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ILLLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARDHEALTH FACILITIES &
APPLICATION FOR PERMIT SERVICES REVIEW BOARD

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION //_ 121
‘ This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Lisle Center for Pain Management

; Street Address: 2867 East Ogden Avenue

| City and Zip Code. Lisle, IL 60532

‘ County: DuPage Health Service Area Vi Health Planning Area: nfa

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

Exact Legal Name: 55555 LLC

Address: 2867 East Ogden Avenue Lisle, IL 60532

Name of Registered Agent: William M. Woolf

Name of Chief Executive Officer: Nesreen Suwan

CEQ Address: 2867 East Ogden Avenue _Lisle, IL 60532 .
\ Telephone Number: 630/420-8080
) Type of Ownership of Applicant/Co-Applicant

O Non-profit Corporation U Partnership

J For-profit Corporation ] Governmental

X Limited Liability Company ] Sole Proprietorship ] Other

o Corporations and limited liability companies must provide an lllinois certificate of good standing.
o Partnerships must provide the name of the state in which organized and the name and address of
each partner specifying whether each is a general or limited partner.

¥APPEND DOCUMENTATION AS ATTACHMEN
¥APPLICATION FORM SR e Rk,
Primary Contact

[Person to receive ail correspondence or inquiries during the review period]
Name: Nesreen Suwan

Title: member

Company Name: 55555 LLC

Address: 2867 East Ogden Avenue Lisle, IL 60532
Telephone Number:  630/420-8080

E-mail Address: CELINE2020@acl.com

Fax Number:

Additional Contact
{Person who is alsc authorized to discuss the application for permit]

Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address: 675 North Court Suite 210 Palatine, IL 60087
Telephone Number: 847/776-7101

E-mail Address. jacobmaxel@msn.com

Fax Number:; 8477776-7004




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

THE LICENSED HEALTH CARE FACILITY AS DEFINED AT 20 IL.CS 3960
Name; same as primary contact

Title:

Company Name;

Address:

Telephone Number:

E-mail Address:

Fax Number:

Site Ownership

[Provide this information for each applicable site]

Exact Legal Name of Site Owner: Universal Property Mgt.

Address of Site Owner: 505 Midwest Club Parkway Oak Brook, IL 60523

Street Address or Legal Description of Site: 2867 East Ogden Avenue Lisle, IL 60532
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

ownershup, an optton to Iease a letter of intent to Iease ora lease.

T
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Operating Identity/Licensee

[Provide this information for each applicabile facility, and insert after this page.]
Exact Legal Name: 65555 LLC

Address: 2867 East Ogden Avenue Lisle, IL 60532

] Non-profit Corporation ] Partnership
il For-profit Corporation J Governmental
X Limited Liability Company N 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.

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

ownershlp
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Ir APPEND DOCUMENTATION AS ATTACHMENT—.'J IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
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Organizational Relationships

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

contnbutlon

" APPEND DOCUMENTATION AS ATTACHMENT—JI-, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE -
" APPLICATIONFORM. - o ; . R . . .




Flood Plain Requirements N/A no construction
[Refer to application instructions.)

Provide documentation that the project complies with the requirements of lilinois 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.qov or www.illinoisfloodmaps.orq. This map must be in a readahie
format. In addition please provide a statement attesting that the project complies with the requirements of
Iltrn0|s Executlve Order #2005 5( g Ilwww hfsrb |Ihn0|s gov)

‘APPEND DOCUMENTATION AS ATTACHMENT 5 IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

APPLICATION FORM.:

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

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

: APPEND DOCUMENTATION AS ATTACHMENT-G IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

APPLICATION FORM. .~ i

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.]

[] Part 1120 Not Applicable

[(] category A Project

] Non-substantive X Category B Project
[] DHS or DVA Project

X Substantive




2. Narrative Description

Provide in the space below, a brief narative 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 applicant entity proposes the establishment of a limited speciaity ASTC through the
renovation of an existing building in Lisle, lllincis. The specialties to be provided in the proposed ASTC
will be limited to interventional pain management and neurology.

The application is classified as being “substantive” as a result of the proposed establishment of
an IDPH-designated “category of service”.




Project Costs and Sources of Funds

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 $25,000 $25,000
Site Survey and Soil Investigation

Site Preparation

Off Site Work

New Construction Contracts

Modernization Contracts 1,189,400 1,189,400
Contingencies 62,600 62,600
Architectural/Engineering Fees 137,700 137,700
Consulting and Other Fees 150,000 150,000
Movable or Cther Equipment (not in construction 375,000 375,000
contracts)

Bond Issuance Expense {project related)

Net Interest Expense During Construction (project
related)

Fair Market Value of Leased Space or Equipment 612,999 612,999
Other Costs To Be Capitalized
Acquisition of Building or Cther Property (excluding

land)

TOTAL USES OF FUNDS $2,552,699 $2,552,699
SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL

Cash and Securities $1,939,700 $1,939,700

Pledges

Gifts and Bequests
Bond Issues (project related)

Mortgages
Leases (fair market value)

Govermmental Appropriations
Fair Market Value of Leased Space or Equipment 612,999 612,999
Other Funds and Sources

TOTAL SOURCES OF FUNDS

o

$2,552,699




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 [lyes X No
Purchase Price:  §
Fair Market Value: §

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

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

Estimated start-up costs and operating deficit costis $ 20,000

Project Status and Completion Schedules

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

Anticipated project completion date (refer to Part 1130.140): __August 31, 2013

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

[] Purchase orders, leases or contracts pertaining to the project have been executed.

[] Project obligation is contingent upon permit issuance. Provide a copy of the contingent
“certification of obligation” document, highlighting any language reiated to CON
Contingencies

X Project obligation will occur after permit issuance

- APPEND DOCUME N
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State Agency Submittals N/A

Are the following submittals up to date as applicable:
[] Cancer Registry
(] APORS
[[] All formal document requests such as IDPH Questionnaires and Annual Bed Reports been submitted
[[] All reports regarding outstanding permits
Failure to be up to date with these requirements will resuit in the application for permit being
deemed incomplete.




Cost Space Requirements

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

the use of any vacated space.

Gross Square Feet Amount of Propose_?h:?t;! Gross Square Feet

New . Vacated
Const. Modemized Asls Space

Dept. / Area Cost Existing | Proposed

REVIEWABLE
Medical Surgical
Intensive Care
Diagnostic
Radiology

MR!

Total Clinical

NON
REVIEWABLE
Administrative
Parking

Gift Shop

Total Non-clinical
TOTAL o — = " - = - o e

’ APPEND DOCUMENTATION AS ATTACHMENT-S IN NUMERIC SEQUENTiAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM a ‘ N RO v .




Facility Bed Capacity and Utilization N/A

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

FACILITY NAME: CITY:

REPORTING PERIOD DATES: From: to:

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

Medical/Surgical

QObstetrics

Pediatrics

Intensive Care

Comprehensive Physical
Rehabilitation

Acute/Chronic Mental lliness

Neonatal Intensive Care

General Long Term Care

Specialized Long Term Care

Long Term Acute Care

Other ((identify)

TOTALS:




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 itls managers or members (or the sole
manger 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 in the case of a sole proprietor, the individual that is the proprietor.

This Application for Permit is filed on the behalf of 56556, 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 completg,:é’nd correct to the best of his or
her knowledge and belief. The undersigned also certifies that.the permit applicafion fee required
for this application is sent herewith or will be paid upon request,

Yhr

?ILGSATURE -, m SIGNATURE

RN Dane E L an?

PRINTED NAME o PRINTED ,NAME
Mendser” MNember

— ]

PRINTED TITLE PRINTED TITLE

Notarization: Notarization:

Subscribed and sworn to before me Subscribed and sworn to before me \ \
this \ 1 _day of W this 11 _ dey of 20

XNt
( [ NAUMA SN\
| Signatufe'of Notary ~ Signature of Notary
Seal Seal

*Insert EXACT legal name of the applicant

OFRCIAL SEAL
HALEEMA SHARIF

OFFICIAL SEAL
HALEEMA SHARIF
Notary Public - State of illinois
My Commission Expires Apr 16, 2015

Notary Pyblic - State of {lincis
My Commission Expires Apr 19, 2015




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 Altermatives

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

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

T T T J!{ T — - e - = o

APPEND DOCUMENTATION AS A'ITACHMENT-1 1, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST '
"PAGE OF THE APPLICATION'FORM EACH ITEM (1-4) MUST BE IDENTIFIED |N A'I'I'ACHMENT 1.

PURPOSE OF PROJECT

1. Document that the project will provide heaith services that improve the health care or well-being of the
market area population to be served.

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

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

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

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

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

For projects involving modemnization, 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.

T - R e e - = G - R

NOTE Information regardlng th‘e “Purpose of the Prcuect" will be |ncluded in the State Agency Report

APPEND DOCUMENTATION AS ATTACHMENT-12, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM EACH ITEM (1-6) MUST BE IDENTIFIED IN A'!'FACHMENT 12
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ALTERNATIVES

1)

identify ALL of the alternatives to the proposed project:

Alternative options must include:

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

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

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

comparison shall address issues of total costs, patient access, gquality and financial
benefits in both the short term (within one to three years after project completion) and long
term. This may vary by project or situation. FOR EVERY ALTERNATIVE IDENTIFIED
THE TOTAL PROJECT COST AND THE REASONS WHY THE ALTERNATIVE WAS
REJECTED MUST BE PROVIDED.

3) The applicant shall provide empirical evidence, including quantified outcome data that

venfies improved quality of care, as available.
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SECTION IV - PROJECT SCOPE, UTILIZATION, AND UNFINISHED/SHELL SPACE

Criterion 1110.234 - Project Scope, Utilization, and Unfinished/Shell Space

READ THE REVIEW CRITERION and provide the following information:

i

SIZE OF PROJECT:
1. Document that the amount of physical space proposed for the proposed project is necessary and not
excessive. This must be a narrative.
2. If the gross square footage exceeds the BGSF/DGSF standards in Appendix B, justify the discrepancy by
documenting one of the following::
a. Additional space is needed due to the scope of services provided, justified by clinical or operational
needs, as supported by published data or studies;
b. The existing facility's physical configuration has constraints or impediments and requires an
architectural design that results in a size exceeding the standards of Appendix B,
c. The project involves the conversion of existing space that results in excess square footage.
Provide a narrative for any discrepancies from the State Standard. A table must be provided in the
following format with Attachment 14.
SI2ZE OF PROJECT
DEPARTMENT/SERVICE PROPOSED STATE DIFFERENCE MET
BGSF/IDGSF STANDARD STANDARD?
ASTC 5,640 DGSF <5,730 DGSF (90 DGSF) yes
APPEND DOCUMENTATION AS ATTACHMENT—M, iN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
VAPPLICAT!ON FORM ‘

PROJECT SERVICES UTILIZATION:

This criterion is applicable only to projects or portions of projects that involve services, functions or equipment
for which HFSRB has established utilization standards or occupancy targets in 77 llil. Adm. Code 1100,

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

provided.

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

UTILIZATION
DEPT.{ HISTORICAL | PROJECTED | STATE MET
SERVICE | UTILIZATION | UTILIZATION | STANDARD | STANDARD?
(PATIENT DAYS)
(TREATMENTS)
ETC.
YEAR 1 ASTC 1,455 hrs
YEAR 2 ASTC 1,568 hrs 1,501+ hrs yes

APPEND DOCUMENTATION AS ATTACHMENT—j .. IN NUMERIC SEQUENTIAL ORDER AFI'ER THE LAST PAGE OF THE.
APPLlCATlON FORM, : B
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UNFINISHED OR SHELL SPACE: NOT APPLICABLE

Provide the following information:
1. Total gross square footage of the proposed shell space,

2. The anticipated use of the shell space, specifying the proposed GSF tot be allocated to each
department, area or function;

3. Evidence that the shell space is being constructed due to
a. Requirements of governmental or certification agencies; or
b. Experienced increases in the historical occupancy or utilization of those areas proposed
to occupy the shell space.

4. Provide:
a. Historical utilization for the area for the latest five-year period for which data are
available; and
b. Based upon the average annual percentage increase for that period, projections of future
utilization of the area through the anticipated date when the shell space will be placed
into operation.

-:‘ﬁw B ad ot ,‘ R - s B T o S——
APPEND DOCUMENTATION AS ATTACHMENT 18 IN NUMERI WENT C _ T PAGE OF THE
;:APPLICATION FORM : rititalr - 4 '
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ASSURANCES: NOT APPLICABLE

Submit the following:

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

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

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

“1 O ‘.‘.‘,, T




H. Non-Hospital Based Ambulatory Surgery

This section is applicable to all projects proposing to establish or modemize a non-hospital based
ambulatory surgical treatment center or to the addition of surgical specialties.

1. Criterion 1110.1540(a), Scope of Services Provided
Read the criterion and complete the following:

a. Indicate which of the following types of surgery are being proposed:

Cardiovascular __ Obstetrics/Gynecology __X__Pain Management
____ Dermatology ____ Ophthalmology _ Podiatry
Gastroenterology ___ Oral/Maxillofacial ——_ Thoracic
____ General/Other _____ Crthopedic ____ Otolaryngology
_ X__Neurology ___ Piastic __ Urology
b. Indicate if the project wili resultina __ X limitedor ___ a multi-specialty ASTC.

2. Criterion 1110.1540(b), Target Population
Read the criterion and provide the following:
a. Onamap (8 %" x 11%), outline the intended geographic services area (GSA).
b. Indicate the population within the GSA and how this number was obtained.

c. Provide the travel time in all directions from the proposed location to the GSA borders and
indicate how this travel time was delermined.

3. Criterion 1110.1540(c)}, Projected Patient Volume
Read the criterion and provide signed letters from physicians that contain the following:
a. The number of referrals anticipated annually for each specialty.

b. For the past 12 months, the name and address of health care facilities to which patients were
referred, including the number of patients referred for each surgical specialty by facility.

c. A statement that the projected patient volume will come from within the proposed GSA.

d. A statement that the information in the refemal letter is true and correct to the best of his or her
belief.

4. Criterion 1110.1540(d), Treatment Room Need Assessment
Read the crilerion and provide:
a. The number of procedure rooms proposed.

b. The estimated time per procedure including clean-up and set-up time and the methodology used in
arriving at this figure,

5. Criterion 1110.1540(e}, Impact on Other Facilities

Read the criterion and provide:

a. A copy of the letter sent to area surgical facilities regarding the proposed project’s impact on their
workload. NOTE: This letter must contain: a description of the project including its size, cost, and
projected workload; the location of the proposed project; and a request that the facility
administrator indicate what the impact of the proposed project will be on the existing facility.

h. A list of the facilities contacted. NOTE: Facilities must be contacted by a service that provides
documentation of receipt such as the US. Postal Service, FedEx or UPS. The documentation
must be included in the application for permit.




6. Criterion 1110.1540(f), Establishment of New Facilities
Read the criterion and provide:

a. A list of services thai the proposed facility will provide that are not currently available in the GSA;
or

b. Documentation that the existing facilities in the GSA have restrictive admission policies; or
c. For co-cperative ventures,

a. Patient origin data that documents the existing hospital is providing outpatient
surgery services to the target population of the GSA, and

b. The hospital's surgical utilization data for the latest 12 months, and

c.  Certification that the existing hospital will not increase its operating room capacity
until such a time as the proposed project's operating rooms are operating at or
above the target utilization rate for a period of twelve full months; and

d. Certification that the proposed charges for comparable procedures af the ASTC will be
lower than those of the existing hospital.

7. Criterion 1110.1540{g), Charge Commitment
Read the criterion and provide:

a. A complete list of the procedures to be performed at the proposed facility with the proposed
charge shown for each procedure.

b. A letter from the owner and operator of the proposed facility committing to maintain the above
charges for the first two years of operation.

8. Criterien 1110.1540(h), Change in Scope of Service =~ NOT APPLICABLE
Read the criterion and, if appiicable, document that existing programs do not currently provide the service

proposed or are not accessible to the general population of the geographic area in which the facility is
located.

APPLICATION FORM




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 In¢.) or equivalent

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

See Section 1120.130 Financial Waiver for information to be provided

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

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

i Pro@idé Data for Projects Classified Catégor;y;ﬁ‘o‘r Category B (last three years) . Category B- |
L as: : : (Projected)

 Enter Historical andfor Prc'oj.ébf.ed'
Years:

Current Ratio

Net Margin Percentage

Percent Debt to Total Capitalization

Projected Debt Service Coverage

Days Cash on Hand

Cushion Ratio

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

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

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

APPEND DOCUMENTATION AS ATTACHMENT 41, IN NUMERICAL ORDER AFTER THE LAST PAGE OF THE
 APPLICATION FORM.* "~~~ . . S o L




X. 1120.140 - Economic Feasibility

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

A. Reasonableness of Financing Arrangements

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

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

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

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

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

B. Conditions of Debt Financing not applicable, funded through internal sources
This criterion is applicable only to projects that involve debt financing. The applicant shall

document that the conditions of debt financing are reasonabte by submitting a notarized statement
signed by an authorized representative that attests to the following, as applicable:

1) That the selected form of debt financing for the project will be at the lowest net cost
available;
2) That the selected form of debt financing will not be at the lowest net cost available, but is

more advantageous due to such terms as prepayment privileges, no required mortgage,
access to additional indebtedness, term (years), financing costs and other factors;

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

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

1. Identify each department or area impacted by the proposed project and provide a cost
and square footage 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
Department Totat
{list below) Cost/Square Foot Gross 3q. Ft. Gross Sq. Ft. Const. $ Mod. $ Cost
New Mod. New Circ.* | Mod, Cire” {AxC) (BxE) (G +H)

Contingency

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




o

D. Projected Operating Costs

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

E. Total Effect of the Project on Capital Costs

The applicant shall provide the total projected annuat capital costs (in current dollars per equivalent
patient day) for the first full fiscal year at target utilization but no more than two years following project
completion.

"APPEND DOCUMENTATION AS:ATTACHMENT -42; IN-NUMERIC SEQUENTIAL ORDER AFTER THE LASTPAGE OF THE '
APPLICATICN FORM. ~ . . . ] R e LT e e :




Xl Safety Net Impact Statement

SAFETY NET IMPACT STATEMENT that describes all of the following must b