in the space fimiletions shown
2, DO NOT use punctuation

3, Print in CAPITAL LETTERS with BLACK PEN ONLY
_4. Allow only onc space between names, numbers and addresses

" SPECIAL NOTE:

If s TROST mumber is fnvolved, it must be pot with the NAME, Icgve onc space between the name and number -
kudomhsmcmughmmhrmmunmjunywlaanamwmhcadeqm t
Property ludex numbiers (PIN &) M'UST BE INCLUPED ON EVERY FORM

/19]-lo)-llo

ot-12l/ 1Z21-1010

[8]1e)

AielsiulrlL|eie |72

s W\ & 1C

MAILING ADDRESS:

STREET NUMBER  STREET NAME = APT or UNIT

Clo|7171 |HUE

717151 Wl [7]4i¢

ClAF1 el Al Gl o

elals {- 1817114

PROPERTY ADDRESS:

STREET NUMBER _ STREET NAME = APT or UNIT

85252296

Tl 101y /| Wl lelmt AU E
CITY
BEEAAGE
STATE:

Lii2

Public Record
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=P MAPSYSTEM -
CHANGE OF INFORMATION FORM

SCANABLE DOCUMENT - READ THE FOLLOWING RULES

1. Changes must be kept in the space limitations shown 3. Print in CAPITAL LETTERS with BLACK PEN ONLY

2. DO NOT use punctuation_.. 4 A]lowmﬂyoncspaccbdmn:;mw,mmbasandadd:ms

" SPECIAYL NOTE: : I

Ifa TRUST number is Irvolved, it must be put with the NAME, leave one space between the name and number
Ifyou do not have enough room for your full name, just your last name will be adequatc
Propet{y index nuubers (PIN ) MUST BE INCLUDED ON EVERY FORM

(W1 1910)- e tele] - (ol 1] - 1oloiolo

ﬁ!&&ﬂ{!aTIdM.ﬁm5 céﬂe
MAILING ADDRESS:

'STREET NUMBER  STREET NAME = APT or UNIT

7117161 W i72leicio7 71 | He N %
CITY - | , y
ClAEFVCIAL Gl o 3'}1

STATE: ~ -ZIP: @
1L 6jo|6|3/ |-18171{¥16
PROPERTY ADDRESS:

STREET NUMBER __ STREET NAME = APT or UNIT
Aslsiols | W] Al ieln] (#lede
S CITY :

Cli-rlciA Rl o
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= . MAPSYSTEM -
CHANGE OF INFORMATION FORM

N

I SCANABLE DOCUMENT - READ THE FOLLOWING RULES I
- § 1. Changes must be kept in the space limitations shown
2. DO NOT ysc punctuation

3, Print in CAPITAL LETTERS with BLACK PEN ONLY
4. Allow only one space between names, aumbers and addresses
" SPECIAL NOTE:

Ifa TRUST number is involved, it must be put wilh.the NAME, leave one space between the pame and number
Ifyou do ot have enough room for your full nam, just your last name will be adequete
Property index numbers (PIN #) MUST BE INCLUDED ON EVERY FORM

/€~30~/00-0/y

Agiels|ai|heie i7ia|e W

;AL 61?;/6 €
MAILING ADDRESS:

T e

STREET NUMBER  STREET NAME = APT or UNIT : :
7 1316T T [ Aelelclo A Azl T1- ‘{3
CITY | o, g'
ClAlE el A Gl o ]
STATE: 2P . o
7L L0613/ |- 3|76
PROPERTY ADDRESS:
STREET NUMBER _ STREET NAME = APT or UNIT
Flrlols | W] bHAL G e [rldde
CITY
CAATIC A O
STATE:  ZIP -
112 2 AGIVIE

Public Record
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SCANABLE DOCUMENT READ THE FOLLOWING RULES

3. Print in CAPITAL LETTERS with BLACK PENONLY
4. Allow only one space between names, tumbers and addresses

1. Changes must be kept in the space limitations shown
2. DO NOT uss punctuation

" SPECIAL NOTE:

If a TRUST mumber is involved, itmuslbeputwimtthAME.lmonembdumthcmand number
¥ you do not have enough room for your fuil name, just your Lxst name will be adequate
Property index numbers (PIN #) MUST EE INCLUDED ON EVERY FORM

] PIN:-
;7t-1glol-1]elej- ol 51- 1001010
NAME ' e
Llatslule|lele\7izis W W8 clglelel | o~
~ MAILING ADDRESS:
STREET NUMBER _ STREET NAME = APT or UNIT
71713161 [l |4lelelo 7171 1#del | 181 ) &
CITY - , N
clAE el A Gl o 4
STATE:  -ZIP 3 1.
ol [elolelols |- |817iv1é
PROPERTY ADDRESS:

STREET NUMBER _ STREET NAME = APT or UNTT
Flitols | W] WALl le A e

- CITY

ClATZIC AL O
STATE: = ZIP: ,
_F]2 G ole| 3y -

Public Record 1
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%. GEORGE E. COLE® . Ho. 801
LEGAL FORMS Novamber 1994
B WARRANTY DEED . )

o Statutory (llinols)

(Corporation to Corporation)
CAUTION: Consult a fawyer before using or acling under this form,
Neitfier the publisher nor the seffer of this form makes any vramanly

with respect thereto, including any warranty of morchantability or
§ fitness fora particutar purposs. :

ﬁ‘i THE GRANTOR  Medical Management of Ader1éan, Inc.,
N a Delawdre corporation

& corporation created and existing under and by eirtuc of the laws of the
State of Delaware and duly autharized to mransact
business in the Seate of I1linois
of __ten and C0/100

s for and in consideration

————————————— = - {$10.00) DOLLARS,

and other good and valushle eonaiderationin hand paid,
and pursusnt to autherity given by the Board of Directors = _
of said corporarion, CONVEYS and WARRANTS to

Resurrection Ambulatory Care Services

&n Tllinods not for profit ¢orporation

" a corporation organized and existing under and by virne of the laws of the
Seato of Illinois

bhaving its principal office ar the

following addiess 7435 Weat Talcott Avenue, Chicago, Yllinoig

: 96223759

. DEPT-O1 RECORDING . 837,00
- TH0012 TRAK 9742 03/25/96 1431200

» ¥ EER ¥-PE-R25750

COOK COUNTY RECORDER

Above Space e Recorder’s Use Only

§0631

Ry

the following desaribed Real Estate sitwated in the County of Cook

and State rof llinois, to wit

8¢e Exhibit A legal description attached hereto and made a part ;ﬁer?o‘f'_‘m‘.
- e St—" ’ .

3 3 . \JJ'_ - T e,
Saa E;xl:_&i;g_}s_ permitted exceptions attached hereto and pade a Q’arcml!g'!:eﬁf. I“M-":} .
. R A Y-
T, b { i‘a
>
“ "‘~..J{ %
. LA
Permanent Real Estatc Index Numbe(s)y: 12-25-207-020, ~021, 13-30-100-022 <
Address{es) of Real Estave: ~.3101 Worth Haplem Avenue, Chicago. I1linois 60634
In Witness Whereof, said Grantor has caused its corporite seal to be hereto affited, and has caused its name 1o be signed o thes
presents by jes President, and attested by ity Secretary, this M
day of March , 19_96
Medicalmanagement of America, Inec.
amd of Corporation)
Impress By
Corporate Seal ( /{/ * President
Here
Avest: -
Secretary
cagaty 6 '-rh@ ﬁ?’gg :
E%HE.?I nﬁ-"-gl‘ “LE
Public Record
ATTACHMENT 2
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: L
Stare of Illinois, County of COO}.! L, the undensigned, a Nonry Public, in and for the Commty
and State aforesaid, DO HEREBY CERT]FY that M H ijfu (‘IJ X Pcrsonally kngwn o
me to. be the president of the Medical Management of America, Inc.
gagrion, and . personally known to me to be

Secretary of said corporation, and pervonally known to me o be
g pecsons whase names are subsribed to the foregoing instrument, appeared before me this day

yEp8soR and severally acknowledged tharasouch . Presidencend
et they signed and delivered the said instrment and coused the corporate scal of said

vorporation te be 2ffixed thereto, pomnant to authority given by the Board of Directors
of said wrpormon. ag their fres and vohmrary act, and as che free and voluntary set and deed of said
corpocation, fortheu.ssnndpurposa thexein set forth.

Given under my hand and official szal, this 2SN ., day of March 19 96

Commission expires . [Oﬂ fh\hf r ~7 19 9_3)_

“This instrument was prepared by __ oo H. Ramssy, Winston & Strown, 3% West Wacker Drive, Chitage, Illinois 60601

{Name and Address)
Ann Duker, McDormott, Will Emery SEND SUBSEQUENT TAX BILLS TO:
{Nare) .
227 Wost Monrog Streot Regurrection Ambulatory Eare Bervices
MAIL TO: ' (Name}
{Address) ) ) .
Chicoge, Iilinocis GO605-5096 - 3101 NHorth Harlem Avenue
: {Address)
{Ciry, State and Zip) ’
. . €hicago, Illinols 60634
OR RECORDER’S OFFICE BOX NO. 2707 (City, State and Zip)
Public Record

PDF created with paiFaciory Pro trial version www pdfifaciory.com
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PARCEL 1:

LOTS 12 AND 13 YN
ACRES OF ‘THE NORTH

RM'GZl?EmSTDFTH‘B'IﬂIRD

Medical Management of America; Inc.

EXHIBIT A

Legal Description

BLOCK L IN H. 0. STONE AND COMPEARY SUBDIVISI
1/2 OF THE WORTHEAST 1/4 QF &

PRINCIPAL MERIDIAN

ON OF THR RAST 6o
BCTICN 25, TOWNSHIP 40 NORTH,

« {ECEPT THN? PART NORTH OF
STREET), IN COOK CUUNTY, YILLIROIS. .

PARCEY, 2:

THE WEST 342.84

FEET (mtczprmmmal.vs PHET OF THE
BAST 168.76 FEET AND EXCEFT THE EAST 184,

OF THE SOUTH 5 ACRSS

NORTAWEST 1/4 OF 8B
PRINCYPAL MRRIDIAN,

Property Addrese:

TT FEET OF THE SOUTH 95.31 FEET THRREOP)
OF THE NORTH 10 ACRES OF THE WBST 21

/2 OF THE WEST 1/2 OF THE
CTION 30, TOWNSHIP 40 HORTH, RANGE 13, BAST OF THE THIRD
IN COOK COUNTY, ILLINOXS.

"U

65452296

3101 North Harlem Avenus
Chicago, Illinois 60634

Permanent Index Numbers: 12-25-207-020

12-25-207-021
13-30-100-022

Public Record

— NT 2
POF created Wit PaTF actory P AT Version iy naacton com ATTACHME




10.

fbit

PERMITTED EXCEPTIONS

Rights ot the public, municipality and the State of ifinois in and to the West 33 feet of the tand
taken for iHarlem Avenue. {Affects Parce! 2) ’

Encroachment of the chain link fence Iocated mainly on the land onto the property North and
adjoining by approximately 0.52 feet, as shown on Plat of Survey No. 3101 prepared by Central
Survay Company, inc. dated February 19, 1886. {Affects Parcel 1)

Encroachment of the brick building located matnly on the property South and adjoining onto the

land by approximately 0.07 feet, as shown on Plat of Survey No. 3101 prepared by Central Survey, |

Company, Inc. dated February 16, 1588, (Afiects Parcet Ty T

Encroachment of the chain [link fence located mainly on the land onto the property North and
adjolning by approximately 0.19 feet to 0.28 fest, as shawn on Plat of Survey No. 3101 prepared
by Cantral Survay Company, Inc. dated Febneary 19, 1996. (Affects Parcal 2)

Encroachment of the concrete located mainly on the land onto the property North and adfoining
by approximately 0.23 feet, as shown on Plat of Survey No. 3101 prepared by Central Survey
Company, inc. dated February 19, 1988 provided Titfe insurer fssuas an encroachment
endorsament. (Affscts Parce! 2) :

Encroachment of the concrete located mainly on the tand onto the properfy East and adibining by
approximately 0.22 feet to 0.30 feet, as shown on Plat of Survey No. 3101 prepared by Central

Survey Company, Inc, dated February 18, 1988; provided Title Insurer Issues an encroachment
endorsement. (Affests Parce! 2)

Encroachment of the garage eave and gutter lndated mainty on the property East and adjoining
onto the land by epproximately 0,50 feef to 0.56 feet, as shown on Plat of Survey No, 3101
prepared by Central Survey Company, Inc. dated February 19, 1988, (Affects Parcet 2)

F;osslbbe utility easemént as disclosed by letter from the Commonwealth Edison Comparny and by
Ptat of Survey No. 3101 by Centra! Survey Company, Inc. dated Febnsary 19, 1898. (Affects the

North 31.75 feet along the East line of Parca! 2)

Posslble utiity easements as disclosed by fire hydrant, gas valve, fight poles, cateh bhagin, sewer
manhole and city walter pipes, as shown on Plat of Survay No. 3101 by Central Survey Comgany,
inc. dated Febrary 19, 1996. (Affects the Waest 33 feet of Parce 2) :

PDF created with pdifFactory Pro trial version
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STATE OF ILLINOIS
} ss:
COUNTY OF 000K
' LT .
?;.7 S L LY Gt » being duly swom on oath, states that
. residesat.._, [T g v ] . Thatthe

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

@ Said Act is not applicable as the grantors own ro edjoining property to the premises described in said deed;

-0OR -

tho convsyam o falis in one of the foliowirg exemptions as sliown by Amended Act which became effective July 17, 1959.

2 The division or subdivision of the land into parcels or tracts of five aeres or more in size which does ot involwe any new

streets or easements of access,

3. The divisions of Iots or blocks of less than one acre in any recorded subdivision which does not involve any new streets or

casements of access.

4. The sals or exchange of parcels of land between owners of adjoining and contiguous land.

5. The conveyance of parcels oflandorinterestsﬁmdnforuszasﬁghtdmyformihcadsorathapubﬁcmﬂityfadﬁﬁea,

which does not involve any new strects or easement of aceess,

L]
6. The conveyauce of land owned by & railroad or other public utility which does not involve any sew streefs or easemcéab

of acress,

’ +
7. The conveyance of land for bighway or other public purposes or grants or conveyences rclating to the dedication of

for public use or instruments relating to the vacation of land impressed with a public use.

8. Conveyancts made to correct doscriptions in prior conveyances.

(=g}

A

tn
9. The sale or excharge of parcels or tracts of land existing on the date of the amendatory Act into no more than two par%sp

and not involving any new streefs or easements of acoess,

CIRCLE NUMBER ABOVE WHICH IS APPLICABLE TO ATTACHED DEED.

Afflant further states that makes this sffidavit for the purpose of inducing the Recorder of Deeds of Cook County,

Tllinois, to accept the attached deed for recording, -

— ¥

SUBSCRIBED and SWORN to before me
tis 275 dayof Mape 19 9.

} S T . :OFAF!CIA.':SEAL“ -
3/ WA’(_) _ PATRICIA |. BOWMAN
Nolary PuMic, State of Iiinois

Notary P/ublic Wy Commission Expires Dct. 14, 1695

Hagnarn

‘I:*‘Bl (/(\\\ \;-‘""-n"‘"‘" ‘\\

T

I A At s

Public Record

PDF created with palFacfory Pro Enal version
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" STATEMENT BY GRANTOR AND GRANTEE

The grantor or his agent afficms that, to the best of his k:nowled_ge, the name of the grantee shown on
the deed or assignment of beneficial interest in a land trust is either a natural person, an Dlinois
corporation or foreign corporation authorized to do business or acquire and hold ti&: to real estate in
Ilinols, a partnership authorized to do business or acquire and hold title to real estate in Iilinois, or
other entity recognized as a person and authorized to do business or acquire and hold title to real
estate under the laws of the State of Ilinois. S ,

. 3

\ o
PRUR i

SO . : (
R Dated ‘3/ s / A ,19 3¢ Sipnatures .
Grantor or Agent

Subscn'b ed and sworn to before me by the
said _Teen la. Vohrany

. A
this 22" dayof [t o

“OFFICIAL SEAL"

L | .
7 ' PATRICIA 1. BOWMAN

- - Motaty Public. State of llitnois

: J@M@L My Commission Exgires Oct. 14, 199

Notary Pubfic

The grantee or his agent affinms and verifies that the name of the grantee shown o the deed or

assignment of beneficial interest in a land trust is either a natural é)erson, an [llincis corporation or

foreign corporation authorized to do business or acquire and hold title to real estate in Dlinois, 8
“ partnership authorized to do business or acquire and hold title to real estate in Illinos, ot other entity @
recognized as a person and anthorized to do business or acquire and hold title to real estate under the

laws of the State of lllinois. .

%

.

Dated \346’ ,197C _ Ssignature:

Subscribed and sworn to before me by the
satd __Aont | -

A 4 bl g AP T

i ™ da ax, SOFFICIAL SEAL"
e &541 day ot M ' PATRICIA 1. BOWMAN
19 . Netaty Pudic, State o Lliinols
My Commizsion Expires Oct. 14, 1996

o
n
N
19y
=1
145
w

" Notary Public

NOTE: Ay person whnhmw:ﬂ submits n false statement concerning the ideatity of a grantee shall be guilty of a Class
C misdemeanor for the fret offense and of a Class A misdemeanor for subseqrent offenses.

E;::Lach to deed or ABI to be recorded in Cook County, Ilinois, if exempt under provisions of Section 4 of the Iilivois Real
tate Transfer Tax Act) _

SORTORBIY

Publi¢c Record
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MAP SYSTHEM |
CHANGE OF INFORMATION FORM

SCANABLE DOCUMENT - READ THE FOLLOWING RULES

1. Changes mus be kept inthcspaoelﬁniuﬁuns shown
%_DDNUTuscpunchmﬁon

3. Print in CAPITAL LETTERS with BLACK PEN ONLY

4 Allowonlyoncspmcbcm@m-mﬁ. aumbers and addresses

" SPECIAL NOTE: .

1f 2 TRUST number is involved, it most be put with the NAME, leave ane space between the same and aumber
If you do not bave enoagh room far your full neme, just your kst name will be adequate
Property index numbers (PTN #) MUST BE INCLUDED O EVERY FORM

/2.-.25‘- Ziol|7]-lei2lel - ieloloio
NAME - o
Alelslulriglelelzizis Wl sl | Claveie
MAILING ADDRESS:

STREET NUMBER smEBTNAME-—-A?ThrUNIT

7l/\a161 |wh |71

< e

#lelelolr 7] iAHAEL | L p A
CITY - N
clelrielslalo 4
STATE:  -ZIP: - %
b o [slelelel |- lsl7lyis
PROPERTY ADDRESS:
STREET NUMBER _ STREET NAME = APT or UNIT
glslol/] W] PHAX|ClE Al e
CITY
el AneiA|al o
STATE ZIP-
2 ololétaliy)-
m | - i

Public Record
~ PDF created with pdfractory Fro Trial VErsion Wy, paliaciory.com
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- = . MAPSYSTEM ~
CHANGE OF INFORMATION FORM

SCANABLE DOCUMENT - READ THE FOLLOWING RULES

1. Changes must be kept in the space fimitations shown 3. Print in CAPITAL LETTERS with BLACK PEN ONLY

2. DO NOT usc punciuation 4, Allow only one spaoe between names, numbers and addresses

" SPECIAL NOTE:

If 2 TRUST number is involved, it must be put with the NAME, leave one space between the pame and numher
Ifyoudonmhmamshmomforyourﬁdlmmc.;myw:hsmamcwﬂlbcadeqnaw
Property fudex nurbers (PIN #) MUST BE INCLUDED ON EVERY FORM

PIN:
/ 2 1-12ls]-[2lol7]- lolzl | - lolalole
Alelsluleleieleiizls Wi #inlal 1GA4RIE]L - .
 MAILING ADDRESS:
STREET NUMBER  STREET NAME = APT or UNIT :
- 7713151 W [sleliclolrl WA UEl L 1L g.
ClALE| |4 & o 2
l STATE ZIP ‘ th
L7 1¢ 61016191/ 1-13171/16 ’
PROPERTY ADDRESS:

STREET NUMBER _ STREET NAME = APT or UNIT
/1ol T A bl A jsbn] #le)e

Ll ARLIC AR o

l- E 712 ol olslalyl-

Public Record ]
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™ I . MAP SYSTEM

CHANGE OF INFORMATION FORM

| SCANABLE DOCUMENT - READ THE FOLLOWING RULES |

1. Changes must be kept in the space limitations shown 3. Print in CAPITAL LETTERS with BLACK PEN ONLY
.- 4. Allow only one space betweett names, nunibers and addresses

2. DO NOT use punctuation

"SPECIAL NOTE:

Ifa TRUST mumber is frreotved, it must be put with the NAME, lesve one space between the name and aumbtr

Ifyou do not have enough room for yoar fall name, just your last name will be adequate
Property Index oumbers (PIN #) MUST BE INCLUDED ON EVERY FORM

* PIN:
3l-17lol-1710lo] - 10 B AL -|2[0]9]©
NAME ' . .
Alelsluirltlele |7lzls W #nlal | ClAe

MAILING ADDRESS:

STREET NUMBER  STREET NAME = APT or UNIT

V)&

7113151 (W |74 |€lo 7171 |4

clalelel4lal o

STATE:  -Zap:

1L elO|G|TY [ =137

40

PROPERTY ADDRESS:

STREET NUMBER.__ STREET NAME = APT or UNIT

gl 1ol 11 bl len| (410 e

CITY

LML

6

.

o
1.

2

Public Record
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File Number 0195292-7

To all to whom these Presents Shall Come, Greeting:

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

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

IN GOOD STANDING AS A DOMESTIC LIMITED LIABILITY COMPANY IN THE STATE
OF ILLINOIS.

In Testimony Whereof, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 11TH

day of FEBRUARY AD. 2011

Y \,. N )
O AR
Authentication #: 1104200682 ‘M

Authenticate at: http:/fwww .cybardrivaillinols.com

SECHETARY OF STATE

ATTACHMENT 3




CURRENT ORGANIZATIONAL CHARTS

ATTACHMENT 4




'8ed jxau ) Lo 21R J YINoIy Y SA0WO0) JO 1%L
'Sannns 19tRo 10 suonesodios 1goad 1o} apouap s9[al)
‘suoneiodios yyard 10§ 100 MOUIP SAXOY

ATTACHMENT 4

HE3
e ] ol
‘mopy Rooempy Tummy
oo RO WOjaLInday
WA
Q¥ rewr
M ARG
Laminin Ansp
{ama0apy 00 [Ropriteicy A RIEH
st aTEe W00} gy dapg prjany [E—
L Jodmpyay Amgnry
pueesydiopt i peay .“._ “wanky
sovaay Acrting s 16mn _Piwm foH
VORXIREITY
ARG
RO A AR Ak
LR

JomestOm ooz

RsaEy
PrIOd e

P wairguRd s S ] w0 wAmgson D T sy
WAtopmag y EWALTS GMOH Aowpgury oS piiart 4 A PN Py voyFrumEy PRIpOR
SRR 5 ] 1 | ] e H e §Bﬁﬂ“¢ Aapamzg e rars o b R =

C.o_ua.uoaucnvH JudIeJ WA)SAS)
uonei10dio)) 2ae)) Y3[edH UONIALINSIY

pieog diysiosuodg

[PUN0) PUE [BIIHIACL]

- [jaaezeN] Jo A[iae ] A[OH 393 JO SI3ISIS

[12uno)) pue [eUIACL]

— WONIIIINSIY Y} JO SINSIS

2INIINIS IUBWIIACL) puk [euoneziuedi() eisodio)

uonel

0107 ‘17 139010

0d107) 31e) YBIH NONRLINSIY



Resurrection Health Care‘Corporaﬁon
Legal Organizational Structure
As of October 21, 2010
Footnotes

A Formerly named Saint Francis Hospital of Evanston (name change effective November 22, 2004)
B Became part of the Resurrection system effective March 1, 2001, as parl of the agreement of co-spansorship between the Sisters of the Resurrection, Immaculate Conception Pravince and

the Sisters of the Holy Family of Nazareth, Sacred Hearl Province

€ Created from merger of Saint Elizabeth Hospilal into Saint Mary of Nazareth Hospital Center, and name change of latter (surviving) corporation, both effective 12/1/03. Saint Mary of
Nazareth Hospital Center (now part of Saints Mary and Elizabeth Medical Center) became pert of Resurrection system under the co-sponsorship agreement referenced in Footnote B above

D Saint Joseph Hospital, f/k/a Cana Services Corporation, fi/a Westlake Health System

E  Formerly known as West Suburban Health Services, this 501 ()(3) corporation had been the parent corporation of West Suburban Medical Center prior ta the haspital corporation becoming
part of the Resurrection Health Care system. Effective January 1, 2010, Resurrection Ambulatory Services assumed the assets and liabilities of Resurrection Services' ambulatory care
services division.

F A Cayman Islands corporation registered to do business as an insurance company

O Corporstion formerly known as Westlake Nursing md Rehebilitation Center (also f/k/a Leyden Community Extended Care Center, Inc.)

B Resurrection Home Health Services, £i/a Health Connections, Inc., is the combined operations of Exiended Health Services, Inc.,, Community Nursing Service West, Resurrection Home
Care, and St. Francis Home Health Care (the assets of all of which were transfemred to Health Connections, Inc. as of July 1, 1999},

! Hely Family Healih Preferred is a former d/b/a of Saints Mary and Elizabeth Health Preferred, and Saint Joseph Health Preferred. Operates under the d/b/a names of Resurrection Health

Preferred, Saint Francis Health Preferred, and Holy Family Health Preferred

) D/B/A name for Proviso Family Services, a’/k/a ProCare Centers, a/k/a Employee Resource Centers

K Former parent of Holy Family Medical Center; non-operating 501(c)(3) “shell” available for future use

L An lllinois general partnership between Saint Joseph Hospital and Advocate Northside Health System, an 1linois not for profit corporation

M Resurrcction Health Care is the Corporate Member of RMNY, with extensive reserve powers, including appointment/removal of al] Dircctors and epproval of amendments to the
Comporation’s Articles and Bylaws. The Sponsoring Member of the Corporation is the Sisters of the Resurrection New York, Inc.

W Resurrection Services owns over 50% of the membership interests of Belmont/Harlem, LLC, an 1llinois limited liability company, which owns and operates an ambulatory surgery center

© Resumection Services owns a mujority interest in the following Illinois limited liability companics which own and operate sleep disorder diagnostic centers: RES-Health Sleep Care Center of
River Forest, LLC; RES-Health Sleep Care Center of Lincoln Park, LLC; RES-Health Sleep Carc Center of Evansten, LLC; RES-Health Sieep Care Center of Chicago Northwest, LLC

P Joint Yenture for clinical lab services for 2 other Catholic health care systems, Provena and Sisters of Saint Francis Health Services, Inc., comsisting of an Indiana limited liability company of
which Resurrection Services is o 1/3 member, and a tax-cxempl cooperative hospital service corporation, of which all Resurrection tax-exempt system hospitals collectively have a 1/3 interest

@ Formerly named Westlake Community Hospital; all the asscts of this corporation were sold to VHS Westleke Hospita) Inc., effective August 1, 2010

R Formerly named West Suburbnn Medicel Center; all the assets of this cosporation were sold to VHS West Suburhan Medical Center, Inc., effective August 1, 2010
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PROPOSED ORGANIZATIONAL CHART
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IDENTIFICATION OF PROJECT COSTS

Fair Market Value of the ASTC and Equipment

51% of the insured value of the ASTC ($4,098,637), consistent with
Resurrection’s ownership share, was used to identify the Fair Market Value facility,
consistent with a discussion of methodology with IHFSRB staff. The depreciated value
of the ASTC’s equipment was estimated at 51% of 20% of the replacement value of the
equipment typical to a 4-OR multi-specialty ASTC ($173,400).

Consulting and Other Fees

The transaction-related costs anticipated to be incurred by Provena Health and
Resurrection Health Care Corporation (approximately $8,500,000) was equally
apportioned among the thirteen hospitals, one ASTC and one ESRD facility for which
CON applications need to be filed. The transaction-related costs include, but are not
limited to: the due diligence process, the preparation of transaction-related documents,
the CON application development process, CON review fees, and outside legal counsel,
accounting and consulting fees.
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a @ Résurrection T Sandra Bruce, FACHE
% Health Care” Previdens & Chicf Executive Offcer
March 24, 2011

Illinois Health Facilitics

and Services Review Board
525 West Jefferson
Springfield, II. 62761

To Whom It May Concemny;

In accordative with Review Criterion 11102305, Background of the Applicant, we 4rg spbmitting fhis letter
gssuning the Minoly Healfh Eaef}{ﬁes and S‘em_jﬂs Reviigw Board (IHFSRB) that:

b, Gverthe past three years, there have beet, & tofal of five adverse actions m‘?alw::g a Resuneehon

i hésp‘lta] (caCh M%éwmcondmomﬂﬂ’ }]9 ' % est '
‘ o TG G s (LR, s 'it,]'oseph _GS‘pI’Caf

'Hy resgivad in 2009

 BisTters ¢ ip snrvey) wnh cert : £} kBl
3 n‘lt, and (b) OLR. was gited ] c,;lcs in medical staff trammg a*nd corﬂp&fenc:es it
f e ’I‘hc m:a;mng e tmns sa?t;h Qf Wthh mvolves Iafe safefy gmde

If we can in any- way provide dssistarice to your staf{regarding these assurances or afiy cthér issue relafive to
this application; please do not hesitate to call me.

Sincerely,

MM%J €.

Sandra Bruce, FACHE
President & CEO

SB/fdjo

CO-5PONSORS
Sisters of the Holy Family of Nazareth & Sisters of the Resurrection ATTACHMENT 11




19065 Hickary Creek Drive, Suite 300
Mokena, IL 60448

708 478-6300 Tel

708 478-5960 Fax

} PROVENA
Health

March 23, 2011

Illinois Health Facilities - -
and Services Review Board '

525 West Jefferson

Springfield, IL 62761

To Whom It May Concern:

'In accordance with Review Criterion 1110.230.b, Background of the Applicant, we are
submitting this letter assuring the Illinois Health Facilities and Services Review Board
(IHFSRB) that:

3. Neither Provena Health (“Provena”) nor any wholly-affiliated corporation that
owns or operates a facility subject to the [HFSRB’s jurisdiction has had any
adverse actions (as defined in Section 1130.140) taken against any hospital or
ESRD facility during the three (3) year period prior to the filing of this
application, and

4. Provena Health authorizes the State Board and State Agency access to
information to verify documentation or information submitted in response to the
requirements of Review Criterion 1110.230.b or to obtain any documentation or
information which the State Board or State Agency finds pertinent to this
application.

If we can in any way provide assistance to your staff regarding these assurances or any
other issue relative to this application, please do not hesitate to call me.

. OFFICIAL SEAL 3
Sincerely, YVETTE 8 PORTER :
LW&A’ NOTARY PUBLIC - STATE OF ILLINDIS  §
\W\J MY COMMISSION EXPIRES ORI |
]
Meghan Kieffer

System Senior Vice President/General Counsel

ATTACHMENT 11




FACILITIES LICENSED N ILLINOIS

{DPH
Name Location Licensure #
Hospitals Owned by Resurrection Health Care Corporation:
Saint Mary of Nazareth Hospital Chicago 2584
Saint Elizabeth Hospital Chicago 5314
Resurrection Medical Center Chicago 1974
Saint Joseph Hospital Chicagoe 5181
Holy Family Medical Center Des Plaines 1008
St. Francis Hospital of Evanston Evanston 2402
Our Lady of Resurrection Medical Center Chicago 1719
Hospitals Owned by Provena Health:
Covenant Medical Center Urbana 4861
United Samaritan Medical Center Danville 4853
Sainl Joseph Medical Center Joliet 4838
Saint Joseph Hospital Elgin 4887
Provena Mercy Center Aurora 4903
Saint Mary's Hospital Kankakee 4879
Ambulatory Surgical Treatment Centers Owned by
Resurreclion Health Care Corporation:
Belmont/Harlem Surgery Center, LLC* Chicago 7003131
End Stage Renal Disease Facilities Owned by
FProvena Health: -
Manteno Dialysis Center Manteno n/a
Long-Term Care Facilities Owned by
Provena Health:
Provena Villa Franciscan Joliet 2009220
Provena St. Anne Center Rockford 2004899
Provena Pine View Care Center St. Charles 2009222
Provena Our Lady of Victory Bourbonnais 2013080
Provena Geneva Care Center Geneva 1998875
Provena McCauley Manor Aurora 1992916
Provena Cor Mariae Center Rockford 1927199
Provena Si. Joseph Center Freeport 0041871
Provena Heritage Village Kankakee 0042457
Long-Term Care Facilities Owned by
Resurrection Health Care Corporation:
Hely Family Nursing and Rehabilitation Center Des Plaines 0048652
Maryhaven Nursing and Rehabilitation Center Glenview 0044768
Resurrection Life Center Chicago 0044354
Rasurrection Nursing and Rehabilitation Ctr. Park Ridge 0044362
Saint Andrew Life Center Niles 0044776
Saint Benedict Nursing and Rehabilitation Cir. Niles 0044784
Villa Scalabrini Nursing and Rehabilitation Ctr. Narthiake (0044792

*

Resurrection Health Care Corporation has a 51% ownarship interest

*k

Provena Health has a 50% ownership interest |
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Healthcare Facilities Accreditation Program

March 22, 2011

Margaret McDermott

Saints Mary and Elizabeth Medical Center
1431 N. Claremont

Chicago, IL 60622

Dear Ms. McDermott:

This letter is to certify that Saints Mary and Elizabeth Medical Center in Chicago, IL is
currently accredited by the Healthcare Facilities Accreditation Program (HFAP) of the
American Osteopathic Association (AOA).

The hospital was surveyed for re-accreditation by HFAP on November 15-17, 2010. They
are currently in process and have not yet received their Accreditation Letter or

Certificate.

You may use a copy of this letter with external organizations to demonstrate your
accreditation status. Questions about the HFAP may be directed to my attention via
phone at 312-202-8060. .

Sincerely,

m

Troy Ann Repuszka, RN, BScN,
Deputy Director, HFAP
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Healtheare Facilities Accreditation Program

March 22, 2011

Sandra Bruce, CEO
Resurrection Medical Center
7435 W. Talcott

Chicago, IL 60637

Dear Ms. Bruce:

This letter is to certify that Resurrection Medical Center in Chicago, IL is currently
accredited by the Healthcare Facilities Accreditation Program (HFAP) of the American
Osteopathic Association (AOA).

The hospital was surveyed for re-accreditation by HFAP on November 29-December 1,
2010. They are currently in process and have not yet received their Accreditation Letter or

Certificate.

You may use a copy of this letter with external organizations to demonstrate your
accreditation status. Questions about the HFAP may be directed to my attention via
phone at 312-202-8060.

Sincerely,

oy Bk

Troy Ann Repuszka, RN, BScN,
Deputy Director, HFAP
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HFEFARP

Healthcare Facilities Acereditation Program

February 11,2011

Carol Schultz
Accreditation Coordinator
St. Joseph Hospital

2900 N. Lakeshore Drive
Chicago, IL. 60657

Dear Ms. Schultz:

This letter is to certify that St. Joseph Hospital in Chicago, IL is currently accredited by
the Healthcare Facilities Accreditation Program (HFAP) of the American Osteopathic
Association (AQA).

The hospital was surveyed for re-accreditation by HFAP on October 11-13, 2010. They are
currently in process and have not yet received their Accreditation Letter or Certificate.

You may use a copy of this letter with external organizations to demonstrate your
accreditation status. Questions about the HFAP may be directed to my attention via
phone at 312-202-8060.

Sincerely,

oy Koy

Troy Ann Repuszka, RN, BScN,
Deputy Director, HFAP
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EALTHCAR ITIES ACCREDITATION
HEALTHCARE FACILITIES ACCREDITATION PROGRAM
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142 E. Ontario Street, Chicago, IL. 60611-2864 ;5 312 202 8258 | 800- 621 -1773 X 8256

January 7, 2011

John Baird

Chief Executive Officer
Holy Family Medical Center
100 North River Road

Des Plaines, IL 60016

Dear Mr Baud :

The American Osteopathic Association's Bureau of Healthcare Facilities Accreditation Executive Commuttee, at its meeting
on January 4, 2011 reviewed the recertification survey report and found all Medicare conditions have been met. Your facility
has been granted Full Accreditation, with resurvey within 3 yeats and AOA/HFAP recommmends continued deemed
status.

| Holy Family Medical Center (All Sites as Listed) Program: Acute Care Hospital
100 Notth Rivet Road CCN # 140105
Des Plaines, IL 60016 HFAP ID: 158128
Survey Dates: 08/23/2010 — 08/25/2010
Effective Date of Accreditation: 09/12/2010 - 09/12/2013

Condition Level Deficiencies: None
(Use crosswalk and CFR cittations, if applicable):

No further action 1s required.

Sincerely,

Lo b R,

George A. Reuther
Secretary

GAR/pmh

C: Laura Weber, Health Insurance Specialist, CMS
Region V, CMS
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Gtate of Blinois 2009508 =
'mﬁmu.ﬁﬁdmﬁﬁ of Public Health

m LICENSE, PERMIT, CERTIFICATION, REGISTRATION v

The person, firm or corporation whose name appaars on this certificate has complied wiih the
provisions of the llinols Statutes andfor rules and reguiabons and is hereby 3uthorized to
engage in the aciivity as indicaled below.

Isaued unde- the autherity of
DAKDR To .P?EOF? p» Holia The Stato of Winois

D ﬂﬂ m.uﬁ»wv Department al Public Haalth
] T EXPIRATION a.ﬁm CATREGORY 0. NUMBER

12/38/118 553 B0G2402
Full LICENSE
GENERAL HOSPITAL
EFFECTIVE: 01701711

BUSINESS ADDRESS

S¥e FRANCIES HUSPITAL DF cYaNSTON
355 HEDGE AVEMUE

eYaARS Y ON Al &L202
._._5 tace of Hils foepss E.: colored _E.*wa::n Printed hy Ewﬁ& of the 532 of fitingis » 4737 «

N R e s

~g~— DISPLAY THIS PART IN A
CONSPICUCUS PLACE

REMOVE THIS CARD TO CARRY AS AN
IDENTIFICATION

«

State of llinois N D Ommo m
Department of Pullic Health
LICENSE, PERMIT, CERTIFICATION. AEGISTRATION

STe FRAKLIS HUSPITAL OF ZVANSTON

EXFIRATION DATE CATEAORY D NUMBER

2§31/11 8630 Q002402

FULL LICENSE
CENERAL HOSPITAL
EFFLCTIVE:S G1/01/11

12 /05710

STe FRARCIS HOUSPITAL UF LYANSTCH

355 RIDGE AVENGE

cWANSTON I 68202

FEE RECEIPT NO.
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AMERICAN OSTEQPATHIC ASSOCIATION.

BUREAU OF HEALTHCARE FACILITIES ACCREDITATION
HEALTHCARE FACILITIES ACCREDITATION PROGRAM

142 E. Ontario Street, Chicago, IL 60611.28684 342 202 8258 | BOO- 621 1773 X 8268

January 24, 2011

Jeffrey Murphy

Chief Executive Officer
Saint Francis Hospital
355 Ridge Avenue
Evanston, IL 60202

Dear Mr Murphy :

The American Osteopathic Assodiation’s Bureau of Healthcare Facilities Accreditation Executive Committee, at its meeting
on January 18, 2011 reviewed the recertification survey report and found all Medicare conditions have been met. Your
Facility has been granted Full Accreditation, with resurvey within 3 years and ACA/HFAP recommends continued
deemed status.

Saint Francis Hospital (All Sites as Listed) Program: Acute Care Hospital
355 Radge Avenue CCN # 140080
Ewvanston, IL 60202 HFAP ID: 118476

Survey Dates: 10/4/2010 - 10/6/2010
Effective Date of Accreditadon: 10/26/2010 - 10/26/2013

Condition Level Deficiencies: [X] None
(Use crosswalk and CFR atiations, if applicable):

No further action is tequired.

Sincerely,

Mowpe b M,

George A. Reuther
Secretary

GAR/pmh

C: Laura Weber, Health Insurance Specialist, CMS
Repion V, CMS

:\E-e einua 201 1.Franis

SPrta!Evanston ILE1 15576\58I P Hospital. L. CCN# 140080. Hosp.doc
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L State of [Hinois 2035984
St Bepartmgnt of Public Health

(( LICENSE, PERMIT, CERTIFICATION, REGISTRATION >>

The person, finn of corperalion whose name appears on this cartificate has complied with the
provisions of the Winois Stafrles andfor rules and regulations and is hereby authorized to
engage in the activity as indicaled below.

sued under tha auiharity of

ol
bA?ﬁD hi}i?{ Fé ? SE}!L n M @ E - m;mn:n?fc:";uliic Heatih
EXPIATION DATE CATEBONY T0. NURBER
OELR0LLE 25 COETLY

FULL LICENSE
SENERAL HOSPITAL
FFEECTIVET  07/C3/1%

'EﬁﬁﬁﬁﬁﬁﬁﬁﬁmﬁﬁﬂﬁﬁmﬂWﬁﬁ@ﬁmﬁﬂaFT

BUSINESS ADDRESS

T
i

hlLAbU : M GUEDS
la Jicense has & oo'lm‘ed hadtumund Printed by Authotity of the State of IJIinoIs 1 41‘91

DISPLAY THIS PART [N A
CONSFPICUQUS PLACE

g

REMOVE THIS CARD TO CARRY AS AN
{DENTIFICATION

CE/0M711

OUR LADY OF THE RESURRECYICK MELL
5645 HEST ADEDYISON STREET

LHICASD L 60624

FEE RECEIPT NO.

ATTACHMENT 11
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HE

Healthcare Fatilities Accreditation Program

March 11, 2011

Betsy Pankau

Accreditation Coordinator
Our Lady of the Resmrrection
5645 West Addison

Chicago, IL. 60634

Dear Ms. Pankau:

This letter is to certify that Our Lady of the Resurrection Hospital in Chicago, IL is
currently accredited by the Healthcare Facilities Accreditation Program (HFAP) of the
American Osteopathic Association (AOA),

The hospital was surveyed for re-accreditation by HFAP on October 18-20, 2010. They are
currently in process and have not yet received their Accreditation Letter or Certificate.

You may use a copy of this letter with external organizations to demonstrate your
accreditation status. Questions about the HFAP may be directed to my attention via
phone at 312-202-8060,

Sincerely,

oy Kopohe

Troy Ann Repuszka, RN, BScN,
Deputy Director, HFAP

ATTACHMENT 11
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The person, {im of corperalion whase name appears an this certificate hat complied with the i
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Provena Covenant Medical Center
Utrbana, IL

has been Accredited by

The Joint Commission

Which has surveyed this organization and found it to meet the requirements for the

Hospital Accreditation Program

July 12, 2008

Accreditation is customarily valid for up to 39 months.

‘Q‘wf,‘i ﬁﬁ% o o (o

Orgaptzation D4 Merk Chomsin, M.D.
Chairman of the Board Pregident
The Joint Commission is an independent, not-for-profit, national body that oversees the safety and quality of health care and

other services provided in accredited organtzations, Information sbout accredited organizations may be provided direcely
to The Jolnt Commission at 1-800-994-6610. Information ¢

ing accrediraclon and the accreditation performance of
individual organtzations can be obtained through The Joint Commission’s web site at www.joimtcommission.omg.
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Provena United Samaritans

Medical Center
Danville, IL

has been Accredited by

The Joint Commission

Which has surveyed this organization and found it to meet the tequirements for the

Hospital Accreditation Program

July 26, 2008

Accreditation is customarily valid for up to 39 months.

Qovit 2/ ot e st sz

Divid L. Nehrwold, M.D. Onyganltion 1D #
Chalrman of the Board President

The Joint Commilssion ls an independent, not-for-profit, national body that oversees the safety and quality of health care and
other services provided in accredited organizations. Information sbout mccredited organizations may be provided directly
to The Joint Commission at 1-800-994-6610. Information regarding accreditation and the accreditation performance of
individual organizations can be obtsined through The Joint Commission’s web site at www.jointcommission.org.
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[ The Joint Commission

April 5,2011

Jeffrey L. Brickman, M.B.A. Joint Commission I #: 7364

President and CEQ Program: Hospital Accreditation

Provena Saint Joseph Medical Center Accreditation Activity: (0-day Evidence of
333 North Madison Street Standards Compliance

Jotict, IL 60435 Accreditation Activity Completed: 04/05/2011

Dear Mr. Brickman:

The toint Commission would like to thank your organization for participating in the accreditation process. This
process is designed to help your orgenization continuously provide safe, high-quality care, weatment, and services
by identifying opportunities for improvement in your processes and helping you follow through on and
implement these impravements. We encourage you to use the accreditation process as a continuous standards

compliance and operational improvement 100l
The Joint Commission is granting your organization an accreditation decisian of Accredited for all services
surveyed under the applicable manual(s} noted below:

ion Man ospital

This acereditation cyele is effective beginning January 29, 2011. The Joint Commission reserves the right to
shorten or lengthen the duration of the cycle; however, the certificate and eycle arc customarily vatid for up to 36

months.

Piease visit Quality Check® on The Joint Commission web site for updated information related to your
accreditation decision.

We encourage you to share this accreditation decision with your organization’s eppropristc staff, leadership, and

governing body. You may also want to inform the Centers for Medicare and Medicaid Services (CMS), state or
regional rcgulatory services, and the public you serve of your organization's accreditation decision.

Please be assured that The Joint Commission will keep the report confidential, except as required by law, To
ensure that The Joint Commission’s information aboul your organization is always accurale and current, our
policy requires that you inform us of any changes in the name or ownership of your organization or the health

care services you provide.

Sincerely,

fon St B & PR

Ann Scott Blouin, BN, Ph.D.
Executive Vice President
Accreditation and Certification Operations

ATTACHMENT i1
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PROVENA HDSPITALS
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ELGIN IL 663120

FEE RECEIPT NO.



Provena Saint Joseph Hospital
Elgin, IL
has beeri Accredited by

The Joint Commission

Which has surveyed this organization and found it to meet the requirements for the
Hospital Accreditation Program

May 10, 2008
Accreditation is customarily valid for up to 39 months.

Qi 2/l byeentet.. . Pk %KL

David L. Nahrwold, M.D. Orgaolmation ID # Mark Chassin, M.D,
Chairman of the Board President

The Joint Commission is an independenr, not-for-profit, national body that oversees the safety and quality of health care and
other services provided in accredited organizations. Information about accredited organizations may be provided direcdy
to The Joint Commission at 1-800-994-6610. Information regarding accreditation and the accreditation performance of
individual organizations can be obtained through The Joint Commission’s web site at www.jointcommission.orp.
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P The Joint Commission

June 17, 2011

George Einhorn, RN Joint Commission ID #: 7240

Interim CEQ Program: Behaviorat Health Care Accreditation
Provena Mercy Medical Center Accreditation Activity: 60-day Evidence of
1325 North Highland Avenue Standards Compliance

Aurora, IL 60506 Accreditation Activity Completed: 06/16/2011
Dear Mr. Einhomn:

The Joint Commission would like to thank your organization for participating in the accreditation proccss. This
process is designed to help your organization continuously provide safc, high-quality care, treatment, and services
by identifying opportunities for improvement in your processes and hefping you follow through on and
implement these improvements. We encourage you to use the accreditation process as 4 continuous standards

compliance and operational improvement tool.
The Joint Commission is granting your organization an accreditation decision of Accredited for all services
surveyed under the applicable manual(s) noted below:

0 ensi itati al for Behavio ea a

This accreditation cycle is effective beginning March 05, 2011. The Joint Commission reserves the right to
shorten or lengthen the duration of the cycle; however, the certificate and cycle are customarily valid for up to 36

months.
Please visit Qualitv Check® on The Joint Commission web site for updated information related to your
accreditation decision.

We encourage you to share this accreditation decision with your organization’s appropriate staff, leadership, and
governing body. You may also want to inform the Centers for Medicare and Medicaid Services (CMS), state or
regional regulatory services, and the public you serve of your organization’s acerceditation decision,

Plcase be assured that The Joint Commission will keep the report confidential, except as required by law. To
ensure that The Joint Commission’s information about your organization is always accurate and current, out
policy requires that you inform us of any changes in the name or ownership of your organization or the health

care services you provide.

Sincerely,
Ann Scott Bloum, RN, Ph.D.

Executive Vice President
Accreditation and Certification Operations

ATTACHMENT 11
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PROVENA HOSPITALS

D/B/A SAINT MARY®S . HOSPITAL
500 WEST COURY STREEY
KANKAKEE IL 60901

FEE RECEIPT NO.
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V7 The Joint Commission

May 27, 2011

Joint Commission 1D #: 7367

Program: Hospital Accreditation

Accreditation Activity: 60-day Evidence of
Standards Compliance

Accreditation Activity Completed: 05/27/2011]

Michaet Amo, MBA, MHA

President and CEO, Provena St Mary's
Hospital,

Provena S1. Mary's Hospital

5300 West Court Street

Kankakec, H. 60901

Dear Mr. Arno:

The Joint Conunission would like to think your organization for participming in the acereditation process. This
process is designed to help your organization comtinuously provide safc. high-guality cure, treatment, and services
by identilying opporiuitics for improvemeni in your processes and helping you (oHow through on and
implement these improvements, We cieourage you to use the sccreditation proeess as i continuous standurds

compliance and operational improvement (oo,
The loint Comimission is granting your organization an accreditation decision of Accredited for all services
surveyed under the applicable manuul{s} noted below:

Comprehensive Accreditation Manual for Hospitals

This accreditation cyele is effective beginning April 02, 204 1. The Joint Commission resecves the right o shorten
or lengthen the duration of the cycle; however, the certificate and eyele are customarily valid for up to 36 manths.
Mease visit Quality Check® on The Joint Commission web site for updated intformation related to your
accreditation decision.

We encourage you to share this accrediration decision wilh your organization's appropriate staff, lcadership, and
voveraing body. You may also want to inforim the Centers for Medicare and Medicaid Scrvices {CMS), state or
regional regulatory services, and the publie you serve of your organization’s acereditation decision.

Please be assured that The Joint Comumission will keep the report confidential, except as required by law. To
ensure that The Joint Comnission’s information about your vrganization is always accurate and current, our
policy requires that you inform us of any changes in the name or ownership of your orgmmization or the health

care services you provide.

Singerely,

N T Y

Ann Scott Blouin, RN, Ph.D.
Execulive Vice President
Accreditanion and Certification Operations

ATTACHMENT 11
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elmont/Harlem Surgical Center, LLC
Chicago, IL

has been Accredited by
‘ ,
i

The Joint Commission

Which has surveyed this organization and found it to meet the requirements for the

Ambulatory Health Care Accreditation Program

July 8, 2010

Accreditation is customarily valid for up to 39 months.

nol &Oﬂ abureen Organization ID #452703 W %5 2

David L. Nahrwold, M.D. Print/Reprint Date: 7/21/10 Aﬁgém{%lﬁ’ M.D.

Chairman of the Board President




Printed: 11/14/2005

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
- CENTERS FOR NEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT QF FEFICIENCIES (1) PROVIDER/SUPPLER/CLLA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN 0O*'CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
B. WING
99ES-63 11/15/2005
NAME OF PROVIDER OR SUPFLIER . STREET ADDRESS, GITY, STATE, ZIP CODE
MANTENO DIALYSIS CENTRE 1 EAST DIVISION
MANTENOQ, IL 60950

{X4)iD SUMMARY STATEMENT OF DEFICIENCIES Th) PROVIDER'S PLAN OF CORRECTION {%8)
PREFIX {EACH DEF(CIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CROSS- CON}J"A—EE'DN

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY)

V 000} INITIAL COMMENTS vV 000

Surveyor: 11384

A. Based on policy and procedure review,
interview with hemodialysis staff members and
review of patient records, Manteno Dialysis
Centre located at 1 E. Division St,, Manteno, IL
has met the requirements at 42 CFR 405,
Subpart U and is in compfiance with the
Conditions of Coverage for End Stage Renal
Dialysis (ESRD) facilities in the State of IL, as of
11/15/05. No deficiencies were cited.

11384

{X6) DATE

LA}ORATO Y DIREGTOR" R PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE
\
" ion Voo line DO CED ftys

. s deficiency statement ending with an asterisk {*) denotes s deficiency which the institution may be excused from correcting providing it is determined that
cther sefeguards provide sufficient protection fo the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survay whether or not a plan of correction ts provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documenis are made avallable to the facility. If deficiencies are cited, an approved plan of correction is re uilsite to continued

program participation, ATTACHMENT

JRM CMS-2567(02-99) Previous Versions Obsolete
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PURPOSE OF THE PROJECT

The project addressed in this application is limited to a change of ownership as
defined in the IHFSRB’s rules, and does not propose any change to the services provided,
at Belmont and Harlem Center. The facility wili continue operate as amulti-specialy
ambulatory surgical treatment center (ASTC). No change in the facility’s IDPH license

will be required.

The proposed change of ownership will result from the planned merger of the
Provena and Resurrection systems, through the establishment of a not-for-profit,
charitable “super parent” entity. This super parent will provide unified corporate
oversight and system governance by serving as the corporate parent of Resurrection
Health Care Corporation and Provena Health, each of which is the current parent entity of
the Resurrection and Provena systems, respectively. The proposed merger—and the
resultant deemed changes of ownership of the systems’ facilities—will position
Resurrection and Provena to strengthen access to Catholic health care, improve their
long-term financial viability, enhance clinical capabilities, improve employee and
medical staff satisfaction through a shared culture and integrated leadership, and position

the unified system for innovation and adaptation under health care reform.
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The table below identifies the ASTC’s patient origin for the 12-month period

ending September 30, 2010, identifying each ZIP Code area that contributed a minimum

of 1.0% of the ASTC’s patients during that period.

Cumulative
ZIP Community Patients % %
Code
60634 |Chicago-Dunning 299 11.1% 11.1%
60631 |Chicago-Norwood park 214 7.9% 19.0%
60706 |Harwood Heights. 187 6.9% 25.9%
60656 |Chicago-Oriole Park 178 6.6% 32.5%
60630 |Chicago-Jefferson Park 175 6.5% 39.0%
60068 ([Park Ridge 122 4.5% 43.5%
60641 [Chicago-Irving Park 122 4.5% 48.0%
60707 |Elmwood park 88 3.3% 51.3%
60714 |Niles 78 2.9% 54.2%
60646 |Lincolnwood 71 2.6% 56.8%
60016 |Des Plaines 69 26% 59.3%
60639 |Chicago-Cragin 69 2.6% 61.9%
60618 [Chicago-Avondale 40 1.5% 63.4%
60018 |Des Plaines 38 1.4% 64.8%
60176 |Schilier Park 35 1.3% 66.1%
60056 |Mount Prospect 32 1.2% 67.3%
60131 |Franklin Park 29 1.1% 68.3%
other ZIP Code areas contributing <1% 855 31.7% 100.0%
2,701 | 100.0%

As can be noted from the table above, seventeen ZIP Code areas accounted for

over 68% of the ASTC’s patients. This analysis clearly demonstrates that the ASTC

provides services primarily to area residents.

The measurable goals resulting from the consolidating of the systems will be

continually high patient satisfaction reports, strong utilization levels, and improved

ATTACHMENT 12




access to capital to ensure that the hospital’s physical plant is well maintained and that
needed equipment can be acquired. These goals will each be measurable within two

years.
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ALTERNATIVES

Section 1110.230(c) requests that an applicant document that the proposed project
is the most effective or least costly alternative for meeting the health care needs of the

population to be served.

This project is limited to a change of ownership resulting from the proposed
merger of the Provena and Resurrection systems. As described elsewhere in this
application, this is being implemented through the formation of a “super parent” entity
that will create unified system oversight. This super parent structure will create a change
in control, and under IHFSRB rules, a change of ownership of thirteen (13) hospitals, one
(1) ambulatory surgical treatment center (ASTC), and one (1) end stage renal disease

(ESRD) facility.

In order to best respond to Section 1110.230(c) given the nature of the project,
technical assistance direction was sought from State Agency staff on February 22, 2010.
Through the technical assistance process, the applicants were advised by State Agency
staff that it would be appropriate to explain why this proposed system merger was the

only alternative considered.
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As explained in the Project Overview, Resurrection and Provena are committed to
advancing the shared mission of the existing health systems in a manner that improves
long-term financial viability, clinical integration and administrative efficiencies. For
these two not-for-profit Catholic health systems, the merger of the systems is uniquely

well-suited to meeting these mission, service delivery, and efficiency goals.

In very different circumstances, health systems might give serious consideration
to an asset sale/acquisition in exchange for cash considerations, or to a corporate
reorganization in which one party acquires and controls the other. Here, however,
Provena and Resurrection have determined, through a process of discernment that
involved both existing systems and the five (5) religious sponsors, that the systems
should come together in a merger of equals transaction through a super parent structure,
which will align corporate oversight, provide unified governance equally to entities
currently in both systems, and avert the need for asset sale/acquisition. The System

Merger Agreement has been submitted with this application.
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IMPACT STATEMENT

The proposed change of ownership will have a significant positive broad-based
and health care delivery impact on the communities historically served by Belmont and
Harlem Surgery Center. Consistent with THFSRB rules, this impact statement covers the

two-year period following the proposed change of ownership.

Reason for the Transaction

Through both discernment and due diligence processes, Resurrection Health Care
Corporation (“Resurrection™) and its sponsoring congregations have concluded that its
hospitals and other facilities can better serve their patients and their communities if the
Resurrection system were to merge with that of Provena Health (“Provena”). By doing
so, Resurrection anticipates that it will be able to improve its administrative efficiencies

and enhance its clinical integration efforts, consistent with its mission.

Anticipated Changes to the Number of Beds or Services Currently Offered

No changes are anticipated either to the scope of services currently provided at

Belmont and Harlem Surgery Center.
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Operating Entity

Upon the change of ownership, the operating entity/licensee will remain

Belmont/Harlem Surgery Center, LLC.

Additions or Reductions in Staff

No changes in clinical or non-system administrative staffing, aside from those
routine changes typical of ambulatory surgical treatment centers (ASTCs), are anticipated
during the first two years following the proposed change of ownership. The applicants
fully intend to offer all current employees positions at compensation levels and employee

benefits equivalent to their current position, compensation and benefits.

Cost/Benefit Analysis of the Transaction

1. Cost

The costs associated with the transaction are limited to those identified in Section
I and discussed in ATTACHMENT 7, those being an apportionment of the transactional
costs, categorized as “Consulting and Other Fees”. As required by the IHFSRB’s rules,
51% of the value (consistent with Resurrection’s ownership interest) of the ASTC is
included in the project cost identified in Section I of this application document.
However, that identified component of the “project cost” does not result in any

expenditure by any applicant.
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2. Benefit
The applicants believe that the community will benefit greatly from the change of
ownership, primarily through the combined system’s ability to operate more efficiently,

improve clinical integration, and enhanced access to capital.
In 2009, the ASTC treated approximately 2,300 patients.

It is the expectation of the applicants that, for a minimum of two years following
the change of ownership, all programs and services currently provided by Belmont and
Harlem Surgery Center will continue to be provided, and consistent with IHFSRB

requirements, access to the ASTC’s services will not be diminished.
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ACCESS

Access to the facilities addressed in the merger will not become more restrictive
as a result of the merger; and letters affirming such from the Chief Executive Officers of

Provena Health and Resurrection Health Care Corporation are attached.

Attached are the ambulatory surgery treatment center’s (ASTC’s) Admissions
Process policy, addressing non-discrimination and its Charity Care policy. These policies

will remain in place following the change of ownership.

Belmont and Harlem Surgery Center will, as is the case now, operate without any
restrictive admissions policies, related to race, ethnic background, religion, payment
source, or any other factor. In addition, no agreements with private third party payors
currently in place at Belmont and Harlem Surgery Center are anticipated to be

discontinued as a result of the proposed change of ownership.
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March 24, 2011

Illinois Health Facilities
and Services Review Board
Springfield, Illinois

To Whern 1 May (o

Plazse be advived that Bollowing the dumge of wimesship of the hospitals & ARTC dised
sed of controlled by Resurtectin Hasits Sare Corporation, the adetssians pﬁ}i}ﬁles af

ﬁmﬁaf%ﬂtﬁm will not Heaosie fees reshrctive.,

ot ﬁwmyw& @m@@m plowing
M%@tﬁ e State Aggfi upon completfan,

Stngerely,

President & CRO

Wotatized:

CO-SPONSORS

Sisters of the Holy Family of Nazareth & Sisters of the Resorrection AWAW B




19065:Hickory Creek Diive; Syile 300

Mokena; il 50448

708-478:6300 Tel

708:478-5960 Fax.
#18 PROVENA

- Health

March 23, 2011

Illinois Health Facilities
and Services Review Board
Springfield,.lllinois

To Whom It May Concern:
Please:be advised that following the change of ownership of the hospitals-and ESRD

facility directly-or indircctly owned or controlled by Provena Health, the admissions
policies of those fagilities will not become more restrictive,

Provena and Resurrection, in consultation with the Hllinois. Attomey 'Genc,ral_’s-p‘fﬁcg’, are
currently revising:the charity care policy to be used following the system merger. That
revised policy will be provided to the State Agency upon completion.

‘Sinccrcl,y=
Guy Wiebling = i Mﬁ&“ﬁpﬁ“m
President & CEO NOTARY.PUBLIC - STATE OF ILLINOIS

‘ ‘ _ b 4 MchMwssmsmeEsmmm

Notarized:
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CURRENT ADMISSIONS
and
CHARITY CARE POLICIES
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Belmont-Harlem Surgery Center Page 1 of 1
Policy Number 2.10

Clinical Policies and Procedures Manual

SECTION: TX/Care of Patient
TITLE: ADMISSION PROCESS
POLICY #: BHSC.2.10

EFFECTIVE DATE: May 2008

REVISION DATE:

The following steps should be followed when admitting a patient to the facility:

1. All patients that will be admitted and receive care appropriately with no distinction in
eligibility and without discrimination.

2. No person will be discriminated against or otherwise denied benefits of care or
service on the grounds of race, sex, national origin, religion, age, sexual preference,
disability or financial means.

3. Patient will be treated with respect and dignity with attention to any spiritual or
cultural needs.

4. Receptionist has compiled a chart prior to the day of admission with all necessary
forms and labels.

5. Patient should be cheerfully greeted and identified by using two (2) patient
identifiers - name and date of birth.

6. The patient’s insurance cards and drivers license is scanned into the system under
the patient’s medical record.

7. The receptionist verifies name band and places it on patient.

8. Patient is asked to sign all necessary forms for billing and release of information,
as well as make any financial payments required.

9. Pre-Op/Holding Nurse is notified that patient has arrived.
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Clinical Policies and Procedures Manual

SECTION: RI/Patient Rights

TITLE: CHARITABLE ASSISTANCE POLICY
POLICY #: BHSC

EFFECTIVE DATE: March 23, 2011

REVISION DATE: N/A

PHILOSOPHY

Belmont/Harlem Surgery Center (BHSC) participates in the provision of charitable assistance by
making care available to Medicaid patients as well as patients whose care may be funded through
charitable discounts. All patients are treated with respect and dignity regardless of their ability to
pay for medical care.

PURPOSE

This policy establishes guidelines for providing charitable assistance to patients. Charitable
assistance includes the provision of care to those who are typically underserved, such as
Medicaid patients, as well as the provision of discounted care to patients who meet the criteria
for financial assistance as set forth in this policy.

REQUIREMENT

BHSC is committed to providing a certain level of charitable assistance each year. This is
accomplished by requiring each physician member to provide at least three (3) charitable
assistance cases in the last two (2) years of the credential period.

PROCESS

1. Financial need will be determined by reviewing information submitted by the patient as part
of an application process. A patient requesting financial assistance should request an
application from BHSC within 90 days of the date of service. Applicants must return a
signed application with the following documents within 20 days of the date of the request
for an application (Belmont/Harlem Surgery Center reserves the right to extend this period
on a case-by-case basis):

If employed, last two month’s pay stubs

Unemployment checks/compensation papers/Social Security checks.
Most recent income tax return, including W-2s for the past two (2) years.
A completed Charity Care Request Form

Information on any other possible forms of payment

Page 1 of 2
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Each situation is reviewed independently and consideration is given to any extenuating
circumstances.

A patient is eligible to receive a full discount (100% of biiled charges) if he or she can
demonstrate family income at or below 100% of the Federal Poverty Income Guidelines.

A patient is eligible for a partial discount — to the extent set forth below - if he or she can
demonstrate family income greater than 100% but less than or equal to 400% of the Federal
Poverty Income Guidelines.

< 100% 100%
101% - 200% 80%
201% - 300% 60%
301% - 400% 40%
Uninsured, but does not meet 20%
income guidelines

. Discounts will be given only after all possible forms of potential payment have been
exhausted, including application for Public Aid.

. Discounts will be given only for cases involving medically necessary care.

. The Medical Staff Advisory Board shall administer this Policy. All applications will be
reviewed and approved by the Medical Staff Advisory Board.

. Adoption or amendment of this Policy requires consent from the Board of Managers.

. This Policy shall be communicated to all patients as part of the registration process.

Page 2 of 2
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HEALTH CARE SYSTEM

The proposed change of ownership will not restrict the use of other area facilities,
nor will it have an impact on other area providers. For purposes of this section, health

care system refers to the combined Resurrection and Provena systems.

Belmont and Harlem Surgery Center (BHSC) operates as an independent
ambulatory surgical treatment center (ASTC), and is not part of an ASTC system, as is
the case with many other ASTCs in the Chicago area. While Resurrection Health Care
Corporation’s 51% ownership interest in Belmont and Harlem Surgery Center meets the
[HFSRB’s definition of control, the ASTC will not operate as part of the merged system,
as will be the case with the thirteen hospitals currently owned by Resurrection Health

Care Corporation and Provena Health.

Impact of the Proposed Transaction on Other Area Providers

Following the change of ownership, BHSC will continue to operate with an
“open” Medical Staff model, meaning that qualified physicians both can apply for

surgical privileges at the ASTC.
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Patient Transfer Agreements

Belmont and Harlem Surgery Center has patient transfer agreements in place with
Resurrection Medical Center (3.8 miles/12 minutes, per MapQuest) and Our Lady of the
Resurrection Medical Center (2.6 miles/8 minutes, per MapQuest), and copies of those
agreements are attached. It is the intent of the applicants to retain both of those
agreements. Each of the existing transfer agreements will continue in their current form
until those agreements are revised and/or supplemented, if and as necessary. That
revision process is anticipated to take 6-12 months from the date of the change of

ownership.

Duplication of Services

As certified in this application, the applicants fully intend to retain the ASTC’s

clinical programmatic complement for a minimum of two years.

Availability of Services to the Community

The proposed merger will, because of the strength of the newly-created system,
allow for the development of important operations-based services that are not currently
available. Examples of these new programs, which will benefit the community, and
particularly the patient community are an electronic medical records (EMR) vehicle
anticipated to be implemented system-wide, enhanced physician practice-hospital
integration, more efficient equipment planning, replacement and procurement systems,
and expanded material management programs; all of which will benefit the community

through the resultant efficiencies in the delivery of patient care services.
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AMBULATORY SURGICAL TREATMENT CENTER PROFILE-2009 BELMONT/HARLEM SURGERY CENTER, LLC CHICAGO

NUMBER OF PATIENTS BY AGE GROUP NUMBER OF PATIENTS BY PRIMARY PAYMENT SOURCE
AGE MALE FEMALE TOTAL PAYMENT SOURCE MALE FEMALE TOTAL
0-14 15 12 27 Medicaid 25 26 51
15-44 159 185 KE) Medicare 414 851 1,265
45-64 308 322 630 Cther Public 0 0 0
65-74 266 388 694 Insurance 488 433 921
75+ Yea 192 420 612 Private Pay 10 16 26
TOTAL 940 1,327 2,267 Charity Care 3 1 4
TOTAL 940 1,327 2,267
NET REVENUE BY PAYOR SOURCE for Fiscal Year Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense Total Net Revenue
18.7% 0.5% 0.0% 58.6% 222% 100.0% 0%
870,580 21,951 0 2,730,613 1,035,739 4,658,883 16,139

OPERATING ROOM UTILIZATION FOR THE REPORTING YEAR

SURGERY

PREP and AVERAGE

SURGERY CLEAN-UP TOTAL CASE

TOTAL TIME TIME SURGERY TIME

SURGERY AREA SURGERIES  (HOURS) (HOURS) (HOURS) (HOURS)

Cardiovascular 0 0.00 0.00 0.00 0.00

Dermatology 0 0.00 0.00 0.00 0.00

: Gastroenterology 266 133.00 88.00 221.00 083
| General 16 12.00 7.00 16.00 1.19
: Laser Eye 0 0.00 0.00 0.00 0.00
| Neuralogical 0 0.00 0.00 0.00 0.00
| OB/Gynecology 0 0.00 0.00 0.00 0.00
Opthalmelogy 1304 652.00 325.00 977.00 0.75

Oral/Maxillofacial 0 0.00 0.00 0.00 0.00

Orthopedic 287 287.00 119.00 406.00 141

Crtolaryngology 37 22.00 1200 34.00 0.82

Pain Management 148 74,00 2400 98.00 0.66

Plastic 0 0.00 0.00 0.00 0.00

Podiatry 164 164.00 68.00 232,00 1.41
Thoracic 0 0.00 0.00 0.00 0.00

Urociogy 45 30.00 22.00 52.00 1.16
TOTAL 2267 1,374 .00 665.00 2039.00 0.90

PROCEDURE ROOM UTILIZATION FOR THE REPORTING YEAR

PREP and AVERAGE

SURGERY CLEAN-UP  TOTAL CASE

PROCEDURE TOTAL TIME TIME SURGERY TIME

SURGERY AREA ROOMS  SURGERIES (HOURS) (HOURS) (HOURS) (HOURS)
Cardiac Catheteriza 0 0 0 o 0 0.00
Gastro-Intestinal 0 0 0 0 0 0.00
Laser Eye a 0 0 0 0 0.00
Pain Management 0 0 0 o 0 0.00
TOTALS 0 0 0 0 0 0.00
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AMBULATORY SURGICAL TREATMENT CENTER PROFILE-2009 BELMONT/HARLEM SURGERY CENTER, LLC CHICAGO

Reference Numbers Facility Id

3101 NORTH HARLEM AVENUE
CHICAGOQ, IL 60634

Administrator
FAITH MCHALE

Registered Agent )
NANCY ARMATAS

Property Owner
RESURRECTION SERVICES

Legal Owner

7003131
Health Service Area 006 Planning Service Area
BELMONT/HARLEM SURGERY CENTER, LLC

Date

Completed

412672010

Number of Operating Rooms 4
030 Procedure Rooms ¢
Exam Rooms 0
Number of Recovery Stations Stage 1 5
Number of Recovery Stations Stage 2 8

Type of Ownership
Limited Liability Company (RA required)

HOSPITAL TRANSFER RELATIONSHIPS
HOSPITAL NAME NUMBER OF PATIENTS
RESURRECTION MEDICAL CENTER, CHICAGO
OUR LADY OF RESURRECTION, CHICAGO

L=~ N - B = N\ ]

STAFFING PATTERNS

PERSONNEL FULL-TIME EQUIVALENTS

Administrator 0.00
Physicians 0.00
Nurse Anesthetists 0.00
Dir. of Nurses 1.00
Reg. Nurses 2.00
Cerified Aides 1.00
Other Hith. Profs. 2.00
COther Non-Hith. Profs 3.00
TOTAL 9.00
FACILITY NOTES

DAYS AND HOURS OF OPERATION

Monday 10
Tuesday 10
Wednesday 10
Thursday 10
Friday 10
Saturday 0
Sunday 9
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TRANSFER AGREEMENT

This TRANSFER AGREEMENT (“Agreement”) is entered into and is cffective as of
February 26, 2008 (“Effective Date”) by and between BELMONT/HARLEM SURGERY
CENTER, LLC 3101 North Harlem Avcnue, Chicago, [llinois, a limited liability company
(“Transferring Facility”), and RESURRECTION MEDICAL CENTER, 7435 West Talcott
Avenue, Chicago, an Illinois not for profit hospital (“Receiving Hospital”) (each a “Party” and
collectively the “Parties”).

RECITALS
WHEREAS, Transferring Facility is a free-standing surgical center, and

WHEREAS, Transferring Facility receives from time to time Patients (“Patient” or
“Patients”) who are in need of specialized services (“Specialty”) not available at Transferring
Facility, but available at Receiving Hospital; and

WHEREAS, the Parties desire to establish a transfer arrangement in order to assure
continuity of care for Patients and to ensure accessibility of services to Patients.

NOW, THEREFORE, for and in consideration of the terms, conditions, covenants,
agreements and obligations contained herein:

ARTICLE 1
PATIENT TRANSFERS

1.1 Acceptance of Patients. Upon recommendation of an attending physician and
pursuant to the provisions of this Agreement, Receiving Hospital agrees to admit a Patient as
promptly as possible, provided customary admission requirements, State and Fedcral laws and
regulations arc met, and Recciving Hospital has the capacity to treat the Patient. Notice of the
transfer shall be given by Transferring Facility as far in advance as possible. After receiving a
transfer request, Recciving Hospital shall give prompt confirmation of whether it can provide health
carc appropriate to the Patient's medical necds. Receiving Hospital agrees to exercise its rcasonable
best efforts to provide for prompt admission of transferred Paticnts and, to the extent reasonably
possible under the circumstances, to give preference to Patients requiring transfer from Transferring
Facility.

1.2 Appropriate Transfer. The Transferring Facility shall assurc that all Patient
transfers are carried out in accordance with all applicable laws and regulations. It shall be
Transferring Facility’s responsibility, at no cost to Receiving Hospital, to arrange for appropriate
care and safe transportation of the Patient during such transport.

(a) Prior to any Patient transfer to thc Receiving Hospital, the Transferring
Facility shall provide sufficient information as far in advancc as possible, and in any event prior to
the Patient leaving the Transferring Facility for transport, to allow the Recciving Hospital to
determine whether it can provide the necessary Patient care and whether the anticipated transport
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time to Receiving Hospital is reasonable considering the Patient’s medical needs, medical condition
and proximity of othcr hospitals to Transferring Facility and the services offered by such alternative
facilities.

(b) The Patient’s medical record shall contain a physician’s order to transfer the
Patient, and the attending physician recommending the transfer shall communicate directly with
Receiving Hospital’s Patient admissions, or, in the case of an emergency services patient who has
been screened and stabilized for transfer, with the Receiving Hospital’s Emergency Department.

(¢)  In addition to a Patient’s medical records and the Physician’s order to
transfer, Transferring Facility shall provide Receiving Hospital with all information regarding a
Patient’s medications, and clear direction as to who may make medical decisions on behalf of the
Patient, with copies of any power of attorney for medical decision making or, in the absence of such
document, a list of next of kin, if feasible, to assist the Receiving Hospital in determining
appropriate medical decision makers in the event a Patient is or becomes unable to do so on his or
her own behalf.

1.3  Transfer Log. The Transferring Facility shall keep an accurate and current log of
all Patients transferred to the Receiving Hospital and the disposition of such Patient transfers.

14 Admission to the Receiving Hospital from Tramsferring Facility. When a
Patient's need for admission to a center specialized in the Specialty is determined by his/her
attending physician, Receiving Hospital shall admit the Patient in accordance with the provisions of
this Agreement as follows:

(a) Patients determined to be emergent by the attending physician shall be
admitted, subject to bed, space, qualified personnel and equipment availability, provided that all
usual conditions of admission to Receiving Hospital are met.

(b)  All other Patients shall be admitted according to the established routine of
Receiving Hospital.

1.5  Standard_of Performance. Each Party shall, in performing its obligations under
this Agreement, provide Patient care services in accordance with the same standards as services
provided under similar circumstances to all other Patients of such Party, and as required by federal
and state laws and Medicare/Medicaid certification standards. Each Party shall maintain all legally
required certifications and licenses from all applicable governmental and accrediting bodies, and
shall maintain full eligibility for participation in Medicarc and Medicaid.

1.6  Billing_and_Collections. Each Party shall be entitled to bill Patients, payors,
managed care plans and any other third party responsible for paying a Patient's bill, for services
rcndered to Patients by such Party and its employees, agents and representatives, and neither Party
will have any liability to the other Party for such charges. Each Party shall be solely responsible for
all matters pertaining to its billing and collection of such charges. The Parties shall reasonably
cooperate with each other in the preparation and completion of all necessary forms and
documentation and the determination of insurance coverage and managed care requirements for
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each transferred Patient. Each Party shall have the sole final responsibility for all forms,
documentation, and insurance verification.

1.7 Personal Effects. Personai effects of any transferred Patient shall be delivered to
the transfer team or admissions department of the Receiving Hospital. Personal effects include
money, jewelry, personal papers and articles for personal hygiene.

ARTICLE 2
MEDICAL RECORDS

Subject to applicable confidentiality requirements, the Parties shall exchange all information
which may be necessary or useful in the care and treatment of the transferred Patient or which may
be relevant in determining whether such Patient can be adequately cared for by the other Party. All
such information shall be provided by the Transferring Facility in advance, where possible, and in
any event, no later than at the time of the transfer. The Transferring Facility shall send a copy of all
Patient medical records that are available at the time of transfer to the Receiving Hospital. Other
records shall be sent as soon as practicable after the transfer. The Patient's medical record shall
contain evidence that the Patient was transferred promptly, safely and in accordance with all
applicable laws and regulations. Each Party shall and shail cause its employees and agents to
protect the confidentiality of all Patient information (including, but not limited to, medical records,
electronic data, radiology films, laboratory blocks, slides and billing information), and comply with
all applicable state and federal laws and regulations protecting the confidentiality of Patients'
records, including the Health Insurance Portability and Accountability Act of 1996 and the
corresponding Standards for Privacy of Individually Identifiable Health Information regulations,
each as amended from time to time (collectively, “HIPAA")

ARTICLE 3
TERM AND TERMINATION

3.1 Term. This initial term of this Agreement shall begin on the Effective Date and
continue for a period of one (1) year. Thereafter, this agreement shall automatically renew for
successive one (1) year terms unless terminated pursuant to this Section. The initial term and
all renewal terms shall collectively be the “Term” of this Agreement.

3.2 Termination. This Agreement may be terminated as follows:

(a) Termination Without Cause. Either Party may terminate this Agreement,
at any time without cause, upon thirty (30) days prior written notice to the other Party.

(b) Termination_for Cause. A Party shall have the right to immediately
terminate this Agreement for cause upon the happening of any of the following:

(i) If such Party determines that the continuation of this Agreement
would endanger Patient care.
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(ii)  Violation by the other Party of any material provision of this
Agreement, which violation continues for a period of fifteen (15) days after receipt of written notice
by the other Party specifying the violation.

(iii) A general assignment by the other Party for the benefit of creditors;
the institution by or against the other Party, as debtor, of proceedings of any naturc under any law of
the United States or any state, whether now existing or currently enacted or amended, for the relief
of debtors, provided that in the event such proceedings instituted against the other Party remain
unstayed or undismissed for thirty (30) days; the liquidation of the other Party for any reason; or the
appointment of a receiver to take charge of the other Party's affairs, provided such appointment
remains undischarged for thirty (30) days. Such termination of the provisions of this Agreement
shall not affect obligations which accrued prior to the effective date of such termination.

(iv)  Exclusion of the other Party from participation in the Medicare or
Medicaid programs or conviction of the other Party of a felony related to the provision of health
care scrvicces.

(v} Except with respect to a change from one accrediting organization
another, the other Party's loss or suspension of any certification, license, accreditation (including
Healthcare Facilities Accreditation Program (“HFAP”) or other applicable accreditation), or other
approval nccessary to render Patient care services.

(vi)  In the event of insufficient coverage as defined in Section S herein, or
lapse of coverage.

ARTICLE 4
NON-EXCLUSIVE RELATIONSHIP

This Agreement shall be non-exclusive. Either Party shall be free to enter into any other
simifar arrangement at any time and nothing in this Agreement shall be construed as limiting the
right of either Party to affiliate or contract with any other hospital, nursing home, home health
agency, school or other entity on either a limited or general basis while this Agreement is in effect.
Neither Party shall use the other Party's name or marks in any promotional or advertising material
without first obtaining the written consent of the other Party.

In entering into this Agreement, neither Party is acting to endorse or promote the services of
the other Party. Rather, the Partics intend to coordinate timely and appropriate transfer for hospital
inpatient services.

ARTICLE 5
CERTIFICATION AND INSURANCE

5.1 Licenses, Permits, and Certification. Each Party represents to the other that it and
all of its employees, agents and representatives possess and shall maintain in valid and current
status during the term of this Agreement all required licenses, permits and certifications enabling
such Party to provide the services set forth jn this Agreement.
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5.2  Insurance. Each Party shall, at its own cost and expense, obtain and maintain in
force during the term of this Agreement appropriate levels of general and professional liability
insurance coverage, in accordance with good business practice for similarly situated health care
providers. Such insurance shall be provided by insurance company(ies) acceptable to the other
Party and licensed to conduct business in the State of Iilinois, or by an appropriately designed and
operated self-insurance program. Verification of insurance coverage shall be in the possession of
each Party at al] times while this Agreement is in effect and shall be promptly provided to the other
Party upon request. Each Party shall notify the other Party at least thirty (30) days prior to
termination, tapse or loss of adequate insurance coverage as provided herein. In the event the form
of insurance held by a Party is claims made, such Party warrants and represents that it will purchase
appropriate tail coverage for claims, demands, or actions reported in future years for acts of
omissions during the Term of this Agreement. In the event of insufficient coverage as defined in
this Section, or lapse of coverage, the non-breaching Party reserves the right to immediately and
unilaterally terminate this Agreement.

5.3  Notification of Claims. Each Party shall notify the other in writing, by certified
mail, of any action or suit filed and shall give prompt notice of any claim made against either by
any person or entity that may result in litigation related in any way to this Agreement.

ARTICLE 6
INDEMNIFICATION

Each Party shal] indemnify and hold harmless the other Party, together with its officers,
directors, agents, employees, affiliates, successors and assigns, from and against any and all manner
of claims, demands, causes of action, liabilities, damages, costs, and expenses (including costs and
reasonable attorney's fees) arising from or incident to the performance of such indemnifying Party's
duties hereunder.

ARTICLE 7
COMPLIANCE WITH LAWS

At all times, both Parties shall comply with all federal, state and local laws, rules and
regulations now in effect or later adopted relating to the services to be provided hereunder and that
may be applicable to the Parties including, but not limited to, laws, rules and regulations regarding
confidentiality, disclosure and retention of Patient records, such as the regulations promulgated
under HIPAA. A Party shall promptly notify the other Party if it receives notice of any actual or
alleged infraction, violation, default or breach of the same. Each of Transferring Facility and
Receiving Hospital represents and warrants that neither it, nor any employee, officer, director or
agent thereof is an “excluded person” under the Medicare rules and regulations.

As of the date hereof and throughout the term of this Agreement: (a) Transferring Facility
represents, warranis and covenants to Receiving Hospital that Transferring Facility is licensed to
operale a general acute care hospital in Hlinois and is a participating facility in Medicare and
Medicaid; and (b) Receiving Hospital represents, warrants and covenants to Transferring Facility
that Receiving Hospital is licensed to operate a general acute hospital and ancillary facilities
specializing in the Specialty and to participate in Medicare and Medicaid.
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ARTICLE 8
MISCELLANEOUS

8.1 No Referrals Requirement. Neither Party is under any obligation to refer or
transfer Patients to the other Party and neither Party will receive any payment for any Patient
referred or transferred to the other Party. A Party may refer or transfer Patients to any facility based
on the professional judgment of the treating physician and the individual needs and wishes of the
Patients.

8.2  Relationship of the Parties. The Parties expressly acknowledge that in performing
their respective obligations under this Agreement, each is acting as an independent contractor with
respect to the other. Facility and Hospital are not and shall not be considered joint venturers,
partners or agents of the other.

8.3  [Notices. All notices that may be given under this Agreement shall be in writing,
addressed to the receiving Party’s address set forth below or to such other address as the receiving
Party may designate by notice hereunder, and shall be delivered by hand or by traceable courier
service (such as Federal Express) or sent by certified or registered mail, return receipt requested:

To Transferring Facility: Belmont/Harlem Surgery Center, LLC
3101 North Harlem Avenue
Chicago, Illinois 60634

Attention: Dr. Faisal M. Rahman
Facsimile Number: 773-797-3606

Attention: Starr Novak
Senior Vice President
Resurrection Ambulatory Care Services
Facsimile Number: 773-637-0129

To Receiving Hospital: Resurrection Medical Center

7435 West Talcott Avenue
Chicago, Illinois 60631

Aftention: Sister Donna Marie Wolowicki, C.R.
Executive Vice President and Chief Executive Officer
Facsimile Number: 773-792-9926

All notices shall be deemed to have been given, if by hand or traceable courier service, at the
time of the delivery 1o the receiving Party at the address set forth above or to such other address as the
receiving Party may designate by notice hereunder, or if sent by certified or registered mail, on the 2
business day after such mailing.

8.4  Assignment. Neither Party may assign its rights or delegate its obligations under
this Agreement without the prior written consent of the other, except that either Party may assign all

Page 6 of 8

Legal AfTairs Template: Transfer Agreement-Approved June 28, 2006

G\ambulstory Care Services\Ambulelezy Care Services AdmininmtionJOTNT YENTURES\Surgery Center JVUA greemenu~Contrzois\Hosplial Tiunsfer Agreemens Bel-Hat-RMC doc

ATTACHMENT 19C




or part of its rights and delegate all or part of its obligations under this Agreement to any entity
controlled by or under common contro! with such Party, or a successor in interest to substantially all
of the assets of such Party.

8.5 Entire Agreement; Amendments. This Agreement contains the entire agreement
of the Parties with respect to the subject matter hereof and may not be amended or modified except
in a writing signed by both Parties. All continuing covenants, duties, and obligations contained
herein shall survive the expiration or termination of this Agreement.

8.6  Governing Law. This Agreement shall be governed by and construed according to
the laws of the State of Ilinois without regard to the conflict of laws provisions thereunder.

8.7 Headings. The headings of sections contained in this Agreement are for reference
purposes only and will not affect in any way the meaning or interpretation of this Agreement.

8.8  Non-Discrimination. Neither Party shall discriminate against any individuals on the
basis of race, color, sex, age, religion, national origin, or disability in providing services under this
Agreement.

8.9  Severability. If any provision of this Agreement, or the application thereof to any
person or circumstance, shall be held to be invalid, illegal or unenforceable in any respect by any
court of competent jurisdiction, the remainder of this Agreement, or the application of such affected
provision to persons or circumstances other than those to which it is held invalid or unenforceable,
shall be unaffected.

8.10 Successors and Assigns. This Agreement shall be binding upon, and shall inure to
the benefit of the Parties hereto, their respective successors and permitted assigns.

8.11 Waiver. No covenant or condition of this Agreement can be waived, except to the
extent set forth in writing by the waving Party.

8.12 Counterparts. This Agreement may be executed in two (2) counterparts, each of
which shall be deemed an original, but all of which, when taken together, shali constitutc one and
the same Agreement,

IN WITNESS WHEREOF, the Parties have executed this Agreement through their
respective authorized officers, effective as of the day and year first writtcn above.
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TRANSFERRING FACILITY

Signaturc: vftwum MMM‘/

Starr Novak
Assistant Secretary
Belmont/Harlem Surgery Center, LLC

ister Donna Marie Wolowicki, C. R

Executive Vice President and Chief Executive Officer
Resurrection Medical Center

RECEIVING HOSPITAL

./.

Signature:

-
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TRANSFER AGREEMENT

This TRANSFER AGREEMENT (“Agreement”) is entered into and is effective as of
February 26, 2008 (“Effective Date”) by and between BELMONT/HARLEM SURGERY
CENTER, LLC 3101 North Harlem Avenue, Chicago, lllinois, a Limited Liability Company
(“Transferring Facility”), and OUR LADY OF THE RESURRECTION CENTER, 5645 West
Addison Street, Chicago, an lllinois not for profit hospital (“Receiving Hospital”) (each a “Party”
and collectively the “Parties”).

RECITALS
WHEREAS, Transferring Facility is a free-standing surgical center, and

WHEREAS, Transferring Facility receives from time to time Patients (“Patient” or
“Patients”) who are in need of specialized services (“Specialty”) not available at Transferring
Facility, but available at Receiving Hospital; and

WHEREAS, the Parties desire to establish a transfer arrangement in order to assure
continuity of care for Patients and to ensure accessibility of services to Patients.

NOW, THEREFORE, for and in consideration of the terms, conditions, covenants,
agreements and obligations contained herein:

ARTICLE 1
PATIENT TRANSFERS

1.1  Acceptance of Patients. Upon recommendation of an attending physician and
pursuant to the provisions of this Agreement, Receiving Hospital agrees to admit a Patient as
promptly as possible, provided customary admission requirements, State and Federal laws and
regulations are met, and Receiving Hospital has the capacity to treat the Patient. Notice of the
transfer shall be given by Transferring Facility as far in advance as possible. After receiving a
transfer request, Receiving Hospital shall give prompt confirmation of whether it can provide health
care appropriate to the Patient's medical needs. Receiving Hospital agrees to exercise its reasonable
best efforts to provide for prompt admission of transferred Patients and, to the extent reasonably
possible under the circumstances, 1o give preference to Patients requiring transfer from Transferring
Facility.

1.2 Appropriate_Transfer. The Transferring Facility shall assure that all Patient
transfers are carried out in accordance with all applicable laws and regulations. It shall be

Transferring Facility’s responsibility, at no cost to Receiving Hospital, to arrange for appropriate
care and safe transportation of the Patient during such transport.

(a) Prior to any Patient transfer to the Receiving Hospital, the Transferring
Facility shall provide sufficient information as far in advance as possible, and in any event prior to
the Patient leaving the Transferring Facility for transport, to allow the Receiving Hospital to
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determine whether it can provide the necessary Patient care and whether the anticipated transport
time to Receiving Hospital is reasonable considering the Patient’s medical needs, medical condition
and proximity of other hospitals to Transferring Facility and the services offered by such altemative

facilities.

(b) The Patient’s medical record shall contain a physician’s order to transfer the
Patient, and the attending physician recommending the transfer shall communicate directly with
Receiving Hospital’s Patient admissions, or, in the case of an emergency services patient who has
been screened and stabilized for transfer, with the Receiving Hospital’s Emergency Department.

(c} In addition to a Patient’s medical records and the Physician’s order to
transfer, Transferring Facility shall provide Receiving Hospital with all information regarding a
Patient’s medications, and clear direction as to who may make medical decisions on behalf of the
Patient, with copies of any power of attorney for medical decision making or, in the absence of such
document, a list of next of kin, if feasible, to assist the Receiving Hospital in determining
appropriate medical decision makers in the event a Patient is or becomes unable to do so on his or
her own behalf.

1.3  Transfer Log. The Transferring Facility shall keep an accurate and current log of
all Patients transferred to the Receiving Hospital and the disposition of such Patient transfers.

1.4 Admission to the Receiving Hospital from Transferring Facility. When a
Patient's need for admission to a center specialized in the Specialty is determined by his/her
attending physician, Receiving Hospital shall admit the Patient in accordance with the provisions of
this Agreement as follows:

(a) Patients determined to be emergent by the attending physician shall be
admitted, subject to bed, space, qualified personnel and equipment availability, provided that ali
usual conditions of admission to Receiving Hospital are met.

(b)  All other Patients shall be admitted according to the established routine of
Receiving Hospital.

1.5 Standard of Performance. Each Party shall, in performing its obligations under
this Agreement, provide Patient care services in accordance with the same standards as services
provided under similar circumstances to all other Patients of such Party, and as required by federal
and state laws and Medicare/Medicaid certification standards. Each Party shall maintain all legally
required certifications and licenses from all applicable governmental and accrediting bodies, and
shall maintain full eligibility for participation in Medicare and Medicaid.

1.6  Billing and Collections. Each Party shall be entitled to bili Patients, payors,
managed care plans and any other third party responsibie for paying a Patient's bill, for services
rendered to Patients by such Party and its employees, agents and representatives, and neither Party
will have any liability to the other Party for such charges. Each Party shall be solely responsible for
all matters pertaining to its billing and collection of such charges. The Parties shall reasonably
cooperate with each other in the preparation and completion of all necessary forms and
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documentation and the determination of insurance coverage and managed care requirements for
each transferred Patient. Each Party shall have the sole final responsibility for all forms,
documentation, and insurance verification.

1.7  Personal Effects. Personal effects of any transferred Patient shall be delivered to
the transfer team or admissions department of the Receiving Hospital. Personal effects include
money, jewelry, personal papers and articles for personal hygiene.

ARTICLE 2
MEDICAL RECORDS

Subject to applicable confidentiality requirements, the Parties shall exchange all information
which may be necessary or useful in the care and treatment of the transferred Patient or which may
be relevant in determining whether such Patient can be adequately cared for by the other Party. All
such information shail be provided by the Transferring Facility in advance, where possible, and in
any event, no later than at the time of the transfer. The Transferring Facility shall send a copy of all
Patient medical records that are available at the time of transfer to the Receiving Hospital. Other
records shall be sent as soon as practicable after the transfer. The Patient's medical record shall
contain evidence that the Patient was transferred promptly, safely and in accordance with ali
applicable laws and regulations. Each Party shall and shall cause its employees and agents to
protect the confidentiality of all Patient information (including, but not limited to, medical records,
electronic data, radiology films, laboratory blocks, slides and billing information), and comply with
all applicable state and federal laws and regulations protecting the confidentiality of Patients'
records, including the Health Insurance Portability and Accountability Act of 1996 and the
corresponding Standards for Privacy of Individually ldentifiable Health Information regulations,
each as amended from time to time (collectively, “HIPAA™)

ARTICLE 3
TERM AND TERMINATION

3.1  Term. This initial term of this Agreement shall begin on the Effective Date and
continue for a period of one (1) year. Thereafter, this agreement shall automatically renew for
successive one (1) year terms unless terminated pursuant to this Section. The initial term and
all renewal terms shall collectively be the “Term™ of this Agreement.

3.2  Termination. This Agreement may be terminated as follows:

(a) Termination Without Cause. Either Party may terminate this Agreement,
at any time without cause, upon thirty (30) days prior written notice to the other Party.

(b)  Termination for Cause. A Party shall have the right to immediately
terminate this Agreement for cause upon the happening of any of the following:

6 If such Party determines that the continuation of this Agreement
would endanger Patient care.
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(i)  Violation by the other Party of any material provision of this
Agreement, which violation continues for a period of fifteen (15) days after receipt of written notice
by the other Party specifying the violation.

(iii) A general assignment by the other Party for the benefit of creditors;
the institution by or against the other Party, as debtor, of proceedings of any nature under any law of
the United States or any state, whether now existing or currently enacted or amended, for the relief
of debtors, provided that in the event such proceedings instituted against the other Party remain
unstayed or undismissed for thirty (30) days; the liguidation of the other Party for any reason; or the
appointment of a receiver to take charge of the other Party's affairs, provided such appointment
remains undischarged for thirty (30) days. Such termination of the provisions of this Agreement
shall not affect obligations which accrued prior to the effective date of such termination.

(iv)  Exclusion of the other Party from participation in the Medicare or
Medicaid programs or conviction of the other Party of a felony refated to the provision of health
care services.

(v)  Except with respect to a change from one accrediting organization to
another, the other Party's loss or suspension of any certification, license, accreditation (including
Healthcare Facilities Accreditation Program (“HFAP”) or other appiicable accreditation), or other
approval necessary to render Patient care services.

(vi)  In the event of insufficient coverage as defined in Section S herein, or
lapse of coverage.

ARTICLE 4
NON-EXCLUSIVE RELATIONSHIP

This Agreement shall be non-exclusive. Either Party shall be free to enter into any other
similar arrangement at any time and nothing in this Agreement shall be construed as limiting the
right of either Party to affiliate or contract with any other hospital, nursing home, home health
agency, school or other entity on either a limited or general basis while this Agreement is in effect.
Neither Party shall use the other Party's name or marks in any promotional or advertising material
without first obtaining the written consent of the other Party. :

In entering into this Agreement, neither Party is acting to endorse or promote the services of
the other Party. Rather, the Parties intend to coordinate timely and appropriate transfer for hospital
inpatient services. |

ARTICLE 5
CERTIFICATION AND INSURANCE

5.1 Licenses, Permits, and Certification. Each Party represents to the other that it and
all of its employees, agents and representatives possess and shall maintain in valid and current
status during the term of this Agreement all required licenses, permits and certifications enabling
such Party to provide the services set forth in this Agreement.
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52 Insurance. Each Party shall, at its own cost and expense, obtain and maintain in
force during the term of this Agreement appropriate Jevels of general and professional liability
insurance coverage, in accordance with good business practice for similarly situated health care
providers. Such insurance shall be provided by insurance company(ies) acceptable to the other
Party and licensed to conduct business in the State of Illinois, or by an appropriately designed and
operated self-insurance program. Verification of insurance coverage shall be in the possession of
each Party at all times while this Agreement is in effect and shall be promptly provided to the other
Party upon request. Each Party shall notify the other Party at least thirty (30) days prior to
termination, lapse or loss of adequate insurance coverage as provided herein. In the event the form
of insurance held by a Party is claims made, such Party warrants and represents that it will purchase
appropriate tail coverage for claims, demands, or actions reported in future years for acts of
omissions during the Term of this Agreement. In the event of insufficient coverage as defined in
this Section, or lapse of coverage, the non-breaching Party reserves the right to immediately and
unilaterally terminate this Agreement.

5.3  Notification of Claims. Each Party shall notify the other in writing, by certified
mail, of any action or suit filed and shall give prompt notice of any claim made against either by
any person or entity that may result in litigation related in any way to this Agreement.

ARTICLE 6
INDEMNIFICATION

Each Party shall indemnify and hold harmless the other Party, together with its officers,
directors, agents, employees, affiliates, successors and assigns, from and against any and all manner
of claims, demands, causes of action, ltabilities, damages, costs, and expenses (including costs and
reasonable attorney's fees) arising from or incident to the performance of such indemnifying Party's
duties hereunder.

ARTICLE 7
COMPLIANCE WITH LAWS

At all times, both Parties shall comply with ali federal, state and local laws, rules and
regulations now in effect or later adopted relating to the services to be provided hereunder and that
may be applicable to the Parties including, but not limited to, laws, rules and regulations regarding
confidentiality, disclosure and retention of Patient records, such as the regulations promulgated
under HIPAA. A Party shall promptly notify the other Party if it receives notice of any actual or
alleged infraction, violation, default or breach of the same. Each of Transferring Facility and
Receiving Hospital represents and warrants that neither it, nor any employee, officer, director or
agent thereof is an "excluded person™ under the Medicare rules and regulations.

As of the date hereof and throughout the term of this Agreement: (a) Transferring Facility
represents, warrants and covenants to Receiving Hospital that Transferring Facility s licensed to
operate a general acute care hospital in [llinois and is a participating facility in Medicare and
Medicaid; and (b) Receiving Hospital represents, warrants and covenants to Transferring Facility
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that Receiving Hospital is licensed to operate a general acute hospital and ancillary facilities
specializing in the Specialty and to participate in Medicare and Medicaid.

ARTICLE 8
MISCELLANEOUS

8.1 No Referrals Requirement. Neither Party is under any obligation to refer or
transfer Patients to the other Party and neither Party will receive any payment for any Patient
referred or transferred to the other Party. A Party may refer or transfer Patients to any facility based
on the professional judgment of the treating physician and the individual needs and wishes of the

Patients.

8.2  Relationship of the Parties. The Parties expressly acknowtedge that in performing
their respective obligations under this Agreement, each is acting as an independent contractor with
respect to the other. Facility and Hospital are not and shall not be considered joint venturers,
partners or agents of the other.

8.3  Notices. All notices that may be given under this Agreement shall be in writing,
addressed to the receiving Party’s address set forth below or to such other address as the receiving
Party may designate by notice hereunder, and shall be delivered by hand or by traceable courier
service (such as Federal Express) or sent by certified or registered mail, return receipt requested:

To Transferring Facility: Belmont/Harlem Surgery Center, LLC
3101 North Harlem Avenue
Chicago, [ilinois 60634

Aftention: Dr. Faisal Rahman
Facsimile Number: 773-797-3606

Attention: Starr Novak
Senior Vice President
Facsimile Number: 773-637-0129

To Receiving Hospital: Our Lady of the Resurrection Medical Center

5645 West Addison Street
Chicago, [linois 60634

Attention: Ivette Estrada
Executive Vice President and Chief Executive Officer
Facsimile Number: 773-794-7651

All notices shall be deemed to have been given, if by hand or traceable courier service, at the
time of the delivery to the receiving Party at the address set forth above or to such other address as the
receiving Party may designate by notice hereunder, or if sent by certified or registered mail, on the 2™
business day after such mailing.
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8.4  Assipnment. Neither Party may assign its rights or delegate its obligations under
this Agreement without the prior written consent of the other, except that either Party may assign all
or part of its rights and delegate all or part of its obligations under this Agreement to any entity
controlled by or under common contro! with such Party, or a successor in interest to substantially all

of the assets of such Party,

8.5 Entire Apreement; Amendments. This Agreement contains the entire agreement
of the Parties with respect to the subject matter hereof and may not be amended or modified except
in a writing signed by both Parties. All continuing covenants, duties, and obligations contained

herein shall survive the expiration or termination of this Agreement.

8.6  Governing Law. This Agreement shall be governed by and construed according to
the laws of the State of lllinois without regard to the conflict of laws provisions thereunder.

8.7 Headings. The headings of sections contained in this Agreement are for reference
purposes only and will not affect in any way the meaning or interpretation of this Agreement.

8.8 Non-Discrimination. Neither Party shall discriminate against any individuals on the
basis of race, color, sex, age, religion, national origin, or disability in providing services under this
Agreement.

8.9  Severability. If any provision of this Agreement, or the application thereof to any
person or circumstance, shall be held to be invalid, illegal or unenforceable in any respect by any
court of competent jurisdiction, the remainder of this Agreement, or the application of such affected
provision to persons or circumstances other than those to which it is held invalid or unenforceable,
shal! be unaffected.

8.10 Successors and Assigns. This Agreement shail be binding upon, and shall inure to
the benefit of the Parties hereto, their respective successors and permitted assigns.

8.11 Waiver. No covenant or condition of this Agreement can be waived, except to the
extent set forth in writing by the waving Party.

8.12 Counterparts. This Agreement may be executed in two (2) counterparts, each of
which shall be decmed an original, but atl of which, when taken together, shall constitute one and

the same Agreement.
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IN WITNESS WHEREOF, the Parties have executed this Agreement through their
respective authorized officers, effective as of the day and year first written above.

TRANSFERRING FACILITY {i
E ” !
- . v ) )‘{'. ) /
Signature: ) U\_}b% ) Z(} (R
Starr Novak

Assistant Secretary
Belmont/Harlem Surgery Center, LLC

RECEIVING HOSPITAL

Signature: ‘_M m

[vette Estrada
Executive Vice President and Chief Executive Officer
Our Lady of the Resurrection Medical Center
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Audited Financial Statements as evidence of the availability of funds are
provided in the Certificate of Need application addressing the
change of ownership of Resurrection Medical Center
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' Resurrection Sandra Bruce, FACHE

Mk Hialth Care? President & Chief Ezerutive Officer

March 22, 2011

inois Health Facilities
and Services Review Board
Springfield, Illinois

RE: FUNDING OF PROJECT

To Whvm I May Conceri

sl affest that off of the real eosts sssosiated with the changes of ownergliip ofthe
f‘ﬁéﬂiﬁﬁs directly or indirectly awned andfor soniyolied by Resurrection Bgsllis Cary
{erporation will B Revdad i total with cash or egdvatents.

Notatiset:

CD-SPONSORS ' " hogr
Sisters of the Holy Fanily of Nazareth & Sisters of the Resuyrecrion ATTACHMENT 42A




19065 Hickory Creek Drive, Suite 300
Mokena, I 60448

708 478-6300 Tel
708 478-5960 Fax

é

’IA} PROVENA
Health

March 22, 2011

Illinois Health Facilities
and Services Review Board
Springfield, Illinois

RE: FUNDING OF PROJECT

To Whom It May Concern:

I hereby attest that all of the real costs associated with the changes of ownership of the
facilities directly or indirectly owned and/or controlled by either Resurrection Health
Care Corporation or Provena Health will be funded in total with cash or equivalents.

Sincerely,

o
Guy Wiebking
President and CEO

Nol;ari zed:

NGTARY PUBLIC - STATE OF (LLNDIS ¢
MY COMMSSION EXPIRES907A.
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OPERATING and CAPITAL COSTS
per ADJUSTED PATIENT DAY

Belmont-Harlem Surgery center
2012 Projection

PATIENTS:; 2,267
; OPERATING COSTS
salaries & benefits $ 805,143
supplies $ 1183155
TOTAL $ 1,988,288
|Operating cost/patient: $ 877.06 |
CAPITAL COSTS

depreciation $ 234,295
interest ' $ 20,530
TOTAL $ 254 825
[Capital costfadjusted patient day: $ 112.41 |
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Project Overview

Resurrection Health Care Corporation (“Resurrection™) and Provena Health (“Provena”™)
propose a merging of the two systems that will better position the combined system’s
hospitals, long-term care facilities, outpatient centers and other programs and facilities to
continue to serve the patients and communities that have traditionally looked to those
facilities and programs for care. As explained below and throughout the application, this
system merger is intended 1o preserve access to Catholic health care; improve financial
viability, improve patient, employee, and medical staff satisfaction through a shared
culture and integrated leadership; and position the combined system for innovation and
adaptation under health care reform.

This Project Overview supplements the Narrative Description provided in Section 1.3. of
the individual Certificate of Need applications filed to address the change of ownership
of each of the thirteen (13) hospitals, one (1) ambulatory surgical treatment center
(ASTC) and one (1) end stage renal dialysis (ESRD) facility currently owned or
controlled by either Provena or Resurrection; and highlights the overall features of the
proposed system merger.

Provena’s hospitals are located primarily in the communities to the west of Chicago and
in central Illinois, and Resurrection’s hospitals are located in Chicago and communities
to the north of Chicago. None of either system’s hospital service areas overlap with those
of any hospitals in the other system. Therefore, the proposed merger will not result in
duplicative clinical services in any geographic area.

The proposed transaction would affect thirteen (13) hospitals, twenty-eight (28) long-
term care facilities, one (1) ASTC, one (1) ESRD facility, an expanding health science
university, six (6) home health agencies, and approximately fifty-eight (58) other
freestanding outpatient sites. Resurrection is the sole member of seven (7) of the
hospitals and Provena is the sole member of six (6) of the hospitals. The ASTC is a joint
venture in which Resurrection has “control” pursuant to the THESRB definition, and the
ESRD is a joint venture in which Provena has such “control”.

About Provena Health

Provena Health is a health care system that was established in 1997 through the merging
of the health care services of the Franciscan Sisters of the Sacred Heart, the Sisters of
Mercy of the Americas—Chicago Regional Community (now West Midwest
Community), and the Servants of the Holy Heart of Mary. These three congregations of
religious women are now the sponsors of Provena Health. The primary reason for the
formation of Provena Health was to strengthen the Catholic health ministry in lilinois,
which at the time of formation was a major goal of the late Joseph Cardinal Bernardin,
Archbishop of Chicago.

Today, Provena Health operates six acute care hospitals, twelve long-term care facilities,
four senior residential facilities and a variety of freestanding outpatient facilities and

programs.




About The Resurrection Health Care System

The Resurrection Health Care System grew from a single hospital, now known as
Resurrection Medical Center, established by the Sisters of the Resurrection in northwest
Chicago in the early 1950s. A second hospital, Our Lady of the Resurrection, was added
in 1988. During the period from late 1997 through 2001, six more hospitals joined the
Resurrection system. During the same period, eight Chicago area Jicensed long-term care
facilities, three retirement communities, a home care agency, an ambulatory surgery
center, and numerous freestanding outpatient facilities became part of Resurrection
Health Care System. The Resurrection system is co-sponsored by two congregations of
Catholic religious women, the Sisters of the Resurrection and the Sisters of the Holy
Family of Nazareth.

In 2010, following a thorough discernment process, and in response to an immediate need
to address financial concerns, Resurrection Health Care Corporation divested itself of two
hospitals; Westlake Hospital and West Suburban Medical Center (IHFSRB Permits 10-
013 and 10-014) to ensure that the two hospitals would be able to continue to serve their
communities.

Decision to Merge and Goals of the Merger

In late 2010, Provena and Resurrection leadership began discussions to explore the
potential benefits of a system merger. In addition to their clear mission compatibility, the
two systems share many similar priorities related to clinical integration, administrative
efficiencies and strategic vision. While their respective facilities are geographically
proximate, their markets do not overlap, providing opportunities to strengthen all
facilities through operational efficiencies and enhanced clinical collaborations.

This system merger decision was made in the larger context of a rapidly changing health
care delivery environment. Across the nation, hospitals and other health care providers
are addressing health care reform through various forms of integration and consolidation.
These actions are thought necessary to achieve improved quality of care, efficiency of
service delivery, and patient, medical staff, and employee satisfaction—all critical
components of future success.

For Catholic-sponsored health care providers, including Resurrection and Provena, these
adaptations to health care reform must be consistent with the mission and values inherent
in the religious sponsorship of health care providers. This particular merger would afford
Provena and Resurrection the opportunity to achieve essential systemic enhancements in
a mission-compatible manner.

The Provena and Resurrection systems have, since 2008, been equal partners in Alverno
Clinical Laboratories, LLC, which provides clinical pathology services to each of
Resurrection’s and Provena’s thirteen hospitals, as well as a variety of other facilities.




Structure of the Transaction and Commitments

Through the proposed transaction, the Resurrection and Provena systems will merge
through a common, not-for-profit, charitable “super parent” corporation that will become
the parent entity of Resurrection Health Care Corporation (the current Resurrection
system parent) and Provena Health (the current Provena system parent). Both of the
current parent entities will continue to exist and operate, and will continue to serve as the
direct parents of their respective subsidiary entities. It is the applicants’ expectation tha,
for a minimum of two years, no Resurrection or Provena hospital or hospitals will be
eliminated or restructured in the course of the system merger, and no health care facilities
will require new or modified health facilities licenses as a result of the system merger. A
chart depicting this proposed merged structure is attached as Exhibit A. The executed
System Merger Agreement submitted with this application, provides detail regarding the
means by which the super parent will exercise unified corporate oversight for the
combined system.

A co-applicant in each Certificate of Need application is Cana Lakes Health Care, which
is an existing Illinois not-for-profit corporation. The Cana Lakes corporation will be
reconstituted to serve as the super parent entity, through amendment of its corporate
documents to reflect unified governance and corporate oversight. The Bylaws of the
Super Parent will detail the composition of the Board of Directors; reserve powers of the
five (5) religious sponsors; and other governance matters typically addressed in such
documents. These Bylaws will be substantially in the form of an exhibit to the System
Merger Agreement.

The licensees of the individual hospitals, long-term care facilities and the ASTC will not
change. All of Resurrection’s clinical programs and all of Provena’s clinical programs
will be included in the new structure,

The health care facilities and services will continue to operate as Catholic facilities,
consistent with the care principles of the Ethical and Religious Directives for Catholic
Health Care Services. It is the expectation of the applicants that all major clinical
programs will be maintained for a minimum of two years, and each hospital will operate
with non-discrimination and charity care policies that are no more restrictive than those
currently in place.

The proposed transaction, while meeting the THFSRB’s definition of a “change of
ownership” as the result of a new “super parent” entity, is a system merger through a
straight forward corporate reorganization, without any payment to Resurrection by
Provena, or to Provena by Resurrection. The only true costs associated with the
transaction are those costs associated with the transaction itself. The merger is being
entered into following thorough due diligence processes completed by both Provena and
Resurrection, as well as independent analyses commissioned by Resurrection and by
Provena.
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ARCHDIOCESE OF CHICAGO

OFFICE OF THE ARCHBISHOP March 17, 2011

Ms. Courtney Avery

Admimstrator

Illinois Health Facilities and Services Review Board
525 West Jefferson

Springfield, Nlinois 62761

Dear Ms. Avery,

Resurrection Health Care Corporation and Provena Health have proposed a merging of
the two systems that will better position the combined system’s hospitals, long-term care
facilities, outpatient centers and other programs and facilities to continue to serve the patients
and communities that have traditionally looked to them for care. This system merger is intended
to improve the financial viability of both entities as well as enhance patient, employee and
medical staff satisfaction. Through a shared culture and integrated feadership, this merger would
also position the combined system for innovation and adaptation under health care reform.

The proposed merger will position Resurrection and Provena to strengthen and improve
access to Catholic health care in Illinois. This has long been an area of great interest and concern
for me, and I am gratefnl for the willingness of twa of our state’s premier Catholic providers to
collaborate in order to meet the current challenges in health care. As they do now, the combined
systems will operate without any restrictive admissions policies related to race, ethnic
background, religion, payment source, or any other factor. The new system will continue to
admit Medicare and Medicaid recipients and to care for those patients in need of charity care.

This proposed merger has my full support and I can assure you that both Resurrection
Health Care and Provena Health are working together collegially and in the best interests of their
commuumnities to strengthen and improve access to high quality, h1gh]y accountable Catholic
health care in the State of Illinois.

Sincerely yours,

Francis Cardinal George, O.M.1.
Archbishop of Chicago

Archbichop Quigley Center * 835 North Rush Street * Chicago, IL 60611-2030 * 312-534-8230 * Fax: 312-534-6379
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March 28, 2011

Ms. Courtney Avery, Administrator

Illinois Health Facilities and
Services Review Board

525 West Jefferson Street, 2™ Floor

Springfield, IL 62761

RE: Merger of Provena Health and Resurrection Health Care Corporation
Dear Ms. Avery:

We represent the five communities of women religious who seek the approval of the
[linois Health Facilities and Services Review Board to form a new Catholic health
system to serve the citizens of Illinois through a merger of Provena Health and
Resurrection Health Care Corporation.

As individual health systems, Provena Health and Resurrection Health Care have long
provided compassionate healing to those in need. In keeping with the true spirit of the
Sisters who came before us, ours have been ministries deeply focused on quality care for
all, regardless of one’s ability to pay.

Now, as we anticipate Health Reform and the sweeping changes that will transform the
delivery of care as we have come to know it, we are keenly aware that the key to
sustaining and growing our person-centered Mission lies in the strength of enduring
partnerships we forge today.

By coming together, our two health systems would create the single largest Catholic
healthcare network in the State, spanning 12 hospitals, 28 long-term care and senior
residential facilities, more than 50 primary and specialty care clinics and six home health
agencies, all serving adjacent, non-conflicting markets. A combined Provena Health and
Resurrection Health Care would also represent one of the State’s largest health systems,
with locations throughout Chicago, the suburbs of Des Plaines, Evanston, Aurora, Elgin,
Joliet and Kankakee, and Rockford, Urbana, Danville, and Avilla, Indiana, providing
services for patients and residents across the continuum through nearly 100 sites of care.




Rooted in the tradition of Catholic healthcare, the new system would be distinguished by
an ability to deliver quality care across the continuum from a broad and complementary
base of leading edge locations and physician networks. From a foundation steeped in a
shared heritage and set of values, the new system would give rise to an enormous
potential to truly improve the wellbeing of generations of Illinoisans to come.

With a dedicated and talented combined team of nearly 5,000 physicians, supported by
over 22,000 employees, the new system will play an important role in the economic
vitality of the communities in which we serve. Above all, our partnership will remain
true to the hallmarks of our Catholic identity: promoting and protecting the dignity of
every individual from conception to death, caring for the poor and vulnerable and
properly stewarding our precious people and financial resources.

A combined Provena Health and Resurrection Health Care will strengthen and expand
access to an exceptional tradition of quality care and service millions of Illinois residents
have come to know and depend upon for more than a century. On behalf of the women
religious whose communities are sponsoring the proposal before you, we request your
approval.

Gratefully,

M 7%7 %‘M M ﬁg/ Z E#dm«t@w.ﬂtmwgk

Sister Mary Elizabeth Imler, OSF Sister Patricia Ann Koschalke, CSFN

Chairperson Chairperson
Provena Health Member Body Resurrection Health Care Sponsorship Board




