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- ~
O('; ﬁ § /\&\
ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

APPLICATION FOR PERMIT ECEIVED

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
AUG 0 2 2012

LTH FACILITIES &
HEA OARD

This Section must be completed for all projects.

Facility/Project Identification

Faciiity Name: Hispanic American Endoscopy Center

Street Address: 3536 West Fullerton Avenue

City and Zip Code; Chicago, lllincis 60647

County: Cook Health Service Area 6 Health Planning Area.

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

Exact L.egal Name; Hispanic American Endescopy Center, LLC
Address: 3536 West Fullerton Avenue, Chicago, lllincis 60647
Name of Registered Agent: Brian Morrow

Name of Chief Executive Officer. Ramon Garcia, M.D.

CEO Address; 3536 West Fullerton Avenue, Chicage, lllinois 60647
Telephone Number: 773-772-1212

Type of Ownership of Applicant/Co-Applicant

'R Non-profit Corporation [l Partnership
] For-profit Corporation [l Governmental
X Limited Liability Company | Sale Proprietorship O Other

o Corporations and limited liability companies must provide an lllinols certiflcate of good

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

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

APPEND DOCUMENTATION AS ATTACHMENT-1 IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

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

Name: Kara M. Friedman

Title: Attorney

Company Name: Polsinelli Shughart PC

Address: 161 North Clark Street, Suite 4200, Chicago, lllincis 60601
Telephone Number. 312-873-3639

E-mail Address: kfriedman@poilsinelli.com

Fax Number;

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

Name: Ramon Garcia, M.D.

Title: Medical Director

Company Name: Hispanic American Endoscopy Center
Address: 3536 West Fullerion Avenue, Chicago, illincis 60647
Telephone Number: 773-772-1212

E-mail Address. rgarciamd@aol.com

Fax Number;
1495572
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition
ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT
SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION

Thig Section must be completed for all projects.

Facility/Project Identification

Facility Name: Hispanic American Endoscopy Center

Street Address: 3536 West Fullerton Avenue

City and Zip Code: Chicago, lllinois 60647

County: Cook Health Service Area 6 Health Planning Area:

Applicant /Co-Applicant Identification

r[Provide for each co-applicant [refer to Part 1130.220).

Exact Legal Name: Ramon Garcia, M.D.

Address: 3536 West Fullerton Avenue, Chicago, lllinois 60647

Name of Registered Agent:

Name of Chief Executive Officer:

CEQ Address:

Telephone Number; 773-772-1212

Type of Ownership of Applicant/Co-Applicant :

4 Non-profit Corporation 'l Partnership
U For-profit Corporation ! Governmental
O Limited Liability Company ] Sole Proprietorship ] Other

o Corporations and limited liability companies must provide an IHinois 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 pariner.

APPEND DOCUMENTATION AS ATTACHMENT-1 IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

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

Name: Kara M. Friedman

Title: Attorney

Company Name: Polsinelli Shughart PC

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

Telephone Number. 312-873-3639

E-mail Address: kfriedman@polsinelli.com

Fax Number:

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

Name: Ramon Garcia, M.D.

Title: Medical Director

Company Name: Hispanic American Endoscopy Center

Address. 3536 West Fullerton Avenue, Chicago, lllinois 60647

Telephone Number: 773-772-12142

E-mail Address: rgarciamd@aol.com

Fax Number:

149557.2

Page 2 ———- =




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

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

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

Name: Ramon Garcia, M.D.

Title: Medical Director

Company Name; Hispanic American Endoscopy Center

Address: 3536 West Fullerton Avenue, Chicage, lllinois §0647

Telephone Number: 773-772-1212

E-mail Address: rgarciamd@aol.com

Fax Number:

Site Ownership
|Provide this information for each applicable site]

[ Exact Legal Name of Site Owner: Garcia Properties

Address of Site Owner: 3538 West Fullerton Avenue, Chicago, lllinois 60647

Street Address or Legal Description of Site: 3536 West Fullerton Avenue, Chicago, lllinois 80647
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 dogumentation, deed, notarized statement of the corporation

attesting to ownership, an option to lease, a letter of intent to lease or a lease.

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

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

[ Exact Legal Name: Hispanic American Endoscopy Center, LLC

Address: 3536 West Fullerton Avenue, Chicago, lllincis 60647

O Non-prafit Corporation ] Partnership
o For-profit Corporation ] Governmental
> 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 pariner specifying whether each is a general or limited partner,

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

APPEND DOCUMENTATION AS ATTACHMENT-3, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. ;

Organizational Relationships

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

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

149557.2
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ILLINDIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

Flood Plain Reguiremeants
|Refer to application instructions.]

Provide documentation that the project complies with the requirements of Illinois 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 floodptain areas. Floodplain
maps can be printed at www.FEMA.qov or www.illincisfloodmaps.org. This map must be in a
readable format. In addition please provide a statement attesting that the project complies with the
requirements of lilinois Executive Order #2005-5 {http://www.hfsrb.illinois.qov).

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-E, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

DESCRIPTION OF PROJECT

1. Project Classification
|Check those applicable - refer to Part 1110.40 and Part 1120.20{b})]

Part 1120 Applicability or Classification:
Part 1110 Classification: [Check one only.]
(d  Substantive [0 Part 1120 Not Applicable

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

[J DHS or DVA Project

1495572
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ILLINCIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

2, Narrative Description

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

Hispanic American Endoscopy Center, L.L.C. (the “Applicant”) proposes to add pain
management to its current limited-specialty ambulatory surgical treatment center (*ASTC")
located at 3536 West Fullerton Avenue, Chicago, lllincis 60647. The ASTC includes one
procedure room and two Stage 1 and two Stage 2 recovery stations, which are housed in 3,445
gross square feet of clinical space. No construction or other alterations to the ASTC will be
required in order to facilitate the provision of these additional categories of surgeries. The
ASTC will procure a small amount of additional medical equipment to accommodate the
requirements of these procedures.

This constitutes a substantive, category B project because it involves the addition of a new
category of service.

149557.2




ILLINQIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

Project Costs and Sources of Funds

APPLICATION FOR PERMIT- May 2010 Edition

Complete the following table listing all casts (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 socurces of funds must

equal.

Project Costs and Sources of Funds

USE OF FUNDS

CLINICAL

NONCLINICAL

TOTAL

Preplanning Costs

Site Survey and Soil Investigation

Site Preparation

Off Site Work

New Construction Contracts

Modernization Contracts

Contingencies

Architectural/Engineering Fees

Consulling and Other Fees

Movable or Other Equipment (not in construction
contracis)

$50,500

$50,500

Bond Issuance Expense {project related)

Net Interest Expense During Construction (project
related}

Fair Market Value of Leased Space or Equipment

Other Costs To Be Capitalized

Acquisition of Building or Olher Property (excluding
land}

TOTAL USES OF FUNDS

$50,500

$50,500

SCOURCE OF FUNDS

CLINICAL

NONCLINICAL

TOTAL

Cash and Securities”

$50,500

$50,500

Pledges

Gifis and Bequests

Bond Issues (project related)

Mortgages

Leases (fair market value)

Governmental Appropriations

Grants

Other Funds and Sources (NBV of Existing
Equipment}

TOTAL SOURCES OF FUNDS

$50,500

$50,500

NOTE: ITEMIZATION OF EACH LINE ITEM MUST BE PROVIDED AT ATTACHMENT-7, IN NUMERIC SEQUENTIAL ORDER AFTER

THE LAST PAGE OF THE APPLICATION FORM.

14955%7.2
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

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

Land acquisition is related to project (] Yes 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 cost is $ 0

Project Status and Completion Schedules

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

Anticipated project completion date (refer to Part 1130.140); _December 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 related to
CON Contingencies

X Project obligation will occur after permit issuance.

APPEND DOCUMENTATION AS ATTACHMENT-8, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

State Agency Submittals

Are the following submittals up to date as applicable:
] Cancer Registry NOT APPLICABLE
[[] APORS NOT APPLICABLE
E All formal document requests such as IDPH Questionnaires and Annual Bed Reports been
submitted

B4 All reports regarding outstanding permits
Failure to be up to date with these requirements will result in the application for permit being

deemed incomplete.

149557.2
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ILLINQIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

Cost Space Requirements

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

Gross Square Feet Amount of Propose_'c.lhzt:tl;:! Gross Square Feet

Vacated
Space

New

Const. Modernized Asls

Dept. / Area Cost Existing | Proposed

REVIEWABLE

Medical Surgical

Intensive Care

Diagnostic
Radiology

MRI

Total Clinical

NON
REVIEWABLE

Administrative

Parking

Gift Shop

Total Non-clinical

TOTAL

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

149557.2
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ILLINQIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

Facility Bed Capacity and Utilization NOT APPLICABLE

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

Obstetrics

Pediatrics

Intensive Care

Comprehensive Physical
Rehabhilitation

Acute/Chronic Mental lliness

Neonatal Intensive Care

General Long Term Care

Specialized Long Term Care

Long Term Acute Care

Other ((identify)

TOTALS:

149557.2




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

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

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

This Application for Permit is filed on the behalf of __Hispanic American Endoscopy 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 comrect 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.

Mo

e

SIGNATURE SIGNATURE

Ramon Garcia, M.D.,

PRINTED NAME

Manager

PRINTED TITLE
Notarization:
Subscribed and sworn to before me
thi day of ”g‘é
da YWt Gy
~Nara DA

"“OFFICIAL SEAL"

cal Tara L Motle

; Notary Public, State of lllinois
My Commission Expires 6/11/2013

4
4
-
4

*Insert EXACT legal name of the applicant

PRINTED NAME

PRINTED TITLE

MNotarization:
Subscribed and sworn te before me
this day of

Signature of Notary

Seal

150646.1




CERTIFICATION

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

o inthe case of a comporation, 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 inthe case of a partnership, two of its general partners (or the sole general parther, 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 tiled on the behalf of _ Ramon Garcia, M.D.
in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned cenrtifies 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.

U

SIGNATURE SIGNATURE

Ramaon Garcia, M.D.

PRINTED NAME PRINTED NAME
Pt oen T

PRINTED TITLE PRINTED TITLE

Notarization: Notarization:

Subscribed and sworn to before me

ined and sworp to before me
7 this__ day of

day of

Signature of Notary

Seal

“Insert EXACT legal name of the applicant

o I




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

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

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

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

READ THE REVIEW CRITERION and provide the following requited information:
BACKGROLIND OF APPLICANT

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

2. A cerified listing of any adverse action taken against any facility owned and/or operated by the applicant
guring the three years prior to the {iling of the application.

3. Authorization permitling HFSRB and DPH access to any documenis necessary lo venfy the information
submitted, including, but not limited to: official records of OFPH or other State agencies; the licensing or
certification records of olher slates, when applicabte; and the records of nationally recognized accreditation
organizalions. Failure to provide such authorization shall constitute an abandonment or withdrawai
of the application without any further action by HFSRB.

4. If, dunng a given calendar year, an applicant submits more than one application for permit, the
documeniation provided wilh the prior applicalions may be ulilized to fulfill the information requirements of
ithis criterion. In such instances, the applicant shall attest the information has been previously pravided, cite
the project number of the prior application, and certify that no changes have occurred regarding the
information thal has been previously provided. The applicant is able {o submil amendmenis to previously
submitted information, as needed, 1o update and/or clarify data.

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

PURPOSE OF PROJECT

1. Documeni that the project will provide heakh services that improve the health care or well-being of the
markel area population to be served.

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

3. ldentify ibe existing problems or issues thal need to be addressed, as applicable and appropriate for the
project. [See 1110.230{b} for exampies of documeniation ]

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

5. Defail 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 cbjeclives, with specific timeframes thal relale lo achieving
\he stated goals as appropriate.

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

v
LA

‘NOTE Information mgardlng the "Purposa of the Pm}ed" wIII bﬂ Included in the State Agency Report. ‘

"APPEND DOCUMENTATIOH AS ATTACHMENT-1 2 IN NUMERIC SEQUENTIAL ORDER AFI'ER THE I..AST
PAGE OF THE APPLICATION FORM. EACRITEM (1 -8) MUST BE IDEHTIFIED IN A'I'I'ACHMEHT 12 RPN

T

1495572
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

ALTERNATIVES
1} Identify ALL of the alternafives to the proposed project:
Afternative options must include:
A} Proposing a2 project ol greater or tesser scope and cost;

8) Pursuing a joint venlwe or similar arrangement wilh one or mere providers or
enfites 1o meet all or a portion of the project's intended purposes; developing
alternative settings 1o meet all or a portion of the project's intended purposes;

] Utilizing other health care resources that are available to serve all or a portion of
the population proposed to be served by the projec!; and

)} Provide the reasons why the chosen alternative was selected.

2 Documentation shall consist ol a comparison of the project to alternative options. The
compasison shall address issues of total cosls, patient access, quality and financial
benefits in both the short term (within one to three years after project compietion) and long
term. This may vasry by project or siluation. FOR EVERY ALTERNATIVE DENTIFIED
THE TOTAL PROJECT COST AND THE REASONS WHY THE ALTERNATIVE WAS
REJECTED MUST BE PROVIDED.

3) The applicant shall provide empincat evidence, including quantified ouicome daia that
verifies improved guality of care, as available,

APPEND DOCUMENTATION AS ATTACHMENT-13, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM.

1495572
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

APPLICATION FOR PERMIT- May 201{ Edition

SECTION IV - PROJECT SCOPE, UTILIZATION, AND UNFINISHED/SHELL SPACE

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

READ THE REVIEW CRITERION and provide the following information:

SIZE OF PROJECT:

excessive

1. Document that the amount of physical space proposed for the proposed project is necessary and nol
This must be 3 narrative,

2 f the gross squase foolage exceeds the BGSF/DGSF standards in Appendix B, justify the discrepancy by
documenting one of the following::

a Additional space is needed due 1o the scope of services provided, justified by clinicat or operational
needs, as supported by pubtished data or studies;

b. The existing facility's physical cenfiguration has constranls or impediments and requires an
architeciural design that results in a size exceeding the slandards of Appendix B;

¢. 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,

l

SIZE OF PROJECT

DEPARTMENT/SERVICE

PROPOSED
BGSF/IDGSF

STATE
STANDARD

DIFFERENCE

MET
STANDARD?

APPLICATION FORM.

APPEND DOCUMENTATION AS ATTACHMENT-14, N NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

provided.

PROJECT SERVICES UTILIZATION:

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

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 Ill. Adm. Code 1100,

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

ETC.

| UTILIZATION
DEPTJ HISTORICAL | PROJECTED | STATE MET
SERVICE | UTILIZATION | UTILIZATION | STANDARD | STANDARD?
{PATIENT DAYS)
(TREATMENTS)

YEAR 1

YEAR 2

APPUCATTON FORM

APPEND DDCUMEN‘T AT!ON AS ATTACHMEHTJS. iN HUMERIC SEQUEN‘HAL ORDER AFTER THE LAST PAGE OF THE

J49557.2




ILLINOIS HEALTH FACH.ITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

UNFINISHED OR SHELL SPACE:
Provide the following information;
1. Total gross square footage of the proposed shell space,

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

3. Ewidenrce 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 shelt space.

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

APPEND DOCUMENTATION AS ATTACHMENT-16, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

ASSURANCES:
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
invoived,

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

3. The anticipated date when the shell space will be completed and ptaced into operaticn.

APPEND DOCUMENTATION AS ATTACHMENT-17, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

149557.2
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ILLINOIS HEALTH FACILITIES AND SERYICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

SECTION VII - SERVICE SPECIFIC REVIEW CRITERIA

This Section is applicabe to all projects proposing establishment, expansion or moderﬁization of
categoties of service that are subject to CON review, as provided in the lllinois Health Facilities
Planning Act [20 ILCS 3960). It is comprised of information requirements for each category of

service, as well as charts for each setvice, indicating the review criteria that must be addressed
for each action {establishment, expansion and modernization). After identifying the applicable review
criteria for each category of service invoived , read the criteria and provide the required information, AS
APPLICABLE TO YHE CRITERJA THAT MUST BE ADDRESSED:

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 criferion and complete the following:

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

Cardiovascular ___ Obstetnes/Gynecology __X_ Pain Management
_ Dermalotogy ____ Ophihaimology ___ Podiatry
__X__Gasircenterclogy ____ OralMaxillofacial ______Thaoracic
—__General/Other —_ .._Orhopedic ____ Ololaryngology
_Neumlogyl _ Plastic _ X Urology
b Indicate if the project wili resultina _ fimiled or __ X a multi-specialty ASTC.

2. Criterion 1110.1540(b), Target Population
Read the criterion and provide the following:
a. Onamap (8 %" x 117, oulline the miended geographic services area (GSA).
b. Indicaie the population wihin the GSA and how this number was obtained.

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

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

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

c. A statemen! thal the projecied patient volume will come from within the proposed GSA.

d. A slatement thal the information in the referral letter is true and correct to the best of his or her
belief.

149557.2
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ILLINQIS HEALTH FACILITIES AND SERVICES REVIEW BQARD APPLICATION FOR PERMIT- May 2010 Edltion

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

b. The estimated time per procedure including clean-up and set-up time and the methodolegy used in
arriving al 1his figure.

§  Criterion 1110.1540{e), Impact on Other Facilities
Read the crilerion and provide:

a. A copy of the tefter sen! to area surgical facilities regarding the proposed project’'s impact on their
workload. NOTE: This letter musi contain: a description of the project including ils size, cosi, and
projected workload; the location of the proposed project; and a request that the facifity
adminisirator indicate what the impaci of the proposed projec will be an the exisling facility.

b. A lisi of the facilities contacted. NOTE: Facilities must be contacled by a service that provides
documentation of receipt such as the US. Postal Service, FedEx or UPS. The documentation
must be inctuded in the application for permil.

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

a. Ahsi of services that the proposed facility will provide thal are nol currently available in the GSA;
or

b. Documentation that the exisling {acilities in the GSA have restrictive admission policies; or
c. For co-operafive ventures,

a.  Patieni origin dala that documenis the existing hospital is providing outpatient
surgery services to the targel population of the GSA, and

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

c. Certfication that the existing hospital will nol increase its operating room capacity
unlit such a time as the proposed project’s operaling rooms are cperaling al of
above the target utilization rate for a period of twelve full months,; and

d. Cerification that the proposed charges for comparable procedures at the ASTC will be
lower than those of the exisfing hospital.

7. Criterion 1110.4540({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 lefler from the owner and operator of the proposed facility committing to mainiain the above
charges for the firsi two years of operation.

8. Criterion 1110.1540(h), Change in Scope of Service

Read the criterion and, if applicable, 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,

APPEND DOCUMENTATION AS ATTACHMENT.27, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. - ; S :
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

The iollowing 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 Pooer’s rating agencies, or A3 or better from Moody's (the rating shall be affirned
within the lalest 18 month period prior to the submittal of the application):

Section 1120.120 Availability of Funds - Review Criteria
« Section 1120.130 Financial Viability - Review Criteria
»  Section 1120.140 Ecconomic Feasibility - Review Criteria, subsection {a}

-

Vill. - 1120.120 - Availability of Funds

The applicani shall docurmenti thal knancial resources shall be available and be equal to or exceed the estimated total
project cost plus any related projec! costs by providing evidence of sufficient financial resoutces from the following
sources, as applicabie; Indicate the dollar amount to be provided from the following sources:

a) Cash angd Securies - sialements (e.g., audited finaacial staterments. letters from financial
350,500 institulions, board resohtions) as o
) the amoun! of cash and securities available for the projed. including the

identification of any security, #s value and avallability of such funds: ang

2) interesi 1o be earmed on depregiation account funds or ta be earned on any
asset from the date of applicant's submission Ihtough project completion,

b) Pledges - for anticipated piedges, a summary of the aniicipaled pledges showing anlicipaled
receipts and discounted value, estimated time table of gross receipis and relaled lundsaising
expenses, and a discussion of pasi fundraising expenence.

¢) Gifts and Bequests - vesilicatian of the dollar amount, identificalion of any conddwons of use, and
the estimated lime table of receipls;

d) Debi - 2 statement of the estimated terms and conditions {including the debl ime period, variable
or permanent inlerest rates over the debl lime period, and the anticipated repayment schedule) for
any interim and for the permanent financing propesed to fund the projecl, including:

1) For generzt obligation bonds, proof of passage of the required reterendum or
evidence that lhe governmenial unif has he authority lo issue the bonds and
evidence of the dollar amount of the issue. including any discounling
anticipated;

2) For revenue bonds, prool of Ihe feasibllity of securing the specified amouni ang
interest rate;

3 For mortgages, a letier from the prospecive lender attesting to the expectation
of making the loan in the amouni and time indicated, including the anticipated
inlerest rate and any condilions associaled with the mongage, such a5, but not
limited 10, adjustable interest rates, balloon payments, eic;

4) For any lease, a copy of Ihe lease, including all Lhe terms and cendilions,
including any purchase oplions, any capilal mprovements to the property and
provision of capdal equipment;

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

a) Governmental Approprialions — a copy of the appropriation Acl ot ordinance accompanied by a
statement of funding availability from an official of the goveramental ungt. il funds are to be made
available from subsequent fiscal years, a copy of a resolution or other aclion of the governmental’
unit attesting 1o this inlent;

f Grants - a lefier from the granting agency as (o the availabiitty of funds in terms of the amount and
time of receipt;
g) Al Olher Funds and Sources - verification of the amouni and lype of any cther lunds that will be

used for the project.

$50,500 TOTAL FUNDS AVAILABLE

| APPEND DOCUMENTATIOH AS &! !ACHMEN [-39, iN NUMERIC SEQUENTIAL ORDER AFTER THE LAST. PAGE OF THE
APP]JCATION FORM. Ny - . L :
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ILLINCIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

IX. $120.130 - Financial Viability

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

Financial Viability Waiver

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

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

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

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

See Section 1120.430 Financial Waiver for information te be provided

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

The applicant or co-applicant thal is responsible for funding or guaranteeing funding of the projec! 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 {ollowing project completion. When the applicant’s
facility does not have facility specific financial slatements and the facility is a member of a heaith care system that
has combined or consolidated financial statements, the syslem’s viability ralios shall be provided. If the heatth care
systern incfudes one or more hospitals, the syslem's viability ratios shall be evaluated for conformance wilh the

applicable hospital standards.

Provide Data for Projects Classified Category A or Category B (last three years) Category B
as: {Projected)

Enter Historical and/or Projected
Years:

Current Ratio

Net Margin Percentage _

Perceni Debt to Total Capitalization

Projected Debt Service Coverage

Days Cash on Hand

Cushion Ratio

Provide the melhodology and worksheels ulilized in determining the ratios detailing the calculation
and apglicable line item amounis fram the financial statemenis. Complete a separate table for each
co-applicant and provide worksheets for each.

2. Variance

Applicants nol in compliance with any of the viability ralios shall documen! 1hat anolher organization,
public or private, shalt assume the legal responsibilty to meet the debl obligations should the
apphcanl default.

APPEND DOCUMENTATION AS ATTACHMENT 41, IN NUMERICAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. - ' '
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Editlon

X. 1120.140 - Economic Feasibility

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

A. Reasonableness of Financing Arrangements

The applicani shail document the reasonableness of financing arrangements by submitting a
nalarized stalement signed by an auvthorized represeniative thai atiests fo one of the following:

1}

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

That the {otal estimaled project costs and relaled costs will be funded in iotal or in part by
berrowing because:

A} A porlion or afl of the cash and equivalents must be relained in the batance sheet
asset aceounts in order 1o maintain a current ratic of al least 2.0 limes for
hospitals and 1.5 times for all other facililies: or

B} Borrowing is less costly than the liquidation of existing investiments, and the
existing investmenis being retained may be converted fo cash or used 1o relire
debl within a 60-day period.

8. Conditions of Debt Financing

This criterion is$ applicable only lo projects thal 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 1hal altests to the following, as applicable:

1)

2)

3

That the selected form of deb! financing for the project will be at the lowes! net cost
available;

That the selecled form of debt financing will not be at the lowest net cos! available, but is
mofe advantagecus due to such 1erms as prepayment privileges, no required morigage,
access {o addilional indebtedness, term (years}, financing costs and other faclors,

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

C. Reasonableness of Project and Related Costs

Read the criterion and pravide the following:

1.

fdentify each department or area impacted by the proposed project and provide a cost
and square footage allocation for new consiruction and/or modernization using the
foliowing format (insert after this page).

COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE

A B C D E F G H
Department Total
flist below) Cost/Square Foot Gross Sq. Ft. Gross Sq. Ft. ConsL § Mod. Cost
New Mod. New Circ.* | Med. Circ." (AxQC) {BxE) (G + H)
Conlingency
TOTALS

* include lhe peicentage (%) of space for circulation

149557.2




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

D. Projected Operating Costs

The applicant shall provide the projected direc! annual operaling costs {in current dollars per equivalent
patient day or unit of service) for the first full fiscal year al 1arget utilization bul no more than two years
following project completion. Direct cost means the fully allocated cosis of salanes, benefits and supplies
for the service,

E. Total Effect of the Project on Capital Costs

The applicant shall provide the total projected annual capitai costs {in current doBars per equivalent
patient day) for the first full fiscal year at targel utilization bl no more than two years following project
compiehon.

APPEND DOCUMENTATION AS ATTACHMENT <42, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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H.LINOIS HEALTH FACILITIES ARD SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

Xl Safety Net Impact Statement

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

1. The ptoject's malesial impac, if any, en essential safety nel services in lhe community, to the extent that i is feasible tor an
applicant lo have such knowledge.

2 The project's impact an the ability of another provider or health care system lo cross-subsidize safety net services, if reasonably
known to the apphcant,

3, How the discontinuation of a facility or service might impact the remarning safety net pioviders in a given community, if
reasonably known by the applicant.

Safety Nat impact Statements shall also inctude all of the following:

1. For the 3 fiscal years prior 1o the application, a certification describing the amouni of chanty care provided by the apphcanl. The
amount calculated by hospital apphcants shall be in accordance with the reporting requiremenis oy charity care reporling in the
lllings Community Benefits Act. Non-hospital applicanis shall report charity care, at cost, in aceordance with an appropriate
methodology specified by the Board,

2. For the 3 fiscal years prior to the apphcalion. a cerlification of the amoun of care provided 10 Medicard palienis. Hospilal 2nd non-
hgspital applicants shall provide Medicaid information in 2 manner consistent with the information repoded each year 1o Ihe [thnois
Depanment of Pubfic Health regarding “Inpatients and Qutpatients Served by Payor Source” and "Inpalient and Qutpatient Net
Revenue by Payar Source” as required by the Board under Section 13 of this Act and published in the Annual Hospital Profite.

3. Any information the applicant believes is direcily relevani 1o safely net services, including information regarding 1eaching,
research, and any olher service.

A table in the following format must be provided as parl of Atachment 43.

Safety Net Information per PA 96-0031
CHARITY CARE

Charity (¥ of patients) Year Year Yoar
inpatient
Culpatient
Total
Charity {cost In dollars)
Inpaiient
Quipahient
Total
MEDICAID
Medicaid {# of patients) Year Year Year
fnpatient
Outpatient
Total
Medicald {revenue)
tnpatient
Quipatient

Total

\APPEND DOGUMENTATION AS Armcmsm-w IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. o AR S _
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

Xil, Charity Care Information

Charity Care information MUST be furnished for ALL projects.

1. Al applicants and co-applicanis shall indicale the amount of charity care for the falest (hree audited fiscal years, the cost
of charity care and the ratio of that charity care cosl 1o net patient revenue.

2. H the applicani owns ot operates one or more Taciities, the reponing shall be for each individuat facitity localed in Flrnois H
charity care cosis are reporied on a consolidated basis. the applicant shall provide documentation as to the cost of charity
care; the ralio of that charity care to the net palient revenue for the consotidated financial stalement, the allocalien of
charily care cosis, and Ihe ratio of charity care cost 1o net palient revenue !or the facility under review.

3 It the applicant is nol an existing Jacilty, it shall submit the facility's projected patient mix by payer source, anticipated
charity care expense and projecied ratic of charity care to net palient revenue by the end of its second year of operalion,

Charlty 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 pravided at cost.

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

CHARITY CARE

Year Year Year

Net Patiant Revenue

Amaount of Charity Care {charges)

Cosl of Charity Care

APPEND DOCUMENTATION AS ATTACHMENT-44, IN NUMERIC SEGUENTLAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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Section |, ldentification, General Information, and Certification
Applicants

The lllinois Certificate of Goed Standing for Hispanic American Endoscopy Center, L.L.C. is attached al
Attachment ~ 1.

Attachment -~ 1
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File Number 0105909-2

To all to whom these Presents Shall Come, Greeting:

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

HISPANIC AMERICAN ENDOSCOPY CENTER, L.L.C., HAVING ORGANIZED IN THE
STATE OF ILLINOIS ON NOVEMBER 26, 2003, APPEARS TO HAVE COMPLIED WITH ALL
PROVISIONS OF THE LIMITED LIABILITY COMPANY ACT OF THIS STATE, AND AS OF

THIS DATE 1S IN GOOD STANDING AS A DOMESTIC LIMITED LIABILITY COMTANY IN
THE STATE OF 1LLINOIS.

In Testimony Whereof, 1 hereto set
my hand and cause to be affixed the Great Seal of
the State of Hlinois, this 25TH |
day of JULY AD,. 2012

Authentication #: 1220703234 M/

Authenticale at: hitp:ffwww.cyberdriveilinois.com

SECRETARY QF STATE

25 * Attachment - 1




Section |, Identification, General Information, and Certification

SHe Ownership

A copy of the lease between Hispanic American Endescopy Center, L.L.C. and Garcia Properties, Inc. is
attached at Attachment - 2.

Attachment — 2

149555.4
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COMMERCIAL LEASE AGREEMENT
TH1S LEASE (this "Leasc') dated this 22nd day of March, 2010
BETWEEN:
GARCIA PROPERTIES INC c;f3536 w -Fuller:on Avenue, Chicago, IL

60647

Telephone: 773-772-1212  Fax:
(the "Landlord™)

OF THE FIRST PART

- AND -

Hispanic American Endoscopy Center of 3536 West Fullerton Avenue,
Chicago, IL 60647
Tetephone: 773-772-1212  Fax: 773-772-8666
(the "Tenant™}
OF THE SECOND PART

IN CONSIDERATION OF the Landlord leasing certain prenmses to the Tenan, the Tenant
leasing those premises from the Landlord and the mutua) benefits and obligations set forth in this
Lease, the reccipt and sufficiency of which consideration is hereby acknowledged, the pantics to

this Lease agree as follows:

1. Definitions
1. When used in this Lease, the following expressions wil) have the meanings indicated:

a. "Additional Renl” means all amounts payable by the Tenani under this Lease
except Base Rent, whether or not specifically designated as Additionai Rent
clsewhere in this Lease;

b. "Building" means a}l buildings, improvements, equipment, fixtures, property and

facilities from time 10 time located at 3536 W FULLERTON AVE, CHICAGO,
1L 60647, as from Lime to time altered, expanded or reduced by the Landlord in its

sole discretion;
¢. "Common Areas and Facilities" mean:

i, those portions of the Building areas, buildings, impravements, facilities,
utilities, equipment and installations in or forming part of the Building
which from time to time are not designated or itended by the Landlord to
be leased 1o tenants of Lhe Building including, without limitalion, exterior

Altachment - 2
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weather walls, roofs, entrances and exits, parking areas, driveways,
loading docks and area, storage, mechanical and electrical rooms, areas
above and below leasable premises and not included within leasable
premises, security and alarm equipment, grassed and landscaped areas,
retaining walls and maintenance, cleaning and operating equipment
serving the Building; and

1i.  those lands, areas, buildings, improvements, facilities, utilities, cquipment
and inslallations which serve or are for the useful benefit of the Building,
the tenants of the Building or the Landlord and those having business wath
them, whether or not located within, adjacent o or near the Building and
which are designated from tine to time by the Landlord as part of the
Common Areas and Facilities; '

d. "Leasable Area" means with respect 1o any rentable premises, the arca expressed
in square feet of all floor space including floor space of mezzanines, f any,
determined, calculated and certified by the Landlord and measured from the
exterior face of all exterior walls, doors and windows, inciuding walis, doors and
windows separating the rentable premises from enclosed Common Areas and
Facilities, if any, and from the center line of ali interior walls separating the
rentable premises from adjeining rentable premises. There will be no deduction
or exclusion for any space occupied by or used for columns, ducts or other

structural elements;

¢. "Premises” means the building a1 3536 W FULLERTON AVE, CHICAGO, IL -
60647,

f.  "Proportionaie Share" means a fraction, the numerator of which s the Leasable
Area of (he Premises and the denominator of which is the aggregate of the
Leasable Area of all rentable premises in the Building.

2. Leased Premises

2. The Landlord zprees 1o rent to the Tenant the building municipally described as 3536 W
FULLERTON AVE, CHICAGO, I 60647, (the "Premises") . The Premises will be vsed
for only the following permitted use {the "Pernutied Use"): LICENSED
AMBULATORY SURGICAL TREATMENT CENTER.

Neither the Premises nor any part of the Premises will be used at any time during the
term of this Lease by Tenant for any purpose other than the Permitted Use.

3. While the Tenant, or an assignee or subtenant approved by the Landiord, is using and
occupying the Premises for the Permilted Use and is not in default under the Lease, the
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11.

1.

Landlord agrees not to Lease space in the Building io any tcnant who will be conducting
in such premises as ils principal business, the services of: LICENSED AMBULATORY

SURGICAL TREATMENT CENTER.
Term

The term of the Lease commences at 12:00 noon on Janvary 1, 2009 and ends a1 12:00
noon on December 31, 2010,

Upon 30 DAYS notice, the Landlord may terminate the tenancy under this Lease if the
Tenant has defaulied in the payment of any portion of the Rent when due,

Upon 30 DAYS notice, the Landlord may terminate the tenancy under this Lease if the
Tenanl fails to observe, perform and keep each and every of the covenants, agreements,
stipulations, obligations, conditions and other provisions of this Lease to be observed,
performed and kepi by the Tenant and the Tenant persists in such default beyond thé said
30 DAYS notice. ’

Should the Tenant remain in possession of the Premises with the consent of the Landlord
after the natural expiration of this Lease, a new enancy from month to month will be
created between the Landlord and the Tenant which will be subject o all the terms and
conditions of this Lease but will be terminable upon either party giving one month notice

to the other panty.
Rent

Subject to the provisions of this Lease, the Tenant will pay a base reni of $16,000.00 per
month for the Psemises (the "Base Rent"). In addition to the Base Rent, the Tenant will
pay the following taxcs o the Landiord: REAL ESTATE TAXES.

The Tenant will pay the Base Rent on or before the TENTH of each and every imonth of
the term of 1his Lease 10 the Landlord.

. The Tenant will be charged an additional amount of $700.00 for any late payment of

Rent.

Operating Costs

in addition to the Base Rent, the Tenant wilt pay as Additional Rent, without setoff,
abatement ar deduction, its Proportionate Share of all of the Landlord's costs, charges and
expenses of operating, mainlaining, repairing, replacing and insuring the Building
including the Common Areas and Facilitics from time o hime and the carrying out of all

.. 29
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obligations of the Landiord under this Lease and similar jeases with respect to the
Building ("Operating Costs").

12. Except as otherwise provided in this Lease, Operating Costs will not include debt service,
depreciation, costs determined by the Landlord from time to time to be fairly alfocable to
the correction of consiruction faults or initial maladjustments in operating equipment, all
management costs not 2llocable to the actual maintenance, repair or operation of the
Building (such as in connection with leasing and rental advertising), work performed in
connection with the indtial construction of the Building and the Premises and
improvements and modemization ta the Buitding subsequent to the date of original
construction which are not in the nature of a repair or replacement of an existing
component, system or part of the Building,

13. Operating Costs will also not include the following:

a. any increase in insurance premiums to the center as a result of business activities
af other Tenants;

b. the costs of any capital replacements;

¢. the cosis incurred or accrued duc (o the willful act or negligence of the Landlord
or anyonce acting on behalf of the Landlord;

d. structural repairs,

¢. costs for which the Landlord 1s reimbursed by insurers or covered by warranties;

f. costs incurred for repairs or maintenance for the direct account of a specific
Tenanl or vacen! space;

g. cosis recovered directly from any Tenant for separate charges such as heating,
ventilating, and air conditioning relating to that Tenant's leased premises, and in
respect of any act, emission, neglect or default of any Tenant of its obligations

under its Lease; or

h. any expenses incurred as a resuli of the Landlord generating revenues from
common area facilities will be paid from those revenues generated.

14, The Tenam will pay:

a. To the Landlord, the Teanant's Proportionate Share of all real property taxes, rates,
duties, levies and assessments which are levied, rated, charged, imnposed or
assessed by any lawful taxing authorily (whether federal, state, districi, municipal,




1S,

school or otherwise) against the Building and the land or any part of the Building
and land from time to time or any taxes payable by the Landlord which are
charged in licu of such taxes or in addition to such taxes, but excluding income
tax upon the income of the Landlord to the extent that such taxes are not levied in
lieu of real propenty taxes against the Building or upon the Landlord in respect of

the Building.

b. To the lawful 1axing authorities, or to the Landlord, as it may direct, as and when
the samc become due and payable, all taxes, rates, use {ees, duties, asscssments
and other charges that are levied, rated, charged or assessed against or in respect
of afl improvements, equipment and facilities of the Tenant on or in default by the
Tenant and in respect of any busingss carried on in the Premises or in respect of
the use or occupancy of the Premises by the Tenant and every subtenant, licensee,
concessionaire or glher person doing business on or from the Premises or
occupying any portion of the Premises.

For any rent review ncgotiation, the basic rent will be calculaled as being the higher of
the Basc Rent payable immediately before the date of review and the Open Market-Rent

on the date of review,

. Landlord's Estimate

. The Landlord may, in respect of all taxes and Operating Costs and any other ilems of

Additional Rent referrcd to in this Lease compute bona fide estimaies of the amounts
which are anticipated 1o accrue in the next following lease year, calendar year or fisca)
year, or portion of such year, as the Landlord may determine is most appropriate for each
and of all items of Additional Rent, and the Landlord may provide the Tenant with
written notice and a reasonable breakdown of the amouni of any such estimate, and the
Tenant, following receipt of such written notice of the estimated amouni and breakdown
wilt pay 10 the Landlord such amount, in equal conseculive monthly installments
througheout the application period with the monthly installments of Base Rent. With
respect to any item of Additional rent which the Landlord has not elected to estimate
from time to time, the Tenant wil) pay to the Landlord the amount of such item of
Additional Rent, determined under the applicable provisions of this Lease, immediately
upon receipl of an invoice seiting out such items of Additional Rent. Within one hundred
and twenty {120) days of the conclusion of each year of the tenin or a portion of a year, as
the case¢ may be, calendar year or fiseal year, or portion of such year, as the case may be,
for which the Landlord has estimated any item of Additional Rent, the Landlord will
compute the actual amount of such item of Additiona! Rent, and make available to the
Tenant for examination a statement providing the amount of such ttem of Additional Rent
and the calculation of the Tenant's share of that Additional Rent for such year or portion

)




18.

20.

20.

of such year. [{the aclval amount of such items of Additional Rent, as set out in the any
such statement, exceeds the aggregate amount of the instaliments paid by the Tenant in
respect of such item, the Tenant will pay 1o the Landlord the amount of excess within
fificen (15) days of receipt of any such statement. 1f the contrary is the case, any such
statement wiil be accompanied by a refund to the Tenant of any such overpayment
without interest, provided that the Landlord may first deduct from such refund any rent
which i5 then in arrears.

. Use and Occupation

. The Tenant will use and cccupy the Premises only for the Permitted Use and for no other

purpose whatsoever, The Tenant will carry on business under the name of Chicago
Endoscopy Center and will not change such name without the prior wriiien consent of the
Landlord, such consent not to be unreasonably withheld. The Tenant will open the whole
of the Premises for business to the public fully fixtured, stocked and siaffed on the dote of
commencement of the term and throughout the term, will continuously occupy and utilize
the entire Premises in the active conducl of its business in a reputable manner on such -
days and during such hours of business as may be determined from time to time by the

Landtord.

The Tenant covenants that the Tenant will carry on and conduct its business from time to
time carried on upon the Premises in such manner as to comply with all statutes, bylaws,
rules and regulations of any federal, provincial, municipal or other competent authority
and will not do anything on or in the Premises in contravealion of any of them.

. Quiet Enjoyment

. The Landlord covenants that on paying the Renl and performing the covenanlts contained

in this Lease, the Tenant will peacefully and quictly have, hold, and enjoy the Premises
for the agreed term.

Distress

Ifand whenever the Tenant is in defaull in payment of sny money, whether hereby
expressly reserved or deemed as rent, or any part of the rent, the Landlord may, without
notice or any form of legal process, enter upon the Premises and seize, remove and sell
the Tenant's goods, chattels and equipment from the Premises or seize, remove and sell
any goods, chatiels and equipment al any place to which the Tenant or any other person
may have removed them, in the same manper as if they had remained and been distrained
upon the Premises, all notwithstanding any rule of law ar equily 10 the contrary, and the

3z
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21.

22.

23.

23,

Tenant hereby waives and renounces the benefit of any present or future statute or law
limiing or eliminating the Landlord's right of distress.

Overholding

If the Tenant continues (0 occupy the Premises with the written consent of the Landlord
after the expiration or other termination of the term, then, without any further written
agreement, the Tenant will be a month-1g-month tenant at a minimum monthly rental
equal to twice the Base Renl and subject always to all of the other provisions of this
Lease insofar as the same are applicable {o a month-t0-month tenancy and a lenancy from
year {o year will not be created by implication of Jaw.

If the Tenant continues to occupy the Premises without the written consent of the
Landlord at the expiration or other termination of the term, then the Tenant will be a
tenant at will and will pay to the Landlord, as liquidated damages and not as rent, an
amouni equal 1o twice the Base Rent pius any Additional Rent during the period of such
occupancy, accruing from day to day and adjusted pro rata accordingly, and subject
always to all the other provisions of this Lease insofar as they are applicable to a tenancy
at will and a tenancy from month 1o month or from year to year will not be created by
implication of law; provided that nothing in this clause contained will preclude the
Landlord from taking action for recovery of possession of the Premises,

Additienal Rights on Reentry

If the Landlord reenters the Premises or lerminates this Lease, then:

a. notwithstanding any such termination or the 1erm thereby becoming forfeited and
void, the provisions of this Lease relating to the consequences of termination wili

survive;

b. the Landlord may use such reasonable force as it may deem necessary for the
purpose of gaining admittance to and retaking possession of the Premises and the
Tenant herchy releases the Landlord from all actions, proceedings, claims and
demands whatsoever for and in respect of any such forcibie entry or any loss or
damage in connection therewith or consequential thereupen,

c. the Landlord may expel and remave, forcibly, if necessary, the Tenant, those
claiming under the Tenant and their effects, as allowed by law, without being
taken or deemed 1o be guilty of any manner of trespass;

d. in the event that the Landlord has removed the properly of the Tenant, the
Landlord may store such property in a public warehouse or at a place selected by

R




the Landlord, at the expense of the Tenant. If the Landlord feels that it is not
worth storing such property given its value and the cost {o store it, then the
Landlord may dispose of such property in its sole discretion and use such funds, if
any, towards any indebtedness of the Tenant 10 the Landiord. The Landlord will
not be responsible io the Tenant for the disposal of such property other than to
provide any balance of the proceeds 10 the Tenant after paying any storage costs
and any amounis owed by the Tenant to the Landlord,;

the Landlord may relet the Premises or any part of the Premises for a term or
terms which may be less or greater than the balance of the term of this Lease
remaining and may grant reasonable coneessions in conneclion with such reletting
including any zlterations and improvements to the Premises;

after reentry, the Landlord may procure the appointment of a receiver to take
possession and collect renls and profits of the business of the Tenant, and, if
necessary 10 collect the rents and profits the receiver may carry on the business of
the Tenant and 1ake possession of the personal property used n the business of the
Tenant, including inventory, trade fixtures, and fumnishings, and use them in the

business without compensating the Tenant;

after reentry, the Landiord may lerminale the Lease on giving 5 days written
notice of lermination 1o the Tenant. Without this notice, reentry of the Premises
by the Landlord or its agents will nol lerminate this Lease;

the Tenant will pay to the Landlord on demand;

i. allrent, Additionat Rent and other amounis payable under this Lease up to
the time of reentry or termination, whichever is later;

ii.  reasonable expenses as the Landiord incurs or has incurred in connection
with the reentering, terminating, reletting, collecting sums due or payable
by the Tenant, realizing upon assets seized; including withow limitation,
brokerage, fees and expenses and legal fees and disbursements and the
expenses of keeping the Premises in good order, repairing the same and
preparing them for reletting; and

iii.  as liquidated damages for the loss of rent and other income of the
Landlord expected to be derived from this Lease during the period which
would have constituled the unexpired portion of the term had it not been
ienminated, al the option of the Landlord, either:




24,

24,

i, anamount determined by reducing to present worth at an assumed
interest rate of twelve percent {12%) per annum all Base Rent and
cstimated Additional Rent to become payable during the period
which would have constituted the unexpired portion of the 1erm,
such determination 1o be made by the Landlord, who may make
reasonable estimates of when any such other amounts would have
become payable and may make such other assumptions of the facts
as may be reasonable in the circumslances; or

1. an amount equal lo the Base Rent and estimated Additional Rent
for a period of six (6) months.

Renewal of Lease

Upon giving wrilten notice no later than 60 days before the expiration of the term of this
Lease, the Tenant may renew this Lease for ap addilional term, Al terms of the renewed
lease will be the same except for this renewal clause and the amount of the rent. 1f the
Landlord ang the Tenanl can not agree as to the amount of the Rent, the amount of the

Rem will be determined by mediation.

25. Tenant Improvemen s

25.

The Tenant wili obtain written pennission from the Landlord before doing any of the

foliowing:

a. applying adhesive materials, or inserting nails or hocks in walls or ceilings ather
than two small picture hooks per wali;

b. painting, wallpapering, redecoraling or in any way significantly altering the
appearance of the Premises;

c. removing or adding walls, or performing any structural alierations;

d. installing a waterbed(s);

¢. changing the amount of heat or power normally used on the Premises as well as
installing addiional electrical wiring or healing units,

f. placing or exposing or allowing to be placed or exposed anywhere inside or
outside the Preinises any placard, nolice or sign {or advertising or any other

purpose; or

as
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29.

30.
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32.

33,

33.

g. affixing to or crecting upon or near the Premises any radio or TV antenna or
tower.

Utilities and Other Costs

The Tenant is responsible for the direct payment of the following utilities and othes
charges in relation to the Premises: electricity, natural gas, water, sewer, telephone,
Internet and cable.

Insurance

The Tenant is hereby advised and understands that the personal property of the Tenant 1s
not insured by the Landlord lor cither damage or loss, and the Landlord assumes no
tiability for any such loss. The Tenant is advised that, if insurance coverage is desired by
the Tenant, the Tenant should inquire of Tenaat's insurance agent reparding a Tenant's
Policy of Insurance.

The Tenant is responsible for insuring the Landlord’s contents and furnishings in or about
the Premises for either damage and loss for the benefit of the Landtord.

The Tenant is responsible for insuring the Premiscs for damage or foss to the structure,
mechanical or improvements to the Building on the Premises for the benefit of the Tenant
and the Landlord. Such insurance should include such risks as fire, thefl, vandalism,

flood and disaster.

The Tenant is responsible for insuring the Premises for liabtlity insurance for the benefi
of the Tenam and the Landlord.

The Tenant will provide proof of such insurance to the Landlord upon request.

Governing Law

[t is the intention of the parties Lo this Lease that (he lenancy creafed by this Lease and the
performance under this Lease, and all suits and special proceedings under this Lease, be
construed in accordance with and governed, to the exclusion of the law of any other
forum, by the Jaws of the State of JHinois, without regard to the jurisdiction in which any
action or special proceeding may be instituted.

Severability

If there is a conflict between any provision of this Lease and the applicable legistation of
the State of Illingis (the 'Act’), the Act will prevail and such provisions of the Lease will
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4.

3s.

35.

36.

37

38.

39,

40,

40,

4],

4).

42.

be amended or deleted as necessary in order to comply with the Act. Funther, any
provisions that are required by the Act are incorporated into this Lease.

Assignment and Subletting

The Tenant will not assign this Lease, or sublet or grant any concession or license to use
the Premises or any part of the Premises. An assignment, subletting, concession, or
license, whether by operation of law or otherwise, will be void and will, ai Landlord's
option, terminate this Lease.

Care and Use of Premises

The Tenant will promptly notify the Landlord of any damage, or of any sitaticn that may
significanily interfere with the normal use of the Premises.

The Tenant will not make (or allow 10 be made) any noise or nuisance which, in the
reasonable opinion of the Landiord, disturbs the comfort or convenience of other tenants,

The Tenant will not engage in any illcgal trade or activity on or about the Premises.

The Laadlord and Tenant will comply with standards of health, sanilation, fire, housing
and safety as required by law.

At the expiration of the lease term, the Tenam wil} guit and surrender the Premises in as
good 8 state and condition as they were at the commencement of this Lease, reasonable

use and wear and damages by the elements excepted.

Hazardous Materials

The Tenant will not keep or have on the Premises any article or thing of a dangerous,
flammable, or expiosive chavacter that might unreasonably increase the danger of fire on
the Premises or that might be considered hazardous by any responsible insurance

company.
Riles and Regulations

The Tenant will obey al) rules and regulations posted by 1he Landlord regarding the use
and care of the Building, parking lot, Jaundry room and other common facilities that are
provided for the use of the Tenanl in and a2round the Building on the Premises.

General Provisions

T a7




42. Any waiver by the Landlord of any failure by the Tenant to perform or observe the
provisions of this Lease will not operate as a waiver of the Landlord's rights under 1his
Lease in respect of any subsequent defaults, breaches or nonperformance and will not
defeat or afTect in any way the Landlord's rights in respect of any subsequent default or
breach.

43. This Lease will extend to and be binding upon and inure to the benefis of the respective
heirs, cxecutors, administrators, successors and assigns, as the case may be, of each party
to this Lease. All covenants are o be construed as conditions of this Lease.

44. Al sums payabie by the Tenant to the Landiord pursuant to any provision of this Lease
will be deemed to be Additional Rent and will be recovered by the Landlord as rental

arrears.

45, Where there is more than one Tenant executing this Lease, all Tenants are jointly and
severally liable for cach other's acts, omissions and liabilities pursvant to this Lease,

IN WITNESS WHEREQF the parties to this Agreemem have duly affixed their signalures
under hand and seal, or by a duly authorized officer under seal, on this 22nd day of March, 2010.
GARCIA PROPERTIES TNC (Landlord)

RAMON A GARCIA MD Per: (SEAL)
{Witness)

Hisparic American Endoscopy Center {Tenant)

Ramon A Garcia MD Per: (SEAL)
(Witness)

D2002-2010 LawDepot*™
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42, Any waiver by the Landlord of any faiture by the Tenant 10 pertorm or observe she
provisions of this Lease will not operaie as a waiver ot the Landlord’s riphts under this
Lease in respect of any subsequent defaults, breaches or nonperlormance and will not
defeat or affect in any way the Landlord's rights in respect of any subsequent default os

breach.

43. This Leasc will extend to and be binding upon and inure 1o 1he benefi of 1he respective
heirs, executors. administrators, successors and assigns. as the case may be, of each parly
to this Lease.  All covenants are 10 be construcd as conditions of this Lease.

44, All sums payable by the Tenani Lo the Landlord pursuant to any provision of this Lease
will bc decmed 10 be Additionn) Rent and wif) be recavered by the Landlord as rental

QJTTCArS,

45. Where there is more Lhan ene Tenant executing this Lease, all Tenants are jointly and
severally liable for cach other's acts, omissions and hiabilities pursuant 1o this Lease.

IN WITNESS WHEREOF the partics to this Agreement bave duly allixed their signatures
under hand and scal, or by a duly authorized ofTicer under seal. on this 22nd day of March. 2010.

RAMON A GARCIA MD

(Witness)

Ramon A Garcia MD

(Witness}

o 200221163 1 wwd hepot™

TI {Landlord)

GARCIA PROG,

/

Hispanic American EHW Center (Tenant)

Per: / ] & (SEAL)

Per: My (SEAL)
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Section |, identification, Generat information, and Certification
Operating Identity/Licensee

The Hliinois Cerlificate of Good Standing for Hispanic American Endoscopy Center, L.L.C. 1s allached at
Alttachmen! - 3.

Attachment -3

149355 .4
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File Number 0105909-2

To all to whom these Presents Shall Come, Greeting:

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

HISPANIC AMERICAN ENDOSCOPY CENTER, L.L.C., HAVING ORGANIZED IN THE
STATE OF ILLINOIS ON NOVEMBER 26, 2003, 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, 1 hereto set
my hand and cause to be affixed the Great Seal of
the State of Hfinois, this 25TH

5, AR day of JULY A.D. 2012

DR o

Authenlication #: 1220703234 M

Authenticale at: htip:l'www cyberdriveillinois. com

SECHETARY OF STATE

41 Attachment - 3




Section |, IdentHication, General Information, and Certification
Organizational Relationships

The organizational chart for Hispanic American Endoscopy Center, L.1.C. is attached at Attachment ~ 4.

Attachment - 4

149555 4
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Rarnon A, Garcia M.D., P.C.
diva Garcia Medical Center

Ramoan Gargia, M.0.
Sote Owner

P — UIWYeny

Organizaticnal Relationships

Hispanic-American Endascopy Center, LLC
dfb/a Chicago Endoscopy Center, LLC

Garcia Properties, Inc,

Ramon Garcia, M.0.
Sole Manager and Member

Ramon Garcla, M.D,
Scle Shareholder




Section 1, identification, General Information, and Certification
Flood Plain Requirements

The proposed project is for the addition of pain management to an existing limited specialty ASTC. There
will be no consiruction or modernizalion associaled with the proposed projecl. Accordingly, this criterion
is not applicable.

Attachment~5
149555.4




Section |, identification, General Information, and Certification
Historic Resources Preservation Act Reguirements

The proposed project is for the addition of pain management to an existing limited specialty ASTC. There
wilt be no conslruction or modernization associated with the proposed project. Accordingly, this criterion
is not applicable.

Attachment - 6

149555 4
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Section |, Identification, General information, and Certification

Project Costs and Sources of Funds

Table 1120.110

149555.4

46

Pro/ect Cost Clinical Non-Clinical Total
Moveable Equipment $50,500 $50,500
C-Arm & Table $50,500 $50,500
Total Project Costs $50,500 $50,500 |
Attachment -7




Section |, identification, General Information, and Certification
Project Status and Completion Schedules

A copy of the floor plan for the existing ASTC is attached at Attachment - 8,

Altachment — 8

14 4
9553 47
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Section |, identification, General Information, and Certification

Cost Space Requirements

Cost Space Table

Gross Square Feet

Amount of Proposed Total Gross Square Feet

That is:

Dept. / Area Cost Existing | Proposed C'::‘:t. Modemized As is v;;::::d
CLINICAL
ASTC $50,500 | 3,445 0 0 3,445 0
Totat Clinical $50,500 | 3,445 0 0 3,445 0
NON CLINICAL
Total Non- 0| o 0 0
clinical
TOTAL $50,500 | 3,445 0 3,445 0

149555.4
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Section i, Project Purpose, Background and Alternatives — Information Requirements
Criterion 1110.230, Project Purpose, Background and Alternatives

Backaround of the Applicant

1. The Applicant operates Hispanic American Endoscopy Center. Copies of the current license and
accreditation are attached a! Attachmen! - 11A.  Hispanic American Endoscopy Center's
Medicare Certification Number is 14C0001136.

2. A letter from Ramoen Garcia, M.D. certifying nc adverse action has been taken agains! any facility
owned and/or operated by the Applicant during the three years prior o filing this application is
attached at Attachment — 118.

3. An authorization permitting HFSRB and the lilinois Department of Public Health (“IDPH") access
to any documenis necessary to verify information submitted, inctuding, but not limited to: official
records of IDPH or other State agencies; and the records of nationally recognized accreditation
organizations is attached at Attachment - 11B.

4. The Applicant has not previously submitted an application for permit during this calendar year.
Accordingly, this criterion is nol applicable.

Attachment — 11

149555 .4
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Hispanic American Endoscopy Center
(:hiC:lQ’t)‘ il

has been Aceredited by

r o
aNT =0
et R

The Joint Commission

Which has surveved this vrganizznon and found sero medi the requirements for the

Ambulatory Health Care Accreditation Program

August 5, 2011

Accreditnmon s costamerie valid Lor Up i Soomonths,

N /
t&}{d}m W}éi_ Orpanizaiion 1Y #: 462003 W%‘{/L

Peims Ropvns Dan 17 r0 by

Isabel V. Hoverman, MD, MACS ldark R Chasun MD FACP WPE 1APH
Chair, Board of Commissioners President

Tl Joine Commizsgon s namdependent, non forpeoin, nenemab body il ovcesees the safere and quadine o Leabk care and
sther services provided in aceredined organcanons, Infornidon dhour sceredirad organizations may be peovadal dirceth 1o
The foint Commission at 1-BO0994-6610 Inforazmion roarding secredinman and the areradicasion peorformanee o individual

orgnizanens can be ohtuined through Vho loam Comniission’s web sire al www Jossicrmmission.ong,

™ ' ~
L . | I i ¥
% A ) - "5‘-’ . B
PR S ant
.‘4----_..‘- *
a. . X 1

This reproduction of ihe original accreditation certiticate has been issued for use in regulatory/payer agency verification of
accreditation by The Joint Commission. Please consull Quality Check on The Joint Commission's website to conlirm the
organitation's currenl accreditation status and for a lisiing of the organization’s locations of care.
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HISPANIC

*ENDOSCOPY-

MMLRIC AN

May 17", 2012

Dale Galassie

Chair, Illinois Health Facilities and Services Review Board
525 West Jefferson Street, 2nd Floor

Springfield, Illinois 62761

Dear Chairman Galassie:

I hereby certify under penalty of perjury as provided in § 1-109 of the Illinois Code of
Civil Procedure, 735 ILCS 5/1-109 that no adverse action has been taken against any facility
owned or operated by Hispanic American Endoscopy Center, LLC during the three years prior to
filing this application.

Additionally, pursuant to 77 [1l. Admin. Code § 1110.230(a)(3}C), I hereby authorize the
Health Facilities and Services Review Board (“HFSRB”} and the 1llinois Department of Public
Health (“IDPH”) access to any documents necessary to verify information submitted as part of
this application for permit. 1 further authorize HFSRB and IDPH to obtain any additional
information or documents from other government agencies which HFSRB or IDPH deem
pertinent to ppe€essithis application for permit.

Sole Member and Manager
Hispanic American Endoscopy Center, LLC

Subscribed and sworn to me
This ﬁ%”éy of_Mﬂ.L.%._. 2012

TN

Notary Pub

Tara L Motie

i fllinois
w“@ﬂmm'éo’%msmmm-_ 72-1212 Fax: 773-772-8666

»
{ "0FF|C‘AL SEA‘BSBS Wes@Fullerton Avenue . Chicago, lllinois 60647
w

Attachment — 11B
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Section lll, Project Purpose, Background and Alternatives — Information Requirements
Criterien 1110.230(b}, Project Purpose, Background and Alternatives

Purpose of the Project

1.

The primary purpose of this project is {0 expand the scope of services available to Hispanic patients
residing in the service area of the surgery center and to increase utilizatlion al Hispanic American
Endoscopy Center. This is a low-cost option, which was discussed in detail in Project No. 10-088 last
year. This is further evidenced in Ilinois Health Faciities and Services Review Board Annuat

Questonnaire for 2011,

One direciive of the Office of Minority Health of the U.S. Depariment of Health and Human Services is
to eliminale health dispanties, achieve health equity, and improve and expand the capacily for
knguistic and cullural competence of health care professionals and para-professionals working with
Limited-English-Proficient {LEP} minority communities and improve the accessibility and ulilization of
heatth care services among the LEP minority populations. In seeking to expand the scope of services
at Hispanic Ametrican Endoscopy Center, this project is consistent with those goals,

The addition of pain management services will increase access to much needed health care services
10 the Hispanic community on the north side of the City of Chicago. Hispanic American Endoscopy
Center primarily serves the Hispanic community in Chicago; approximately 25 percent of the surgery
cenler's palients are Hispanic, Due to cultural and linguistic barriers, this palienl population often
lacks appropriate access to critical health care services. With Spanish-speaking staff, Hispanic
Amencan Endoscopy Center is umqguely positioned to serve this community. Spanish-speaking
palienis are more kkely to seek health care services from Spanish-speaking physicians because they
can better understand their condition and treatment optiens and make better informed health care
decisions, With respect to pain management in paricular, several studies have found that physicians
with Spanish fluency and experience with Hispanic pamn patients exerl a sirong effect on the use of
established pain treatment practices.” The addition of Dr. Bayran, who is proficient in Spanish will
improve care for Hispanic American Endoscopy Center's patient population. Accordingly, the addiion
of pain managemeni will increase utilization of surgicaf services and increase access to health care to
the Hispanic community on the north side of the Chicago.

The addition of pain management services will also provide a lower cost alternative to outpatient
surgery to the residents of the City of Chicago. As set forth in the letter from the ASC Advocacy
Committee to Secretary Sebelius regarding on imptementation of a value-based purchasing system
for ASTCs (Attachment 12-A), ASTCs are efficient providers of surgical services. ASTCs provide
high quality surgical care, excellent ouicomes, and high levels of patient satisfaction at a lower cost
than hospital outpatient departments (*HOPD"). Surgical procedures performed in an ASTC are
reimbursed at lower rates than HOPDs and result in lower out-of-pocket expenses for patients.
Accordingly, the Applicant seeks to provide a high-quality, lower cost option to residents of the north
side of the City of Chicago, particularly the Hispanic community.

Furthermore, the Applicants have improved access to health care for fow-income population groups
by recently obtaining Medicaid cerlification. For patients with a demonstrated hardship who do not
qualify for Medicaid, the Appticant will provide highly discounted rates. Those eligible for the
discounted rates are any individual who demonstrates lack of financial coverage by third party insurer
and income of less than 350% of the federal poverty line is eligible for financial assistance. See
Aftachment - 12B. Accordingly, the Applicant will be able to improve access to health care to fow-
income individuals.

' See, e.g., Chiauzzi, €., Black, R. A, Frayjo, K., Reznikova, M., Grimes Serrano, J. M., Zacharoff, K. and
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Wood, M. (2011), Health Care Provider Perceptions of Pain Treatment in Hispanic Patients. Pain
Practice, 11: 267-277.
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Based upon the June 18, 2012 inventory daia, there are currently 22 ASTC {acilities and 57 operating
rooms located in HSA 6 which encompasses the City of Chicago,2 According to the U.S. Census
Bureau, the 2010 population estimate for the City of Chicago was 2,695,598, which amounts to one
ASTC operating room to every 47,291 people. As shown in the table on the following page, the City
" of Chicago has the highest ratio of residents io ASTC operating rooms in the Chicago metropolitan
area, nearly 47% greater than the average of the remaining metropolitan Chicago HSAs. It is nearly
90% greater than the Siatewide average, demonsirating a lack of access to this lower cost oplicn (o

the Chicage community.

ASTC 2010
Planning Operating | Population | Residents
Area Geographic Area Rooms Estimate per OR
HSA 6 City of Chicago 57 2,695,598 1:47 291
HSA 7 Suburban Cook & DuPage Counlies 152 3,416,001 1.22,622
HSA 8 Kane, Lake & McHenry Counties 43 1,527,491 1:35,523
HSA 9 Grundy, Kapkakee, Kendall & Will Counlies 25 955 808 1:38,232
litinois Total 407 12,910,409 1:31,71

Importantly, the Cily of Chicago has the largest Hispanic population of any metropolitan Chicago
HSA. Based upon the latest data availabie from the U.S. Census Bureau, approximately 28.9% of
the population of the City of Chicago is Hispanic or Latino compared to 16.7% for the remainder of
the metropolitan Chicago HSAs and 15.8% for the Stale.

Greater access lo ambulatory surgical services is needed in the City of Chicago to put it on par with
the rest of the State. However, within the past two years, only one CON application for ASTCs
proposed to be located in the City of Chicago have been approved by the HFSRB. Swedish
Covenant Surgery Center received a permil 1o esiablish a multi-specially ASTC with 3 operating
rooms on June 8, 2010. Because this was a conversion of a hospital outpatient department to
freestanding ASTC, there was no increase in capacity. Accordingly, the preposed project will
increase access lo ASTC services 1o residents of the City of Chicago in general, and the Hispanic
community in particutar.

As shown in Table 1140.230(b) below, although the number of endoscopy and urclogica! surgery
procedures performed at the surgery center has steadily increased over the past four years, the
center is still undesutilized. Adding pain management will increase utilization at the surgery cenler. in
fact, much of the same equipment will be used for all of the surgical specialties. The addition of pain
managemeni wilt complimenl the surgicat offerings by enabling patients to access both surgery and
pain management within the same facility. Further, because much of the existing equipment will be
used in the proposed new procedures, there will be minimal project costs ta achieve greater utilization
of this currently under-utilized facility.

Table 1110.230(b)
Facllity Utllization . o
2009 2010 | 2011
Total Procedures 660 688 710
Surgery Time {Hours) 178 190 198
Prep & Clean Up (Hours) 116 140 152
Total Surgery (Hours) 294.0 330 350
Average Case Time {Hours) 0.45 .48 A8

2 Hlinois Health Facilities and Services Review Board, Addendum to Inventory of Health Care Facilities,
available af hitp.fiwww hisrb.illinois.gov/pdf/Other%20Services%20201 1 %20Inventory. pdf

July 28, 2011
last visited Jan..

1495565 .4

27, 2012).
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Note that whife the surgery center was operational during 2007, based on survey and processing
defays, its Medicare certification was procured in late 2008 resuiting in lower volumes than

anlicipated.

Finally, the addition of pain management services will increase utilization at Hispanic American
Endoscopy Center. On October 20, 2004, the lllinois Health Faciiities Planning Board approved the
permit to establish a limited-specially ambulalory surgical treatment center specializing
gastroenterology. The surgery center commenced operations on January 1, 2007, On May 10, 2011,
the HFSRB approved a permit lo add urological surgery as an additional specialty al Hispanic
American Endoscopy Center.

2. Hispanic American Endoscopy Center primarily serves the Chicago area within 30 minutes normal
travel time of the surgery center. A map of the markei area of Hispanic American Endoscopy Center
is attached al Attachment — 12C. Travel imes fo from Hispanic American Endoscopy Center to the
geographic service area {"GSA"} borders are as follows:

s East: Approximately 16 minutes normati travel time to Lincoln Park

+  Southeast Approximately 30 minutes normal fravel time to Jackson Park

+ South. Approximately 30 minutes normal trave) time to Englewood

+  Southwest: Approximatety 30 minutes normal travel time to Riverside

«  Wesl Approximately 30 minutes normal travel time to Maywood

+ Northwesl: Approximately 30 minutes normal travel time to Arlington Heights
+ North: Approximately 3¢ minutes normal trave! time to Winnetka

+ Northeasl: Approximately 30 minutes normal travel time o Evanslon

3. Hispanic American Endoscopy Center primarily serves Chicago’'s Hispanic community. In facl,
approximately 95% of the patienl population at Hispanic American Endoscopy Center is primariy
Spanish-speaking, originating from Mexico, Central America and Puerto Rico. While there are 22
ASTCs and 30 hospitais within 30 minutes narmal travel time of the surgery center, these other health
care facilities do not consistently provide the most appropriate access for Hispanic patients. First, to
improve access and reduce the health disparities that the Hispanic community faces when compared
to the non-Hispanic population, it is imperative Spanish-speaking patients receive services from
Spanish-speaking providers. When these patients receive services from non-Spanish speaking
providers, it is difficull for them to understand their condition and treatment options and to form
beneficial physician-patient relationships. Second, due to language and cultural barriers, limited
information is available to the Hispanic community about health conditions ang weliness.

As a result, the Hispanic population is not as fully educated as other primarily English-speaking
populations may be about these health conditions and wellness. The Applicant's believes the
provision of care in a bicultural setting leads to improved patient knowledge, seli-care behaviors and
appropriate health care interventions. Finally, several studies have found that patients from mincrity
populations are vulnerable to pain management and are more likely to have poor pain management
experiences, to have less analgesia prescribed and to receive lower doses of medications for their
pain as a fesult of both language and cultural barriers.® By providing pain management services in a
Spanish-speaking environment that is sensitive to the cultural influences within its patient population,
Hispanic-American will better address the needs of this underserved group.

4. Source Information

Chiauzzi, E., Black, R. A, Frayjo, K., Reznikova, M., Grimes Serrano, J. M., Zacharoff, K. and Wood,
M. {2011), Health Care Provider Perceptions of Pain Treatment in Hispanic Patients. Pain Practice,

11: 267-277.

Y Epps, C., Ware, L., & Packard, A. {2008). Ethnic wait time differences in analgesic administration in the
Emergency Depariment. Pain Management Nursing, 9, 26-32.
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lilincis Health Facilities and Services Review Board, Addendum to Inventory of Health Care Facilities,

July 28, 2011 available at
http:fiwww. hisrb llinois.gov/pdi/Other%20Services%20201 1%20Inventory.pdf  last visited Jan.. 27,
2012},

Epps, C., Ware, L.. & Packard, A, (2008). Ethnic wait time differences in analgesic administration in
the Emergency Department, Pain Management Nursing, 8, 26-32.

5. Hispanic American Endoscopy Center wili improve palient education to the Chicago Hispanic
¢ommunity about pain management, and the proposed project will provide a lower cosi alternative to
HOPDs tor the residents of the City of Chicago.

6 The goal of this project is 10 increase access to low-cost pain management services {0 members of
the Hispanic-American community. Additionally, by adding pain management to this imited specialty
surgery center, the Applicanl intends to increase utilization of this currently underulilized surgery
center to centorm to the HF SRB utifization standards.
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August 3, 2010
VIA HAND DELIVERY

Sceretary Sebelius

The U.S. Department of Heahh and Human Services
200 Independence Avenue, S.W.

Washinglon, D.C. 20201

Re: Report on 2 Value-Based Purchasing System Tor Ambuilatory Surgical Centers

Dear Secretary Sebelius:

Please accept the following commenis regarding the repert on a value-based purchasing (VBP)
program for ASCs, as outlined in the Patient Protecbon and Affordable Care Act (PL 111-148,
PPACA) §3006(f) These comments are submitled by the ASC Advocacy Committee, 2 joint
effort of the ASC Coathion and the ASC Association, representing all 1ypes of ASCs; and the
ASC Quality Coliaboration, a cooperative efforl of organizabons and companies interested in
ensuring ASC quality dala is appropriately developed and reporied. Together, these
organizations inclede single- and mulii-specialty ASCs; physician-owned ASCs, joint ventures -
between hospitals and physicians, and joint ventures berween physicians and management
companies; professional societies; and accrediing bodies. Participating ASCs range from the
very small 1o the very large and are located in all 50 sates.

Progress towards a Medicare VBP program for ASCs shoulid be incremental: beginning with
building a rcliable, voluntary guality reponting infrastrocture for ASCs, and then measuring
performance within the ASC setting. Indicaiors of qualiy should include measures such as
efficiency, outcomes, patient experience of care, adherence.lo evidence-based processes. As the
culmination of VBP, CMS should develop and implement comparisons of the quality and costs
for outpatient surgery in ASCs and hospital ovipatient depariments (HOPDs). A VBP system for
oulpatient surgery in these setiings could create competition based on quality and efliciency,
drive improvemend, recognize the highest quality and most efficient providers, and improve
transparency.

Some patients in hospital outpatient depariments are not comparable 10 patients who are treated
m ASCs. For example, the current HOPD measures include a hospital’s emergency room
patients. Designing a VBP for ASCs which enables cross-setling comparisons should focus on
patients who can be ireated appropnately in both ASCs and HOPDs.

Attachment - 12A
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ASEC Value-Based Purchasing

Value-based purchasing includes financial and other incentives

One 100l of VBP is public disclosure of data on the qualily of care and costs 10 payers. We
strongly support increasing the transparency of Medicare rates, patients’ oul-of- pocket costs, and
quality of surgeries and procedures. Confidential feedback to ASCs from quality measurcment
systems shovld be used in the first year of VBP. Data should not be publicly reported while a
rehable reporting infrastruciure is being created and implemenied. Building quality measurement
on a3 sohd foundation with a high level of reliabilny may help inciease participalion and the value
of the data for all stakeholders, The foilowing principles should guide public reporting of the
VBP measure set:

+ Consumers should be able to directly compare providers of outpatient surgical services.

« ASCs should be given the opponiunity 10 review, validate, and appeal measurements and
scores prior 10 publishing.

« There should be a provider nanative section for each provider-specific item to allow the
provider tg advise the consumer of any concerns the pravider has regarding the reliability
or accuracy of the information presented.

+ In addition to repariing quality measures, other useful information such as facility
accreditation s1alus, state hcensure and Medicare certificahon shovld be made available.

Many privale payers incentivize their enzollees to use higher value services by charging lower
co-pays or coinsurance for them. The Medicare program already incorposates this VBP tool:
because Medicare payments for the same service are lower in ASCs than HOPDs, the
copayments for services provided in ASCs are generally lower than wnan HOPD. This
differential can function as a value incemive fos beneficianes. For example, a patient needing
calaract surgery would be responsibie for §193 if it were performed in the ASC; the patient
would owe $496 if the service were provided in the hospital outpatient department, a difference
of 61%. Table | below illusirales the payment differentials for some common surgeries and
procedures for beneficiaries in 2010. VBP could help 1o build an awareness of these differences
and help the Medicare program leverage the choices of its beneficiaries 1o increase value.

Table ]. Co-paymeni savings for Medicore beneficiaries in ASCs for some typical procedures

Comparison of 2010 ASC and HOPD beneficinry copayments

ASC HOPD
HCPLS Description Copoy Copay Difference
66984 | Cataract surg w/iOL, 1 stage  $192.49 5495.96 61%
43239 | Upper G! endoscopy, biopsy 5$73.89 $143.38 48%
45378 | Diagnostic colonoscepy $76.05 $186.06 59%

45380 | Colonascopy and biopsy 576.05 $1B6.06 59%
45385 | Lesion remoaval colonoscopy $76.05 6186.06 59%
66821 | After cataract laser surgery 54681 - $104.31 55%
64483 | Inj foramen epidural /s 55920 597.09 39%
66982 | Cataract surgery, complex 5152 .49 $495.96 61%
45384 | Lesion remove colonoscopy $76.05 $186.06 59%
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ASC Value-Based Puichasing

29881 | Knee arthroscopy $209.92 %403.36 48%
63650 | ¥mplant neuraelectiodes $699.19 5885.85 21%
29827 | Arthroscop rotator cuff repr 532764 5804.74 59%

The chief tool of VBP is paymen differentials for providers: paying more (o0 high-performing
providers and o those who have made significant improvements to the quality of care. Provides
payment differentials are key pieces of CMS's Premier Hospnial Quality Incentive
Demanstranon, Home Health Pay for Performance Demonsiration, and Nursing Home Vazlue
Based Purchasing Demonstranon, The ASC industry supporis payment differentials in VBP for

outpatient surgery.

Another VBP 100l is shared savings which allows providers io recoup some of the efficiencies
ihey create through lowering cosi and improving quality. This VBP o0l is used 1n the privale
seclor and most recently by CMS in its destgn of the Home Health Pay for Performance
Demwonsiration and the Medicare Physician Group Practice Demonsiration. CMS has allowed
high quality agencies and group practices to share the savings peneraied by decreasing hospital
admissions and readmissions, and decseasing skilled nursing facility use and the vse of oiher
healthcare resources. We support the shared savings modci for later phases of VBP for ASCs.

Medicare’s VBP for ASCs should encourage widespread participalion through incremenial
implementiation. VBP should begin with voluntary data collection, followed by public disclosure
of quality infermation. Improved transparency regarding Medicare's rales and patient co-
paymenis at ASCs and HOPDs should be supplemented with comparable qualily data as it
becomes available. CMS should provide patients and physicians with a tool to ¢nable apples-to-
apples comparisons of ovtpatient surpery seitings. Payment differentials for providers should be
buill upon a solid loundation of quality measurement. Shared savings should be the final siage

of an incremenial VBP implemeniation. ,
Rewarding ambulatory surgery centers

A VBP for ASCs should acknowledge the role that 1he facility plays in providing high quality
surgical care fo patients. ASCs range in size and scope from small, single-specialty faciittes
focused on endoscopic procedures to farge faciitties offering a range of surgical sub-specialties
in multiple operating rooms. The ASC VBP program will have the greatest impact when it is
impiemented incrementally and is designed to reach the full spectrum of ASCs in the industry.
The Secretary should consider exemptions for ASCs with very low Medicare volume,

ASCs that attain high quality or make substantial improvements should be rewarded. )t is
important 10 acknowledge centers that have already applied cvidence-based guidelines in their
care, implemented struclures of care that enhance quality, ensured patient safety, achieved good
outcomes, and provided a valuable patient experience. I is also imporiant to acknowledge that
some cenlers may be continuing 1o progress toward the highesi level of quality. VBP should
reward ASCs that achieve a high rank or exceed a national threshold as well as ASCs that close
the gap betwecen their past performance and the national threshold.
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ASC gualily messurement

The VBP sysitem for ASCs should be based or qualily measurements which caplure many
aspects of ASC patient services. These measures include processes, efficiency, outcomes, and

patient experience.

Process measutes can indicate that the ASC follows guidelines and uses evidence-based
practices. The ASC Quality Collaboration has aheady developed two process measures for
ASCs which have been endorsed for cuipatient surgery by the National Quality Forum. These
caplure whether antibiotics given for prevention of surgical site infection were administered on
time and the number of patients wha have appropriate surgical site hair removal. We suppoti the
development of additional process measures which are similarly applicable across a wide range
of surgicat facilities, such as medtcation reconciliation.

ASCs are efficient providers. Assessing the value of ASCs should tnchude measuies of ihe ways
i which ASCs maximize health care resources and provide high quality surgical care and
procedures in lean, well-managed facihiies.

ASCs achieve excellent gutcomes for paticnis and high levels of patient sausfaction. The ASC
Quality Collaboration has already developed four measures of patiznt ovicomes which have been
endorsed by the National Quality Forum. These include patient safety indicators—patient burn;
paticm fall; and wrong site, side, patient, procedure or implant—and hospital transfers. Figure |
below is an example of the voluntary outcome measure reporting in which many ASCs currently
participaie A variely of patient satisfaction surveys are used throughout the industry 1o capture

some aspeels of patieni experience.
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Figure 1. Example of data available through ASC Quality Coltaborahion voluntary reporting

Data Summary: Hospital Transfer/Admission

Reporling Period 2Q2009 | 3Q2009 | 4Q2009| 10Q2010
Number af Parlicipating ASCs 1,294 1177 1,266 1,185
Number of ASC Admissions Represented 1,528,402 | 1,396,179 | 1,490,427 | 1,334,614
Hospital T_rar_}sfermdmrssuon Rale per 1000 0.997 3027 1010 1081
ASC Admissions

Hospital Transfer/Admission

3 Rate of Hospital Trarster/Admission per 1000 ASC Admissions
—e— ASC Admissions During Reponing Period
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Both outcome measures and patient experience measurement for ASCs deserve a greater
invesiment by CMS, the Agency for Healthcare Research and Qualily, and other entities. A tool
such as the Consumer Assessmeni of Healthcare Providers and Systems (CAHPS) would be a
useful way to measure patient experience and satisfaction and would give patients relevant and

easy-lo-understand information.

Additionally, new research is needed 1o support the devetopment of measures that enable fair,
valid, and reliable comparison for similar patients in ASCs and HOPDs. In some cases, HOPD
patients are nol comparable (o patients treated in ASCs. Designing a VBP for ASCs which
enables cross-sefting comparisons is an opportunily (0 improve ransparency. Developing sound,
useful comparisons across seftings will require an investiment in undersianding the patient
populations which can be compared andiidentifying and measusing factors that influence
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oulpatient surpical risks for patients. Iimprovements are also needed in posi-surgical surveillance
and case finding to support reliable oulcome and patient safely measures.

The ASC Quality Collaboration should be included as a critical stakeholder in quality
measurement for outpatient svrgery. A role for the ASC Quality Collaboration similar to the role
of the Hospital Quality Alliance would improve the VBP development process for all
stakeholders. The fotlowing principles should guide measure devetopment for VBP:

+ Measure collecion should minimize burden on ASCs and CMS. ASCs should be given
more than one way |0 1eporl qualily daia. For example, claims-based reporting should be
an oplion, especially in the inibal phases of VBP implemeniation. ASCs should be able
to authorize an agen! (¢.p. 3 parent company or a regisiry) 1o repori on their behalf.

+  Where possible, measures should enable companisons between ASCs and BOPDs.
Patients who requite care thal could be provided in either ASCs or HOPDs should be
enabled (o idennify and choose the setting with the besi value through VBP.

+  New measures must be ¢redible: they musi be based on evidence, broadly understood,
and collecied reliably across the variety of ASCs \hat serve Medicare beneficiaries.

We welcome opporuniues to explore parinerships with agencies that can assist the industry in
growing and enhancing the quality measurement tools for outpatient surgery in ASCs and
HOPDs. New quality measurement infrasiruciure will be a key to evelving the most effeclive
VBP and achieving the best value for Medicare and other payers.

Design a funding mechanism which strengthens VBP

Linking a portion of Medicare's paymenls 1o quality will be 2 significani change in Medicare
ASC payment pohicy. To ensure that all Medicare benefliciaries conlinue 10 have access 10 care,
VBP incentives should begin as 2 small portion of 1otal Medicare spending for ASC services.

Funding should progress in incremenis, consisient with the phases in other aspecis of the
program. Full updates should be given 1o ai) of the ASCs that make the investment of time and
resources 10 participale in Lhe initial phase of pay for reporting and repon valid and reliable data
to CMS. The Secretary should consider a bonus for Lhe use of health informalion technology 10
gather and reporl quality data, simitar 1o the bonus fos physicians' THR use in Medicare.

The structure of incentive paymenis linked 10 perfornance should recognize that Medicare's
paymenis to ASCs have been under a payment freeze for many years, and in addition, some
payments have been dropping due 10 transition from the previous grouper payment system. The
VBP system may lose acceptance if 1 is applied as a cost-culting measure.

In the final phase of VBP, the VBP boruses should be funded through a shared-savings
mechanism. ASCs have already saved the Medicare program billions of dollars by providing a
lower-priced setting for outpatient surgeries which can be appropriately performed in an ASC
rather than an HOPD. VBP can help to demonstrate the quality and value of ASC services and
encourage the continued, appropriale migration of services 1o the fower-priced selling. We
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HISPANIC AMERICAN ENDOSCOPY CENTER
UNREIMBURSED CARE & SELF-PAY POLICY

PURPOSE

The Hispanic American Endoscopy Center (“Center™) is an ambulatory surgical treatment
center serving patients in and around the City of Chicago. This Unreimbursed Care and
Self-Pay Policy defines Center’s financial assistance program, criteria, application
process, and procedures for determining financial assistance.

POLICY AND SCOPE

in order to enhance the scope of services available to Hispanic patients residing in and
around Center’s service area and to increase utilization at Center, Center provides its
services in a f{inancially responsible manner. Therefore, it is the policy of Center to
maintain a system for proper identification of patients eligible for Unreimbursed Care and
Discounted Care.

This pohicy covers only health care services provided by Center and does not include any
services provided by outside vendors. Unless a globai fee is provided hereunder, services
provided by physicians and other services provided by outside vendors are not covered
by this policy and patients seeking a discount for such services shouid be directed to call
the physician or outside vendor direcily.

it is the policy of Center to differentiatc between uninsurcd patients whe are unable to
pay from those who arc unwilling to pay for all or part of their care. Center will provide
Unreimbursed Care to those uninsured patients who are unable to pay based upon the
eligibility criteria set forth herein. In order to conserve scarce healthcare resources,
Center will seek payment from uninsured patients who do not qualify for Unreimbursed
Care. Qualification for Unreimbursed Care or Discounted Carc will typically be
determined at the time of service. In addition, Center will continue 10 review such
determinations as potential insurers or other financial resources are discovered during the
billing and collection process.

This policy does not apply to patients who are “underinsured” as opposed to uninsured.
For example, it is not the intent of this policy to provide free or discounted care to
patients who have health insurance with deducttbles and/or coinsurance.

DEFINITION OF TERMS

Unreimbursed Carc: Medical services provided at no cost to the patient when a patient
Jacks insurance and meets defined fow-income requirements,

Discounted Care: Medical services provided at a discount to a patient who qualifies for
such services pursuant to this policy.

-—
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Federal Poverty Leve] (FPL) guidelines: The poverty guidelines updated periodicaliy by
the United States Departinent of Health and Human Services used to cstablish the gross
income and family size cligibility criteria for Unreimbursed Care and discounts as

described in this policy.

Income: [or purposes of applying for coverage under Center’s Unreimbursed Care
Policy, sources of income include but are not limited 1o: gross salary and wages, sclf-
cmployment income, interest and dividends, real estate remtals and leases, Social
Security, alimony, child suppori, unemployment and disability payments, and public
assistance. Documeniation of income will be limited to recent pay stubs and income tax

returns.

Family:

. For persons 18 vyears of age and older, “Family” refers 10 a spouse, domestic
partner, and dependent children under 21 years of age, whether living at home or
not.

’ f'or persons under 18 years of age, “Family” refcrs to a parent, caretaker relatives

and other children under 21 years of age of the parent or caretaker relatives.

Patient Participation Fee. Nominal fee of 35-10 to encourage personal responsibility and
compliance with treatment plan reccommended for patient.

Qualified Monetary Assets:

. Savings - Any cash or cash equivalents held by a member of the household
excluding any amounts held in tax-exempt accounts, retiremeni, deferred-
compensation plans qualified under the Internal Revenue Code, or nonqualified
deferred-compensation plans such as a 401K savings account, 403B savings
account or [RA savings account.

. Other - The estimated fair market value of any other real or tangibie assets that
are readily convertible to cash held by a member of the Patient’s Family.

Self-Pay Paticnt. Those patients who are uninsured patients (as defined below) and who
are not eligible for Unreimbursed Care. Self-pay patients are eligible for financial
assistance at a discounted rate, in accordance with this policy, equal to a one-third
reduction to reflect the reduced processing costs associated with self-pay.

Service Area: For the purpases of this policy, Center's scrvice area is defined as those
zip codes that comprise the primary and secondary service areas of the Center.

Uninsured Patient. A patient who does not have any third party health care coverage by
cither (a) a third-party insurer, (b) an ERISA plan, (¢} a federal health care program
(including without limitation Medicare and Medicaid), {(d) Workers” Campensation,
Medical Savings Account, or other coverage for all or any part of the bill, including
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claims against third parties covered by insurance 1o which Center is subrogated, but only
if payment is actually made by such insurance company.

POLICY AND PROCEDURES

A.

Eligibility and Qualification

Qualification for Unreimbursed Care or Discounted Care is dependent on
providing accurate and timely patient financial information and a financial
assistance application will be used to determine eligibility. Any patient who
demonstrates lack of financial coverage by third party insurer will be offered an
opportunity to complete the financial assistance application, and wili also be
offered information, assistance and referral as appropriate to government-
sponsored programs for which he or she may be eligible. Any patient who
requests financial assistance will be afforded the opportunity to apply and be
considered.

Qualification for financial assistance shal! be determined without discrimination
based on age, gender, sexual orientation, ethnicity, national origin, veteran status,
disability or religion.

While financia! assistance shall not be provided on a discriminatory or arbitrary
hasis, Center retains full discretion, consistent with laws and regulations, to
estabhish and revise objective eligibility critena and determine when a patient
qualifies for financial assistance using such objective criteria.

Center offers financial assistance based on the following:

. Patients whose family’s Income is at or below 100% of the FPL
guidelines are cligible to receive Unreimbursed Care. The entire
paticnt liability portion of the bill for services may be written off,
except for the nominal Patient Parlicipation Fee.

. Patients whose family’s Income is above 101% but not more than
200% of the FPL guidelines are eligible to receive Discounted
Care.

. Paticnts whose family’s Income exceeds 200% but 1s less than

350% of the FPL guidetines may be eligible to receive discounted
rates on a case-by-case basis at the discretion of the Center and
based on a review of both Income and Qualified Monetary Assets.

Paticnts may qualify for assistance under Center’'s Unreimbursed Care Policy by
following application instructions and making every reasonable effort to provide
Center with documentation and health benefits coverage information such that
Center may make a determination of the paticnt’s qualification for coverage under
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the pregram. Annual recertification is required for patients to be continued 1o be
considered for charity care.

Applving for Financial Assistance

Center utilizes a single, unified patient application for both Unreimbursed Care
and Discounted Care. The process 1o obtain financial assistance is designed to
give cach applicant an opportunity to receive the maximum financial assistance
bencfit for which they may qualify.

Patients secking qualification for Unreimbursed Care and Discounted Care should
do so before requesting non-emergency services, At the time of schedutling, pre-
registration, or registration, patients will be asked for evidence of their insurance
coverage and the patient will be mformed of any co-payments that will be
expected at the time of payment. I the patient is uninsured, the patient will be
informed of the availability of Unreimbursed Care and Discounted Care. If the
patient wishes to apply for Unreimbursed Care or Discounted Care, the patient
will be given or matled an application. The application should be completed as
soon thereafter as possible and submitted to Center. 1f the patient docs not wish
to apply for Unreimbursed Care or Discounted Care, the patient wilt be informed
of the self-pay fee schedule.

Direct assistance shall be provided to the patient as necessary to complete the
application. Any patient who elects to complete the application on his or her own
shall be 1old where to submit the application once complecte, who to contact for
questions or assistance, and what to expect in regard {o foliow-up and decision
timeline.

Failure to complete the financial assistance application and submii all required
supplemental information may deem the patient ineligtble for consideration under
this policy. In addition, patients who do not cooperale in efforis to sccure
governmeniaily funded health care coverage will not be eligible for Unreimbursed

Care or Discounted Care.

Screening for Insurance Coverage

Center shall make a reasonable effort to determine if the patient requesting
financial assistance has insurance that fully or partially covers the charges for care
rendered. Any patient who demonstrates lack of financtal coverage by third-party
insurance will be offered information, assistance and referral as appropriate to
government-sponsored programs.
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Financial Assistance Calculation

Trained personnel will review submitted applications for completeness and
accuracy. Based on the information provided, the reviewer will determine the
level of assistance the patient qualifies for, if any.

1. If the patient’s family income is 100% or less of the current FPL
guidelines and the patient meets afl other qualification requirements, the
entire (100%) patient lLiability portion of the bill for services will be
wrilten off.

2. if the patient’s family income is between 101% and 200% of the current
FPL established federal poverty income level and the patient meets all
other qualification requirements, the patient’s payment obligation will be -
discounted at graduated percentages.

Notification of Findings

Patients will reccive notification within 60 days of submitting a completed
application and supporting documentation of Center’s determination of their
qualification for financial assislance.

Payment Plan

A patient qualified for Discounted Care shall have the option to pay any or all
outstanding amount due in one lump swn payment, or through a scheduled term
payment plan on terms that may be negotiated between the patient and Center.
Payment plans are ¢staplished on a case-by-case basis with consideration of the
total amount owed by the patient to Center and the patient’s f{inancial
circumstances, Payment plans generally require a mimimum monthly payment not
to exceed 10% of gross monthly income and are free of any interest charges or
set-up fees. Some siluations may necessitate special payment plan arrangements
based on negoliation between Center and the patient or their representative.
Payment plans may be arranged by comacting a Center representative. Once a
payment plan has been agreed upon, changes 10 1t requirc the agreement of both
parties.

Once a payment plan has been approved by Center, any failure to pay all
consecutive payments due during a 90-day period will constitute a payment plan
default. It 1s the patient/ guarantor’s responsibility to confact Center if
circumstances change and payment plan terms cannot be met. However, in the
event of a payment plan defauli, Center will make a reasenable attempt to contact
the patient or their representative by telephone and also give notice of the default
in writing. The patient shall have an opportunity 1o renegotiate the payment plan
and may do so by contacting Center within fourteen (14) days from the date of the
written notice of payment plan default. If the patient fails to request renegotiation
of an extended payment plan within fourteen (14) days, the payment plan wili be
deemed inoperative and the account will become subject 1o collection.
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Automatic Classification for Unreimbursed Care

Any or all self-pay patients may be offered a financial assistance application. A
patient may be deemed ¢ligible for Unreimbursed Care without the absolute
requirement for submission of a financial assistance application if the paticnt is
determined to require Unreimbursed Care.

Confidentiality

It is recognized that the need for financial assistance is a sensitive and deeply
personal issuc for recipients. Confidentiality of requests, information, and
funding will be maintained for all that scek or receive financial assistance from

Center.

Good Faith Requirements

Center will make arrangements for financial assistance for qualified patients n
good faith and relies on the fact that information presenied by the patient or
family representative is complete and accurate. Provision of financial assistance
does not eliminate the right to bill, either retrospectively or at the time of service,
for all services when fraudulent or purposely inaccurate information has been
provided by the patient or family representative. Jn addition, Center rescrves the
right 1o seek all remedies, including but not Jimited to civil and criminal damages
from those patients or family representatives who have provided frauduient or
purposely inaccurate information in order qualify under this Unreimbursed Care

Policy.
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Hispanic American Endoscopy Center Service Area
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Section li, Project Purpose, Background and Alternatives ~ information Requirements
Criterion 1110.230(c], Project Puspose, Background and Alternatives

Alternalives

The Applicant explored several options prior to determining ¢ add pain management procedures to
its limited specially ASTC. The options considered are as follows:

a_ Ulilize exisling facilibes;

b. Add pain management services lo the existing ASTC.

After exploring these oplions, which are discussed in more detail below, the Applicant decided to add
pain management to its limited specialty ASTC. A review of each of the options considered and the

reasons they were rejected follows.

Do Nothing and Ulilize Other Health Care Facilities

The first alternalive considered was to maintain the status quo, whereby the Applicant would continue o
provide only gastroenterology and urology surgical procedures at the ASTC. As set fonh in Criterion
1110.230¢{b}, Hispanic American Endoscopy Center is aperating below its capacity. While utllizatton has
continued to increase since the facility opened in 2007, it is unlikely it will reach capacity without including
additional surgical speciallies because of recession.

Moreover, Hispanic American Endoscopy Center primarily serves the Hispanic community in Chicago.
Bue o language and cultural barriers, this patient population generally lacks access to heallh care
services. Inclusion of pain management services will increase access {o needed health care resources in

this patient popuiation,

While this alternalive would result in no cost 1o the Applicant {compared to the nominal cost of adding the
service), due to underutilization of the surgery center and current access barriers faced by the Hispanic

community, this alternative was rejected.

Hispanic American Endoscopy Center primarily serves the Hispanic community in Chicago in a bicullural
sefting. Wtilizing existing providers is not a feasible alternative for this patient population because the
majority of these patienis are Spanish-speaking. To reduce heallh disparities, achieve health equity and
improve and expand access to linguistically and culturally competent services, it is essential that Spanish-
speaking palienis receive services from Spanish-speaking chnicians so they can make informed
treatment decisions and generally participate in their own care. When these palients receive services
from non-Spanish speaking providers, it is difficult for thern to understand their condition and treatment
options.  Additionally, due to language and cullural barriers, limited information is available to the
Hispanic-American community about oplticns for pain management. As a result, the Hispanic-American
population is not as fully educated as other primarily English-speaking populations may be aboul these

issues.

Due to the underutilization of the surgery center and.infeasibility of utilizing other providers, this
allernative was also rejecied.

Add Pain Managemen! Services {o the Existing ASTC

As maore fully discussed above, Hispanic American Endoscopy Center currently has surgical capacity. To
increase utilization at the surgery center while at the same time increasing access to much needed lower-
cost health care services to the Spanish speaking community, the Applicant decided lo add pain
management procedures to the existing ASTC. After weighing this low cost option against others, it was

Attachment - 13

149555.4
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delermined that this alternative would provide the greatest benefit in terms of increased utilization of
available capacity and increased access to health care services.

Table 1110.230(c)
Altermmatives to Proposed Project
Cost Benefit Analysis
Alternative Co:::::jnny Access Cost Status
Utitize Existing Facilities Not Mel Maintain $0 Reject
Add Additional Services to Met Increased $50,500 Accept
Existing Facility

Attachment - 13
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Section IV, Project Scope, Utilization, and Unfinished/Shell Space

Criterion 1110.234(a), Size of the Project

The proposed projecl is for the addition of pain management services to an existing limited specialty
ASTC. The existing ASTC consists of one procedure room and four recovery stalions. Pursuant 10
Section 1110, Appendix B of the HFSRB's rules, the State standard is 2,750 gross square feet per
operating room and 180 gross square feet per recovery station for a total of 3,470 gross square feet for
one operating room and four recovery stations. The gross square foctage of the ASTC is 3,445 gross
square feet. Accordingly, the proposed project is consistent with the State standard.

TABLE 1110.234(a)
. SIZE OF PROJECT
DEPARTMENT/SERVICE PROPOSED STATE DIFFERENCE MET
BGSF/DGSF STANDARD STANDARD?
ASTC 3,445 GSF 3,470 GSF 0 Yes
Attachment - 14
73
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Section IV, Project Scope, Utilization, and Unfinished/Shell Space
Criterion 1110.234([b), Project Services Utilization

The surgery cenler operates only one procedure room. Pursuant to Section 1110, Appendix B of the
HFSRB's rules, utilization for ASTCs is based upon 1,500 surgery hours per procedure room. The
Applicant projects that it will perform approximately 205 surgica! procedures in 2012, Additionally, in Dr.
Bayran's referral lefler attached at Attachment — 15A, he projects 450 pain managemenl procedures will
be performed during the first year after project compietion. These procedures will be in addition to the
urology and gastroenterology procedures performed at the center. Based upon the current experience of
the referring physicians, the estimated procedure time, including prep and cleanup, is approximately 40
minutes, o a total of 895 surgical hours in the first year after project completion. As a resull, the surgical
hours projected for the first year after project complelion are sufficieni to support the need for one

procedure room.

Altachment - 15
149555 .4 24




/4 THE PAIN : _

.}.; CENTER 3?3%%%};.?&?)11? Esgﬁz'z: N
!". OF ILLINOIS (312)624-8364 / Fax (312)929-3323
April 23,2012

Dale Galassie, Chainnan

1Minois Health Facilities and Services Review Board
525 West Jefferson Street, 2nd Floor

Springficld. iNinois 62761

Dear Mr. Galassie:

] am a physician specializing in pain management. | am writing in support of the expansion of
Hispanic-Amernican Endoscopy Cemer from a limjted specialty ASTC 1w a multi-specialty
ASTC, by adding pein management to the surgery center’s existing service specialties,

The addition of pein management services will increase access to much needed health care
services 10 the Hispanic community in the City of Chicage. Hispanic-Amesican Endoscopy
Center primarily serves the Hispanic-American community in Chicago and approximstely 95
percent of the surgery center's patients are Hispanic. Due to cultural and linguistic barmiers, this
patient population often lacks appropnate access 10 critical health care services. With Spanish-
speaking physicians and staff, Hispanic American Endoscopy Center js uniquelv positioned 10
serve this community, In fact, Spanish-speaking petients are more likely to seek health care
services from Spanish-speaking physicians and siaff because they can betrer understand their
condition and treatment options and make better informed health care decisions. Accordingly,
the addition of pain management services will increase utilization of these services and increase
access 10 health care to the Rispanic community in Chicago.

During the past tweive months, | referred cases to the following hospitals and surgery centers.
With the expapsion of Hispanic-American Endoscopy Center, 1 expect 1o refer my cases as noted
below. Projected patient volume shall come from the proposed geographic service area of the
Hispanic-American Endoscopy Center.

147910.¢
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M. Dale Galassic
April 23,2012
Page 2

These referrals have not been used Lo support another pending or approved certificate of need

appbcation.

The information in this ietter is tue and cormect to the best of my knowledge.

I suppon the proposed expansion of Hispanic-Amencan Endoscopy Center.

Sincerely,

Neema Bayran, ¥4.D.
Paip Management

The Pain Center of Ntinois
830 North Ashland Ave.
Chicago, IL. 60622

Subscribed and swom 1o me
ﬂﬁszaa‘_‘ddayof Mayy , 2012

N

Notary Pu

§ “OFFICIAL SEAL" :
T Tara L Motle 4

Notary Public, State of Hliinois
Commission Expiros 6/11/2013

145910.1
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ATTACHMENT

Zip Code Patient
Referrals
60629 12
60619 9
60804 25
60618 20
60624 20
50617 10
60626 15
60651 20
60634 25
60628 10
60625 15
60647 25
604909 b]
60608 10
6064} 30
60609 15
606139 25
60630 15
60623 25
| 6062] 35
60620 15
60609 10
60406 10
60632 10
60622 10
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Section IV, Project Scope, Utilization, and Unfinished/Shell Space
Criterion 1110.234(c], Unfinished or Shell Space

This project will not include unfinished space designed to meet an anticipated fulure demand for service.
JAccordingly, this criterion is nol applicable,

Attachment - 16
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Section IV, Project Scope, Utilization, and Unfinished/Shell Space
Criterion 1110.234(d}), Assurances

This project wifl not include unfinished space designed {o meet an anlicipated future demand for service.
Accorgdingly, this criterion is not applicable.

Attachment — 17
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Section VIil, Service Specific Revlew Criteria
Non-Hospital Based Ambulatory Surgery
Criterion 1110.1540(b), Target Population

a. Attached al Attachment — 27A is a2 map outlining the intended geographic service area ("GSA")
for Hispanic American Endoscopy Center. As set forth in Criterion 1110 230, the Proposed ASTC
will serve the Chicago metropolitan area within 30 minutes normal travel time of the surgery
center. Accordingly, the intended GSA consists of those areas within 30 minutes normal travel
time from Proposed ASTC, or approximately 14 miles,

b. Pursuant to Section 1110.1540(b} of the HFSRB's rules, the inlended GSA can be no less than
30 minutes and no grealer than 60 minutes normal trave! time from the proposed ASTC. Hispanic
American Endoscopy Center serves the Chicago metrapolitan area within 30 minutes normal
travel ftme of the facility, Specifically, the GSA encompasses nearly all of Cook County.
According te the US Census Bureau, the 2010 population of Cook County was 5,194,675,

c. Pursuant to Section 1910.1540(b) of the HFSRB's rules, the intended GSA can be no less than
30 minutes and no greater than 60 minutes normal trave! time from the proposed ASTC. As set
forth throughout this application, the proposed ASTC witl serve the Chicago metropolitan area
within 30 minutes normal travel lime of the proposed site. Travel limes to and from the proposed
ASTC to the GSA borders are as follows:

» East: Approximately 16 minutes normal travel time to Lincoln Park

» Southeast: Approximately 30 minutes normal travel lime to Jackson Park

+ Scuth: Approximately 30 minutes normal travel time to Englewood

» Southwest: Approximately 30 minutes normal travel tme to Riverside

Woest: Approximately 30 minutes normal travel time to Maywood

« Northwest. Approximately 30 minules normal travel time to Arlington Heights
» North. Approximately 30 minuies normal travet time fo Winnetka

» Nonheast. Approximately 30 minutes normal travel time to Evanston

Aftachment — 27A
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Hispanic American Endoscopy Center Service Area
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Section VI, Service Specific Review Criteria
Non-Hospital Based Ambulatory Surgery
Criterion 1110.1540(c}, Projected Patient Volume

A physician referral letter from Dr. Bayran providing the name and number of patients referred te health
care facilittes within the past 12 months and 1he projected number of referrals to the surgery center is
atlached at Attachment - 27B. A summary of the letter is provided in Table 1110.150(¢) below.

148555.4

Table 1110.1540(c)

Pain Management Procedures

Cases Anticipated
Performed In | Referral to
HospltalASTC thelast12 | Proposed
Months ASTC
Grand Avenue Surgical Center 400 200
FSC - Fullerton Surgery Center 500 250
Total 800 450

az
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N T}LR Chicago, Nlinols 60622

g. EE PAIN 830 North Ashland, Unit 1
.’ OF ILLINOIS (312)624-8364 / Fax (312)929-3323

{
e

April 23,2012

Dale Galassie, Chairman

INinois Health Facilities and Services Review Board
525 West Jefferson Street, 2nd Floor

Springfield. tlinois 62761

Dear Mr. Gslassie;

] am a physician specializing in pain management. ! am writing in support of the expansion of
Hispanic-American Endoscopy Cemer from a bimited speciaity ASTC 10 a multi-specialty
ASTC, by adding pain management to the surgery center’s existing service specialties.

The addilion of paip management services will increase access to much needed health care
services 10 the Hispanic comumunity in the City of Chicago. Hispanic-American Endoscopy
Center pnimarily serves the Hispanic-American community in Chicago and approximately 95
percent of the surgery center’s patients are Hispanic. Due 1o cultural and linguistic bamiers, this
patient population ofien lacks appropriate access to critical health care services. With Spanish-
speaking physicians and siaff, Hispanic Amencan Endoscopy Center is uniquely positioned to
serve this community, In fact, Spanish-speaking patients are more Jikely to seek health care
scrvices from Spanish-speaking physicians and staff because they can better understand their
condition and treatiment options and make better informed health care decisions. Accordingly,
the addition of pain management services will increase utilization of these services and increase
access 10 health care to the Hispanic community in Chicago.

Dunng the past twelve months, 1 referred cases 1o the following hospitals and surgery centers.
With the expansion of Hispanic-American Endoscopy Center, | expect 1o refer my cascs as noted
below, Projected patient volume shall come from the proposed geographic service area of the
Hispanic- American Endoscopy Center.

Grand A‘venuc Surgical Center ] 400' T 200
FSC - Fullerton Surgery Center 500 250 ]
14101
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Mr. Dale Galassie
Apnl 23,2012
Page 2
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These referrals have not heen used to support another pending or approved certificate of need
application.

The information in this letier 15 tru¢ and correct to the best of my knowledge.

I support the proposed expansion of Hispanic-American Endoscopy Center.

Sincerely,

D2
Neema Bayyan, ¥4.D.
Paip Management

The Pain Center of Hlinois
830 North Ashlang Ave.
Chicago, I1. 60622

Subscribed and swom to me
This 23%ay of A ayf , 2012

4™

Notary Pu

© *OFFICIAL SEAL" ‘
; Tara . Motle 1

Notary Pubiic, State of Iffinols
My Commission Expires 6/11/2013

14591011
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ATTACHMENT

Zip Code Patient
Referrals

60629 12
60619 9
60804 25
60618 20
60624 20
60617 10 |
60626 15 !
60651 20
60634 25
60628 10
60625 15
60647 25

60409 5
60608 10
60641 30
60609 15
60639 25
60630 15
60623 25 |
60621 35 |
60620 15
60609 10
60406 10
60632 10
60622 10
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Section VIil, Service Specific Review Criteria
Non-Hospital Based Ambulatory Surgery
Criterion 1110.1540(d], Treatment Room Need Assessment

a As slateg throughou! this application, the Applicant proposes to add pain management to its existing
timited specialty ASTC. The ASTC currently has one procedure roem and four recovery stations

b. The Applicant estimales the average length of time per procedure will be 40 minuies. This estimate
includes 10 minutes for prep and cleanup.

Attachment - 27C
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Section Vi, Service Specific Review Criteria
Non-Hospital Based Ambulatory Surgery
Criterion 1110.1540(e}, impact on Other Facilities

a. A copy of the lefter sen! to area surgical facilities regarding the impact of adding pain management on
their workload is attached at Appendix 1.

b. The lisl of the {acitities contacted is attached at Appendix 2.

c. MapQuest printouts with the time and distance to each facility within 30 minutes normal fravel time of
Hispanic American Endoscopy Center are attached at Appendix 3.

d. Copies of the regislered mait receipis are altached at Appendix 4.

Attachment — 270
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Section VI, Service Specific Review Criteria
Non-Hospital Based Ambulatory Surgery
Criterdon 1110.1540{f}, Establishment of New Facllities

The proposed project is for the addition of pain management services to an existing limited specialty
ASTC. Accordingly, this criterion is no! applicable.

Attachment - 27E
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Section VIiI, Service Specific Review Criteria
Non-Hospital Based Ambulatory Surgery
Criterion 1110.1540[g), Charge Commitment

a. Alist of the procedures to be performed at the proposed facility with the proposed charge is provided

in Table 1110.1540(g) below.

s Procedure L R
<% Code .« "4 Description .7 | Charge |
11900 Injection inlo Skin Lesions $193
20552 Inj trigger point 1/2 muscl $518
20605 Arthrocentesis Aspird/imjection Interm JT/Bursa $3,650
20610 Arnthrocentesis Aspird/Injection Major JT/Bursa $4,055
ljnection proc for sacriliac joint arthrography &/or
27096 anesthetics/steroid $4,055
62290 Inject for spine disk x-ray $3,142
62310 NJX C+-Dx/Ther SBST EDRL/Sarach CRVITHRC $4,055
62311 NJX C+-Dx/Ther SBST EDRL/Sarach Lumbar Sac 34,055
64415 Single Nerve Block Injection Arm Nerve $3,650
64421 N block inj intercost mit $1,312
64425 N biock inj ilio-ing/hypogi $518
64450 NJX Anes OTH PRPH NRV/Branch $3,560
Injection, anesteticsisteroid, paravertebral facet joint nerve;
64470 cervicalfthoracic, single level $2.914
Injection, anestetics/steroid, paravertebral facet joint nerve,
64472 cervicalfthoracic, add'l level $1,312
Injection, anestetics/siercid, paraventebral facet joint nerve,
64475 lumbar/sacral, single level $2.914
Injection, anesietics/sieroid, paravenebral face! joint nerve;
54476 lumbarisacral, single level $1,312
£4479 Inj foramen epidural ¢/t 32,914
64483 NJX ANES&/STRD WIIMG TFRML EDRL LMBR/SAC 1 LVL $3.855
64484 NJX ANES&/STRD WAMG TFRML EDRL LMBRISAC EA LVL $3.650
64450 NJX DX/ THER AGT PVRT FACET JT CRVITHRC 1 $4,055
64401 NJX DX/THER AGT PVYRT FACET JT CRV/THRC 2ND $4,055
64452 NJX DX/THER AGT PVRT FACET JT CRV/THRC 3+ $4,055
64493 NJX DX/THER AGT PVYRT FACET JT LMBR/SAC 1 $4.055
64494 NJX DX/THER AGT PVRT FACET JT LMBR/SAC 2ND $4,055
64495 NJX DX/THER AGT PVRT FACET JT LMBR/SAC 3+ $4.,055
64510 N block steilate ganglion $2,914
64520 N block lumbar/thoracic $2,.914
64622 Destr paraveriebrl nerve lis $2,788
64623 Destr paravertebral n add-on 52,514
64626 Destr paravertebrl nerve cft $5,648
64627 Destr paravertebral n add-on $2,914
64640 Injection treatment of nerve 35,648
B4721 Ctr 36,815
72275 epidurography, radiological S & | $585
72295 discography lumbar spine $585
77002 fluoroscopic guidance needle placement 29
77003 Fluor gid 8 loclzj ndlfcath SP1 DX/THER NJX $291
Aftachment — 27F
149555.4
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b. A letter from Ramon Garcia, M.D., committing to maintain the charges lisled in Table 1110 154G(qg) on
the previous page is attached ai Attachment - 27F.

Attachment - 27F
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Hispanic American Endoscopy Center
3538 W. Fullerton Ave.
Chicago, lllinois 60647

June 11, 2012

Dale Galassie

Chair

Phnois Health Faciliiies and Services Review Board
525 West Jefferson Street, 2nd Floor

Springfield, Iilinois 62761

Dear Mr. Galassie;

Pursuam to 77 1) Admin. Code § 1110.1540(g), | hereby commii that the anached
charge schedule will not be increased, at a minimum, for the first two years of operation
following the approval to add pain management to Hispanic American Endoscopy Center unless
a permitt is first obtained pursuvant to 77 111, Admin. Code § 1110.31(Xa).

Sincerely.

M e
=2
Ram cia

Sole Member and Manager
Hispanic Amencan Endoscopy Center, LLC

Svbscnbed and sworn 10 me
This _}{/ day of m!?/ , 2612

154850.)
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Précadura |
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11900 Injection into Skin Lesions $193
20552 Inj trigger poini 1/2 muscl $518
20605 Arthrocentesis Aspir&/injection Interm JT/Bursa $3,650
20610 Arthrocentesis Aspir&/injection Major JT/Bursa $4.055
linection proc for sacriliac joint arthrography &/or
27096 anesthetics/steroid $4,055
62290 Inject for spine disk x-ray $3,142
62310 NJX C+-Dx/Ther SBST EDRL/Sarach CRV/THRC $4,055
62311 NJX C+-Dx/Ther SBST EDRUSarach Lumbar Sac $4,055
64415 Single Nerve Block tnjection Arm Nerve $3,650
64421 N block inj intercost milt $1.312
64425 N block inj ilio-ing/hypogi $518
64450 NJX Anes OTH PRPH NRV/Branch $3,560
Injection, anestetics/steroid, paravertebral facet joint
64470 nerve; cervicallthoracic, single level $2,914
Injection, anestelics/steroid, paravertebral facet joint
64472 nerve; cervical/thoracic, add'l level $1,312
Injection, anestetics/steroid, paravertebral facet joint
64475 nerve; lumbar/sacral, single level $2,914
Injection, anestetics/steroid, paravertebral facet joint
64476 nerve; lumbar/sacral, single level $1,312
64479 In| foramen epidural c/t $2,914
NJX ANES&/STRD W/IMG TFRML EDRL LMBR/SAC
64483 1 LVL $3,855
NJX ANES&/STRD W/IMG TFRML EDRL LMBR/SAC
64484 EA LVL $3,650
64430 NJX DX/THER AGT PVRT FACET JT CRV/THRC 1 $4,055
NJX DX/THER AGT PVRT FACET JT CRV/THRC
64491 2ND $4.055
64492 NJX DX/THER AGT PVRT FACET JT CRVITHRC 3+ | $4,055
64493 NJX DX/THER AGT PVRT FACET JT LMBR/SAC 1 $4,055
64494 NJX DX/THER AGT PVRT FACET JT LMBR/SAC 2ND | $4,055
64495 NJX DX/THER AGT PVRT FACET JT LMBR/SAC 3+ | $4,055
64510 N block stellate ganglion $2,914
64520 N block lumbar/thoracic $2,914
64622 Destr paravertebri nerve I/s $2,788
64623 Destr paraveriebral n add-on $2,914
64626 Destr paraventebr! nerve cit $5,648
64627 Destr paravertebral n add-on $2,914
64640 injection treatment of nerve $5,648
64721 Ctr $6.815
72275 epidurography, radiological S & | $585
72295 discography lumbar spine $585 |

154856.)
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77002

fluoroscopic guidance needle placement

$291 |

77003

Fluor gid & loclzj ndi/cath SPI DX/THER NJX

$291 |

1548504
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Section VII), Service Specific Review Criteria

Non-Hospital Based Ambulatory Surgery
Criterion 1110.1540{h), Change in Scope of Service

As set forth throughout this application, Hispanic American Endoscopy Center primarily serves the
Hispanic community in Chicago. Due to linguistic and culiural barriers, mainstream health care services
are not widely accessible {o this patient population. Hispanic American Endoscopy Center seeks not only
to make healih care more accessible to members of the Hispanic community but also to educale them on
various health issues. By including pain management services, Hispanic American Endoscopy Center
will be able expand access to much needed health care to this patient population.

Attachment - 276G
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Section IX, Availability of Funds
Criterion 1120.12¢

A letter from Harns Bank, N.A. atleshng thal Hispanic American Endoscopy Center has sufficient financial
resources for the purchase of medical equipment is attached at Attachment - 38.

' Altachment — 39
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Juls 17,2612

M. Dale Galassie, Chatranwan

IHinois Health Facilities and Scrvices Review Board
2™ Floor

A2 West JelTerson Sireel

Springticld. Hineis 62761

Re: Hispanic American Endoscopy Center. FLC

PDear Mr. Galassic:
This letier 1€ 10 confirm ithe iguidisy of Hispanic Amcerican Endoscopy Center 1or the

repavment of medical cquipment feases or the purchase of medical equipment inan
aimount in exeess of STHO.000. Please contact me wilh any specilic questions,

Sincerely,
Y

: ({;’-.\ /{/(( J"/) . 4

Zileen Frank
Senor Viee Presidemt

Attachment - 39
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Section IX, Financial Feasibility
Criterion 1120.130 - Financial Viability Waiver

A letter from Harris Bank, N A. attesting that Hispanic American Endoscopy Center has sufficient financial
resources for the purchase of medical equipment is attached at Attachment — 40.

Aftachment - 40
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HARCY Pinvenile tal Cay RIS B2 Grevn Bay Buad
whinnetha 10 60592

Julv 172012

My, Dade Galassie, Chairman

Hinois Tleaith Faciliues and Services Resview Board
2 00r

525 West Jellerson Sueel

Springheld. Hinpis 62761

Re: Hhspanie American Lndoscopy Center, FLC

Dear My, Gulassie:

This letier i o continm the liguidity of Hispanic American Endoscopy Cenier Tor the
repayment ol medical cquipment leases or the purchase of medical equipment in an
amaunt in excess of $T00.000, Please contact me with any speeilic questions,

Sincereh.

/
i b

Fiteen Framk
senior Vice President

Attachment — 40




Section XXVi, Economic Feaslibility Review Criteria
Criterion 1120.310[A), Reasonabieness of Financing Arrangements

Attached at Attachment - 42A is a letter from the Applicant attesting that the total estimated project costs
and related cosis will be funded in total with cash and equivalents.

Attachment - 42A

149555.4
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‘ENDOSCOPY:"

May 177, 2012

Dale Galassie

Charr

Illinois Health Facilities and Services Review Board
525 West Jefferson Street, 2nd Floor

Springfield, Illinois 62761

Dear Chairman Galassie:

Re: Reasonableness of Financing Arrangements

I hereby certify under penalty of perjury as provided in § 1-109 of the Illinois Code of
Civil Procedure, 735 ILCS 5/1-109 and pursuant to 77 1il. Admin. Code § 1120.140(a) that the
total estimated project costs and related costs will be funded in total with cash and cash

equivalents.

Ra .
Sole Member and Manager
Hispanic American Endoscopy Center, LLC

Subscribed and sworn to me

t
This\z day of MO\A}[ , 2012

Not vy

“OFFICIAL SEAL”
Tara L Motie
“"‘Wc PI m-%eé%&e‘ nAvenue . Chicago, lllinois 60647
* 773-772-1212 Fax: 773-772-8666

[00
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Section XXVI, Economic Feasibility Review Criteria
Criterion 1120.310(b}, Conditions of Debt Financing

This project will be funded with cash and eguivalents. Accordingly, this criterion 1s not applicable.

Attachment - 428
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Section XXV, Economic Feasibility Review Criteria
Criterion $420.310{c), Reasonableness of Project and Related Costs

1. The proposed project is for the addition of pain managemen! services lo an existing imited specialty
ASTC. There will be no construction or modernization associated with the proposed project.
Accordingly, this criterion is not applicable.

2. The Proposed ASTC does not include the purchase of major medical equipment. Therefore this
criterion is not applicable.

3. Table 1120.310(c) lists the equipment costs for the addition of pain management procedures.

Table 1120.310{c})
ASTC State Standard Above/Below State
. Standard
Equipment $50,500 $353,802 per operating room Below Stale Standard
$353,602 x 1 = $353,802

Attachment - 42C
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Section XXV, Economic Feasibility Review Criteria
Criterion 1120.210{d}, Pro|ected Operating Costs

Operating Expenses (2014): $258,323 (Salaries & Benefits + Supplies)
Procedures (2014): 1,425
Operating Expense pet Procedure: $181.28 per procedure
Attachment — 42D
1495554
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Section XXVI, Economic Feasibility Review Criteria
Criterion 1120.310(e), Total Effect of Project on Capital Costs

Capital Costs (2014): $10,100 (amortization expenses)
Procedures (2014): 1,425 procedures

Capital Cosis per Procedure:  $7.09 per procedure

Attachment — 42E
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Section X, Safety Net Impact Statement

1.

Hispanic Amertcan Endoscopy Center was established in 2007 to bring critical medical services to
Chicago’s Hispanic-American population, many of whom are faced with linguistic and cultural barriers
to access healthcare services. Approximately 95% of the patienis treated at Hispanic American
Endoscopy Center are Hispanic. The addition of pain management services will expand access to
much needed health services to this patient population, who otherwise may not seek medical
assistance for critical problems. Accordingly, the proposed project will improve access to essential
safety net services in the community.

The addition of pain management procedures will not impact the ability of another provider or heaith
care system to cross-subsidize safety net services. This is a small specialized ASTC the volumes of
which are nominal compared to area hospitals, Furthermore, as documented in the physician referral
letter attached at Attachment — 43A, Dr. Bayran does not perform pain management procedures at
area hospitals. Thus, the addition of pain management will not negatively impact the ability to cross-
subsidize safety net services.

As stated throughout this application, the Applicant proposes to add pain management procedures to
its current limited specialty ASTC. There will not be a discontinuation of a facility or any services.
Accordingly, this criterion is not applicable.

The table below provides the amount of charity and Medicaid care provided in the three fiscal years
prior to filing this application. The charity care figures below only include unreimbursed care, and do
not take into account discounted care. The Applicant has historically provided significant amounts of
discounted care to its patients on a case by case basis. The Applicant recently implemented its
Unreimbursed Care & Self-Pay Policy that formalizes its discounted care policy. As demonstrated at
Attachment — 43B, patients whose family income is below 350% of the Federal Poverty Line, or
$80,875 for a family of four, are eligible for financial assistance at the center on a case by case basis.
Furthermore, patients whose family income is less than 101% of the Federal Poverty Line, or $23,050
for a family of four, are eligible to have the entire bill written office except for a nominal patient
participation fee of $5 to $10 fo encourage personal responsibility and compliance with the treatment
plan recommended for the patient.

The center also offers a low global fee for services for many uninsured patients. A global fee includes
both the physician and facility charges, which gives patients a low-cost alternative. |n fact, the center
has historically offered a $600 giobal fee for gastroenterology and urology services to many patients.
The Applicant plans to offer a similar option for pain management patients following project
completion.

Lastly, by enrolling in Medicaid, the center will be able to expand services to a broad range of
patients. The Applicant began trying to enroll in Medicaid in Spring 2011 and thus had no Medicaid
experience. However, they encountered certain difficulties in successfully completing the process.
After retaining legal counsel to work through this technicality, on June 6, 2012 the Applicant received
notice that it successfully enrolled in lllinois Medicaid.

Safety Net Information per PA 96-0031
CHARITY CARE
2009 2010 2011
Charity {# of patients) 2 4 5
Charity (revenue) $2,400 $2,400 $3,600

Attachment - 43
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Section XJ, Safety Net Impact Statement

1.

Hispanic American Endoscopy Center was established in 2007 to bring criticat medical services to
Chicago's Hispanic-American population, many of whom are faced with linguistie and cultural barriers
o access heaithcare services. Approximately 95% of the patients {realed at Hispanic American
Endoscopy Center are Hispanic. The addition of pain management services wili expand access io
much needed heslth services to this patient population, who otherwise may not seek medical
assistance for crilical problems. Accordingly, the proposed project will improve access lo essenlial
safety net services in the community.

The addition of pain management procedures will not impact the ability of another provider or health
care system to cross-subsidize safety nel services. This is a small specialized ASTC ihe volumes of
which are nominal cempared to area hospitais. Furthermore, as documented in the physician referral
letter attached at Attachment — 43A, Dr. Bayran does not perform pain management procedures at
area hospitals. Thus, the addition of pain management will not negatively impact the ability to cross-

subsidize safely net services.

As stated throughout this application, the Applicant proposes to add pain managemen! procedures to
ils current limited specialty ASTC. There will not be a discontinuation of a facility or any services.

Accordingly, this criterion is not applicable.

The table below provides the amount of charity and Medicaid care provided in the three fiscal ygars
prior to filing this application. The charity care figures below only include unreimbursed care, and do
noi take into account discounted care. The Applicant has historically provided significant amounts of
discounted care to its patients on a case by case basis. The Applicant recently implemented its
Unreimbursed Care & Self-Pay Policy that formalizes ils discounted care policy. As demonstrated at
Attachment - 43B, patients whose family income is below 350% of the Federal Poverty Line, or
$80,675 for a tamily of four, are eligible for financial assistance at the center on a case by case basis.
Furthermore, patients whose family income is less than 101% of the Federal Poverty Line, or $23,050
for a family of four, are eligible to have the entire bill written office except for 2 nominal patient
participalicn lee of $5 to $10 lo encourage personal responsibility and compliance with the treatment
plan recommended for the palient.

The center also offers a low global fee for services, which includes both the physician and facility
charges, which gives patients a low-cost alternative. In fact, the center has historically offered a $600
glcbal fee for gastroenterology and urology services 1o many patients. The Applicant plans 1o offer a
similar opticn for pain management patients following project completion.

Lastly, by enrolling in Medicaid, the center will be able to expand services to a broad range of
patients. The Apphcant began trying to enrcll in Medicaid following ils approval to add urology
procedures in May 2011. However, they encountered certain difficulties in successfully completing
the process. After retaining legai counsel to work through this technicality, on June 6, 2012 the
Appiicant received notice that it successiully enrolled in llincis Medicaid effeclive February 7, 2012.
Accordingly, although the Applicant did not repert any Medicaid cases or revenue, it is anticipated
that the number of Medicaid cases will increase in future years. Nevertheless, although the data
does not demonstrate the Applicant’s treatment of Medicaid-eligible patients, the Applicant pravides
care to these patients through substantial discounts in accordance with its Unreimbursed Care & Self-

Pay Policy.

Safety Net Information per PA 96-0031
; CHARITY CARE .
2009 2010 3011
Charity (# of patients) 2 4 5 |

Aftachment — 43
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Safety Net Information per PA 96-0031

Charity (revenue) |  $2.400 $2.400

$3,600
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THE PAIN 830 North Ashland, Unit

ENTER Chicago, lllinols 60622
F ILLINOIS (312)624-8364 / Fax (312)929-3323

April 23,2012

Dale Galassie, Chairman

IMinois Heelth Facilities and Senvices Review Board
525 West Jefferson Street, 2nd Floor

Springficld. lllinois 62761

Dear Mr. Galassie;

] am & physician specializing in pain mansgement. } am writing in suppon of the expansion of
Hispanic-American Endoscopy Cemes from a limited specialty ASTC 10 a mulii-specialty
ASTC, by adding psin management 1o the surgery center's existing service specialiies.

The addition of paip mansgement services will increase access 10 much needed health care
services 10 the Hispanic commumity i the City of Chicago. Hispanic-American Endoscopy
Center pnmazily serves the Hispanic-American community in Chicago and appioximately 95
percent of the surgery center’s patients are Hispanic. Due to cultural and linguistic barmers, this
patient popwlaton often Jacks appropriate access to cribes] health care services. With Spanish-
speaking physicians and staff, Hispanic Amencan Endoscopy Center is uniquely positioned 10
serve this community. 1n fact, Spanish-speaking patients are more Jikely ¢ seek health care
services from Spanish-speaking physicians and staff becsuse they can better understand their
condition and brentroent apuons and make better informed health care decisions. Accordingly,
the addition of pain managemeni services will increase wilization of these services and increase

access to health care 10 the Hispanic community jn Chicago.

During the past twelve months, 1 referred cascs to the following hospitals and surgery centers.
With the expansion of Hispanic- American Endoscopy Center, 1 expect 10 refes my cases as noted
below. Projected patient volume shall come from the proposed geographic service area of the
Hispanic- American Endoscopy Cenler.

= 3 £ aF
e = X s = =) ="
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Grand Avenue Surgical Center
FSC - Fullenon Surgery Center
147910. 4
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Mir. Dale Galassie
April 23,2012
Pape 2

These referrals have not been vsed 1o support another pending or approved centificale of need
application.

The information in this Jetier is true and correct to the best of my knowledge.

I suppon the proposed expansion of Hispanic-American Endoscopy Cenier.

Sincerely,

/7 M”]A/
Neema Bayran, M.D.
Pain Management

The Pain Cemer of Minois
830 North Ashland Ave.
Chicago, 11. 60622

Subscribed and swom 1o me
This 22%sy of N av . 2012

N

Notary Pu

NNy

§  "OFFICIAL SEAL"

W Tara L Motie
L . Notary Public, State of lflinols
‘ My Commission £xpires 6/11/2013

123910.1 . 108
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ATYACHMENT

Zip Code Patient
Referrals
60629 12
60619 9
50804 25
60618 20
60624 20
60617 10
60626 15
60651 20
60634 25
| 60628 10
60625 15
60647 25
60409 5
60608 i0
60641 30
60600 15
60639 25
60610 15
60623 25|
6062) 35
60620 15
60609 10
60406 10
60632 10
60622 10
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11i.

HISPANIC AMERICAN ENDOSCOPY CENTER
UNREIMBURSED CARE & SELF-PAY POLICY

PURPOSE

The Hispanic American Endoscopy Center (“Center”) is an ambulatory surgical treaiment
center serving patients in and around the Cuty of Chicago. This Unreimbursed Care and
Self-Pay Policy delines Center's financial assistance program, crileria, application
process, and procedures for determining financial assistance.

POLICY AND SCOPE

In order 1o enhance the scope of services available 10 Hispanic patients residing in and
around Center's service area and to increase utihization at Center, Center provides its
services in a financially responsible manner.  Therefore, it is the policy of Center to
maintain a sysiem for proper identification of patients eligible for Unreimbursed Care and

Discounted Care.

This policy covers only health care services provided by Center and does not include any
services provided by outside vendors. Unless a plobal fee is provided hercunder, scrvices
provided by physicians and other services provided by outside vendors are not covered
by 1his policy and patients seeking a discount for such services should be directed 1o call
the physician or outside vendor directly.

It is the policy of Center to differentiate beiween uninsured patients who are unable to
pay from those who are unwilling to pay for all or parl of their care. Center will provide
Unreimbursed Care to those uninsured patients who are unable to pay based upon the
cligibility criteria set forth herein.  In order to conserve scarce healthcare resources,
Center wil} seck payment from uninsured pauents who do not qualify for Unreimbursed
Care. Qualification for Unreimbursed Care or Discounled Care will typically be
determined at the nme of service, In addition, Center will continue 1o review such
determinations as potential insurers or other financial resources are discovered during the
billing and collection process.

This policy does not apply to patients who are “undcrinsured” as opposed to uninsured.
For example, it is not the intent of this policy o provide free or discounted care to
patients who have heaith insurance with deductibles and/or coinsurance.

DEFINITION OF TERMS

Unreimbursed Care: Medical services provided at no cost 1o the patient when a patient
lacks insurance and meets defined low-income requirements.

Discounted Care: Medical services provided at a discount to a patient who qualifies for

such services pursuant to this policy.
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Federai Poverty Level (FPL) puidelines: The poveny guidelines updated periodicatly by
the Uniied States Department of Health and Human Services used to establish the gross
income and family size eligibility criterta for Unreimbursed Care and discounts as

described in this policy.

Incoine: For purposes of applying for coverage under Center’s Unreimbursed Care
Policy, sources of income include but are not limited to: gross salary and wages, self-
employment income, interest and dividends, real estate rentals and leases, Social
Sccurity, alimony, child support, unemployment and disability payments, and public
assistance. Documentation of income will be limited to recent pay stubs and income tax
returns.

Family:

. For persons 18 years of age and older, "Family™ refers to a spouse, domestic
partner, and dependent children under 2] years of age, whether living at home or
not.

. For persons under 18 vears of age, “Family” refers 10 a parent, caretaker relatives

and other children under 21 ycars of age of the parent or caretaker relatives.

Patient Participation Fee. Nominal fee of §5-10 to encourage personal responsibility and
comphance with treatment plan recommended for patent.

Qualified Monetary Assets:

. Savings - Any cash or cash cquivalents held by a member of the household
excluding any amounis held in tax-exempl accounts, retirement, deferred-
compensation plans qualified under the Internal Revenue Code, or nonqualified
deferred-compensation plans such as a 401K savings account, 40313 savings
account or IRA savings account.

. Other - The estimated fair market value of any other real or tangible assets that
are readily convertible to cash held by a member of the Patient’s Family.

Self-Pay Patient. Those patients who are uninsured patients (as defined below) and who
are not eligible for Unreimbursed Care. Self-pay patients are eligible for financial
assistance at a discounted rale, in accordance with this policy, equal to a one-third
reduction to reflect the reduced processing costs associated with self-pay.

Service Area: For the purposes of this policy, Center’s service area is defined as those
zip codes that compnise the primary and secondary service areas of the Center.

Uninsured Patient. A patient who does not have any third party health care coverage by
either (a) a third-party insurer, (b) an ERISA plan, (c) a federal health care program
(including without limitation Medicare and Medicaid), (d) Workers’ Compensation,
Medical Savings Account, or other coverage for all or any part of the bill, including

111




v,

claims against third panies covered by insurance 1o which Center is subrogated. but only
if payment is actualiv made by such insurance company.

POLICY AND PROCEDURES

A.

Eligibthty and Qualification

Qualification for Unreimbursed Care or Discounted Care is dependent on
providing accurate and timely patient financial information and a financial
assisiance apphcation will be used to delermine eligibility. Any patient who
demonstrates fack of financial coverage by third party insurer wili be offered an
opportunity to complete the financial assistance application, and will also be
offered information, assistance and referral as appropriate to governmeni-
sponsored programs for which he or shc may be cligible. Any paticnt who
requests financial assisiance will be afforded the opportunity to apply and be
considered.

Qualhification for financial assistance shall be determined without discrimination
based on age, gender, sexual onientation, eihnicily, nauonal origin, veteran status,
disability or religion.

While financial assistance shall not be provided on a discriminatory or arbitrary
basis, Center retains full discretion, consistent with Jaws and regulaions, 1o
establish and revise objective eligibility critena and determine when a patient
qualifies for financial assistance using such objective criteria.

Center offers financial assistance based on the following:

. Patients whose family’s Income is at or below 100% of the FPL
guidelines are eligible to recetve Unreimbursed Care. The entire
patient liabifity portion of the bill for services may be written off,
except for the nominal Patient Participation Fee.

. Patients whose family’s Income 1s above 10]1% but not more than
200% of the FPL puidelines are eligible to receive Discounted
Care.

. Patients whose family’s Income exceeds 200% but is less than

350% of the FPL guidelines may be cligible to receive discounted
rates on a case-by-case basis at the discretion of the Center and
based on a review of both Income and Qualificd Monelary Assets.

Patients may qualify for assistance under Center’'s Unreimbursed Care Policy by

" following application nstructions and making every reasonable effort to provide

Center with documentation and health benefits coverage information such that
Center may make a determination of the patient’s qualification for coverage under
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B.

the program. Annual recertification is required for patients 1o be continued to be
considered for charity care.

Anplying for Financial Assistance

Center utilizes a single, unified patient apphcation for both Unreimbursed Care
and Discounted Care. The process to obtain financial assistance is designed to
give each applicant an opportumty 1o receive the maximum financial assistance
benefit for which they may qualify.

Patients seeking gualification for Unreimbursed Care and Discounted Care should
do so before requesting non-cmcergency services. At the tme of scheduling, pre-
registration, or regisiration, patients will be asked for evidence of their insurance
coverage and the patient will be informed of anv co-pavments that will be
expected at the time of payment. If the patient is uninsured, the patient will be
informed of the availability of Unreimbursed Care and Discounted Care. [f the
patient wishes to apply for Unreimbursed Care or Discounted Care, the patient
will be given or mailed an application. The application should be completed as
soon thereaficr as possible and submitied to Center. 1f the patient does not wish
to apply for Unreimbursed Care or Discounted Care, the patient will be informed
of the self-pay fee schedule.

Direct assistance shall be provided to the patient as necessary 10 complete the
application. Any patiert who elects to complele the application on his or her own
shall he told where (0 submit the application once complete, who to centact for
questions or assistance, and what to expect in repard to follow-up and decision
umelme.

Failure to complete the financial assistance application and submit all required
supplemental information may deem the patient ineligible for consideration under
this policy. In addstion, patients who do not cooperate in efforts to secure
governmentally funded health care coverage will not be eligible for Unreimbursed

Care or Discounted Care.

Screening for Insurance Coverage

Center shall make a rcasonable effort to determine if the palient requesling
financial assistance has insurance that fully or partially covers 1he charges for care
rendered. Any patient who demonstrates lack of financial coverage by third-party
insurance will be offered information, assistance and referral as appropnate to
government-sponsored programs.
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Financial Assistance Cajculation

Tramed personnel will review submitied applications for completeness and
accuracy. Based on the information provided, the reviewer will determine the
leve) of assisiance the patient qualifies for, if any.

l. If the patient’s family income 15 100% or less of the current FPL
guidelines and the patient meets all other gqualificalion requirements, ihe
entire (100%) patient liability portion of the bill for services wili be
written off.

2. If the patient’s family income is between 101% and 200% of the current
FPL csiablished federal poverty income level and the patient mcets all
other qualification requirements, the patient’s payment obligation wll be
discounted at gradvaled percentagces.

Notification of Findings

Patients will reccive notification within 60 days of submitiing a2 completed
apphicabon and supporting documentation of Center’s determination of their
qualitfication for financial assistance.

Pavment Plan

A pattent gqualified for Discounted Care shall have the option to pay avny or all
outstanding amount due in one lurnp sum pavment, or through a scheduled term
paymeni plan on terms that may be negotiated between the patient and Center.
Payment plans are established on a case-by-case basis with consideration of the
total amount owed by the patient 10 Center and the patieni’s financial
circumstances. Payment plans generally require a mimimum monthly payment not
to exceed 10% of gross monthly income and are free of any interest charges or
set-up fees. Some situations may necessitate special payment plan arrangements
based on ncgotiaion between Center and the patient or their representative.
Payment plans may be arranged by contacting a Center representalive. Once a
payment plan has been agreed upon, changes 1o il require the agreement of both
parties.

Once a paymen! plan has been approved by Center, any failure 1o pay all
consecutive payments due dunng a 90-day period will constitute a payment plan
default. It is the patient/ puvarantor’s responsibility to contact Center if
circumstances change and payment plan terms cannot be met. However, in the
event of a payment plan default, Center will make a reasonable attempt to contact
the patient or their representative by telephone and also give notice of the defauit
m writing. The patient shall have an opportunity to renegotiate the payment plan
and may do so by contacting Center within fourteen (14} days from the date of the
written notice of payment plan default. If the patient fails to reques? renegotiation
of an extended payment plan within fourteen (J4) days, the payment plan will be
deemed inoperative and the account will become subject to collection.
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H.

Automatic Classification for Unreimbursed Care

Any or all self-pay patients may he offered a financial assistance application. A
patient may be deemed ehigible for Unreimbursed Care without the absolute
requiremeni for submission ol a financial assistance application if the patient is
determined to sequire Unreimbursed Care.

Confidentiality

It is recognized that the need for financial assistance is a sensitive and deeply
personal issue for recipients. Confidenuality of requests, information, and
funding will be maintained for all that seck oy receive financial assistance from
Center.

Good Faith Requirements

Center will make arrangements for financial assistance for qualified patients in
pood faith and relies on the fact that information presented by the patient or
family representative is complete and accurate. Provision of financial assistance
does not eliminate the right to bill, either retrospectively or at the time of service,
for all services when fraudulem or purposely inaccurate information has been
provided by the patient or family representative. In addition, Center reserves the
nght to seek all remedies, including but not limited to ¢ivil and criminal damages
from those patients or family representatives who have provided fraudulent or
purposely inaccurate information in order qualify under this Unreimbursed Care

Policy.




Section Xl Charity Care Information

The amecunt of charity care for the latest three audited fiscal years is provided in the table below.

149555 .4

‘ CHARITY CARE
2009 2010 2011
Net Patient Revenue $1,170,058 $540,413 $540,576
Amount of Charity Care
{charges) 32,400 $0 $3,600
Cost of Charity Care $2,400 | $0 $3,600
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Appendix 1 -~ Request for Impact Statement

Copies of the letlers sent to area surgical facilities regarding the project’s impact on their workload is
attached as Appendix - 1.

Appendix 1
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago, lllinois 60647

July 27, 2012

CERTIFIED MAIL/RETURN RECEIPT

Ms. Janct Flojo
Admumistrator

CMP Surgicenter

3412 West Fullerton Avenue
Chicago, lllinois 60647

Dear Ms. Flojo:

1 am writing on behalf of Hispanic American Endoscopy Center, LLC (“Hispanic
American”) to inform you of our intent to file a certificate of need application with the illinois
Health Facilities and Services Review Board (“HFSRB™) to add pain management procedures 1o
our current limited-specialty ambulatory surgical treatment center.

Hispanic America is currenily licensed to provide gastroenterology and urotogy surgical
procedures. Our surgery center consists on one procedure room and four recovery stations in
3.445 gross square feel. The addition of pain management and gencral surgery procedures will
nol resuit in any expansion or modernization of the existing surgery centes. The cost of the
Proposed Project will be approximately $39,500. Hispanic America projects the pan
management caseload for the first year after project completion will be approximately 450 cases.

Pursuant to Section 1110.1540(c) of the HFSRB rules, we request that you advise us of
any impact thai this proposal will have on CMP Surgicenter. } you clect 10 respond to our
request, identify the impact, in terms of patient loss, the proposed project will have on utilization
at your facility. Given our historical practice, we believe the project will not have an adverse
umpact on your operations.

Please send your response by email, if possible, 10 Ramon Garcia, M.D. at
rgarciamd@acl.com,  Otherwise, you can mail it to his attention at Hispanic- American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, Hlinois 60647,

150608
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If you have any questions about this letter, please fecl free to contact Ramon Garcia,
M.D.at 773-772-8666.

Sincerely, )
W?/UW

On behalf of
Hispanic-American Endoscopy Center, L.L.C.
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago, IHincis 60647

July 27. 2012

CERTIFIED MAJL/RETURN RECEIPT

Dr. Salam QOkasha
Adminstrator

Fullerton Surgery Center, Inc.
4849 Wesi Fullerion Avenuc
Chicago, llhnois 60639

Dear Dr. Okasha:

I am writing on behall of Hispanic American Endoscopy Cemter, LLC (“Hispanic
American™) to inform you of our inteni to file a certificate of need application with the INlinots
Health Facilities and Services Review Board ("HFSRB™) 10 add pain managemeni procedures to
our current imited-spectalty ambulatory surgical treatment center.

Hispanic America is currently licensed to provide gastroenterology and urology surgical
procedures. Our surgery center consists on one procedure room and four recovery stations m
3.445 gross square feet. The addition of pain management and general surgery procedures will
not result in any cexpansion or modernization of the existing surgery center. The cost of the
Proposed Project wiil be approximately 3$39,500.  Hispanic America projecls the pain
management caseoad for the first year afier project completion will be approximately 450 cases.

Pursuant to Section 1110.1540(e) of the HFSRB rules, we request thal you advise us of
any impact that this proposal will have on Fullerton Surgery Center, Inc.. If you elect to respond
10 our request, identify the impact, in terms of patient loss, the proposed project will have on
utilization at your facility. Given our historical practice, we believe the project will not have an

adverse impact on your operations.

Please send your response by email, if possible, to Ramon Garcia, M.D. al
rgarciamd{@aol.com.  Otherwise, you can mail it to his atliention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, linois 60647,

150608
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If you have any questions about this Jetter, please feel free to contact Ramon Garcia,
M.D. at 773-772-8666.

Sincerely,

DKM?U éd/WM

On behalf of
Hispanic- American Endoscopy Center, L.L.C.
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago, INlinois 60647

July 27, 2012

CERTIFIED MAIL/RETURN RECEIPT

Dr. Renlin Xia

Adimimsiralor

American Women's Medical Group
2744 North Western Avenue
Chicago, Hlinois 60647

Dear Dr. Xia:

I am wriing on behall of Hispanic American Endoscopy Center, LIL.C (“Hispanic
American™) to mform you of our intent 10 file a certificaie of need application with the linois
Health Facilities and Services Review Board (“HFSRB™) te add pan management procedures to
our current hmited-specialty ambulatory surgical treatment center.

Hispanic Amenca is cuirently licensed to provide pastroenterology and urology surgical
procedures. QGur surgery center consists on one procedure room and four recovery stalions in
3,445 pross square feet. The addition of pain management and general surgery procedures wil
pot result in any expansion or modernization of the existing surgery center. The cost of the
Proposed Project will be approximately $39,500. Ilhispanic America projects the pain
management cascload for the {irst year after project completion will be approximately 450 cases.

Pursuant to Section 1110.1540(e} of the HFSRB rules, we request that you advise us of
any impact that this proposal will have on Amertcan Women's Medical Group. If you clect to
respond 1o our request, identify the impact, in terms of patient loss, the proposed project will
have on utilization at your facility. Given our historical practice, we believe the project wiil not
have an adverse impacl on your operations.

Picase send your response by email, if possible, to Ramon Garcia, M.D. at
rgarciamd(@aol.com.  Otherwise, you can mail it to his attention at Hispanic-American
Endoscopy Center al 515 West 3536 West Fullerton Avenue, Chicago, Hlinois 60647.
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If vou have any questions about this fetier, please feel free to contact Ramon Garcia,
M.D. at 773-772-8666.

Sincercly.
| N ;}U fc:} maa

On behall of
Hispanic-Amencan Endoscopy Center, L.L.C.

150608
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago, llinois 60647

July 27,2012

CERTIFIED MAIL/RETURN RECEIPT

Mr. John Engle

Chief Exccutive Officer

Kindred Chicago Central Hospital
4058 West Melrose Street
Chicago, Hinois 60641

Dear Mr. Engle:

I am wriing on behalf of MHispanic Amencan Endoscopy Center, LLC (“Hispanic
American™} 1o inform you of our intent 10 file a cenificale of need application with the Hlinois
Health Facilities and Services Review Board (“HFSRB™) to add pain managemen procedures 1o
our current Jimited-spectalty ambulatory surgical treatment cenicr.

Hispanic America is currently licensed to provide gastroenterology and urology surgical
procedures.  Our surgery center consists on one procedure room and four recovery stations in
3.445 pross square fect. The addition of pain management and general surgery procedures will
not result in any expansion or modermzation of the existing surgery center. The cost of the
Proposed Project will be approximately $39.500. Hispanic America projecls the pain
management caseload for the first year afier project completion will be approximately 450 cases.

Pursuant 1o Scction 1110.1540(c) of the HHFSRB rules, we request that you advise us of
any impacl that this proposal will have on Kindred Chicago Central Hospital. If you eleet to
respond 1o our request, identify the impaci, 1 terms of patient loss, the proposed project will
have on utilization at your facility. Given our historical practice, we believe the project will not
have an adverse impact on your opcrations.

Please send your response by email, if possible, 10 Ramon Garcia, M.D. al
rgarciamd@aol.com.  Otherwise, you can mail it 1o his attention at Hispanic-American
Endoscopy Cenier at 515 West 3536 West Fullerton Avenue, Chicago, 1llinois 60647,
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If you have any questions about this letter, please feel free 10 contact Ramon Garcia,
M.D. at 773-772-8666.

Sincerely, :

%VM?N‘EAW

On behalf of
Hispanic-American Endoscopy Center, 1..1..C.
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago, Hlinois 60647

July 27. 2012

CERTIFIED MAIL/RETURN RECEIPT

Ms. Margarel McBDermoli
CEO

St. Elizabeth's Hospital

1431 North Clarcmont Avenue
Chicapo, Hlinois 60622

Dear Ms. McDermott:

1 am writing on bchali of Hispanic Amenican Endoscopy Center, LLC (“*Hispanic
American™) to inform you of our intent to file a certificate of need application with the lllimois
Health Facilities and Services Review Board ("HI'SRB™) to add pain management procedures to
our current Jimited-specialty ambulatory surgical treatment center.

Hispanic America is curremly licensed to provide gastroenterology and urology surgical
procedures. Qur surgery center consists on one procedure room and four recovery stalions in
3,445 gross square feet. The addition of pain management and general surgery procedures will
not result 1n any expansion or modemnization of the existing surgery center, The cost of the
Proposed Project will be approximately $39.500. Hispanic America projects the pain
management caseload for the first year after project completion wili be approximately 450 cases.

Pursuant to Section 1110.1540(c) of the HFSRB rules, we request that you advise us of
any impact that this proposal will have on St. Elizabeth's Hospital. 1f you eleci 1o respond to our
request, identify the impact, in terms of patient loss, the proposed project will have on utilization
at your facility. Given our historical practice, we believe the project will not have an adverse
ympact on your operations.

Please send your response by email, if possible, o Ramon Garcia, M.D. at
rgarciamd(@aol.com.  Otherwise, you can mail it to his attention at Hispamc-American
Endoscopy Center at 5315 West 3536 West Fullerton Avenue, Chicago, Hiinois 60647.
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If vou have any questions aboui this lctter, please feel frec 10 contact Ramon Garcia,
M.D. a1 773-772-80666.

Sincerely,
med WALOAN
On behalf of
Hispanic-American Endoscopy Center, L.1..C.
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Hispanic-American Endoscopy Center

3336 West Fulierton Avenue
Chicago, illinois 60647

July 27, 2012

CERTIFIED MAIL/RETURN RECEIPT

Mr. Michacl O'Grady
President & CEO

Norwegian American Hospital
1044 North Francisco Avenuc
Chicago, 1llinois 60622

Dear Mr. O'Grady:

1 am writing on behalf of Hispanic Amernican Endoscopy Center, L1.C (“}ispanic
American”) 10 inform you of our intent to file a certificate of need apphication with the Hlinoss
Health Facilities and Services Review Board (“HFSRB™) 10 add pain management procedures 10
our current limiicd-specialty ambulatory surgical treatment center.

Hispanic America is currently licensed to provide gastroenterology and urology surgical
procedures. Our surgery center consists on one procedure room and four recovery stations in
3,445 gross square feet. The addition of pain management and general surgery procedures will
not result in any cxpansion or modernization of the existing surgery center. The cost of the
Propased Project will be approximateiy $39.500. Hispanic America projects the pain
management cascload for the first year afier project completion will be approximately 450 cases.

Pursuant to Section 1110.1540(e) of the HFSRB rules, we request that you advisc us of
any impact that this proposal will have on Norwegian American Hospital. H you clect to
respond to our request, identify the impact, in terms of patient loss, the proposed project will
have on uulizalion at your facility. Given our historical practice, we beheve the project will not
have an adverse impact on your operations.

Please send your response by email, if possible, to Ramon Garcia, M.D. at
rgarciamd(@aol.com.  Otherwise, you can mail it to his atiention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, 1llinois 60647,
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If vou have any questions about this Jetter, please feel free to contact Ramon Garcia,
M.D. a1 773-772-8606.

Sincerely,
%AA >ﬁ4 ECJ/ ma

On behalf of
Hispamc-American Endoscopy Center, 1..L.C.
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago, ltinois 60647

July 27, 2012

CERTIFIED MANL/RETURN RECEIPT

Ms. Margaret McDermott
CEQ

St. Mary of Nazareth Hospstal
2233 West Division Street
Chicago, Illinois 60622

Dear Ms. McDermotr:

1 am wrniting on behalf of Hispanic Amencan Endoscopy Center, LLC (“Hispanic
American™} to inform you of our intent to Hile a cenificate of need application with the Hlinois
Heahth Facilities and Services Review Board ("HFSRB'} to add pain management procedures to
our current himited-specialty ambulatory surgical treaiment center.

Hispanic America 1s currently licensed to provide gastroenterology and urology surgical
procedures. Our surgery center consists on one procedure room and four recovery stations in
3,445 gross square feet. The additon of pain management and gencral surgery procedures wilt
not result in any cxpansion or modernization of the existing surgery center. The cost of the
Proposed Project will be approximately $39,500. Hispanic America projects the pain
managenent caseload for the first year after project completion will be approximately 450 cases.

Pursuant to Section 1110.1540(e) of the HFSRB rules, we request that you advise us of
any mmpact that this proposal will have on St. Mary of Nazareth Hospital. If vou elect to respond
1o our request, identify the impact, in terms of patient loss, the proposed project will have on
utilization at your facility. Given our historical practice, we believe the project will not have an
adverse impact on your operations.

Please send your response by email, if possible, to Ramon Garcia, M.D. at
rgarciamd@aol.com.  Otherwise, you can mail it to his attention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, Itlinois 60647.

150608
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If you have any questions about this leiter, please feel free to contact Ramon Garcia,
M.D. at 773-772-8666.

Smcerely.
) pehalf of
Hispanic-American Endoscopy Center, L.L.C.
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Hispanie-American Endoscopy Center

3536 West Fullerion Avenue
Chicago, 1llincis 60647

July 27,2012

CERTIFIED MAIL/RETURN RECEIPT

Mr. Steven Airhart
Chief Executive Officer
Garheld Park Hospital
520 Ridgeway Avenue
Chicago, llinois 60624

Dear Mr. Airhart:

1 am writing on behalf of Hispanic American Endoscopy Center, LLC (“Hispanic
American™) to inform you of our intent to file a certificate of need application with the [llinois
Heatih Facilities and Services Review Board ("HFSRIB™) 10 add pain management proceduses to
our current limited-specialty ambulatory surgical ireatiment center.

Hispanic Amenica is currently licensed 1o provide gastroenterology and urology surgical
procedures.  Qur surgery center consists on one procedure room and four recovery slations in
3.445 gross square feet. The addition of pain management and general surgery procedures will
not resull in any expansion or modemization of the existing surgery center. The cost of the
Proposed Project will be approximately $36,500. Hispanic America projects the pain
management caseload for the first year after project completion will be approximately 450 cases.

Pursuant to Section 1110.1540(e) of the HFSRB rules, we request that you advise us of
any impact that this proposal will have on Garfield Park Hospital. 1f you elect 1o respond 1o our
request, identify the impact, in terms of patient loss, the proposed project will have on utilization
at your facility. Given our historical pracfice, we believe the project will not have an adverse

impact on your operations.

Please send your response by cmail, if possible, to Ramon Garcia, M.D. at
rgarciamd(@aol.com.  Otherwise, you can mail it to his attention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, llfinois 60647.
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tf you have any questions about this letter, please feel free to contact Ramon Garcia,
M.D. at 773-772-8666.

Sincerely,

/ué.:l Wida_
n behalf of
Hispanic-American Endoscopy Center, L.L.C.
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago, llhnois 60647

July 27, 2012

CERTIFIED MAIL/RETURN RECEIPT

Mr. Edward Novak

President & CEQ

Sacred Heart Hospital

3240 West Franklin Boulevard
Chicago, illinois 60624

Dear Mr. Navak:

J am writing on behalf of Hispanic American Endoscopy Cemer, LLC (“Hispanic
American”) 1o inform you of our intent to file a certificate of need application with the llinois
Health Facilities and Services Review Board (“*HFSRB”) to add pain management procedures to
our current limited-specialty ambulatory surgical treatment center.

Hispanic America is currently Jicensed 1o provide gastroenterology and urology surgical
procedures. Our surgery center consists on one procedure room and four recovery stations in
3.445 gross square feel. The addition of pain management and general surgery procedures wiil
not result in any expansion or modermzation of the existing surgery center. The cost of the
Proposed Project will be approximately $39,500. Hispanic America projects the pain
management caseload for the first year after project completion will be approximately 450 cases.

Pursuant to Section 1110.1540(¢e) of the HFSRB rules, we request that you advise us of
any 1mpact that this proposal will have on Sacred Heart Hospital. if vou elect to respond to ouwr
request, identify the impact, in terms of patient loss, the proposed project will have on utilization
at your facility. Given our historical praclice, we believe the project will not have an adverse
impaci on your operations.

Pleasc send your response by email, if possible, io Ramon Garcia, M.D. at
rparciamd(@aol.com. Otherwise, you can mai] it 1o his attention at Hispanic-American
Endoscopy Cenier at 515 West 3536 West Fullerton Avenue, Chicage, 1llinois 60647.
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If you have any questions about this leuer, please fecl free to contact Ramon Garcia,

M.D. at 773-772-8666.
Sicerely,
g(

chalf of
Hispanic-American Endoscopy Center, L.L.C.

, 150608
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago, 1llinois 60647

luly 27, 2012

CERTIFIED MAIL/RETURN RECEIPT

Dr. Sarmed Elias

Administrator

Six Corners Same Day Surgery

4211 North Cicero Avenue, Suite 400
Chicago, 1llinois 60641

Dear Dr. Elias:

1 am writing on behall of Hispanic American Endoscopy Center, LLC (“Hispanic
Amecrican”) 1o inform you of our intent to file a certificate of need application with the Hlinois
Health Facilities and Services Review Board (“HFSRB”) 10 add pain management procedures to
our current limited-specially ambulatory surgical treatment center.

Hispanic America is currently licensed 10 provide gastroenterology and urclogy surgical
procedures. Our surgery center consists on one procedure room and four recovery stalions in
3.445 gross square feet, The addition of pain management and general surgery procedures will
nol result in any expansion or modernization of the existing surgery center. The cost of the
Proposed Project will be approximately $39,500. Hispanic America projects the pain
management caseload for the first year after project completion will be approximately 450 cases.

Pursuant 10 Seciion 1110.1540(e) of the HFSRB rules, we request that you advise us of
any 1mpacl that this proposal will have on Six Comers Same Day Surgery. H you elect to
respond 1o our request, identify the impact, in 1erms of patient loss, the proposed project will
have on utihization at vour facility. Given our historical practice, we believe the project will not
have an adverse impact on your operations.

Please send your response by email, if possible, to Ramon Qarcia, M.D. al
rgarciamd@aol.com.  Otherwise, you can mail it to his attention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, Illinois 60647.
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If you have any questions about this leuter, please feel free 10 contact Ramon Garcia,
M.D. at 773-772-8666.

Syncerely,
On Behalf of

Hispanic-American Endoscopy Center, L.L.C.
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago, Dinois 60647

July 27, 2012

CERTIFIED MAIL/RETURN RECEIPT

Ms. Diana Maracich
Adnunisirator

Albany Mcdical Surgical Center
5086 North Elston Avenue
Chicago. lllinois 60630

Dcar Ms. Maracich:

I am writing on behalf of Hispanic American Endoscopy Center, LLC (*Hispanic
Amencan™) to inform you of our intent to file a certificate of need application with the llinois
Health Facslilies and Services Review Board (“"HFSRB”) to add pain management procedures 10
our curreni limiied-specialty ambulatory surgical treatment cenier.

Hispanic America js currently Jicensed to provide pastroenterology and urology surgical
procedures. Our surgery center consists on cne procedure room and four recovery stations in
3,445 gross square feet. The addition of pain management and general surgery procedures will
not resull in any expansion or moderization of the existing surgery center. The cost of the
Proposed Project will be approximatcly $39,500. Hispanic America projects the pam
management caseload for the first year afier project completion will be approximately 450 cases,

Pursuant 1o Section 1110.1540(e) of the HFSRB rules, we requesi that you advise us of
any impact thai this proposal will have on Albany Medical Surgical Center. 1f you elect to
respond to our request, identify the impact, in terms of patient loss, the proposed project wili
have on utilization at your facility. Given our historical practice, we believe the project will not
have an adverse impact on your operations.

Plecase send your response by cmail, if possible, to Ramon Garcia, M.D. at
rgarciamd@aol.com.  Otherwise, you can mail it to his atlention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, [llinois 60647.

150608
138




If you have any questions about this letter, please feel free 1o contact Ramon Garcia,
M.D. at 773-772-8666.

Sm;:rj;
On behalf of
Hispanic-American Endoscopy Center, [..L..C.
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Hispanic-American Endoscopy Center

3536 West Fullernon Avenue
Chicago, lllinois 60647

July 27, 2012

CERTIFIED MAIL/RETURN RECEIPT

Mr, Patrick Magoon
President & CEO

Children's Memornal Hospital
2300 North Children's Plaza
Chicago, Illincis 60614

Dear My. Magoon:

I am writing on bchalf of Hispanic Amencan Endoscopy Center, LLC (“Hispanic
American™) to inform you of our intent to file a certificate of need application with the Hlinois
Health Facilities and Services Review Board ("HFSRB™) to add pain management procedures to
our current limited-specialty ambulalory surgical treatment center.,

Hispanic America is currently licensed to provide gastroenterology and urology surgical
procedures. Our surgery center consists on onc procedure room and four recovery stations in
3.445 gross square feet. The addition of pain management and general surgery procedures will
not result in any expansion or modernization of the existing surgery center. The cost of the
Proposed Project will be approximately $39,500. Hispanic America projects the pain
management caseload for the first year after project completion wil} be approximately 450 cases.

Pursuant 10 Section 1110.1540(¢e) of the MFSRB rules, we request that you advise us of
any ympact that this proposal will have on Children's Memorial Hospital. 1{ you elect 1o respond
10 our request, 1dentify the impact, in terms of patient loss, the proposed project will have on
utihization at your facility. Given our historical practice, we believe the project will not have an
adverse impact on your operations.

Piease send your response by email, if possible, to Ramon Garcia, M.D. at
rgarciamd@acl.com.  Otherwise, you can mail it to his atlention at Hispanic-Amencan
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicage, [llinois 60647.
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If you have any questions about this letter, please feel frce 1o contact Ramon Garcia,
M.D. at 773-772-8666.

Sincerely,

Of behalf of
Hispanic-American Endoscopy Center, L.1..C.
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago. IHinois 60647

July 27, 2012

CERTIFIED MANL/RETURN RECEIPT

Mr. Larry Foster

Chief Executive Officer
Kindred Hospital Chicago North
2544 West Montrosc Avenue
Chicago, Illinois 60618

Dear Mr. Foster:

I am writing on behalfl of MHispanic American Endoscopy Center, LLC {(“Hispanic
American”™) 10 inform you of our intent to file a certificate of need application with the Jllinois
Heatith Facilities and Services Review Board (“HFSRB”) to add pain management procedures to.
our current limited-specially ambulatory surgical treatment center.

Hispanic America is currently licensed to provide gastroenierology and urology surgical
procedures.  Qur surgery center consists on one procedure reom and four recovery stations in
3.445 gross square feet. The addition of pain management and general surgery procedures will
not result in any expansion or modemization of the existing surgery center. The cost of the
Proposed Project will be approximately $39,500. Hispanic Amcrica projects the pamn
management caseload for the first year after project completion will be approximately 450 cases.

Pursuant to Section 1110.1540(e) of the HFSRRB rules, we request that you advise us of
any impact that this proposal will have on Kindred Hospital Chicago North. If you elect to
respond 10 our request, identify the smpact, in lerms of patient loss, the proposed project will
have on utitization at your facility. Given our historical practice, we believe the project will not
have an adverse impact on your operations.

Please send your response by emal, if possible, to Ramon Garcia, M.D. al
rgarciamd(@aol.com.  Otherwise, you can mail 11 to his altention at Hispanic-American
Endoscopy Center at $15 West 3536 West Fullerton Avenue, Chicago, Illinois 60647.
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If you have any questions about this leuer. please feel free to contact Ramon Garcia,
M.D. at 773-772-8666.

Sincerely,

M)/H €CJ WLdAn_
n behalf of
Hispanic-American Endoscopy Center, L.L.C.
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Hispanic-American Endoscopy Center

3536 Wesi Fullerion Avenue
Chicago. Illinois 60647

July 27, 2012

CERTIFIED MAH/RETURN RECEIPT

Ms. Jvette Estrada

CEO

Our Lady of Resurrection Hospilal
5645 West Addison Street
Chicago, lllinots 60634

Dear Ms. Estrada;

] am writing on bechalf of Hispanic American Endoscopy Center, LLC (“Hispanic
American”) to inform you of our intent 10 file a certificate of need application with the lllinois
Health Facilities and Services Review Board (“HFSRB™) 10 add pain management procedures 1o
our current limited-specialty ambulaiory surgical treaiment center.

Hispanic America is currently ficensed to provide gastroenterology and urclogy surgical
procedures. Our surgery center consists on one procedure room and four recovery stations in
3,445 gross square feet, The addition of pain managemeni and general surgery procedures will
not resull in any expansion or modermzation of the exisuing surgery center. The cost of the
Proposed Project  will be approximately $39,500. Hispanic America projects the pain
management cascload for the first year afier project completion will be approximately 450 cases.

Pursuant to Section 1110.1540(¢) of the HFSRB ruics, we request that you advise us of
any impact that this proposal will have on Our Lady of Resurrection Hospital. If you elect to
respond to our request, idenuify the impact, 1n terms of patient loss, the proposed project will
have on ulilization at your facility. Given our historical practice, we believe the project will not
have an adverse impaci on your operations.

Please send your response by email, if possible, to Ramon Garcia, M.D. at
rgarciamd@aol.com.  Otherwise, you can mail it to his attention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, IHinois 60647.
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If you have any questions about this letier, please fee) free to contact Ramon Garcia,
M.D. at 773-772-8606.

Sjncerely, _
M;?m&l/m&w/b

Oh behali of
Hispanic-American Endoscopy Center, L.L.C.
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Hispanic-American Endoscopy Center

3536 West Fuillerton Avenue
Chicago, NNlinois 60647

July 27,2012

CERTIFIED MAIL/RETURN RECEIPT

Mr. Joe Jafar

Administrator

Grand Avenue Surgical Center
17 West Grand Avenue
Chicago, lllinois 60654

Dear Mr. Jafari;

I am writing on behalf of Hispanic American Endoscopy Center, LLC (“Mispanic
American™) 10 inform you of our intent 1o file a certificate of need application with the 1lhinois
Health Facilities and Services Review Board (“HFSRB”) to add pain management procedures to
our current imited-specialty ambulatory surgical treatment center.

Hispanic America 1s currently licensed to provide gasiroenterology and urelogy surgical
procedures. Our surgery center consists on one procedure room and four recovery stations i
3,445 pross square feet. The addition of pain management and gencral surgery procedures will
not resuli in any expansion or modermization of the exisiing surgery center. The cost of the
Proposed Project will be approximately $39,500. Hispanic America projects the pain
management cascload for the first year afier project completion will be approximately 450 cases.

Pursuant to Scction 1110.1540{c) of the HFSRDB rules, we request that you advise us of
any impaci that this proposal will have on Grand Avenue Surgical Center. I you elect to
respond to our request, identify the impaci, in terms of patient loss, the proposed project will
have on utilization at your facility. Given our historical practice, we believe the project will not
have an adverse impact on your operations.

Plcase send your response by email, if possible, to Ramon Garcia, M.D. at
rgarciamd(@aol.com.  Otherwise, you can mail it 1o his aftention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, 11linos 60647,
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If you have any questions about this letler, please feel free 10 contact Ramon Garcia,
M.ID. at 773-772-8606.

Sincerely,

S

On behalf of
Hispanic-Amernican Endoscopy Cenlter, L.L.C.
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago, Hlinois 60647

July 27, 2012

CERTIFIED MAJL/RETURN RECE]PT

Ms. Patricia Wamsley

Administrator

River North Same Day Surgery Center
One East Erie, Suite 300

Chicago, lllinois 60611

Dear Ms. Wamsley:

1 am writing on bchalf of Mispanic American Endoscopy Center, LLLC (“Hispanic
American”) to inform you of our intent 1o file a certificate of need application with the lllinois
Health Facilitics and Services Review Board (“HFSRB™) to add pain management procedures (o
our current limited-specialty ambulatory surgical treatment center.

Hispanic America is currently licensed 10 provide gastroenterology and urology surgical
procedures.  CGur surgery center consists on one procedure room and four recovery stations in
3,445 pross square feer. The addition of pain management and general surgery procedures will
not result in any expansion or moderiization of the exjsting surgery center. The cost of the
Proposed Project will be approximately $39,500. Hispanic America projects the pain
management caseload for the first year after project completion will be approximately 450 cases.

Pursuant to Scction 1110.1540(c) of the HFSRB rules, we request that you advise us of
any impact that this proposal will have on River North Same Day Surgery Center. If you elect to
respond to our request, identify the mmpact, m terms of patient loss, the proposed project will
have on utilization at your facibity. Given our historical practice, we believe the project will not
have an adverse impact on your operations.

Please send your response by email, if possible, to Ramon Garca, M.D. at
rgarciamd(@aol.com.  Otherwise, you can mail 1t to his atiention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, Illinois 60647
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If you have any questions about this lctter, please feel free to contact Ramon Garcia,
M.D. at 773-772-8660.

Sitp]ccre ¥,

Duedman,

Ox behalf of
Hispanic- American Endoscopy Center, L.1..C.
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Hispanic-American Endoscopy Center

3536 West Fu]}‘erton Avenue
Chicago, lllinois 60647

July 27, 2012

CERTIFIED MAIL/RETURN RECEIPT

Ms, Patnoa Wamsley

Administralor

25 East Same Day Surgery

25 East Washington Street, Suite 300
Chicago, tllinois 60602

Dear Ms. Wamsley:

I am writing on behalf of Hispanic American Endoscopy Center, LLC (“Hispanic
American”) to inform you of our intent 10 file a certificate of need apphication with the lllinois
Health Facilities and Services Review Board (“HFSRB™) to add pain management procedures to
our current himited-specialty ambuiatory surgical treaiment center.

Hispanic America 1s currently licensed to provide gastroenterotogy and urclogy surgical
procedures. Our surgery cenler consisis on one procedure room and four recovery stalions in
3,445 gross square feet. The addition of pain management and genera} surgery procedures will
not result in any expansion or modermzation of the existing surgery center. The cost of the
Proposed Project will be approximately $39.500.  Hispanic Amernica projects the pain
management caseload for the first year afler project completion will be approximatety 450 cases.

Pursuant 10 Section 1110.1540(e) of the HFSRB rules, we request that you advise us of
any impaci that this proposal will have on 25 Easl Same Day Surgery. If you elect 1o respond to
our request, identify the impact, in terms of patient loss, the proposed project will have on
utilizalion at your facility. Given our historical practice, we belicve the project will not have an
adverse impact on your opcrations.

Plecase send your response by email, if possible, to Ramon Garcia, M.D. at
rgarciamd(@aol.com.  Otherwise, you can mail it to his attention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, Hlinois 60647.
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I vou have any questions about this letter, please feel frec to contact Ramon Garcia,
M.D. at 773-772-8666.

Sincerely,

ch» >/?4 zdirann

On behalf of
Hispantc-American zndoscopy Cemer, L.1..C.
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Hispanic-American Endoscopy Center

3536 West Fullerion Avenue
Chicago, Hhnois 60647

July 27,2012

CERTIFIED MAJL/RETURN RECEIPT

Ms. Lena Debbs-Johnson
President

Advocate Bethany Hospital
3435 West Van Buren Street
Chicago, Ilinois 60624

Dear Ms. Dobbs-lohnson:

] am writing on behalf of Hispamic American Endoscopy Center, LLC (“Hispanic
American™) to inform you of our intent 1o file a certificate of need application with the 1Hinois
Health Facilities and Services Review Board (“HFSRB™) 1o add pain management procedurcs to
our current limited-specialty ambulatory surgical treaiment center.

Hispanic America is currently licensed to provide gastrocnterclogy and urology surgical
procedures. Qur surgery center consists on onc procedure room and four recovery stations in
3,445 gross squarc feel. The addition of pain management and general surgery procedures will
not result in any expansion or modernization of the existing surgery center. The cost of the
Proposed Project will be approximately $39,500. Hispanic America projecis the pain
management casetoad for the first vear afier project compietion will be approximately 450 cases.

Pursuant 1o Section 1110.1540(e) of the HFSRB rules, we requcest that you advise us of
any impact that this proposal will have on Advocate Bethany Hospital. 1f you elect to respond to
our requesl, identify the impact, in terms of patient Joss, the proposed project will have on
utilization at your facility. Given our historical practice, we believe the project will not have an
adverse impact on your operations.

Plcase send your response by email, if possible, to Ramon Garcia, M.D. at
rgarciamd@aol.com.  Otherwise, you can mail it to his attention at Hispanic-American
Lndoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, 1llincis 60647.
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I you have any questions about this letter, piease feel free to contact Ramon Garcia,
M.D. a1 773-772-86066.

Sincerely,
M%W
1 behalt of
Hispanic- American Endoscopy Cenier, L.L.C.
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago, Ilhinois 60647

July 27, 2012

CERTIFIED MAIL/RETURN RECEIPT

Ms. Susan Nordstrom Lopez,

President

Advocate llinois Masonic Medical Center
811 West Wellingion Avenue

Chicago, llhnois 60657

Dear Ms. Nordstrom Lopez:

I am writing on behalf of Hispanic American Endoscopy Center, L.LLC (‘Hispanic
American”™) to inform you of our intent to file a certificaie of nced application with the Nlinois
Health Facilities and Services Review Board (“HFSRB™) to add pain management procedures to
our current limited-specialty ambulatory surgical treatinent center.

Hispanic Amenca is currently hicensed o provide gastroenterology and urclogy surgical
procedures. Our surgery center consisls on one procedure room and four recovery stations in
3,445 gross square feet. The addition of pain management and general surgery procedures will
not result 10 any expansion or modernization of the existing surgery center. The cost of the
Proposed Project will be approximately $39,500. Hispanic America projects the pain
management caseload for the first year after project completion will be approximately 450 cases.

Pursvant to Section 1110.1540(¢) of the HFSRB rules, we request thal you advise us of
any impact that this proposal will have on Advocate Illinois Masonic Medical Center. If you
elect to respond to our request, identify the impact, in 1erms of patient loss, the proposed project
will have on unihizahon at your facility. Given our historical praciice, we believe the project wall
not have an adverse impact on your operations.

Pleasc send your response by cmail, if possible, 10 Ramon Garcia, M.D. a
rgarciamd@aol.com.  Otherwise, you can mail it to his aftention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerion Avenue, Chicago, lllinois 60647.
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I you have any questions about this lctier, please feel free 1o contact Ramon Garcia,
M.D. at 773-772-8666.

n behalf of
Hispanic-American Endoscopy Center, 1..L.C.
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Hispanic-American Endoscopy Center

35836 West Fullerton Avenue
Chicago, 1ltinois 60647

July 27,2012

CERTIFIED MAILL/RETURN RECEIPT

Ms. Barbara Ramsey

Adminisiralor

Rush Surgicenter - Professional Building
1725 West Harrison, Suite 556

Chicago, Illinots 60612

Dear Ms. Ramsey:

1 am writing on behall of Hispanic American Endonscopy Center, LLC (“Hispanic
American™) to inform you of our intent 10 file a certificate of need application with the IHinois
Health Facilities and Services Review Board (“HFSRB™) to add pain management procedures to
our current limited-specialty ambulatory surgical (reatment center.

Hispanic America is currently licensed to provide pastroenterology and urology surgical
procedures. Qur surgery center consists on one procedure room and four recovery stations in
3.445 gross square feet. The addition of pain management and general surgery procedures will
not result in any expansion or modemization of the cxisting surgery center. The cost of the
Proposed Project will be approximately $39,500. Hispanic America projects the pain
manapement caseload for the first year after project completion wiil be approximately 450 cases.

Pursuant 1o Section 1110.1540(e) of the HFSREB rules, we request that you advise vs of
any impact that this preposal wiil have on Rush Surgicenter - Professional Building. If you elect
to respond to our request, identify the impacl, in terms of patient loss, the proposed project will
have on uulization at your facility. Given our historical practice, we believe the project wiil not
have an adverse impact on your operations.

Please send your response by email, if possible, to Ramon Garcia, M.D. at
rgarciamd@aol.com.  Otherwise, you can mail it to his atlention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, 1llinois 60647.
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11 you have any questions about this letter, please feel free to contact Ramon Garcig,
M.D. a1t 773-772-8666.

Sincerely,
dﬂ@?ﬂl&?/ WdAn_

1 behalf of
Hispanic-American Endoscopy Center, L.L.C.
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago, 1llmois 60647

July 27, 2012

CERTIFIED MATL/RETURN RECEIPT

Mr. Larry Goodiman

President & CEO

Rush University Medical Center
1653 West Congress Parkway
Chicago, lllinois 60612

Dear Mr. Goodman:

I am writing on bchalf of Hispanic American Endoscopy Center. LLC (“Hispanic
American”) 1o inform you of our iment 10 file a certificate of need application with the Illinois
Health Faciltties and Services Review Board (“HFSRB") to add pain management procedures to
our current limited-specialty ambulatory surgical trcatment center.

Hispanic America is currently licensed to provide gastroenierology and urology surgical
procedures. Our surgery center consists on one procedure room and four recovery stations in
3,445 gross square feet. The addition of pain management and general surgery procedures wil
not result in any expansion or medernization of the existing surgery center. The cost of the
Proposed Project will be approximately 339.500. Hispanic America projects the pain
management caseload for the first year after project completion will be approximately 450 cases.

Pursuant to Section 1110.1540(c) of the HFSRB rules, we request that you advise us of
any impact that this proposal will have on Rush University Medical Center. jf you elect to
respond 1o our request, identify the impact, in 1erms of patient loss, the proposed project will
have on utilization at your facility. Given our historical practice, we beheve the project will not
have an adverse unpacl on your operations.

Please send your response by email, if possible, to Ramon Garcia, M.D. at
rparciamd(@aol.com.  Otherwise, you can mail it fo his aitention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, Hlinois 60647.
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If you have any questions about this letier, please feel free to contact Ramon Garcia,
MDD al 773-772-8666.

Simcerely. .
n behall of
Hispanic-American Endoscopy Center, L.L.C.
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago, Hhnois 60647

July 27,2012

CERTIFIED MAIL/RETURN RECEIPT

Mr. Mark Newton

Presidem & CEQ

Swedish Covenant Hosprtal
5145 Nortly California Avenue
Chicago, Nlinois 60625

Dear Mr. Newton:

I am writing on behalf of Hispanic American Endoscopy Center, LLC (‘“Hispanic
American™) 1o inform vou of our intent to file a certificate of need application with the Hlinois
Health Facilities and Services Review Board ("HFSRB™) to add pamm management procedures 10
our current imited-specialty ambulatory surgical ireaiment center.

Hispanic America is currently licensed 1o provide gastroenterology and urology surgical
procedures. Our surpery cenler consists on one procedure room and four recovery stations in
3,445 gross square feet. The addition of pain management and general surgery procedures will
not result In any expansion or modemnization of the existing surgery center. The cost of the
Proposed Project will be approximately $39,500.  Hispanic America projects the pain
management caseload for the first year after project compietion will be approximately 450 cases.

Pursvant to Section 1110.1540(e) of the HFSRB rules, we request that you advise us of
any impacl that this proposal will have on Swedish Covenant Hospital. If vou clect to respond 1o
our reguest, identify the impact, in terms of patient loss, the proposed project will have on
atilization at your facility. Given our historical practice, we believe the project will not have an
adverse nmpact on your operations.

Pleasc scnd your response by email, if possible, to Ramon Garcia, M.D. at
rgarciamd@aol.com.  Otherwise, you can mail it to his attention at Hispanic-American
Endoscopy Center a1 515 West 3536 West Fullerton Avenue, Chicago, Hlinois 60647,
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Il vou have any questions about this lener, pleasc feel frec to contact Ramon Garcia.
M. al 773-772-8666.

Hispanic-American Endoscopy Center, L.L.C.
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago, lllinois 60647

July 27,2012

CERTYFIED MAIL/RETURN RECEIPT

Mr. Gary Krugel

Vice President of Operations & Chief Financial Officer
Swedish Covenant Surgery Center

5145 North Califorma Avenue

Chicago, llinois 60625

Dear Mr. Krugel:

} am wnting on behalf of Hispanic American Endoscopy Center, LLC (“Hispanic
American”) 1o inform vou of our intent to file a certificate of need application with the I}inois
Health Facilittes and Services Review Board (“HFSRB™) to add pain manapement procedures 10
our current imited-specialty ambulatory surgical treatment center.

Hispanic Amecrica is currently licensed to provide pastroenterology and urology surgical
procedures. Qur surgery center consists on one procedure room and four yecovery stations in
3,445 gross square feet. The addition of pain management and general surgery procedures will
not result i any expansion or modernjzation of the existing surgery center. The cost of the
Proposed Project will be approximately $39,500. Hispanic America projects the pain
managemeni caseload for the first year afier project completion will be approximately 450 cases.

Pursuant 10 Section 1110.1540(¢) of the HFSRB rules, we request that you advise us of
any impact that this proposal will have on Swedish Covenant Surgery Center. If you elect to
respond to our request, identify the impact, in terms of patient loss, the proposed project will
have on utitization at your facility. Given our historical practice, we believe the project will not
have an adversc impact on your operations.

Please send your response by email, if possible, to Ramon Garcia, M.D. at
rgarciamd{@aol.com.  Otherwise, you can mail it to his anention alt Hispantc-American
Endoscopy Center ai 515 West 3536 West Fullerton Avenue, Chicago, 1llinois 60647.
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If you have any questions about this letter. please feel free 10 contact Ramon Garcia,
M.D. at 773-772-8606.

Sincerely.

| D/u 61/ a1

n bebalf of
Hispanic- American Endoscopy Center, L.L.C.
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenuc
Chicago, Iitinois 60647

July 27,2012

CERTIFIED MAIL/RETURN RECEIPT

Dr. Severko Hrywnak

Admimstrator

Advanced Ambulatory Surgical Center
2333 Harlem Avenue

Chicago, Illinois 60707

Dear Dr. Hrywnak:

I am writing on behall of Hispanic American Endoscapy Center, LLC (“Hispanic
American®) to inform you of our intent to file a certificate of nced application with the lliinois
Health Facilitics and Services Review Board (“"HFSRB™) to add pain management procedures 10
our current imied-specialty ambulatory surgical trcatment center.

Hispanic America ts currently licensed to provide gastroenterology and wrology surgical
procedures. Qur surgery center consists on one procedure room and four recovery stations in
3,445 gross squarc fect. The addition of pain management and general surgery procedures wili
not resuft m any expansion or modernization of the cxisting surgery center. The cost of the
Proposed Project will be approximately $39,500. Hispanic America projects the pain
management caseload for the first year after project completion wili be approximately 450 cases.

Pursuant 10 Section 1110.1540(¢) of the HFSRB rules, we request that you advise us of
any impact that this proposal will have on Advanced Ambulatory Surgical Center. If you elect 1o
respond 1o our request, identify the impact, in terms of patient loss, the proposed project will
have on utilization at your facility. Given our historical practice, we believe the project will not
have an adverse 1mpact on your operations.

Please send your rcsponse by email, if possible, to Ramon Garcia, M.D. at
rgarciamd@acl.com.  Otherwise, you can mail it to his attention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, 1llinois 6064 7.
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1f you have any questions about this letter, please feel free to contact Ramon Garcia,
M.D. at 773-772-8666.

Sincercly, .
aro- (/i 2(1} Wias_

n behalf of
Hispanic- American Endoscopy Center, L.1..C.
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago. lllinois 60647

Tuly 27, 2012

CERTIFIED MAIL/RETURN RECEIPT

Ms. Wendy Luxenburg

Admmstrator

JTohn Stroger Hospial of Cook County
1901 West Harrison Street

Chicago, illinois 60612

Dear Ms. lLuxenburg:

I am wiiting ont behaif of Hispanic American Endoscopy Center, LLC (“Hispanic
Amernican™) to inform vou of our intent to file a centificate of need application with the 1inois
Health Facilities and Services Review Board (“HFSRB™) o add pain management procedurcs {o
our current limited-specialty ambulatory surgical treatinent cenler.

Hispanic Amernica 15 currently licensed to prowide gastroenterology and urclogy surgical
procedures.  Qur surgery center consists on one procedure room and four recovery stations in
3,445 pross square feetl. The addition of pain management and peneral surgery procedures will
not result in any expansion or modernization of the existing surgery center. The cost of the
Proposed Project will be approximately $39,500. Hispanic America projects the pain
managemenl caseload for the first year after project completion will be approximately 450 cases.

Pursuant to Section 1110.1540(e) of the HFSRB rules, we request that you advise us of
any impact that this proposal will have on John Stroger Hospital of Cook County. 1f you elect to
respond to our request, identify the impact, in terms of patient loss, the proposed project will
have on ulilization at your facility. Given our historical practice, we believe the project wali not
have an adverse impact on your operations.

Piease send vyour response by email, if possible, to Ramon Garcia, M.D. at
rgarciamd@ac).com.  Otherwise, you can mail it fo his atlention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, lllinois 60647,
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I you have any quesuons about this letter, please fee] free to contact Ramon Garcia,

M., at 773-772-8666.
Sincerely '
, a/w}cm{ Wb A

On' behalf of
Hispanic-American Endoscopy Center, L.L.C.

150668
167




Hispanic-American Endascopy Center

3536 West Fullertan Avenue
Chicago, Hlinois 60647

July 27, 2012

CERTIFIED MAIL/RETURN RECEIPT

Mr. Dean Harmison

Presidemt & CEO

Northwestern Memonal Hospital
240 East Ontano

Chicago, lllincis 6061

Dear Mr. Harrison:

I ain writing on behalf of Hispanic American Lndoscopy Center, LL.C (“Hispanic
American™) to inform you of our intent 1o file a ceriificate of need application with the lllinois
Heahth Facilities and Services Review Board (“HFSRB™) to add pain management procedures to
our current Jimited-specially ambulatory surgical treatment center.

Hispanic America is currently licensed to provide gastroenterclogy and urology surgical
procedures. Qur surgery center consists on one procedure room and four recovery stations in
3,445 gross square feel. The addition of pain management and general surgery procedures wall
not resull in any expansion or modernization of the existing surgery center. The cost of the
Proposed Project will be approximately $39,5006. Hispanic Amcrica projects the pain
management caseload for the first year after project completion will be approximately 450 cascs.

Pursuant to Section 1110.1540(c) of the HFSRB rules, we request that you adwise us of
any impact that this proposal wi}l have on Northwestern Memonal Hospital. I you elect to
respond to our request, identify the impacl, in terms of patient loss, the proposed project will
have on utilization at your facility. Given our histonical practice, we believe the project will not
have an adverse impact on your operations.

Please send your response by email, 1if possible, to Ramon Garcia, M.D. at
rgarciamd(@aol.com.  Otherwise, you can mail it to his attention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, 1ilinois 60647.
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If you have any gquestions aboui this letter, plcase Jeet free 10 contact Ramon Garcia,
MDD, at 773-772-8666.

Sincerely, _
and. fﬂ/ a1
n behalf of
Hispanic-Amencan Endoscopy Center, L.L.C.
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Hispanic-American Endoescopy Center

3536 West Fullerion Avenue
Chicago, linois 60647

July 27,2012

CERTIFIED MAYL/RETURN RECEIPT

Ms. Peggy Kirk

Sentor Vice President, Clinical Operations
Rehabiljiation Institute of Chicago

345 East Superior Strect

Chicago, Hhirois 60611

Dear Ms. Kirk:

I am writing on behalf of Hispanic American Endoscopy Center, LLC (“Hispanic
Amcrican™) to mform you of our intent 1o file a certificate of necd application with the lllinois
Health Facilities and Services Review Board ("HFSRB™) to add pain management procedures (o
our current himiied-specialty ambulatory surgical trcatment center.

Hispanic America is currently licensed to provide gastroenterology and urology surgical
procedures. Qur surgery center consisls on one procedure room and four recovery stations in
3,445 gross square feet. The addition of pain management and general surgery procedures will
not result in any expansion or modernizaton of the existing surgery center. The cost of the
Proposed Project will be approximately $39.500. Hispanic Amenca projects the pain
management caseload for the first vear afier project completion will be approximately 450 cases.

Pursuant 10 Section 1110.1540(c) of the HFSRB rules, we request that you advise us of
any impact that this proposal will have on Rehabilitation Institute of Chicago. If you elect o
respond to our request, identify the impact, in terms of patient loss, the proposed project will
have on utilization at your facility. Given our historical practice, we believe the project will not
have an adverse impact on your operations.

Please send your response by email, if possible, to Ramon Garcia, M.D. al
rparciamd(@aol.com,  Otherwise, you can mail it to his attention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, Illinois 60647.
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If you have any questions about this letier, plcase feel free to contact Ramon Garcia,
M.D. a1 773-772-8666.

Sincerely, ,
nbehalf o

Hispanic-Amerncan Endoscopy Center, L.L.C.
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago, lllinois 60647

Tuly 27, 2012

CERTIFIED MAIL/RETURN RECEIPT

Ms. Guita Griffiths

Administrator

The Surgery Center a1 900 North Michigan
60 Last Delaware Avenue, 15th Floor
Chicago. }llinois 60611

Dear Ms. Griffiths:

I am wrting on behalf of Hispanic American Endoscopy Center, LLC (“Hispanic
Amcrican™) to inform you of our intent to file a certificate of need application with the Illinois
Health Facilities and Services Review Board (“HFSRB™) to add pain managemem procedures o
our current limited-specialty ambulatory surpical treatment center.

Hispanic America is currently licensed to provide gastroenterology and urology surgical
procedurcs. Our surgery center consists on one procedure room and four rccovery stations in
3.445 gross squarc feet. The addition of pain management and general surgery procedures wiil
not result jn any expansion or modernization of the existing surgery center. The cost of the
Proposed Project will be approximaicly $39,500. Hispanic America projecis the pain
management caseload for the first year after project completion will be approximately 450 cases,

Pursuant to Section 1110.1540(c) of the I1FSRB rules, we request that you advise us of
any impact that this proposal will have on The Surgery Center at 900 North Michgan. If you
clect to respond to our request, identify the impact, in lermns of patient loss, the proposed project
will have op utilization at your facility. Given our historical practice, we believe the project will
not have an adverse impact on your operations.

Please send your response by email, if possible, 10 Ramon Garcia, M.D. at
rgarciamd{@aol.com.  Otherwise, you can mail 1t 1o his attention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, llinois 60647,
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I you have any questions about this letier, please feel free 10 contact Ramon Garcia.

M.D. at 773-772-8666.
Sincerely, .

n behalf of
Hispanic-American Endoscopy Center, L.L.C.
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Hispanic-American Endoscopy Center

3536 Wesi Fullerton Avenue
Chicago. liinois 60647

July 27,2012

CERTIFIED MAIL/RETURN RECEIPT

Mr. Paul Madison

Administrator

Watertower Surgicenter

845 North Michigan Avenue, Suite 930 E
Chicago, lilinois 6061

Dear Mr. Madison.

] am wnting on behall of Hispanic American Endoscopy Cemier, LLC (“Hispanic
American”) to inform you of our intent to file 2 centificate of need application with the Illinois
Health Facoihities and Services Review Board (“HFSRB™} 1o add pain management procedures to
our current limied-specialty ambulatory surgical treatment center.

Hispamc America is currently licensed 1o provide pastroenierology and urology surgical
procedures.  Our surgery center consists on one procedure room and four recovery stations in
3,445 gross square fcet. The addition of pain management and gencral surgery procedures will
not result in any expansion or modemization of the existing surgery center.  The cost of the
Proposed Project will be approximately $39,500. Hispanic America projects the pain
management caseload for the first year after project completion will be approximately 450 cases.

Pursuant to Section 1110.)540(e) of the HFSRB rules, we request that you advise us of
any impacl that this proposal will have on Watertower Surgicenter. 1f vou elect to respond to our
request, identify the impact, in terms of patient loss, the proposed project will have on utilization
at your facility. Given our historical praclice, we believe the project will not have an adverse
Impact on your operations.

Please send your response by cmail, if possible, to Ramon Garcia, M.D. at
rgarciamd(@aol.com.  Otherwise, you can mail it to his attention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, lHlinois 60647.
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If you have any questions about this letter, please feel free to contact Ramon Garcia,
M D at 773-772-8666.

incergly, .
dia /l(fcx Wldi_

n'behalf of
Hispanic-American Endoscopy Center, L.L.C.
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago, linms 60647

July 27,2012

CERTIFIED MAIL/RETURN RECEIPT

Sr. Donna Marie Wolowick)
Executive Vice President
Resurrection Medical Center
7435 West Talcott Avenue
Chicago, Hlinots 60631

Dear 8r. Wolowicki:

I am writing on behalf of Hispanic American Endoscopy Center, LLC (“Hispanic
American”) to mform you of our intent (o file a certificale of nced application wath the IHinois
Health Facilities and Scrvices Review Board ("HFSRB”) to add pain management procedures to
our current limited-specialty ambulatory surgical treatment center.

Hispanic America 1s currently licensed to provide gastroenterology and urclogy surgical
pracedures. Qur surgery cenier consisls on onc procedure room and four recovery stations in
3,445 gross square fcet. The addition of pain management and gencral surpery procedures will
not result in any expansion or modernization of the existing surgery cenicr. The cost of the
Proposed Project will be approximately 3$39,500. Hispamic America projects the pain
management caseload for the first year afier project completion will be approximatety 450 cases.

Pursuant to Section 1110.1540(¢) of thc HFSRB rules, we request that you advise us of
any impact that this proposal will have on Resurrcciion Medical Center. 1f you elect to respond
to our request, identify the impact. in terms of patient loss, the proposed project will have on
utilization at your facility. Given our historical practice, we believe the project will not have an
adverse impact on your operations.

Please send your response by email, if possible, to Ramon Garcia, M.D. at
rgarciamd@aol.com.  Otherwise, you can mail it to his atienfion at Hispanic-Amencan
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, lllinois 60647.
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If you have any questions about this letter, plcase feel free to contact Ramon Garcia,
M.D. at 773-772-8666.

Sincerely; .
n behalf of
Hispamc- Amencan Endoscopy Center, L.L.C.
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Hispanic-American Endoscopy Center

3536 West Fullernon Avenuce
Chicage. Illmois 60647

July 27, 2012

CERTIFIED MAIL/RETURN RECEIPT

Mr. Ronald Struxness

CEO

Sail joseph Health Centers & Hospital
2900 North Lake Shore Drive

Chicago, 1llinoss 60657

Dear Mr. Struxness:

I am writing on behalf of Hispanic American Endoscopy Center, LLC (““Hispanic
Amcrican”) to inform vou of our intent to file a centificate of need application with the 1llinois
Health Facilities and Services Review Board (*HFSRB™) to add pain management procedures to
our current limited-specialty ambulatory surgical treatment center.

Hispanic America 1s currently licensed to provide gastroenterology and urology surgical
procedures. Our surgery center consists on one procedure room and four recovery stations in
3,445 gross squarc feel. The addition of pain management and general surgery procedures will
not result in any expansion or modermzation of the existing surgery center. The cost of the
Proposed Project will be approximately §$39,500. Hispanic America projects the pain
management casecload for the first year after project completion will be approximately 450 cases.

Pursuant to Section 1110.1540(c) of the HFSRB rules, we request that you advisc us of
any impact thai this proposal will have on Saint Joseph Health Cenlers & Hospital. 1f you elect
to respond to our request, identify the impact, in terms of patient loss, the proposed project wall
have on utilization at your facility. Given our historical practice, we believe the project wilf not
have an adverse umpact on your operations.

Please send your response by email, i possible, 10 Ramon Garcia, M.D. at
rgarciamd@aol.com.  Otherwise, you can mail it to his atientron at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, Illinois 60647.
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If you have any qucstions about this letier, please feel free to contact Ramon Garcia,

M., at 773-772-8666.
Sincerely, .
MQ/U@J mana__

On behalf of
Hispanic-American Endoscopy Center. L.L.C.
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Hispanie-American Endoscopy Center

3536 Wesl Fullerton Avenue
Chicagao, Tllinots 60647

July 27, 2012

CERTIFIED MAIL/RETURN RECEIPT

Mr. John DeNardo

Executive Direclor

University of Hlinois Medical Center
1740 West Taylor Street

Chicago, lllinois 60612

Dear Mr. DeNardo:

] am writing on behalf of Hispanic Amenican Endoscopy Center, LLC (“Hispanic
American™) 10 inform vou of our intent to file a cersficate of need application with the lilinois
Health Facilittes and Services Review Board (“HFSRB™) 10 add pain management procedures 10
our current himited-specialty ambulatory surgical treatment center.

Hispanic Amcrica is currently licensed 1o provide gastroenterology and urclogy surgical
procedures.  Qur surgery center consisis on onc procedure room and four recovery stations in
3,445 gross square feet. The addition of pain management and gencral surgery procedures will
not result in any expansion or modernization of the existing surgery center. The cost of the
Proposed Project will be approximately $39,500.  Hispanmic America projects the pain
management caseload for the first year afier project completion will be approximately 450 cases.

Pursuant to Section 1110.1540(¢e) of the HFSRB rules, we request that you advise us of
any impact that this proposal will have on University of Illinois Medical Center. If you elect to
respond to our request, identify the impact, in terms of paticnt loss, the proposed project will
have on utilization at your facility. Given our historical practice, we believe the project will not
have an adverse impact on your gperalions.

Please send your response by email, if possible, to Ramon Garcia, M.D. at
rgarciamd@aol.com.  Otherwise, you can mail it 1o his atlention at Hispanic-American
Endoscopy Center at $15 West 3536 West Fullerton Avenue, Chicago, 1llinois 60647.
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If you have any questions about this letter, please {eel free to contact Ramon Garcia,

MDD a1 773-772-8666.
behalf of

Hispanic- American Endoscopy Center, L.I..C.
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Hispanic-American Endoscopy Center

3536 West Fulierton Avenue
Chicago, Hlinois 60647

haly 27, 2012

CERTIFIED MAJL/RETURN RECEIPT

Mr. Steve Drucker
President & CEQ

L.oretio Hospital

645 South Central Avenue
Chicage, lllinois 60644

Dear Mr. Drucker:

1 am writing on behalf of Hispanic American Endoscopy Center, LLC (“Hispanic
American”) to inform you of our intent to file a certificate of need application with the Jilinois
Health Facilities and Services Review Board (“"HFSRB™) 10 add pain management procedures 1o
our current limited-specialty ambulatory surgical treatment center.

Hispanic America is currently licensed 1o provide gaslréenlcro]ogy and urology surgical
procedures. Our surgery center consists on onc procedure room and four recovery stalions in
3,445 gross square feet. The additton of pain management and general surgery procedures will
not result in any expansion or modernization of the existing surgery center. The cost of the
Proposed Project will be approximately $39.500. Hispanic America projects ihe pain
managemeni caseload for the first year after project completion will be approximately 450 cases.

Pursuant to Section 1110.1540(e) of the HFSRB rules, we request that you advise us of
any impact that this proposal will have on Loretto Hospital. If you elect 1o respond to our
request, identify the impact, in terms of patient loss, the proposed project will have on utilization
at your facility. Given our historical practice, we believe the project will not have an adverse
impacl on your operations.

Please send your response by email, if possible, to Ramon Garcra, M.D. at
rgarciamd@aol.com.  Otherwise, you can mail it to his atiention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, IHinois 60647,
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If you have any gquestions about this leuer, plcase feel free 1o contact Ramon Garcia,
M. at 773-772-8666.

Sincerely, ? .
1lbehalf of
Hispamc-American Endoscopy Center, L.L.C.
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Hispanic-American Endoscopy Center

3536 West Fullerion Avenue
Chicago, lHinois 60647

July 27,2012

CERTIFIED MAIL/RETURN RECEIPT

Mr. John Cala

Admimstrator

Novamed Surgery Cenier of Chicago North
3034 West Peterson Avenue

Chicago, Iilinois 60659

Dear Mr. Calta:

I am writing on behalf of Hispanic American LEndoscopy Center, LLC (“Hispanic
American”) io inform you of our intent 10 file a certificate of need application with the linois
Healih Facilities and Services Review Board (“HFSRB™) to add pain management procedures to
our current limited-specialty ambulatory surgical treatment center.

Hispanic America is currently licensed to provide gastroenterology and urology surgical
procedures. Our surgery center consisis on one procedure room and four recovery stations in
3,445 gross square feet. The addition of pain management and general surgery procedures will
not result in any expansion or modernization of the existing surgery center. The cost of the
Proposed Project will be approximately $39,500. Hispanic America projects the pain
management cascload for the first year afier project completion wiil be approximately 450 cases.

Pursuant to Section 1110.1540(¢) of the HFSRB rules, we request that you advise us of
any impact that this proposal will have on Novamed Surgery Center of Chicage North. If you
elect 10 respond to our request, identify the impact, in terms of patient loss, the proposed project
will have on utilization a1 your facility. Given our historical practice, we believe the project will
not have an adverse impac! on your operations.

Please send your response by emall, if possible, to Ramon Garcia, M.D. at
rgarciamd(@aol.com.  Otherwise, you cap mail it to his attention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, lllinois 60647.
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If yon have any questions about this letter, please feel frec to contact Ramon Garcia,
M.D. at 773-772-8666.

Sincergly,

v Tuchuan.

n behalf of
Hispanic-American Endoscopy Cemer, L.L.C.
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago, Ilinois 60647

July 27,2012

CERTIFIED MAIL/RETURN RECEIPT

" Mr. Frank Solare

President & CEO

Thorek Hospital & Medical Center
850 West Irving Park Road
Chicago, linois 60613

Pear Mr. Solare:

] am: writing on behalf of Hispanic American Endoscopy Center, LLC (“Hispanic
American’) to inform you of our intent to file a certificate of need application with the lilinois
Health Facilities and Services Review Board (“HIF'SRB”) to add pain management procedures to
our current imited-specialty ambulatory surgical treatment center.

Hispanic America 1s currently licensed to provide gastroenterology and urology surgical
procedures. Our surgery center consists on one procedure room and four recovery siations in
3,445 gross square feel. The addition of pain management and general surgery procedures will
not result in any expansion or modermzauon of the existing surgery center. The cost of the
Proposed Projecct will be approximately $39,500.  Hispanic America projects the pain
management caseload for the first year after project completion wilt be approximately 450 cases.

Pursuant to Section 1110.1540(e) of the HFSRB rules, we request that you advise us of
any nmpact that this proposal will have on Thorek Hospital & Mecdical Center. If you elect to
respond lo our request, identify the impaci, in terms of patient loss, the proposed project will
have on utilization at your facility. Given our historical practice, we believe the project will not
have an adverse impact on your opcrations.

Please send your response by email, il possible, to Ramon Garcia, M.D. at
rgarciamd@aol.com,  Otherwise, you can mail it to his atiention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, llinois 60647.
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If you have any questions about this Jetter, please fee! free to contact Ramon Garaa,
M.D. at 773-772-8666.

Sincerely,

AN JJUEAVILAA__

behalf o
Hispamic-American Endoscopy Center, L.1L.C.
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Hispanic-American Endoscopy Center

3536 Wesi Fullerion Avenue
Chicago, lllino1s 60647

July 27,2012

CERTIFIED MAIL/RETURN RECEIPT

Ms. Pat Shehorn

Chief Exccutive Officer

West Suburban Medical Center
3 Erie Count

Oak Park, IHinocis 60302

Dear Ms. Shehorn:

} am writing on behalf of Hispanic American Endoscopy Center, LLC (“Hispanic
American™) 1o inform vou of our intent to file a certificate of need application with the 1llinois
Health TFacilities and Services Review Board (“HFSRB”) to add pain managenicnt procedures to
our current limited-specialty ambulatory surgical treatment center.

Hispanic America is currently licensed to provide gastroenterology and urology surgical
procedures. Our surgery center consists on one procedurc room and four recovery stahions in
3,445 gross square feet. The addition of pain management and general surgery procedurcs wiil
not reswlt in any expansion or modemization of the existing surgery center. The cost of the
Proposed Project will be approximately $39,500. 1ispanic America projects the pain
management caseload for the first year after project completion will be approximately 450 cascs.

Pursuant to Section 1110.1540(e) of the HFSRB rulcs, we request that you advise us of
any impact that this proposal will have on West Suburban Medical Center. If you elect to
respond (o our request, identify the impact, in terms of paticnt loss, the proposed project will
have on utilization at your facility. Given our historical practice, we believe the project will not
have an adverse impact on your operations.

Plcase send your respense by email, if possible, to Ramon Garcia, M.D. al
rgarciamd@aol.com.  Otherwise, you can mail 1t 10 his attention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, Hlinois 60647.
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If you have any questions about this letter, please feel free to contact Ramon Garcsa,

M.D. a1 773-772-8666.
ncerely, ,
MQMM

n behalf of
Hispanic-American ndoscopy Center, L.L.C.
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago. 1llinois 60647

July 27, 2012

CERTIFIED MAIL/RETURN RECEIPT

Sr. Sheila Lyne

President

Mercy Medical Center

2525 South Michigan Avenue
Chicago, Jilinois 60616

Dear Sr. Lyne:

1 am writing on behalf of Hispanic American Endoscopy Center, LLC (“Hispanic
American”™) to inform you of our intent 10 {ile a certificate of need application with the Illinois
Health Facilities and Services Review Board (“HFSRB™) 1o add pain management procedures 1o
our current Jimited-specially ambulatory surgical treatment center.

Hispanic Amcrica is currently licensed to provide gastroenterology and urology surgical
procedures. Our surgery center consisis on one procedure room and four recovery siations in
3.445 gross square feet. The addition of pain management and general surpery procedures will
not resull in any expansion or modernization of the existing surgery center. The cost of the
Proposed Project will be approximately $39.500.  Hispanic America projects the pain
management caseload for the first year after project completion will be approximately 450 cases.

Pursuant 10 Section 1110.1540(e) of the HFSRB rules, we request that you advise us of
any impact that this proposal will have on Mercy Medical Center. 1f you elect to respond to our
request, identify the impact, in terms of patient Joss, the proposed project will have on utilization
at your facility. Given our historical practice, we behieve the project will not have an adverse
impact on your operalions.

Please send your response by email, if possible, to Ramon Garcia, M.D. at
rgarciamd@acl.com.  Otherwise, you can mail it 1o his attention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, Dlinois 60647.
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If you have any quesiions about this letier, please feel free to contact Ramon Garcia,

M.D. at 773-772.86066.
Sinkerely., ? )

On behalf of
Hispanic-American Endoscopy Center, L.L.C.
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Hispanic-American Endascopy Center

3530 West Fullerton Avenue
Chicago, Illinois 60647

July 27,2012

CERTIFIED MAIL/RETURN RECEIPT

Mr. Alan Channing

President & CEQ

Moum Sinai Hospital Medical Center
1500 South California Avenue
Chicago, Hlinois 60608

Dear Mr. Channing:

1 am writing on behalf of Hispanic American Endoscopy Center, LLC (“Hispanic
American™) to inform you of our intent to file a certificate of need application with the lhinois
Health Facilities and Services Review Board (“HFSRB™) 1o add pain managemeni procedures to
our current limited-specialty ambulatory surgical treatment center.

Hispanic Amgcrica is currently licensed to provide gastroenterology and urology surgical
procedures. Qur surgery center consisis on one procedure room and four recovery stations in
3,445 gross square feet. The addition of pain management and general surgery procedures will
not result in any expansion or modernization of the existing surgery center. The cost of the
Proposed Project will be approximately $39.500. Hispanic America projects the pam
manapement caseload for the firsi vear after project completion will be approximately 450 cases.

Pursuant to Section 1110.15340(c) of the HFSRD rules, we request that you advise us of
any impact that this proposal will have on Mounit Sinai Hospital Medical Center. If you clect to
respond 1o our request, identify the impact, in terms of patient loss, the proposed project will
have on utilization at your facility. Given our historical practice, we believe the project will not
have an adverse impact on your operalions.

Please send your responsc by email, if possible, to Ramon Garcia, M.D. at
rparciamd{@aol.com.  Otherwise, you can mail it to his attention al Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, Illinois 60647.
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If you have any questions about this letter, please feel frec 10 contact Ramon Garcia.
M.D. a1 773-772-8666.

Hispanic-American Endoscopy Center, LIL.C.
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago, Hiinois 60647

July 27.2012

CERTIFIED MAIL/RETURN RECEIPT

Ms. Faith McHale

Administrator

Resurrection Health Care Surgery Center
310t North Harlem Avenue,

Chicago, lllinmis 60634

Dear Ms. McHale:

I am writing on behall of Hispanic American Endoscopy Center, LLC (“Hispanic
American”) to inform you of our intent 10 file a certificate of need application with the [llinois
Health Facilities and Services Review Board {"HFSRB¥) to add pain management procedures to
our current limited-specially ambulatory surgical treatment center.

Hispanic America is currently hicensed to provide gastroenterology and urology surgical
procedures. Our surgery center consists on one procedure room and four recovery stations in
3,445 gross square feet. The addition of pain management and gencral surgery procedures will
not result in any cxpansion or modernization of the existing surgery center. The cost of the
Proposed Project will be approximately $39,500. Hispanic America projects the pain
managemeni caseload for the first year after project completion wili be approximately 450 cases.

Pursuant to Section 1110.1540(e) of the HFSRB rules, we request that you advise us of
any impact that this proposal will have on Resurrection Health Care Surgery Center. If you elect
to respond to our request, identify the impact, in terms of patiem loss, the proposed project will
have on utilization at your facility. Given our historical practice, we believe the project will not
have an adverse impact on your opcrations.

Please send your response by email, if possible, to Ramon Garcia, M.D. at
rgarciamd@aol.com,  Otherwise, you can mail it to his attention al Hispanic-American
Endoscopy Center at 515 West 3536 West Fulierton Avenue, Chicago, 1llinois 60647.
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If you have any questions about this letier, pleasce feel free 10 contact Ramon Garcia,
M.D. a1 773-772-8666.

Sincerely, .

08 %f?c!l’bwﬂk

¢ behalf of

Hispanic-American Endoscopy Center, L.L.C.
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Hispanic-American Endoscopy Center

3536 West Fujlerton Avenue
Chicago, lllinois 60647

Tuly 27, 2012

CERTIFIED MAIL/RETURN RECEIPT

M. David Chua

Manager

South Loop Endoscopy & Wellness Center
2336-40 South Wabash Avenue

Chicago, lllinois 60161

Dear Mr. Chua:

[ am writing on bchalf of Hispanic American Endoscopy Center, LLC (“Hispanic
American™) to inform you of our intent to file a centificale of need application with the Hinois
Health Facilities and Services Review Board (“HFSRB”) to add pain management procedures to
our current iimited-specialty ambulatory surgical treatmeni center.

Hispanic America is currently licensed (o provide gastroenterology and urclogy surgical
procedures. Qur surpery center consists on one procedure room and four recovery stations in
3.445 pross square feet. The addition of pain management and general surgery procedures will
not resull in any expansion or modernization of the existing surgery center. The cost of the
Proposed Project will be approximately $39,500. Hispanic America projects the pain
management caseload for the first year afier project completion will be approximately 450 cascs.

Pursuant to Section 1110.1540{¢) of the HFSRB rules, we request that you advise us of
any 1mpact that this proposal will have on South Loop Endoscopy & Wellness Center. If you
elect 10 respond to our requesl, identify the impact, in terms of patient loss, the proposed project
wiil have on utilization at your facility. Given our historical practice, we believe the project will
nol have an adverse impact on your operalions.

Please scnd your response bv email, if possible, to Ramon Garcia, M.D. at
rgarciamd@aol.com.  Otherwise, you can mail it to his atlention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, Hlinois 60647.
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If you have any qucstions abow this letier, please feel free 1o contact Ramon Garcia,
M. ar 773-772-8666,

Sincere

Onlbehaif of
Hispane-Amernican Endoscopy Center, L.1.C.
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago, Tliinois 60647

July 27, 2012

CERTIFIED MAIL/RETURN RECEIPT

Mr. Guy Medagha

President & Chief Executive Officer
S1. Anthony Hospial

2875 Wesl 19th Street

Chicago, llbnois 60623

Dear Mr. Medaglia:

I am writtng on behall’ of Hispanic American Lndoscopy Center, LLLC {(“Hispanic
American”) to inform vou of our intent 10 file a certificate of need application with the 1llihois
Health Facilities and Services Review Board {“HFSRB™} 10 add pain managemuent procedures 1o
our current mited-specialty ambulatory surgical treatment center.

Hispanic America is currently licensed o provide pastroenterology and urology surgical
procedures.  Qur surgery center consists on one procedure room and four recovery stations in
3,445 gross square feet. The addition of pain management and general surgery procedures will
not result in any expansion or modernization of the existing surgery center. The cost of the
Proposed Project will be approximately $39,500. Hispanic America projects the pain
management caseload for the first year afier project completion will be approximately 450 cases.

Pursuant to Section 1110.1540(e) of the HFSRB rules, we request that you advise us of
any impact that this proposal will have on St. Anthony Hospital. 1f you elect to respond 10 our
request, identify the impact, in terms of patient loss, the proposed project will have on utilization
at your facility. Given our historical practice, we believe the project will not have an adverse
ympact an your opcrations.

Please send your response by email, if possible, to Ramon Garcia, M.D. al
rparciamd@aol.com.  Otherwise, you can mail it to his attention al Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenuc, Chicago, 1llinois 60647.
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H you have any questions about this Jetier, please feel free o contact Ramon Garcia,
M.I>. at 773-772-8666.

n behalf of
Hispanic-American Endoscopy Center, L.1..C.
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago, Ulinots 60647

July 27,2012

CERTIFIED MAIL/RETURN RECEIPT

Mr. Steven Airhan

Chief Executive Officer
Harigrove Hospital

5730 West Roosevelt Road
Chicago. Minois 60804

Dear Mr. Arrhart:

] am writing on behalf of Hispanic American Endoscopy Center, LLC (“Hispanic
American™) to inform vou of our intent 10 file a certificate of need application with the Iflinois
Health Facilitics and Scivices Review Board (“HFSRB™) to add pain management procedures to
our current hmited-specialty ambulatory surgical treatment center.

Hispanic Amenca is currently licensed to provide gastroenterology and urology surgical
procedures. Qur surgery center consists on one procedure room and four recovery stations in
3.445 pross square feel. The addition of pain management and general surgery procedures will
not resull in any expansion or modernization of the existing surgery center. The cost of the
Proposcd Project will he approximately $39,500. Hispanic Amernica projects the pain
management cascload for the first year after project completion will be approximately 450 cascs.

Pursuant to Section 1110.1540(¢) of the HFSRB rules, we request that you advise us of
any impact that this proposal will have on Hartgrove Hospital. If you elect to respond to our
request, identify the impact, in terms of patient loss, the proposed project will have on utilization
at your facility. Given our historical practice, we believe the project will not have an adverse
impact on your operations.

Please send your response by email, if possible, to Ramon Garcia, M.D. at
rgarciamd(@aol.com.  Otherwise, you can mail il to his aftention al Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, 1llinois 60647.
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If you have anv questions about 1his letier, please feel free 10 contact Ramon Garcia,

Sincerely.
M%QMML
Oh behalf of

Hispanic-American Endoscopy Center, L.L.C.

M.D. at 773-772-8666
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago, linois 60647

July 27,2012

CERTIFIED MAIL/RETURN RECEJPT

Mr. Joseph Chandy

Methodist Hospital of Chicago
5025 North Paulina

Chicago, Ithnois 60640

Dear Mr. Chandy:

1 am writing on behaif of Hispanic American Endoscopy Center, LLC (“Hispanic
American”) 10 inform vou of our intent 10 file a certificate of nced application with the Hlinots
Health Facilities and Services Review Board (“HFSRB™) 1o add pain management procedures 10
our current limited-specialty ambulatory surgical ireatment center.

Hispanic America is currently licensed to provide gastroenterology and urology surgical
procedures.  Our surgery cenler consists on one procedure room and four recovery stalions in
3,445 gross square feet. The addition of pain management and general surgery procedures will
not result in any expansion or modernization of the existing surgery center. The cost of the
Proposed Project will be approximately $39,500. Hispanic Amenica projects the pain
management cascload for the first vear after project completion will be approximately 450 cases.

Pursuant to Section 1110.1540(e) of the HFSRB rules, we request that you advise us of
any bmpact that this proposal will have on Methodist Hospital of Chicago. If you clect to
respond to our reguest, xdentify the impact, in terms of patient Joss, the proposed project will
have on utilization at your facility. Given our historical practice, we believe the project will not
have an adverse impacl on your operations.

Please send your response by email, if possible, to Ramon Garcia, M.D. at
rparciamd@aol.com.  Otherwise, you can mail jt 1o his attention at Hispamc-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, Hlinois 60647.
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If you have any quesunions about this letier, please feel free to coniaci Ramon Garcia,

M., at 773-772-8666.
Sincerely, _
%/@%W

On behalf of
Hispanic-American Endoscopy Center, 1L.L.C,

150608
203




Hispanic-American Endoscopy Center

3536 West Fullerion Avenue
Chicago, Hlinois 60647

luly 27, 2012

CERTIFIED MAIL/RETURN RECEIPT

Ms. Tess Sagaidoro
Administrator

Peterson Surgery Center
2300 West Peterson Avenuc
Chicago, Ithinois 60659

Dear Ms. Sagaidoro:

I am writing on behalf of Hispanic American Endoscopy Center, LLC (“Hispanic
American”) to inform you of our intent to file a certificate of need application with the Ilhinois
Health Facilities and Services Review Board (*"HFSRB”) to add pain management procedures to
our current limned-specialty ambulatory surgical treatment center.

Hispanic America is currently licensed to provide gastroenterology and urology surgical
procedures. Qur surgery cenier consisls on one procedure room and four recovery siations in
3,445 gross square feet. The addition of pain management and general surgery procedures will
not resull in any expansion or modernization of the existing surgery center. The cost of the
Proposed Project will be approximately $39,500.  Hispanic America projects the pain
management caseload for the first year after project completion will be approximately 450 cases.

Pursuant to Section 1110.1540(c) of the HFSRB rules, we request that you advise us of
any impact that this proposal will have on Peterson Surgery Center. If you elect to respond to
our request, identify the impact, in terms of patient loss, the proposed project will have on
utilization at your facility. Given our historical practice, we believe the project will not have an
adverse impacl on your operations,

Please send your response by emai], if possible, 10 Ramon Garcia, M.D. at
rgarciamd(@aol.com.  Otherwise, you can mail it to his attention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, Illinois 60647,
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H you have any questions about this lctter, please feel free to contact Ramon Garcia,
M.D. a1 773-772-8666.

Sincerely, .

AN Zl?/lﬂéd i _

On behalf of

Hispanic-American Endoscopy Center, L.1..C.
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Hispanic-American Endoscopy Center

3536 West Fullerton Averiue
Chicago, llinois 60647

July 27,2012

CERTIFIED MA]JL/RETURN RECEIPT

Mr. Alan Eaks

Chief Executive Officer

Aurora Chicagoe Lakeshore Hospital
4840 North Marine Dnive

Chicago, Ithinois 60640

Dear Mr. Eaks:

I am writing on behalf of Hispanic American Endoscopy Center, LLC (“Hispanic
American™) to inform vou of our intent to file a certificate .of need application with the Illinois
Health Facilities and Services Review Board (“HI'SRB”) to add pain management procedures (o
our current himitcd-specialty ambulatory surgical treatment cenier.

Hispanic America is currently licensed to provide gastroenieralogy and urology surgical
procedures. Qur surgery center consists on one procedure room and four recovery staiions in
3,445 gross square feet. The addition of pain management and géneral surgery procedures will
not result in any cxpansion or modernization of the existing surgery center. The cost of the
Proposed Project will be approximately $39,500.  Hispanic America projects the pain
management cascload for the first year after project completion will be approximately 450 cases.

Pursuant to Section 111(3.1540(¢) of the HFSRB rules, we request that you advise us of
any impact that this proposal will have on Aurora Chicago Lakeshore Hospnal. If you clcet to
respond to our request, identify the mpact, in terms of patient loss, the proposed project wili
have on utilization at your facility. Given our historical practice, we believe the project will not
have an adverse impact on your operations.

Please send your response by email, if possible, to Ramon Garcia, M.D. a
rgarciamd@aol.com.  Otherwise, you can mail jt to his aticntion at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, 1llinois 60647.
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If you have any guestions aboul this letter, please feel frec 10 contact Ramon Garcia,
M.D. a1 773-772-86066.

Sincerely,

and. /U‘?JWL&’M/L_

On behalf of
Hispanic-American Endoscopy Center, L.L.C.
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Hispanic-American Endoscopy Center

3536 Wes1 Fullerton Avenue
Chicago, 1llinoss 60647

July 27, 2012

CERTIFIED MAIL/RETURN RECE!PT

Mr. Frank Molinaro

CEO

Louts A. Weiss Memonal Hospital
4646 North Marinc Drive
Chicago, Jllinois 60640

Dcar Mr. Molinaro:

1 am writing on behalf of Mispanic Amencan Endoscopy Center, LLC (“Hispanic
American”) to inform you of our intent 1o file a certificate of need apphcation with the Hlinois
Health Facilities and Services Review Board (“HFSRB*) 1o add pain management procedures to
our current himited-specialiy ambulatory surgical treatment center.

Hispanic America s currently licensed to provide gastroenterology and urology susgical
procedures. Qur surgery center consists on one procedure room and four recovery stations in
3,445 gross square feet. The addition of pain management and general surgery procedures will
not result in any cxpansion or modemization of the existing surgery center. The cost of the
Proposed Project will be approximately $39,500. Hispanic America projects the pain
managemenl caseload for 1the first year after project completion will be approximately 450 cases.

Pursuant 10 Section 1110.1540(¢) of the HFSRB rules, we request that you advise us of
any impact that this proposal wil) have on l.ouis A. Weiss Memorial Hospital. I you elect 10
respond to our request, identify the impact, in terms of patient Joss, the proposed project wilj
have on utilization at your facility. Given our historical practice, we believe the praject will not
have an adverse impact on your operations.

Pleasc send your response by email, if possible, to Ramon Garcia, M.D. at
rgarciamd@acl.com.  Otherwise, vou can mail it 1o his aftention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, Hlinois 60647,
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If you have any questions about this Jetter, please feel free (o contact Ramon Garcia,
M.D. at 773-772-8666.

Sincerel} )

94\/&% ;/U f‘c! A

On behalf of

Hispanic-American Endoscopy Center, L.1L.C.
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicago, 1llinois 60647

July 27, 2012

CERTIFIED MAIL/RETURN RECEIPT

Mr. Bruce Elegant

President & Chief Executive Officer
Rush Oak Park Hospital

520 South Maple Street

Qak Park, Hlinois 60304

Dear Mr. Elegant:

] am writing on behalf of Hispanic American Endoscopy Center, LLC (“Hispanic
American™) to imform you of our intent to file a certificate of need application with the Illinois
Health Facibues and Services Review Board (“HFSRB”) to add pain management procedures to
our current limited-specialty ambulatory surgical treatment center.

Hispanic America s currently licensed to provide gastroenterology and urology surgical
procedures. Our surgery center consisis on one procedure room and four recovery stations in
3,445 gross square feet. The addition of pain management and general surgery procedures will
nol resull in any expansion or modernization of the existing surgery center. The cost of the
Proposed Project will be approximately $39,500.  Hispanic America projects the pain
management caseload for the first year after project compietion will be approximately 450 cases.

Pursuant 1o Section 1110.1540(c) of the HFSRB rules, we request that you advise us of
any 1mpact that this proposal will have on Rush Oak Park Hospital. If you elect to respond to
our request, identify the impact, in terms of patient loss, the proposed project will have on
utilization at your facility. Given our historical praciice, we belicve the project will not have an
adverse impaci on your operations.

Please send your response by email, if possible, to Ramon Garcia, M.D. at
rgarctamd{@aol.com.  Otherwise, you can mail it to his attention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicage, llinois 60647.

150608
210




If you have any questions about this letter, piease feel free 1o comact Ramon Garcia,
M. at 773-772-8666.

Simecerely,
l ANG MR A

On behalf of
Hispame- American Endoscopy Center, L.L.C.
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Hispanic-American Endoscopy Center

3536 West Fullerion Avenue
Chicago, Hlinois 60647

July 27,2012

CERTIFIED MATL/RETURN RECEIPT

Ms. Elizabeth Van Straten
President & CEQO

St. Bernard Hospial & Health
326 West 64ih Street
Chicago, Hlinois 60621

Dear Ms. Van Straten:

1 am writing on behalf of Hispanic American Endoscopy Center, LLC (“Hispanic
American™} to inform you of our intent 10 file a ceruficate of need application with the Illinois
Health Facilites and Services Review Board (“HFSRB™) 10 add pain management procedures to
our current lhmiied-specialty ambulatory surgical treaiment center.

Hispanic America 15 currently licensed (o provide gastroentcrojogy and urology surgical
procedures, Qur surgery center consists on one procedure room and four recovery stahions in
3,445 gross square feet, The addition of pain management and general surgery procedures will
not result in any expansion or modemization of the existing surgery cenier. The cost of the
Proposed Project will be approximaiely $39.500.  Hispanic America projecls the pain
management caseload for the first year afier project completion will be approximately 450 cases.

Pursuant to Section 1110.1540(e) of the HFSRB rules, we request that you advise us of
any 1mpact that this proposal will have on Si. Bernard Hospital & Health. If you elect 10 respond
1o our request, identify the impaci, in terms of patient loss, ihe proposed project will have on
utilization at your facility, Given our historical practice, we believe the project will not have an
adverse impact on your operations.

Please send your response by email, if possible, to Ramon Garcia, M.D. at
rgarciamd(@aol.com.  Otherwise, you can mail it to his attention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, Hlinois 60647.
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II" you have any questions about this leuter. pleasc feel free to contact Ramon Garcia,
M.D. a1 773-772-8666.

Sipcerelv,
ehalf of
Hispanic-American Endoscopy Center, L.L.C.
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Hispanic-American Endoscopy Center

3336 West Fullerion Avenue
Chicago, Illinois 60647

July 27, 2012

CERTIFIED MAIL/RETURN RECEIPT

Ms. Fonunee Massuda
Administrator

Fool & Ankle Chinics of America
1644 East 53rd Street

Chicago, Hilinois 60615

Dear Ms. Massuda:

I am writing on behalf of Hispanic Amcrican Endoscopy Center, LLC (“Hispanic
American”) to mform you of our intent to Dle a certificate of need application with the Hinois
Health Facilities and Services Review Board (“HFSRB”) to add pamn management procedures o
our current lmited-specially ambulatory surgical treatment center.

Hispanic America is currently licensed 1o provide gastroenterology and urology surgical
procedures. Qur surgery center consists on one procedure room and four recovery stations in
3.445 gross square feet. The addition of pain management and general surgery procedures will
not result in any c¢xpansion or modernization of the existing surgery center. The cost of the
Proposed Project will be approximately $39,500. Hispanic Amenca projects the pain
management cascload for the first year afier project completion will be approximately 450 cases.

Pursuant 1o Section 1110.1540(e) of the HFSRB rules, we request that you advise us of
any impact that this proposal will have on Foot & Ankle Clinics of America. If you elect 1o
respond to our requesl, identify the impact, in terms of patient loss, the proposed project will
have on utilization at your facility. Given our historical practice, we believe the project will not
have an adverse impact on your operations.

Please send your responsc by email, if possible, 10 Ramon Garcia, M.D. at
rgarciamd(@aol.com.  Otherwise, you can mail it 1o his attention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, 1llinois 60647.
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If you have any quesuons aboui this fetier, please feel free 1o contact Ramon Garcia,

M.D. ut 773-772-8666.
Sincercly, ,

On behalf of
Hispanic-American Endoscopy Cemer, L.L.C.
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Hispanic-American Endoscopy Center

3536 West Fullerton Avenue
Chicapo. Hlinois 60647

Iuly 27,2012

CERTIFIED MAIL/RETURN RECEIPT

Mr. Kenneth Fishbain
Chief Operating Officer
Gotilieb Memorial Hospital
701 West North Avenue
Chicago, lilinois 60160

Dear Mr. Fishbain:

I am writing on behalf of Hispanic American LEndoscopy Center, LLC (“‘Hispanic
American”) to inform you of our intent to file a certificate of nced application with the 1llinois
Health Facilities and Services Review Board (“HFSRB™) 10 add pain managemeni procedures to
our current limiied-specially ambulatory surgical treatment center,

Hispanic America 1s currently licensed to provide gastroenterology and urology surgical
procedures. Qur surgery center consists on one procedure room and four recovery stations 1n
3,445 gross square feet. The addition of pain management and general surgery procedures will
not result 1n anv expansion or modernization of the existing surgery center. The cost of the
Proposed Project will be approximately $39.500. Hispanic America projects the pain
management caseload for the first year after project completion will be approximately 450 cases.

Pursuant to Section 1110.1540(¢) of the HFSR1 rules, we request that you advise us of
any impact that this proposal will have on Gottheb Memonal Hospital. If you elect to respond 1o
our request, identify the impact, in 1erms of patient loss, the proposed project will have on
utilization at your facility. Given our historical practice, we believe the project will not have an
adverse impact on your operations.

Please send your response by email, if possible, 1o Ramon Garcia, M.D. at
rgarciamd{@aol.com.  Otherwise, you can mail it to his aitention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerion Avenue, Chicapo, Hhinois 60647,
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if vou have any questions about this letier. please feel free to contact Ramon Garcia,
M.D. at 773-772-8666.

Sincerely,

CKpaucdna

On behalf of
Hispanic-American Endoscopy Center, L.1..C,
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Hispanic-American Endoscopy Center

3536 Wesl Fullerton Avenuc
Chicago, lihnois 60647

July 27, 2012

CERTIFIED MAIJL/RETURN RECEIPT

Ms. Yvetie Bamabas

Administrator

Lakeshore Physicians & Surgery Center
7200 North Wesiern Avenue

Chicago, 1lhinois 60645

Dear Ms. Bamabas:

I am writing on behall of Hispanic American Endoscopy Center, LLC (“Hispanic
American”) 10 mform you of our intent to file a certificate of nced application with the lllinoss
Health Facilities and Services Review Board ("1HFSRB™) to add pain management procedures 10
our current limited-specially ambulatory surgical treatment center.

Hispamc America is currenily licensed 1o provide gastroenterology and urology surgical
procedures. Our surgery cenler consists on one procedure room and four recovery slations in
3,445 gross square feet. The addition of pain management and general surgery procedures will
not result in any expansion or modernization of the existing surgery center. The cost of the
Proposcd Project will be approximately $39,500. Hispanic America projects the pain
management caseload for the first year afier project completion will be approximately 450 cases,

Pursuant 10 Section 1110.1540(¢) of the HFSRB rules, we request thal you advise us of
any impact that this proposal will have on Lakeshore Physicians & Surgery Center. 1 you elect
to respond to our request, identify the impact, in ferms of patient loss, the proposed project will
have on utilization at your facility. Given our historical practice, we believe the project will not
have an adverse impact on your operations.

Piease send your response by ematl, if possible, to Ramon Garcia, M.D. at
rearciamd@ao).com.  Otherwise, you c¢an mail it to his attention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, lilinois 60647.
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If vou have any questions aboui this letier, please feel free 10 contact Rameon Garcia,
M.D. a1 773-772-8666.

Sincerely.
—
WM ag’ MaM_
1 behalf of
Hispanic-American Endoscopy Center, L.L.C.
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Hispanic-American Endoscopy Center

3536 West Fullerion Avenue
Chicago, Iihnois 60647

Juby 27, 2012

CERTIFIED MAIL/RETURN RECEIPT

Mr. John Fairman
COO

Providem Hospital

500 JEast S1st1 Street
Chicago, iHinois 60615

Dear Mr. Fairman:

[ am writing on behalf of Hispanic Amencan Endoscopy Center, LLC (“Hispanmc
American”) to inform you of our intent to file a certificate of necd application with the Nlinois
Health Facilities and Services Review Board ("HFSRB™) to add pain management procedures to
our current hmited-specially ambulatory surgical treaiment center.

Hispamc Amenca is currently licensed 10 provide gastroenterology and uroiogy surgical
procedures.  Our surgery center consists on one procedure room and four recovery stations in
3,445 gross squarc feel. The addition of pain management and general surgery procedures will
not result i any expansion or modernization of the existing surgery center. The cost of the
Proposed Project will be approximately $39.500.  Hispanic America projects the pain
management caseload for the first year after project completion will be approximately 450 cascs.

Pursuant to Section 1110.1540(¢) of the HFSRB rules, we request that you advise us of
any impact that this proposal will have on Provident Hospital. If you elect to respond to our
request, identify the impact, in terms of patient loss, the proposed project will have on utilization
at your facility. Given our historical practice, we believe the project will not have an adverse
impact on your operalions.

Please send your response by email, if possible, to Ramon Garcia, M.D. at
rgarciamd(@aol.com.  Otherwise, you can mail it to his atention at Hispanic-American
Endoscopy Center at 515 West 3536 West Fullerton Avenue, Chicago, IHinois 60647.
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If you have any questions aboul this letter, please fecl free to contact Ramon Garcia,
M.D. at 773-772-8666.

Sincerely, ’

ANA E(/ YA _

On behalf of

Hispanic- American Endoscopy Center, 1..1.C.
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Appendix 2 - Request for lmpact Statement

A list of the facifities contacled is provided as Appendix 2,
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T e [Firmt Name [aLagt Nemes s [ w0, odaea o POMHON Aol 7 by by e] 2 SPary ool sug PACIRGY S @ Pt o o2 es Jar * 0 70+ v ADAreSST o B s 4. |7 Gty - |~ State ] Zip Gode
Ms. Janet Flojo Administrator [GMP Surgrcenter 3412 Wesi Fulledeon Avenue Chicago |Hhinois 60647
Dr. Salam Ckasha Adminisirator Fullerton Surgery Center, Inc. 4648 Wesl Fullerion Avenue Chcago  |Mnotks 60639
Dr. Ranlin Xia Adminisirator Ametican Women's Medical Group 2744 North Western Avenue Chicago_|lhnois 60647
Mt John Engle Chief Executive Otficer Kindred Chicage Central Hospital 4058 West Melrose Streel Chicago lihnors 60641
Ms. Margaret Mo Dermott CEQ 5t Elizabeth's Hospital 1431 North Claremont Avenue Chicago {llinois 60622
Mr. Michael O'Grady President 8 CED Norwegian American Hoapital 1044 North Francisce Avenue Chicage 1illincis E0627
Ms, Margaret MeDermott CED St Mary of Nazareth Hosprtal 2232 West Division Streel Chreago | Ilinots 60622
Mr. Sleven Airhart Chief Executive Officer Garfield Park Hogpital 520 Ridgeway Avenue Chicago | Hlingis 60624
M. Edward Neovak President & CEC Sacred Heard Hospital 3240 Wesl Franklin Boulavard Chicago |[Ilindis 60624
Dr. Semed Elims Admitnistrator Six Corners Seme Day Surgery 4211 Norh Creeng Avenue, Suite 400 Chicago |llingis 50641
Ms. ians Maracich Administrator Albany Medical Surgical Center 5085 North Elston Avanue Chicago Jithnois E0630
Mr, Patrick Magoon President & CEQ Chiidren's Mermonal Hospital 2300 North Childrer's Plaza Chicago |lllinois 60614
Mr. Larry Foster Chief Exscutive Offices Kindred Hosprtal Chicago Noith 2544 West Montrose Avenue Chicago {lihnois 60818
Ms. Iyette Estrada CEC Qur Lady of Resumecton Hospital 5645 West Addison Slreet GChicago | Mhnois 606534
M. Jos Jafan Adminisirator Grand Avenug Surpical Center 17 West Grand Avenue Chicage  |inois 60654
Ms. Patrigia Wamslay Administrator River North Samae Day Surgery Center One Esst Erie, Suile 300 Chicage [Hinoig 60611
Ms. Palricia Wamsley Adrmanistrator 25 Eayl Same Doy Surgery 25 Easl Washington Street. Suite 300 Chicage |liinois G0602
Ms, Lena Dobbs-Johnson | President Advocate Bethany Hospital 3435 Wes! Van Buren Street Chicago |lhngis 50624
Ma, Susan Mordstrom Lopez |President Advoeate liinois Masomic Medical Center 811 West Wallington Avenue Chicago {llhnois BOBST
Ms, Batbara Ramsay Administrator Rush Surgicenler - Professional Building 1725 West Harrison, Suite 556 Chicaga {lllinots 60612
Mir. Larry Goodman President & CEO Rush University Medical Center 1653 West Congress Parkway Chicago  {ilhnois 60612
Mr, Mark Newton Priesident & CEQ Swedrsh Covanant Hospital 5145 North Caiifornia Avenue Chicage [IMmeis 60525
Mr, Gary Krugel Vice Prusident of Oporalions & Chief Financial Officer | Swadmh Covenant Surgery Center 5145 Nonh California Avanue Chicago | Minois 60625
Cir. Severko Hrywnak Adminislrator Advanced Ambulatory Surgical Canter 2331 Harlam Avenue Chitaga |Ningis &0707
Mg, VWerdy Luxenburg Adminisirator John Suvaqger Hospita! of Cook County 1801 Wesl Hartiapn Sireet Chicago  |Nhruxs &0612
My, Dean Harmizon Fresident & CED Marhwaslern Memonal Hospital 240 Easl Qntario Chicago tlilnois &0611
Ms. Pegoy Kark Senior Vice Prasident, Chinical Operatians Rehabilitation institute of Chicago 345 East Superinr Street Chicago |IMinois 60611
Ms Guite Gritfiths Admunistralor Tha Surgary Center at 900 North Michigan |80 East Delaware Avenue, 15th Floar Chicago | linois G0611
Mr. Paut Madison Administrator Waterower Surgicent B45 North Michigan Avenue, Suite 830 E  |Chicago  |Hhngis 60611
Sr. Donna Mana |Wolowicki Exgcutive Vice Freswdent Resurrection Medical Center 7435 Wes! Talcoit Avonue Chicago | Riinois 60631
MY, Reonald Struxness CED Saint Joseph Health Centers & Hosprtal 2800 North Lake Share Dnve Chicagao |lllinos 60657
Mr, John DeNardo Executive Director University of Hineis Medwcal Centar 1740 West Taylor Street Chicaga |lllinois 60612
Mr. Steve Drucker President & CEQ Loretta Hospital 645 South Centrat Avenue Chicago [illinois G0G44
Mir. John Calta Administralor Movamed Surgery Cenler of Chicago Norh | 3034 West Paterson Avenue Chicago {illinois E0658
Mr, Frank Solare President & CEQ Thorah Hospital & Medical Center B50 Wesi irving Park Road Chicage | INnegis 60613
Ms, Fat Shehom Chief Executve Dfficer West Suburben Medical Center 3 Erie Cour Oek Fark [Mlinois 50302
S, Sheila Lyne Preswdent Mercy Medica! Center 2525 South Michigan Avenue Chicago [ linpis BOE16
Mr, Alan Channing President & CEQ Mount Sinai Hoapital Medical Centar 1500 South California Avenue Chicage |llingts 50608
s, F mith MeHala Administrator Resurrection Health Care Surgery Center 3101 North Harlem Avenue, Chicago lllinos BO634
M, Dawvid Chua Manager South Loop Endescopy & Welineas Centar | 2336 40 South Wabash Avenue Chicage llinots EQi181
Mr, Guy Medaglia President & Chwef Execulve Ofiicer 5. Anthony Hospitai 2875 West 19th Street Chicago |lllincis 60623
Mr. Sleven Airhan Chief Executive Cfficer Harigrove Hospita 5730 West Rossevelt Roed Chicape | IMinois 60804
Mr. Jaseph Chandy Methodiat Hospital of Chicago 5025 North Paulina Chicago [Hingis 60640
Ma. Tess Sagaidore Administrator Pateragn Surpery Center 2390 Wesl Feterson Avanue Chicago  |Winois GOESY
M. Alan Eaks Chiel Execulive Officer Aurora Chicago Lekeshore Hospital 4840 North Marine Drive Chicage |Mnois E0540
Mr. Frank Molinaro CED Louis A, Weiss Memosal Hospilal 46465 Morth Marine Drve Chicago {illinois 50640
Mr, Bruge Elegant President & Chief Executive Officer Rush Qak Park Hospital 520 South Maple Streel Oak Park [illinois £0304
Ms. Elzabeth Wan Straten President & CEQ St. Bernard Hospital & Health 328 Wast Gdth Streat Chicago |illinois E0621
Ma, Forwunee Massuda Administrator Foat & Ankle Clinics of Amenca 1644 East 53rd Street Chicago  |IlTagis 60615
Mr, Kannath Fishbain Chief Dparating Ofcer Golllieb Memaonal Hospitat 701 West Notth Avanus Chlcago  [Wingis GO160
Ms, Yvette Barnabas Adminisiralor Lakeshora Physiclans & Surgery Center 7200 Worth Wastern Avenua Chicage |Hinos GO645
Mr. John Fairman COQ Provident Hospital 500 East 51st Street Chicago |lllinois 60615




Appendix 3 - Time and Distance

Aftached as Appendix 3 are the distance and normat travel time from the proposed facility to all existing
surgical facilities in the GSA, as determined by MapQuest.
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hitp:

MAPQUEST e LR Surgcenter

Trip to 3412 W Fullerton Ave

Chicago, IL 60647-2416
0.17 miles

a 3536 W Fullerton Ave, Chicago, IL 60647-2443

m 1. Start 0w going EAST on W FULLERTON AVE foward N
DRAKE AVE.
m 2. 3812 W FULLERTON AVE is on the LEFT.

Y 3412 W Fullerton Ave, Chicago, IL 60647-2416

Totaf Travel Estimate : .17 miles

Route Map Hide

Helassic.mapquest.com/print
: 225

Page 1 of 2

gol2mi

go 0.0
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Notes

MAPQUEST

Trip to Fullerton Surgery Center

4849 W Fullenon Ave, Chicago, IL 60639 - .
{773) 237-2900
5.62 miles - aboul 5 minutes

a 3536 W Futlerton Ave, Chicago, IL 60647-2443

m 1. 51arh out going WEST on W FULLERTON AVE loward N 0 1.6 mi
CENTRAL PARK AVE. gt

2 2 4849 W FULLERTON AVE is on the LEFT. g0 0.0 mi

€1 Fulterton Surgery Center - (773) 237-2900
4849 W Fullerton Ave, Chicago, IL 60639

Total Travel Estimate * 1.62 miles - about 5 minutes

Route Map Hide

htip://classic.mapquest.com/print

226
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Naoles

MAPQUEST

Trip to American Womens Medical

2744 N Weslem Ave, Chicago. IL 60647 -
(773) 772-7726
1.90 miles - about 6 minutes

ﬂ 3536 W Fuflerton Ave, Chicago, il 60647-2443

m t Slart oul going EAST on W FULLERTON AVE loward N 0 1.5 mi
DRAKE AVE. se

A2 2. Tum LEFT onlo N WESTERN AVE, 00 0.4 mi

£ 3. 2744 N WESTERN AVE 15 on the LEFT. 4o 0.0 mi

I American Womens Medicat - {773) 772-7726
2744 N Western Ave, Chicago, IL 60647

Total Trave!l Estimate : 1.90 miles - about 6 minutes

Route Map Hide

htip://classic. mapquest.com/print
227
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Noles

MAPQUEST

Trip to Kindred-Chicago-Cntrl
Hospital
4058 W Melrose 51, Chicago, it 60641 -

{?773)283-0186
1.83 miles - about 6 minutes

& 3536 W Fullerton Ave, Chicago, IL 60647-2443

“i:.ES;_a}gzuit gilg?(‘a:ggT onw FULLE{RTON AVE 1oward N 40 0.6 mi
r 2. Tuin RIGHT onto N PULASKI RD, go 1.1 mi
M | 3. Turn LEFT onio W SCHOOL ST. g6 0.1 mi
2 ] 4 Turn LEFT onto N KARLOV AVE. _ go 0.0 mi
« 5.‘ Turn LEFT onto W MELROSE 5T. 9o 0.0 mi

 exo 6. 4058 W MELRGSE ST is on the LEFT. go 0.0 mi

<Y Kindred-Chicago-Cntrl Hospital - (773) 263-0186
4058 W Melrose St, Chicago, IL 60641

Total Travel Estimate : 1,92 miles - aboul 6 minutes

Route Map Hide

hiip://classic.mapquest.com/print
228




MNoles

MAPQUESY

Trip to St Elizabeth’s Hospital

1431 N Claremonl Ave, Chicago, IL 60622 -
(773) 278-2000
2.37 miles - about 8 minutes

a 3536 W Fullerton Ave, Chicago, (L 60647-2443

m 1. Start out going EAST on W FULLERTON AVE loward N
DRAKE AVE.
f 2. Turn SLIGHT RIGHT oric N MILWAUKEE AVE.
r 3 Turn RIGHT onla N WESTERN AVE.
s | 4 Turn LEFT onto W LE MGYNE ST.
r 5. Turn RIGHT onto N CLAREMONT AVE,
& 6. 1431 N CLAREMONT AVE is on the LEFT.

St Elizabeth’s Hospital - (773) 278-2000
1431 N Claremont Ave, Chicago, IL 60622
Total Travet Estimate : 2.37 miles - about 8 minutes

Route Map Hide

hitp://classic.mapquest.com/print
229
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Notes

MAPQUEST

Trip to Norwegian American Hospital

1044 N Francisco Ave, Chicago, L 60622 -
(773) 292-8200
2.64 miles - about 9 minutes

’5 3536 W Fullerton Ave, Chicago, iL 60647-2443

m E}.RSlarI oul going EAST on W FULLERYON AVE toward N 90 0.5 mi
AKE AVE,

rt 2. Turn RIGHT onlog N KEDZIE AVE, go 1.8 mi

s | 3. Turn LEFT onlo W AUGUSTA BLVD. go 0.4 mi

- 4. Tuwin LEFT onto N FRANCISCO AVE. go 0.0 mi

3 5. 1044 N FRANCISCO AVE is on the LEFT. g0 0.0 mi

X Norwegian American Hospital - (773) 292-8200
1044 N Francisco Ave, Chicago, Il 60622

Tord Travel Estimate : 2.64 miles - about 8 minules

Raoute Map Hide

http://classic.mapquest.com/print
230
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Notes

MAPQUEST

Trip to S5t Mary of Nazareth Hospital

2233 W Division SI, Chicago. 1 60622 -
{312} 770-2000
2.84 miles - about 9 minutes

q 3536 W Fulledon Ave, Chicago, IL 60647-2443

@ 1. 513 out going EAST on W FULLERTON AVE toward N
DRAKE AVE,
f 2. Tum SLIGHT RIGHT ono N MILWAUKEE AVE,
[ ud 3. Turn RIGHT onlo N WESTERN AVE.
Ay ] 4. Turn LEFT onlo W DIVISION ST,
x| 5. 2233 W DIVISION ST is on he RIGHT,

<X St Mary of Nazareth Hospital - (312) 7702000
2233 W Division 51, Chicago, IL 60622

Tolal Travel Estimate - 2.84 miles - about 9 minutes

Route Map Hide

hup://classic.mapquest.com/print
231
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Notes

MAPQUESTYT

Trip to Sacred Heart Hospital

3240 W Franklin Blvd, Chicago, iL 60624 -
(773) 722-3020
2.98 miles - about 10 minules

a 3536 W Fullerton Ave, Chicago, iL. 60647-2443

ﬁ B.ngﬂéozbg?ing EAST on W FULLERTON AVE joward N 5o 0.6 mi
r 2. Turn RIGHT onio N KEDZIE AVE. go 2.4 mi
r 3. Turn RIGHT onto W FRANKLIN BLVD. go 0.1 mi

[ exo | 4. 3240 W FRANXLIN BLVD is on the RIGHT. 9o 0.0 mi

X Sacred Heart Hospital - (773) 722-3020
3240 W Franklin. Bivd, Chicago, IL 60624

Total Travel Estimate : 2.98 miles . abowt 10 minules

Route Map Hide

hitp:f/classic.mapquest.com/print
232




MAPQUEST voes. Garfed Park Roopital

Trip to 520 N Ridgeway Ave

Chicago, IL 60624-1232
3.21 miles - about 10 minutes

hitp://classic. mapquest.com/print
233
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Noles

MAPQUESY

Trip to Six Corners Same Day
Surgery

4211 N Cicero Ave # 400, Chicago,
IL 60641 - {773} 794-3100
3.33 miles - about 11 minutes

‘u 3536 W Fullerton Ave, Chicago, IL. 60647-2443

ﬁ 1. Start oul going WEST on W FULLERTON AVE foward N
CENTRAL PARK AVE.

r 2. Turn RIGHT onlo N PULASKIRD.
- 3. Turn LEFT onlo N MILWAUKEE AVE,

r a. Tura RIGHT onto N CICERQ AVE / IL-50,

exo | 5. 4211 N CICERO AVE # 400 is on [he RIGHT.

Six Corners Same Day Surgery - {773) 794-3100
4211 N Cicero Ave # 400, Chicago, IL 60641

Total Trave! Estimate : 3.33 miles - about 11 minutes

Route Map Hide

http://ctassic.mapquesi.com/print
234

Page | of 2

go 0.6 mi

go 1.2 m

got3mi

go 0.3 mi

go D.0mi




Page } of 2

Noles

MAPQUEST

Trip to Children’s Memorial Hospital

2300 N Childrens Plz, Chicagoe, IL 60614 -
(773) 880-4000
3.63 miles - aboul 12 minutes

a 3536 W Fullerton Ave, Chitago, I 60647-2443

ﬁ 1. Stari out going EAST on W FULLERTON AVE toward N g0 3.5 mi
DRAKE AVE.

1‘ 2. W FULLERTON AVE becomes W FULLERTON PKWY. go 0.0 mi

r 3. Turn RIGHT onto N CHILDRENS L2, go 0.0 mi

E3 4.2300 N CHILDRENS PLZ is an the RIGHT. * 500.0mi

X Children's Memoriat Hospital - (773) 880-4000
2300 N Childrens Piz, Chicago, IL 60614

Total Travel Estimate : 3.63 miles - about 12 minutes

Route Map Hide

http://classiconapquest.com/print
235




Notes

MAPQUEST

Trip to Kindred Hospital-Chicago-
North
2544 W Monltrose Ave, Chicago, iL 60618 -

(773)267.2622
3.75 miles - about 12 minutes

a 3536 W Fullerton Ave, Chicago, IL 60647-2443

@ 1. Start out going EAST an W FULLERTON AVE loward N
DRAKE AVE.

o | 2 Turn LEFT onto N CALIFORNIA AVE,

 od 3. Turn RIGHT onto W MONTROSE AVE,

m 4. 2544 W MONTROSE AVE is on the LEFY.

Kindred Hospital-Chicago-North - (773) 267-2622
2544 W Montrose Ave, Chicago, iL 60618

Total Travel Estimate : 3.75 miles - about 12 minutes

Route Map Hide

http://classic. mapquest.com/print
236
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Noles

MAPQUEST .

Trip to Our Lady-Resurrection
Hospital

5645 W Addison St. Chicago, IL 60634 -
(773) 282-7000

3.92 miles - about 12 minutes

a 3536 W Fulierton Ave, Chicago, iL 60647-2443

w 1. Siar ou! going WEST on W FULLERTON AVE toward N 0 0.6 mi
CENTRAL PARK AVE. go

r 2. Turn RIGHT onto N PULASKI RD. ' go 1.2 mi
ha | 3. Turn LEFT onto N MILWAUKEE AVE. go 0.6 mi
A 4. Turn SLIGHT LEFT onto W ADDISON ST. go 1.7 mi
w0 5. 5645 W ADDISON 7 is on the LEFT. go 0.0 mi

a QOur Lady-Resurrection Hospital - {773} 282-7000
5645 W Addison St, Chicago, IL 60634

Total Travel Estimate : 3.92 miles - about 12 minutes

Route Map Hide

http://classic.mapquest.com/print
237
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Noles

MAPQUEST

Trip to Albany Medical Surgical
Center
5086 N Elslon Ave, Chicage, I 60630 -

(773) 725-6665
5.66 miles - about 12 minutes

a 3536 W Fullerton Ave, Chicago, Il 60647-2443

m 1 Starl_om gning EAST on W FULLERTON AVE loward N 20 1.0 mi
DRAKE AVE.
hs | 2 Turn LEFT onto N c#usoamn AVE. go 0 6 mi
f§ 3. Merge onio 1-84 W via the ramp on the LEFT. 9o 3.1 mi
4. Take the WILSON AVE exit, EXIT 43A. go 0 2 mi
~ 5. Tum LEFT onla W WILSON AVE. 900 1 mi
e (5o) 6 Tuin RIGHT oalo N CICERO AVE /1L-50. 90 0.6 mi
8 7. Tum SLIGHT LEFT onto N ELSTON AVE. 90 0.0 mi
x| 8. 5086 N ELSTON AVE is on the LEFT. 90 0.0 mi

41 Albany Medical Surgical Center - (T73) 725-6665
5086 N Elston Ave, Chicago, IL 60630

Tolal Travel Estimate : 5.66 miles - about 12 minutes

Route Map Hide

http://ciassic.mapquest.com/prini
238




MAPQUEST

Nolag

Trip to Grand Avenue Surgical

Center Lid

17 W Grand Ave, Chicago, IL 60654 - (312)

222-5610

5.8 miles - about 13 minutes

P 3536 W Fullerton Ave, Chicago, IL 60647-2443

@

oom,

r

1. Slart oul going EAST on W FULLERTON AVE toward N
DRAKE AVE,

2. Merge onlo 90 E /-84 E  KENNEDY EXPY E.

3. Take EXIT 50R 1oward EAST OHIOQ ST,

4, Stay STRAIGHT 1o go onio W OHIO ST,

5. Turr RIGHT onla N STATE ST,

6. Turn RIGHT onlo W GRAND AVE.

7. 17 W GRAND AVE is on the LEFT.

{I  Grand Avenue Surgical Center Ltd - {312) 222-5610
17 W Grand Ave, Chicago, IL 60654

Total Travel Estimate : 5,98 mites - about 13 minuies

Route Map Hide

http://classic.mapquest.com/print

238
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MAPQUEST

Tripto 1 E Erie St
Chicago, IL 60611-2740

6.00 miles - about 13 minutes
a 3536 W Fullerton Ave, Chicago, Il. 60647-2443

m 1. Slart oul going EAST on W FULLERTON AVE toward N
DRAKE AVE

51 &Y 2 Meige onto 190 E /1-94 E / KENNEDY EXPY E

% 3. Take EXIT 508 toward EAST OHIO ST,
1t 4 Stay STRAIGKT 1o go onto W QHIO ST.
Ly ] 5 Tumn LEFT onto N STATE §7.

r §. Turn RIGHT onlo E ERIE ST.

[exo 7.1 E ERIE ST is on he RIGHT.

<X 1E Erie St, Chicago, IL 60611-2740

Total Travel Estimate : 6.00 miles - about 13 minutes

Route Map Hide

http://classic.mapguest.com/prind
240
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Noles

MAPQUESTY

Trip to Advocate Bethany Hospital

3435 W Van Buwen 51 # 1, Chicago.
IL 60624 - (773) 265-7700
4. 17 miles - about 14 minutes

‘ﬁ 3536 W Fullerton Ave, Chicago, tL 60647-2443

m 1. Start out going EAST on W FULLERTON AVE toward N
DRAKE AVE,
r 7. Turn RIGHT onto N KEDZIE AVE
r 3. Turn RIGHT onto W VAN BUREN ST.
= 4.3435 W VAN BUREN ST # 1 is on the LEFT.

Advocate Bethany Hospital - (773} 265-7700
3435 W Van Buren St # 1, Chicago, IL 60624

Total Travel Estimate ;: 4.17 miles - about 14 minutes

Route Map Hide

hitp://classic.mapquest.com/print
241
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Noles

MAPQUESY

Trip to Advocate Il Masonic Med
Center
811 W Wellington Ave, Chicago, it 60657 -

(773) 871-1461
4.25 miles - about 14 minutes

a 3536 W Fulterton Ave, Chicago, IL 60647-2443

@ 1. Starl out going EAST on W FULLERTON AVE toward N 90 3.5 mi
DRAKE AVE.

s 2. Turn LEFT onto N HALSTED ST. go 0.8 mi

Aa | 3. Tum LEFT onlo W WELLINGTON AVE. go 0.0 mi

m 4.811 W WELLINGTON AVE is on thé LEFT g0 0.0 mi

Advocate IL Masonic Med Center - (773) 871-1461
811 W Wellington Ave, Chicago, IL 60657

Total Trave!l Estimate ; 4.25 miles - aboi! 314 minutes

Route Map Hide

hitp://classic.mapquest.com/print
242
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Notes

MAPQUEST

Trip to Swedish Covenant Hospital

5145 N California Ave # 370. Chicago,
IL 60625 - (773) 878-8200
4.52 miles - about 14 minutes

a 3536 W Fullerton Ave, Chicago, Il 60647-2443

m 1. Stan out going EAST on W FULLERTON AVE toward N 9o 0 5mi
DRAKE AVE.
- 2. Turn LEFT onlo N KEDZIE AVE. go02mi
f 3. Turn SLIGKTY RIGHT onio W LOGAN BLVD. go 0.0 mi
" 4. Turn LEFT onto N MILWAUKEE AVE. go 0.1
f 5. Tutn SLIGHT RIGHT onlo N KEDZIE AVE. go 2.7 mi
r 6. Turn RIGHT onlo W LAWRENCE AVE. go 0.5 mi
" 7. Turn LEFT onio N CALlFORN!A AVE. ge 0.4 i
m 8. 5145 N CALIFORNIA AVE # 370 is on lhe RIGHT. go 0.0 mi

Swedish Covenant Hospital - (773} 878-8200
5145 N California Ave # 370, Chicago, IL 60625

Tolal Travel Estimate ; 4.52 miles - about 14 minutes

Route Map Hide

hitp://classic. mapquest.com/print
243




Driving Directions from 3536 W Fullerton Ave Chicago, lllinois to N California Ave & .. Page 1 of 2

511

There's @ new MapQuest - come try it oul!

Sorry! When ganting direclly lrom the browser your diveclions or map may nol print
Ap u ES T carreclly. For best results, try chcking the Prinler-Friendly butlon,

Aecvin Covenart Ageny Gente™

a Starting Location a Ending Location
3536 W Fullerton Ave N California Ave & W Foster Ave
Chicago, IL 60647-2443 Chicago, Il. BOB2Z5

Tolal Traved EStimate  $4 minutes / 4.59 miles Foet Cosl, Catouiate
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3536 W Fullerton Avetdit
Chicago, IL 60647-2443

Start out going EAST on W

@ 1. FULLERTON AVE loward N 0.5 mi
DRAKE AVE.

f 2. Turn LEFT onlo N KEDZIE AVE. 0.2 mi

Turn SLIGHT RIGHT onto W .

'y 3 LOGAN BLVD. 0.1 mi

a. 0.7 mi

Turn LEFT onlo N MILWAUKEE

htip://classic.mapquest.com/maps?c=Chicago& " 536+ W+Fullerton+Ave& 1z...




Driving Directions from 3536 W Fullenton Ave Chicago, Illinois 1o N California Ave & ... Pape 2 of 2

AVE.
s
Tuwrn SLIGHT RIGHT onio N
f S KEDZIE AVE. 32 m
[ o 6: Turn RIGHT onlo W FOSTER AVE, 0.5 mi
o] ) N CALIFORN!A AVE 8 W FOSTER
© AVE.

N California Ave & W Foster AveEdi
Chicago, L 60625

Total Travel Estimate. 14 minutes / 4 59 miles Fuel Cosl: Calculate

Driechions find maps areg innrmalaal 0ny We mahe 20 Wil oUEs an TR acrufoacy O e rontent 100 CONGHLIoNS of roule
Lsilnely OF expetdiousaess Yo Assume ol Gk G s Maplhnegl ol s Suupitars shal ool o sisbie 1o vou for any (05 or

delyy resultng from youwr use of MapDoes!

nfogroup

htlp:/!classic.mapq.uest.com!maps? ic=Chicago& | ':=2L‘5&] a=3536+W+FullertontAve& 1z...




Noles

MAPQUEST

Trip to 25 East Same Day Surgery

25 E Washinglon 51 # 300, Chicago.
It 60602 - (312) 781-9048
6.33 miles - aboul 14 minutes

a 3536 W Fullerton Ave, Chicago, IL 60647-2443

m 1. Start oul going EAST on W FULLERTON AVE loward N
DRAKE AVE.

’,151 2. Merge onto 1-90 € 11-94 £/ KENNEDY EXPY E

oW

@ 4 Take EXIT §1C loward EAST WASHINGTON BLVD
Ao 4 Turn LEET onio W WASHINGTON BLVD
1 5 W WASHINGTON BLVD becomes W WASHINGTON
ST
m 6. 25 E WASHINGTON ST # 300 1s on the RIGHT.

{1 25 East Same Day Surgery - (312) 781-9048
25 E Washington St # 300, Chicago, IL 60602

Total Travel Estimate : 6.33 miles - about 14 minutes

Route Map Hide

hitp://classic.mapquest.com/print
246
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Moles

MAPQUEST

Trip to Rush University Medical
Center

1653 W Congress Pkwy # 622, Chicago,
i 60612 - (312) 842-5000
7.12 miles - aboutl 14 minules

'a 3536 W Fullerton Ave, Chicago, {L 60647-2443

@ 1. Slarl out going EAST on W FULLERTON AVE toward N 0 1.7 mi
DRAKE AVE. go %
?41 2. Merge onlo 90 E /1-04 E ¢ KENNEDY EXPY E. go 4.0 mi
CE 3. Merge onlo 1-250 W / EISENHOWER EXPY W via EXIT 0 1.0 mi
3 54H loward WEST SUBURBS, go 1.
Ciil .
4. Take EXIT 288 loward ASHLAND AVE [ PAULINA 5T, go 0.2 mi
5 5. Turn SLIGHT LEFT onto W VAN BUREN ST. g0 0.2 mi
g 6. Turn LEFT onlo § PAULINA 5T. go 0.0 mi
A2 ] 7. Tutn LEFT onlo W CONGRESS PRWY. go 0.0 mi
exo) 8. 1653 W CONGRESS PKWY # 622 is on the RIGHT. g6 0.0 mi

Rush University Medical Center - (312) 942-5000
1653 W Congress Pkwy # 622, Chicago, IL. 60612

Total Travel Estimate : 7.12 miles - aboit 14 minutes

Route Map Hide

hitp://classic.mapquest.com/print
247
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MAPQUEST

Nples

Trip to Rush Surgicenter

1725 W Harrison St # 556, Chicago,
iL 60612 - (312} 563-2880
7.16 miles - about 14 minutes

a 3536 W Fulierton Ave, Chicago, IL 60647-2443

r

1. Starl out going EAST on W FULLERTON AVE 1oward N
DRAKE AVE.

Z. Merge onto 1-90 E /1-94 £ { KENNEDY EXPY E.

3. Merge onto 1-290 W/ EISENHOWER EXPY W via EXIT
51H toward WEST SUBURBS.

4, Take EXIT 28B loward ASHLAND AVE [ PAULINA ST,

5 Turn SLIGHT LEFT onto W VAN BUREN ST,

6 Turn LEFT onlg S ASHLAND AVE.

7. Turn RIGHT anto W HARRISON ST.

81725 W HARRISON ST # 556 is on the LEFT.

Rush Surgicenter - {312) 563-2680
1725 W Harrison St # 558, Chicago, IL 60612

Total Trave) Estimalte : 7,16 miles - about 14 minutes

Route Map Hide

hitp://classic. mapquest.com/print

248
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god40m
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go 0.2 mi

go 0.0 mi
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go 0.0 mi
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Notes

MAPQUESY

Trip to Advanced Ambulatory

2333 N Harlem Ave, Chicago, IL 60707 -
(773) 637-1700
4,79 miles - about 15 minutes

q 3536 W Fullertan Ave, Chicago, 1L 60647-2443

m 1. Starl out going WEST on W FULLERTON AVE loward N
CENTRAL PARK AVE

1 2. W FULLERTON AVE becomes W GRAND AVE.

1Y 3. Turm LEFT onto 1-43 / N HARLEM AVE.

m 4. 2333 N HARLEM AVE is on the LEFT.

Advanced Ambulatory - (773} 637-1700
2333 N Harlem Ave, Chicago, IL 60707

Totai Travel Estimate : 4.79 miles - about 15 minutes

Route Map Hide

http://classic.mapquest.cosm/print \
: 49
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go 3.9 mi

go 0.8 mi

go 0.1 mi

go 00 mi




Noles

MAPQUEST

Trip to Watertower Surgicenter

845 N Mictugan Ave # 948W, Chicago.
it 60611 - (312) 924-2929
6.48 miles - about 15 minutes

a 1536 W Fullerton Ave, Chicago, IL 60647.2443

ﬁ 1, Start out going EAST on W FULLERTON AVE loward N
DRAKE AVE,

?,it 2 Merge onto 1-90 E 7 1194 E / KENNEDY EXPY E

% 3. Take EXIT 508 loward EAST OHIO ST

t 4, Slay STRAIGHT to go onlo W OH!O ST.

A2 5 Turn LEFT onlo N MICHIGAN AVE,

0 6. 845 N MICHIGAN AVE # 948W is on the RIGHT.

{X  Watertower Surgicenter - (312) 944-2929
845 N Michigan Ave # 948W, Chicago, IL. 60611

Total Travel Estimate : 6.48 miles - about 15 minutes

Route Map Hide

hitp://classic.napquest.com/print
250
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go 0.0 mi




MAPQUEST

Notes

Trip to Northwestern Memorial

HOSPITAL

251 E Hu:on 51 Chicago, il 60611 - (312)

926-2000

6.52 miles - about 15 minutes

q 3536 W Fullerton Ave, Chicago, IL 60647-2443

1. Siar oul going EAST on W FULLERTON AVE towaid N
DRAKE AVE,

2. Merge onlo I-60 E /1-34 E | KENNECY EXPY E.

3. Take EXIT 508 loward EAST OHIOQ 5T.

4, Siay STRAIGHT 10 go onto W OHIO ST

9. Turn LEFT onto N FAIRBANKS CT,

G. Turn LEFT onio E HURON 5T,

7.251 £ HURON ST is on the LEFT.

<1 Northwestern Memorial HOSPITAL - (312) 926-2000
251 E Huron St, Chicago, IL 60611
Total Travel Eslimate : 6.52 miles - about 15 minutes

Route Map Hide

htip:ficlassic.mapquest.com/print

251
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Nates

MAPQUESY

Trip to Rehab institute of Chicago

345 E Superior §t # 1130, Chicago,
IL 60617 - (312) 238-1149
6.56 miles - aboul 15 minutes

a 1536 W Fullerton Ave, Chicago, iL 60647-2443

1, Start oul going EAST on W FULLERTON AVE loward N
DRAKE AVE.

5t @J. 2. Morgeomo 90 E/1-94 £/ KENNEDY EXPY E.

% 1 Take EXIT 50B loward EAST OHIO ST,

1t 4. Slay STRAIGHT la go onto W OHIO ST.

ha | 5 Turn LEFT onlc N MICHIGAN AVE,

r 6. Turn RIGHT onto E SUPERIOR ST.

[ eno | 7.345 € SUPERIOR ST # 1130 is on he RIGHT,

&I Rehab Institute of Chicago - (312) 238-1149
345 € Superior St # 1130, Chicago, it 60611

Total Travel Estimate : 6.56 miles - about 15 minutes

Route Map Hide

hitp:/iclassic.mapquest.com/print 252
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Noles

MAPQUEST

Trip to 900 N Michigan Ave

Chicago, IL 60611-1542
6.56 miles - about 15 minutes

a 3536 W Futlerton Ave, Chicago, 1L 60647-2443

m 1. Stant gut going EAST on W FULLERTON AVE ioward N go 1.7 mi
DRAKE AVE.

A 2. Mesge 0nlo -90 E /1-94 € / KENNEDY EXPY E. go 2.7 mi
o] _
3. Take EXIT 50B toward EAST OHIQ ST. go 1.1 mi

1t 4. Stay STRAIGHT 1o go onlo W OHIO ST, 00 0.7 mi

s ] 5. Turn LEFT onto N MICHIGAN AVE. go 0.5 mi
 exo 6. 900 N MICHIGAN AVE is on Ihe LEFT 90 0.0 mi

<X 900 N Michigan Ave, Chicago, IL 60611-1542

Total Travel Estimate : 6.56 miles - about 15 minutes

Route Map Hide

htip://classic.mapquest.com/print
253




MAPQUEST

Notes

Trip to John Stroger Hospital-Cook
1901 W Harrison SI, Chicago, IL 60812 -

(312) 864.4589

7.63 miles - about 15 minutes

a 3536 W Fullerion Ave, Chicago, IL 60647-2443

A

1. Starl out going EAST on W FULLERTON AVE toward N
DRAKE AVE.

2. Merge onla 90 E 1 1-84 E/ KENNEDY EXPY E.

3. Merge onlo )-290 W/ EISENHOWER EXPY W via EXIT
51H toward WEST SUBURBS.

4, Take EXIT 2BA toward DAMEN AVE.

5. Stay STRAIGHT 1o go onlo W VAN BUREN ST,

G. Turn LEFT onto 5 DAMEN AVE,

7. Turn LEFT onto W HARRISON 5T.

8. 1961 W HARRISON 5T is on the RIGHT.

X John Stroger Hospital-Cook - (312} 864-4589
1901 W Harrison St, Chicago, IL 60612
Total Travel Estimate : 7.63 miles - about 15 minutes

Route Map Hide

http://classic.mapguest.com/prini
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go 1.7 mi

go 4.0 mi

go 1.5 mi

g6 0.1 mi

go 0.0 mi

go 0.2 mi

go 0.1 mi

go 0.0 mi




Notes

MAPQUESTY

Trip to 2900 N Lake Shore Dr

Chicago, It. 60657-5640
4.94 miles - aboul 16 minutes

a 3536 W Fulierton Ave, Chicago, 1. 60647.2443

1. Starl oul going EAST on W FULLERTON AVE loward N

@ DRAKE AVE,

1 2. W FULLERTON AVE becomes W FULLERTON PKWY.

A2 | 3, Turn LEFT onto N CANNON DR,

f 4, Turn SLIGHT RIGHT onto N LAKE SHORE DRW /N
LAKE SHORE DR.

Ed 5.2900 N LAKE SHORE DR is on lhe LEFT.

<X 2900 N Lake Shore Dr, Chicago, IL 60657-5640

Totat Travel Estimzte ; 4.94 miles - abou] 16 minules

Route Map Hide

htip://classic.mapquest.com/print ,
55
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<t Toseph Health Centgrs £ Hospta)

go 3.5 mi

go 0.8 mu

g0 0.4 m

92 0.3 m

go 0.0 nut
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Notes

MAPQUESYT

Trip to University of lltinois Medical
Center

1740 W Taylor St # 1, Chicago, IL 60612 -
(312) 996-7000
7.593 miles - aboul 16 minutes

'a 3536 W Fullerton Ave, Chicago, i 60647-2443

m 1. Starl out going EAST on W FULLERTON AVE 1oward N
DRAKE AVE.

1t 2. Merge onto 1-80 £ /-84 E | KENNEDY EXPY E.

ol .
: @ 3. Merge onlo 1-290 W | EISENHOWER EXPY W via EXIT

ﬁr 51H loward WEST SUBURBS.

4 Toke EXIT 288 loward ASHLAND AVE ! PAULINA ST.
N 5, Turn SUIGHT LEFT onlo W VAN BUREN 5T.
s ] 6. Turn LEFT onio S ASHLAND AVE.
r 7 Tum RIGHT onto W TAYLOR ST.

m 8. 1740 W TAYLOR ST # 1 is on the RIGHT.

43! University of lllinois Medical Center - (312) 996-7000
1740 W Taylor St # 1, Chicago, IL 60612

Total Travel Estimate ; 7.53 miles - about 16 minutes

Route Map Hide

http://classic.mapquest.com/print 256
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go 1.7 mi

go 4.0 mi

go 1.0mi

go (.2 mi

go 0.0 mi

go 0.5 mi

g0 0.2 mi

go 0.0 mi




Notes

MAPQUESY

Trip 1o Resurrection Medical Center

7435 W Taicoll Ave, Chicago, IL 60631 -
{773) 774-8000
8.85 miles - about 16 minutes

a 3536 W Fullerton Ave, Chicago, IL 60647-2443

m 3. Stari oul going EAST on W FULLERTON AVE toward N
DRAKE AVE
s | 2. Turn LEFTY gnta N CALIFORNIA AVE.

: e Merge 0nl0 1-90 W/ 1-94 W/ KENNEDY EXPY W via Ihe
tﬁ 1amp on he LEFT.
oY | "‘.ﬁ' 4 Keep LEFT 1o 1ake 1-90 W/ KENNEDY EXPY W via
EX{T 43B toward O'HARE-ROCKFGORD.

5. Take EXIT B1B oward SAYRE AVE,

€1

6. Stay STRAIGHT {0 go ento W TALCOTT AVE.

-

m 7 7435 W TALCOTT AVE is on the LEFT.

G Resurrection Medical Center - (773) 774-8000
7435 W Talcott Ave, Chicago, IL 60631

Total Travel Estimate - B.B5 miles - about 16 minuies

Route Map Hide

hitp:/liclassic.mapquest, com/print
257
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go 1.0 mi

90 0.6 mi

go 3.0 mi

9o 3.2 mi

go (.2 mu

go 0.8 mi

g0 0.0 mi
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MNoles

MAPQUESTY

Trip to West Suburban Medical
Center
3 Erie Ci, Oak Park, IL 60302 - {(708) 383-

6200
5.29 miles - about 17 minutes

a 3536 W Fullerton Ave, Chicago, IL 60647-2443

m 1. S1an oul going WEST on W FULLERTON AVE loward N
CENTRAL PARK AVE,

« 2. Tum LEFT onia N AUSTIN AVE.
4 3 N AUSTIN AVE becomes N AUSTIN BLVD.
[ ad 4_Turn RIGHT onia ERIE ST.

eno | 5. 3ERIE CT.

X west Suburban Medical Center - (708) 383-6200
3 Erie Ct, Oak Park, IL 60302

Total Travel Estimate ; 5.29 miles - about 17 minutes

Route Map Hige

http:f/classic. mapquest.com/print 258
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go 3.1 mi

9o 0.9 mi

go 1.3 mi

go 0.0 mi

go 0.0 mi




MAPQUEST

Trip to 3034 W Peterson Ave

Chicago, L 60659-3729
5.39 miles - about 17 minutes

& 3536 W Fullerton Ave, Chicago, I 60647-2443
[ 4

m 1. Stari out going EAST on W FULLERTON AVE foward N
ORAKE AVE.
* 2. Turn LEFT onto N KEDZIE AVE.
o 3. Turn SLIGHT RIGHT onio W LOGAN BLVD.
“ 4 Tuen LEFT onto N MILWAUKEE AVE,
f 5. Tum SUGHT RIGHT conic N KEDZIE AVE,
1 6. N KEDZIE AVE becomes N JERSEY AVE,

P 1.] 7. Tum RIGHT onto W PETERSON AVE / US-14.

[exo 8. 3034 W PETERSON AVE is on the LEFT.

X 3034 W Peterson Ave, Chicago, IL 60659-3729

Total Travel Estimate : 5.39 miles - about 17 minutes

Route Map Hige

http://classic, mapquest.com/print 2o
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Notes N aimead c_h@ Cantey of Chmﬂo Noth

go 0.5 mi

go 0.2 mi

go 0.0 mi

go 0.1 mi

ge 3.7 mi

go 0.5 mi

go 0.3 mv

o 0.0 mi




Noles

MAPQUEST

Trip to Thorek Memarial Hospital

850 W lrving Park Rd, Chicago, i 60613 -

{(773) 525-6780
5 41 miles - about 17 minutes

a 3536 W Fullerton Ave, Chicago, IL 60647-2443

ﬁ 1. Start oul going EAST on YW FULLERTON AVE loward N
i ' DRAKE AVE.
- 2. Turn LEFT onto N ASHLAND AVE.

o @ 3. Turn RIGHT onto W IRVING PARK RD / IL-19.

m 4. 850 W IRVING PARK RD is on the LEFT.

Thorek Memorial Hospital - {773} 525-6780
850 W trving Park Rd, Chicago, iL 60613
Totat Travel Estimate : 5.41 miles - about 17 minutes

Route Map Hide

http://classic.mapquest.com/print
260

Page 1 of 2

go 2 5 mi

g0 2.0 mi

go 0.9 mi

go 0.0 mi




Noles

MAPQUEST

Trip to Loretto Hospital

645 S Central Ave, Chicago, IL 60644 .
{773) 626-4300
6.64 miles - about 17 minutes

ﬁ 3536 W Fullerton Ave, Chicago, 1L 60647-2443

ﬁ 1. Siarf oul going WEST on W FULLERTON AVE loward N
CENTRAL PARK AVE.

~ 7. Turn LEFT onlo N PULASKI RD,

r 3. Turn RIGHT onlo W BELDEN AVE.

t 4. W BELDEN AVE becomes W BELDEN ST.
s 5. Yurn LEFY onlo N PULASKIRD,

" 6. Turn LEFT onio W WASHINGTON BLVD.

P 7 Turn RIGHT anlo N HAMLIN AVE 7 N HAMLIN BLVD.
Continue to loilow N HAMLIN BLVD.

r B. Turn RIGHT onto W CONGRESS PKWY.

'Et Y] 9. Merge onlo 1-290 W/ EISENHOWER EXPY W via the
N & rampon lhe LEFT,

=) ‘
@ 10. Take EXIT 23B toward CENTRAL AVE.
1+ 11. Slay STRAIGHT tn go onto W FLOURNOY ST,

http://classic.mapquest.com/print 25
1

Page 1 of 2

go 0.6 mi

go 0.1 mi

g0 0.0 mi

go B.0 mi

g0 2.8 mi

go 0.3 mi

oo 0.5 mi

go 0.0 mi

Ggo 2.0 mi

go 0.2 mi '

go 0.0 mj
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r 12. Turn RIGHT onto § CENTRAL AVE go 0.0 mi

exo 13. 645 S CENTRAL AVE is on the RIGHT. go 0.0 mi

€1 Loretto Hospital - (773) 626-4300
645 S Central Ave, Chicago, IL 60644

Total Travel Estimate : 6.64 miles - aboul 17 minules

Route Map Hide
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MAPQUEST
Trip to Mt Sinai Hospital Medical
1500 $ California Ave, Chicago, IL 60608 -
(773} 257-6464
5.37 miles - about 18 minutes
a 3536 W Fullerton Ave, Chicago, IL 60647-2443
1. Starl aui going EASY on W FULLERTON AVE loward N .
= DRAKE AVE. g0 03 mi
r 2. Turn RIGHT onio N KEDZIE AVE. go 4.6 mi
ks 3. Tum LEFT onto W ROOSEVELT RD. go 0.5 mi
r 4. Tum RIGHT onio S CALIFORNIA AVE, go 0.4 mi
£ 5. 1500 § CALIFORNIA AVE is on the RIGHT go 0.0 mi

Mt Sinai Hospital Medical - {773} 257-6464
1500 S California Ave, Chicago, IL 60608

Total Travel Estimate : 5.37 miles - abou! 18 minules

Route Map Hide

hllp:ﬁclassic.mapquest.cém/print 263
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MAPQUEST Notes  ‘Pe=urrechon Heatn Care Srqay (e

Trip to 3101 N Harlem Ave

Chicagoe, IL 60634-4532
5.51 miles - about 18 minutes

a 3536 W Fullerton Ave, Chicago, IL 60647-2443

m 1. Stan oul going WEST on W FULLERTON AVE toward N 039 mi
CENTRAL PARK AVE. Eh

T 7. WFULLERTON AVE becomes W GRAND AVE. go 0.8 mi
r 3. Turn RIGHT onto N RARLEM AVE / 1L-43. 0 0.9 mi
[ x| 4 310% N HARLEM AVE is on the RIGHT. 40 0.0 mi

{1 3101 N Harlem Ave, Chicago, It 60634-4532

Total Trave! Estimate : 5.51 miles - about 18 minutes

Route Map Hide

http://classic.mapquest.com/prnt 264
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Noles

MAPQUEST

Trip to Saint Anthony Hospital

2875 W 18TH S, Chicago. IL 60623 - (773}
932-9548 .
5.55 miles - about 18 minutes

a 3536 W Fullerton Ave, Chicago, IL 60647-2443

ﬁ 1. Start out going EAST on W FULLERTON AVE taward N g0 0.5 mi
DRAKE AVE.
r 2 Turn RIGHT onle N KEDZIE AVE, go 4.3 mi
A | 3. Turm LEFT onfe W DOUGLAS BLVD. go 0.2 mi
f 4. Turn SLIGHT RIGHT anto § SACRAMENTO OR. go 0.5 mi
r 5. Turn RIGHT onlo S MARSHALL BLVD. go 0.0 mi
M | 6. Turn LEFT onto W 19TH ST. go 0.0 mi
oo 7 2875W 19TH ST is on e RIGHT. 90 0.0 mi

Saint Anthony Hospital - {773) 932-9548
2875 W 19TH S§t, Chicago, IL 60623

Toral Travel Estimate : 5.55 miles - pboul 18 minuies

Route Map Hide

htip:/fclassic.mapquest.com/prinl 265
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Notes

MAPQUEST

Trip to Mercy Medical Center

2525 S Michigan Ave, Chicago. | 60616 -

{312) 567-2433
9.73 miles - about 18 minutes

http://classic.mapgquest.com/print

266
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Notes

MAPQUEST Sath Loop Erdoxopy 1 Wdines Cente™

Trip to 2336 S Wabash Ave

Chicago, It 60616-2112
8.75 miles - about 18 minutes

{5 3536 W Fullerton Ave, Chicago, IL 60647-2443

m 1. Slari oul going EAST on W FULLERTON AVE loward N 617 m
DRAKE AVE. 90 %

3,1‘:1 ﬁ 2 Merge onle 90 E /184 £ go 5.4 mj

3 Merge onlo 1-55 N f STEVENSON EXPY N via EXIT 53 o 1.9 mi
loward LAKE SHORE DR. go 1.

yYD) ‘

4. Take EX)T 293D loward MARTIN L KING DR 9o 0.1 mi

5. Take the ramp loward MCCORMICK PLACE /1-55 5§/ .

Rae WEST BUILDING / PARKING LOT A/ CORP CTR. go 0.2 mi

s} 6. Turn LEFT onlo E 24TH PL. go 0.4 mi

r 7. Turn RIGHT onio 5 WABASH AVE, go 0.1 mi

E3 8.2336 S WABASH AVE is on the LEFT. g0 0.0 mi

{1 2336 S Wabash Ave, Chicago, IL 60616-2112

Total Travel Estimale ; 9.75 miles - about 1B minutes

Route Map Hide

hitp://classic.mapgquest.com/print 267
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MAPQUEST
Trip to Methodist Hospital of
Chicago :
5025 N Pauiina S, Chicago, IL 80640 -
{773} 2719040
5.93 miles - about 19 minutes
@ 3536 W Fullerton Ave, Chicago, H. 60647-2443
@ 1. Start out going EAST on W FULLERTON AVE loward N 0 2.5 mi
DRAKE AVE. 90 &
e | 2. Tum LEFT onio N ASHLAND AVE, go 3.3 mi
A | 3. Turn LEFT onio W WINNEMAC AVE, go 0.0 mi
- 4, Turny LEFT onip N PAULINA 5T, go 0.0 mi
E 5. 5025 N PAULINA ST is on the LEFT. 00 0.0 mi

X Methodist Hospital of Chicago - (773) 271-9040
5025 N Paulina St, Chicago, IL 60640

Taotal Trave! Estimate : 5.93 miles - aboul 19 minutes

Route Map Ride

http://classic.mapquest.com/print 268




http:f/classic. mapquest.com/print

MAPQUESY "= Hortgrave Hoopital

Trip to 5730 W Roosevelt Rd
Chicago, i 60804

7.23 miles - about 19 minutes
a 3536 W Fullerton Ave, Chicago, IL. 60647-2443

@ t. Start out going WEST on W FULLERTON AVE toward N
CENTRAL PARK AVE,

ha | 2. Tuin LEFT anto N PULASKIRD

r 3. Tura RIGHT onto W BELDEN AVE.

1 4. W BELDEN AVE becomes W BELDEN ST,
| 5. Tumn LEFT onlo N PULASKIRD.

s | 6. Turn LEFT onlo W WASHINGTON BLVD.

f’ 7. Turn RIGHT onlo N HAMLIN AVE { N HAMLIN BLVD.
Caontinue 1g follaw N HAMLIN BLVD.

r 8. Tumn RIGHT anto W CONGRESS PEKWY,

'5‘ @ 9. Merge onlo 1-2%0 W 1 EISENHOWER EXPY W via the
N A ramp on the LEFT.

(i)
m 10. Take EXIT 23B toward CENTRAL AVE

t 11. Stay STRAIGHT 1o go onte W FLOURNOY ST.

269
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gt; 0.6 mi
go 0.1 mi
go 0.0 mi
g0 0.0 mi
go 2.8 mi
go 0 3 mi
go 0.5 mi
gc 0.0 mi
gc 2.0 mi
g0 0.2 mi

go 0.0 mi
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- 12. Turn LEFT onlo S CENTRAL AVE. go 0.4 mi
” 3. Turn RIGHT onio W ROOSEVELT RD. go 0.2 mi
x| 14. 5730 W ROOSEVELT RD is on Ihe RIGHT. g0 0.0 mi

X 5730 W Roosevelt Rd. Chicago, IL 60804

Total Travel Estimate : 7.23 miles - abou! 18 minutes

Route Map Hide
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MNotes

MAPQUEST

Trip 1o Peterson Surgery Center

2300 W Peterson Ave, Chicago, iL 60659 -

{773} 508-9000
6.41 miles - about 20 minutes

a 3536 W Fullerton Ave, Chicago, IL 60647-2443

m 1. Stan out going EAST on W FULLERTON AVE toward N
DRAKE AVE.

Aa | 2. Turn LEFT onto N WESTERN AVE.
P 44) 3 TumRIGHT onio W PETERSON AVE /US4,

m 4. 2300 W PETERSON AVE is on the LEFT.

Peterson Surgery Center - {773) 508-3000
2300 W Peterson Ave, Chicago, iL 60659

Total Travel Estimate : 6.11 miles - about 20 minutes

Route Map Hide

hitp://classic.mapquest.com/print -
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go 1.5 mi

go 4.5 mi

go 0.t mi

¢o 0.0 mi
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Ngles

MAPQUEST

Trip to Louis A Weiss Memarial
Haspital
4646 N Marine Dr, Chicago. It 60640 -

{773) 878-8700
6.47 miles - about 21 minutes

a 3536 W Fullerton Ave, Chicago, IL 60647-2442

l;.ﬂs}la}:(rlEc::{f%z.):ng EAST on W FULLERTON AVE loward N g0 ?‘5 i
A2 | 2 Tun LEFT onto N ASHLAND AVE. go 2.3 mi
r 3. Tum RIGHT onlo W MONTROSE AVE. go.1.2 mi
- 4. Turn LEFT onlo N MARINE OR. go0.3m

exo 5. 4646 N MARINE DR is on the LEFT. g0 0.0 mi

X Louis A Weiss Memorial Hospital - (773) 878-8700
4646 N Marine Dr, Chicago, iL 60640

Touat Travel Estimate : 6.47 miles - about 21 minules

Route Map Hide

http://classic.mapquest.com/print 272
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MAPQUESY
Trip to Chicago Lakeshore Hospital :
4840 N Marine Dr, Chicago, L 60640 -
{773) 878-9700
6.60 mites - abou! 21 minutes
q 3536 W Fullerton Ave, Chicago, IL 60647-2443
@ é.RSA?{rIEO‘:L%(.)ing EAST on W FULLERTON AVE loward N G0 2.5 mi
As ] 2 Turn LEFT onic N ASHLAND AVE, aa 3.0 mi
 od 3. Turn RIGHT onio W LAWRENCE AVE. go 1.0 mi
2] 4. Turn LEFT onlo N MARINE DR. go 0.0 m
m 5. 4840 N MARINE DR is on lhe LEFT. 6o 0.0 mi

{X Chicago Lakeshore Hospital - {773) 878-9700
4840 N Marine Dr, Chicago, IL 60640

Total Travel Estimate : 6.60 miles - about 21 minutes

Route Map Hide

http://classic. mapquest.com/prind 2
3




Noles

MAPQUEST

Trip to Rush Oak Park Hospital

520 5 Maple Ave, Oak Park, 1L 60304 -

(708} 383-9300
9.16 miles - about 21 minutes

a 3536 W Fuilerion Ave, Chicago, Il 60647-2443

@ 1. Start oul going WEST on W FULLERTON AVE loward N
CENTRAL PARK AVE.

L2 2. Tum LEFT anto N PULASKI RD.

r 3. Tuen RIGHT onlo W BELDEN AVE.

1t 4. W BELDEN AVE becomes W BELDEN ST.
- 5. Turn LEFT onio N PULASKI RO
1+ 6. Turn LEFT onio W WASHINGTON BLVD.

r’ 7. Turn RIGHT onio N HAMLIN AVE I N HAMLIN BLVD.
Conlinue to foflow N HAMLIN BLVD.

r 8. Turn RIGHT onlo W CONGRESS PKWY.

*

‘IEt p) 9. Merge onto 1-280 W/ EISENHOWER EXPY W via the
b U ramp on the LEFT

% 10 Take the IL-43 { HARLEM AVE exit, EXIT 218, on the
" LEFT. :

11. Turn RIGHT onto 1L-43  HARLEM AVE / S HARLEM
r AvE.

http://classic.mapquest.com/print
274
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go 0.6 mi

go 0.1 mi

ga 0.0 mi

go 0.0 mi

go 2.8 m

go 0.3 mi

go 0.5 mi

go 0.0 mi

go 4.1 mi

go 0.3 mi

g0 0.4 mi
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Males

MAPQUEST

Trip to St Bernard Hospital & Health

326 W 64th St, Chicago. IL 60621 - (773)
962-3900
13.13 miles - about 22 minutes

a 3536 W Fullerten Ave, Chicago, IL 60647-2443

@ 1. Swart out going EAST on W FULLERTON AVE loward N
ORAKE AVE.

1t 2. Merge onto 1-90 E /194 E

3. Keep LEFT 1o lake DAN RYAN EXPRESS LN E /1-80
5 EXPRESS LN E /1-94 EXPRESS LN E toward GARFIELD
BLVD.

M= 4 Merge onla 1-90 E /1-94 € / DAN RYAN EXPY E lowarg
A SKYWAY / INDIANA TOLL RD.

@ . T;ke EXIT 588 ipward 63RD ST.
N 6. Turn SLIGHT LEFT onlo § YALE AVE.
r 7. Turn RIGHT onto W 64TH 5T.

x| B. 326 W 64T H ST 15 0n Ihe RIGHT.

<X st Bemard Hospital & Heaith - (773) 962-3900
326 W 64th St, Chicago, IL 60621

Total Travel Estimate @ 13.13 mifes - about 22 minutes

Route Map Hide

http.//classic. mapquesi.com/print 275
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go 1.7 mi

gu 6.6 mi

go 3.9 m

go 0.5 mi

go 0.2 mi

go 0.2 m

go 0.0 mi

g0 0.0 mi
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Notes

MAPQUESY

Trip to Gottlieb Memorial Hospital

701 W North Ave, Melrose Park, IL 60160 -
(708} 681-3200
7.64 miles - about 23 minutes

ﬂ 3536 W Fullerton Ave, Chicago, IL 60647-2443

m 1. Start ol going WEST on W FULLERTON AVE toward N 00 3.9 mi
CENTRAL PARK AVE =

1+ 2 W FULLERTON AVE becomes W GRAND AVE. 40 0.8 mi
M 3. Tuin LEFT onfo IL-43 / N HARLEM AVE. 00 0.0 mi
[ nd 4_Turn RIGHT onto W FULLERTON AVE. go 1.5 mi
At 5. Turn LEFT onta IL-171 /N 15T AVE. go 1.0 mi
r G. Turn RIGHT onlo W NORTH AVE / IL-64 W. 00 0.4 mi
x| " 7,701 W NORTH AVE is on the RIGHT. g0 0.0 mi

€I  Gottlieb Memorial Hospital - (708) 681-3200
701 W North Ave, Melrose Park, IL. 60160

Totat Travel Estimate ; 7.64 miles - abaut 23 minutes

Route Map Hide -

hitp:/fclassic.mapquest.com/print ”76




Noles

MAPQUEST

Trip to Lakeshore Physicians &

Surgery

7200 N Western Ave, Chicago, 1L 60645 -

(773) 743-6700

11.30 miles - about 23 minutes

a 3536 W Fullerton Ave, Chicago, 1L 60647-2443

Ny

1 &

1. Starl oul going EAST on W FULLERTON AVE loward N

DRAKE AVE.

7 Turn LEFT onto N CALIFORNIA AVE.

3. Merge onio 1-94 W via the ramp on the LEFT.

4. Teke EXIT 398 loward EAST TOUHY AVE

5. Keep LEFT a1 the lork to go on N CICERO AVE IL-50.

§. Turn RIGHY onlo W TOUHY AVE.

7. Turn LEFT onto N WESTERN AVE.

8. 7200 N WESTERN AVE is onthe LEFT

Y Lakeshore Physicians & Surgery - (773) 743-6700
7200 N Western Ave, Chicago, IL 60645

Tolat Travel Estimate : 11,30 miles - aboul 23 minutes

Route Map Hide

http://classic. mapquest.com/pring

277

Page 1 of 2

go 1.0 mi

go 0.6 m:

go 6.3 mi

go0.3mi

go 0.1 mf

go 3.0 mi

qo 00 mi

go 0.0 mi
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Notles  Fapk 2 hritle Chres of® roence

MAPQUEST

Trip to 1644 E 53rd St

Chicago, IL 60615-4210
13.42 mites - about 23 minutes

a 3536 W Fullerton Ave, Chicago, L 60647-2443

m 1. Starl oul going EAST on W FULLERTON AVE loward N go 1.7 mi
DRAKE AVE. M
j/i‘[ 2. Merge onto IS0 E /184 E. 9o 5.4 mi

3. Merge onto 1-55 N/STEVENSON EXPY N via £XIT 53 go 2.2 mi

(a3l geotms
toward LAKE SHORE DR.

51 35} 4 Merge onto S LAKE SHORE DR/ US-41S. g0 3.9 mi
As 5. Yake the SIRD ST ramp, 6o 0.0 rms
f § Turn SLIGHT RIGHT onic E §3RD 5T g0 0.2 mi
exo) 7. 1644 E 53RD ST is on the RIGHT. g0 0.0 mi

{1 1644 £ 53rd St, Chicago, IL 60615-4210

Total Travel Estimate : 13.42 miles - about 23 minutes

Route Map Hide

hiip://classic.mapquest.com/print 278




Noles

MAPQUEST

Trip to Provident Hospital

500 E 5151 51, Chicago, IL 60615 - (773)
572-2000
12.32 miles - about 24 minules

a 3536 W Fullerton Ave, Chicago, il. 60647.2443

m 1. Starl out gaing EAST an W FULLERTON AVE lowatd N
DRAKE AVE.

A 2. Merge onto 1-30 E / 194 E.

AER

3. Take EXIT 568 toward 47TH 8T

‘ LY 4, Tuin SLIGHT LEFT gnto S WENTWORTH AVE.
- 5. Turn LEFY ontp W 47TH ST,
fad 8. Twsn RIGHT onlo S DR MARTIN L XING JR DR
As 7. Turn LEFT onlo E 545T ST.

EQ 8. 500 E 51ST ST is on the LEFT.

X Provident Hospital - {773) 572-2000
500 E 51st St, Chicago, IL 60615

Total Travel Estimate ; 12.32 miles - abou! 24 minutes

Route Map Hide
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Appendix 4 — Reqistered Mail Receipts

Attached as Appendix 4 are copies of the registered mail receipts for the impact jetters sent 1o the
surgical facilities within the GSA.
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i TO:
i Mr. Dean Harrison President & CEO
Northwestern Memorial Hospital
240 East Ontano

Chicago, tlinois 60611

SENDER: ]. Van Leer

REFERENCE:

PS form 3800, January 2005

AETURN | Postage L)
RECEIFT Certifiad e
SERVICE Foo 2—§ 5
Agtumn Recelp! Fee ' 2.30
Restricted Dothrary
Toln) Posiage & Feas 57 5

US Postal Sarvica® POSTMARK OR DATE

Receipt for
Certified Mail™

o Insurenes Coverege Pravided
00 Mok Use foe intemationst Wl

7196 9008 9:11} 1499 Lac3

TO: o
Ms. Wendv Luxenburg Administrator

John Stroger Hospitai of Cook County
1901 West Harrison Street
Chicago, Ilinois 60612

: SENDER: J. Van Leer

| REFERENCE:

1 PS Forrm 3800, January 2008

| RETURN | Postege (20
:: RECEWT Certified Fes . 2.85
SERVICE Rewrn Receipt Foe 2.30
Restricted Dalivery
Totat Postage & Fees 9 7-[—7
| US Poetal Service® POSTMARK OR DATE
Receipt for
Certified Mall™
U lyeeermew - Covmge P

281

SENDER:

TO:

Ms. Gutita Griffiths Administraior
The Surgery Center at 900 North
Michigan

60 Fast Delaware Avenue, 15th Floor
Chicago, Illinois 60611

J. Van Leer

! REFERENCE:

PS Fonm 3800, January 2005

RECEIFT
SERVICE

RETURN | Postage iﬂ@

Certifiod Feo 285

Retumn Recaipt Fee 230

Restricted Delivary
Totat Postege & Feos 275

[ —

T0:

SENDER:

Certified Mail™

Mo [ngurence Coveregs Provided
Ot Not Uan 5 inwmationsl had

U5 Pogtal Service® POSTMARK OR DATE

Receipt for

719t 9084 9313 499 LAO9

Ms. Pepgy Kirk Sentor Vice President,
Clinical Operations

Rehabilitation institute of Chicago
345 East Superior Street

Chicago, Iltincis 60611

1. Van Leer

REFERENCE:

i PS Form 3600, Jamuary 2005

| RAECEWPT
i SERVICE

! RETUAN | Posiage 7

Carniifix) Fae 2.85

Rehorn Receipt Foo 230

Totle) Postago & Faes

Restricted Delivery
S5

US Postal Service®
Receipt for

POSTMARK OR DATE

Certified Mail™

No inturnnce Covenge Provided
Da Hot Use lor intornations? Lal




TO:
Ms. Susan Nordstrom Lopez President
Advocate lilinois Masonic Medical
Center
811 West Wellington Avenue
Chicago, lllinois 60657

: SENDER: J. Van Leer
REFERENCE:

PS Form 3800, January 2005

P

RETURN | Postage

REGEIPT | r~0ritiod Fen 7 85

SERVICE
Return Aacaip Fea 230

Restricted Dolivery

215

Tota) Postage & Fees

US Postat Service® POSTMARK OR DATE

Receipt for
Certified Mail™

Ho Insurance Covrage Provided
Do Not Uze Jor iInfsmational Mail

7196 9008 9331 1499 La9e

FTO:

Ms. Lena Dobbs-Johnson President
1 Advocate Bethany Hospital

34335 West Van Buren Street

i Chicago, Ninois 60624

SENDER: J. Van Leer

| REFERENCE:

PS Form 3800, January 2005

R )

Chicago, lllinois

SENDER:

| REFERENCE:

L R I I = Y F-J = JF ]

Mr. Larry Goodman Prestdent & CEO
Rush University Medical Center
1653 West Congress Parkway

60612

J. Van Leer

PS Form 3800, January 2005
RETURN | Postags

(20

RECEIPT | Gertiflod Fae

SERVICE
Retym Receipt Fee

85
2.30

Rostricted Delivary

Total Prstage L Foes

515

US Postal Service®
Receipt for
Certitied Mail™

No insurance Coverags Provdded
{ Do HotUss for lnamational Mak

7396 9008 9112

TO:

Chicago, lilinois

i SENDER:

| REFERENCE:

POSTMARK OR DATE

99 LAG8

Ms. Patricia Wamsley Administrator
25 East Same [Day Surgery
25 East Washington Street, Suite 300

60602

}. Van Leer

| _PS Form 3800, January 2008
' AETURN | Postage

Lo

i SERVICE

i RECEWPT [ erified Foo

2.85

fRetum Recelrt Feo

2.30

Restrictod Dolivery

i RETURN | Postage LoD

i RECEIPT

| spRyice  [oorthed foe 2.8

i Raturm Receipl Fea 2.30
Resticied Dalivery
Tote! Postage & Fess —S,j g

i US Potal Sarvice® POSTMARK OA DATE

i Recelpt for

Certified Mail™

| No Insurarcs Comrage Provided

| Do Not Liss ior inemationat Mad

Total Pestage & Fees

SA5

U Postal Service®
i Recelpt for
Certified Mall™

Mo lnsurance Coverage Provided
Do Hot Uon for Snternatonal Mal

282

POSTMARK OR DATE




. SENDER:

fwou wuL Jasb WM EODIU

TO:
Dr. Severko Hrywnak Administrator
Advanced Ambulatory Surgical Center
2333 Harlem Avenue
Chicago. Nllinois 66707

). Van lLeer

i REFERENCE;

{ PS5 Fomm 3800, Jerwary 2005

| RETURN
i RECEIPY
;i SEAVICE

?._.

i
|
|

Poslage L £o

Ceortified Foa 2 85

Return Receipt Fee 230

L_Hesltr‘»c\eu;i Delivary
Total Postags & Fees S?B;

i SENDER:

U8 Posial Servicn® POSTMARK OR DATE

Receipt for
Certitied Mall™

No insurance Coverae Provided
Do Not U o¢ itenaoos Mab

7196 9008 9111 1499 La78

TO:
Ms. Barbara Ramsey Administrator

Rush Surgicenter - Professional Building

1725 West Harnson, Suite 536
Chicago, linois 60612

J. Van l.cer

REFERENCE:

i PS Form 3600, Jaruary 2008

| Recert
i SERVICE

RETURN | Postage 0

Cerlified Feo 2.85

Ratum Recelpt Fee 230

Rastricted Delivery
Total Postage & Fees 5-’1 5

US Postal Service®
Receipt for
Certified Mail™

No irsurancs Coversge Provided
Do Mol Use for Intornatiormt Mad

POSTMARK OR DATE

283

bk LYTT BOYC

L3 B ) -] uuo

! 10!

Mr. Gary Krugel Vice President of
Operations & Chief Financial Officer
Swedish Covenant Surgery Center
5145 North California Avenue

+ Chicago, Hlinois 60625
SENDER: J. Van Leer

REFERENCE:

PS Form 3800, January 2005

! RECEIPT
i GE =
p SERV 2.30

RETURN | Postage uo

Cortificd Fee 2.85

Retumn Recelpl Fee
Restricted Dolnvary
Total Pusiage & Fees

NS

US Postal Sarvice®™ POSTMARK OR DATE

Receipt for
Certified Mail™

No reurance Covernge Provided
Do Not Use for lternananad Meil

7196 DO& 9b31 LuS9 bLALY

TO:
Mr. Mark Newton President & CEO

Swedish Covenant Hospital
5145 North Catifornia Avenue
Chicago, lllinois 60623

SENDER: J. Van Leer

REFERENCE:

PS Form 3800, January 2005

RETUAN | Postage LoD

RECEPT | corfed Fee 585
SEFVICE 30

Retum Aecalp) Fes
919

Restricied Defivory
Total Poetage & Fees

US Postal Service® POSTMARK OR DATE

Recelpt for
Certified Mail™

Ko Insurance Coverage Frovided
Do Mol Usy for nternationsl Mall




i TO:

Ms. Margaret McDermott CEO
St. Marv of Nazareth Hospital
2233 West Division Streel
Chicago, Illinois 60622

SENDER: }. Van Leer

i REFERENCE:

! PS Porm 3800, January 2006

| RETURN | Postage )

| BECEFT | curifed Fee 2.85

i SERAVICE
i Return Rocoipt Foe 2.30

Restriciad Defivery
Total Postage & Fees 52 ;

US Posial Servico® POSTMARAX OR DATE

Recelpt for
Certified Mall™

No insutance Coversge Provided
Do Not Uns for Indermstionsl #ial

719k 9008 911} 1499 7011

P TO:

Mr. Michael O'Grady President & CEQ
Norwegian American Hospita)

1044 North Francisco Avenue
Chicago, Hlinois 60622

SENDER: ). Van Leer

REFERENCE:;

PS Form 3800, January 2005

! RETURN | Postags D
:E%‘gé Cortified Foa _2.85
Astum Recoipt Fee 2.30
Restricted Delivary
Total Pustaga & Foes ' 575
US Postal Service® POSTMARK OR DATE
Recelpt for

| Certifled Mail™

Mo treurance Coversgm Providsd
Do Not Liss for infemations! Mall

e ID JULD I REENR

f10:

3240 West ['rank!
Chicago. lilinois

| SENDER:

REFERENCE:

PS Fortn 3800, Janurry 2006

L Van L

¥t 1l 1404

Mr. Edward Novak President & CEQ
Sacred Heart Hospital

in Boulevard
60624

cer

! RETURN | Postage

Yo

{ RECEIPT | Cenified Feo

__2.85

i SERVICE
: Ratum Recolpt Foa

2.30

Restricted Defivery

Total Postage & Fees

2

US Postn! Sarvice®
Receipt for
Certified Mail™

o lrsurance Coverage Provided
Do hict Uss bor internetonasd Med

TO:

Officer

SENDER:

{ REFERENCE:

i PS Form 3800, January 2006

POSTMARK OR DATE

7196 9008 9311 1439 LS9l

Mr. Steven Airhant Chief Executive

Gartfield Park Hospital
520 Ridgeway Avenue
Chicago, Iltinots 60624

J. Van Leer

RETURN | Posiage

(f'(l

RECEIPT | Cortiiod Fao

2.85

SEAVICE
Retum Receint Fee

2.50

Restictad Dolivery

Total Postage & Foes

EYS)

US Postal Servica®
Receipt for
Certified Mail™

No Insyrence Coverepe Provided
Do Mot Usy fr itermations? sl

284

POSTMARK OR DATE




[ R

e mar am s s 4

TO:
Ms. Patrick Magoon President & CEO
Children's Memorial Hospial
2300 North Children's Plaza
Chicago, lllinois 60614

SENDER: ). Van Lecr

REFERENCE:

{ PS5 Form 3800, Jemery 2005

RETURN | Postage

RECEIPT | 0o Feo

SERVICE

I\JI
L2
[=-3) (P

Return Recelpt Fee

Restricied Dafrvery

575

Total Postapge & Fees

US Poelal Sarvice® POSTMARAK OR DATE

Receipt for
Certified Mail™

Mo Inmzrence Covernge Provided
Do Not Use ior Intemationad kial

719 3008 9F11 1499 L9?7?

TO:
Dr. Sarmed Elias Adnumistrator
Six Corners Same Day Surgery
4211 North Cicero Avenue, Suite 400
Chicago, lllinois 60641

SENDER: J. Van Leer

REFERENCE:

PS Form 3800, Jsnusry 2005

! FRETURN | Postage {z0)
AECEIPT -
SERVICE Cartfied Feo 285
Roturn Recelpt Fee 2.30
Restricted Dolivery
Tote Postega & Feas <S5
US Postal Service® POSTMARK OR DATE
Receipt for

Certified Mail™

No suance Covenrge Provided
Do Not Lics tor intermationad Mal

Yy

i To:

PS5 Form 3800, January 2005

My W orr QIO

Mr. Larry Foster Chief Executive

Officer

Kindred Hogpital Chicago North

2544 West Montrose Avenue

Chicago, Hlinois 60618
SENDER: J. Van Lecr
REFERENCE:

RETURN | FPusiage

: RECEIPT | Geriified Fee

SEAVICE -
Retumn Receipl Fee

Rastricted Defrvery

Totat Poslege A Foos

US Postal Service®
Receipt for
Certified Mail™

Mo insueence Coverage Provided
Do Nut Use for imlernational Mad!

T0:

Chicago, 1Mlinois

SENDER:

REFERENCE:

PS Form 3800, Jarusary 2005

POSTMARK QR DATE

719& 9008 9311 3499 bL3LO

60630

1. Van Leer

Ms. Diana Maracich Administrator
Albany Medicat Surgical Center
5086 North Elston Avenue

RETURN | Postage

Ly

RECEIPT | cortiied Fee

2.85

SERVICE -
Retwn Aeceipt Fee

2.30

Resticted Debvery

Tolal Postage & Foes

%.109

LIS Postal Sorvice®
Receipt for
Certified Mail™

HNo insurance Coverage Provided
Do Not Usa for Intermationa Wied

285

POSTMARK OR DATE




L Ry = Iuu 1anN T ) B 1e

i REFERENCE:

PS Form 3500, January 2005

Ms. Patricia Wamsley Administrator
River North Same Day Surgery Center
One East Ene, Suite 300
Chicago, Hlinois 60611

SENDER: }. Van Leer

Certified Mail™

Ma nsurance Coverage Provided
Do Hot Lige e intemztionsl Wal

1196 3008 9111 3499 b939

TO:
Ms. lverte Istrada CEO

5645 West Addison Street
Chicago. Hinois 60634

SENDER: }. Van lLcer

REFERENCE:

PS5 Form 3800, January 2006

i AETUAN | Postage eC
22?,5.’32 Cortified Fea 285
fiotum Receipt Fee 2.30
Resiricted Delivary
Total Postape & Feas 575
L US Posta Service® POSTMARK OR DATE
Receipt for

Qur Lady of Resurrection Hospital

RETURN Postage

o

{ BECEIPT  |Contod Foa

2.85

SERVICE
Ratum: Receipt Foe

230

Restricted Defhvery

Total Postage & Fues

S5

US Postal Service®
Receipt for
Certified Mail™

Mo thaurence Covamge Provided
D0 Not Use lor Intemational Mel

POSTMARK OR DATE

- TEAR Aw.

70!

| SENDER:

rw o awtw Iaal 1) bbbk

Ms. Frank Molinaro CEQ

louis A. Weiss Memorial Hospital
4646 North Marine Drive
Chicago, [llinois 60640

. Van Leer

AEFERENCE:

PS Form 3800, January 2005

AETURN | Postage

W

RECEIFT | corifind Fee

2.85

SERVICE

Reaturn Receipt Foa 250

Restricted Defvery

Totge! Postage & Fogs

215

US Postal Service® POSTMARK QR DATE

Receipt for
Certified Mail™

No Irsurence Covernge Provided
00 Hot Use ki internations! Wl

?1}9t 9008 911} 1439 kLA

TO:
Mr. Joe Jafari Administrator
Grand Avenue Surgical Center
I7 West Grand Avenue
Chicago, Hllinois 60654

SENDER: }. Van Leer

REFERENCE:

PS Form 3600, Jenuary 2005

RETURN | Postage

O

RECEWT | Cortified Fea

2.85

SERVICE
Retum Paceit Fea

2.30

Restricted Defvory

Totad Postags & Faos

575

US Postal Service® POSTMARK OR DATE

Recelpt for
Certified Mail™

Mo Insurance Coverage Provided
D Ned L Bor kvwrnations! Mol




TO:
Ms. Tess Sagaidore Admimistrator
Peterson Surgery Center
2300 West Peterson Avenue
Chicago, Ilhinots 60659
SENDER: J. Van Leor

: REFERENCE:

PS Form 3800, January 2005

i RETURN | Postage t()b
gég&:g; Cortified Foo 2.85
: Ratuin Recelpt Fes 2.30
Resldcted Delivery
Tota! Postage & Foos 5' {5
US Postal Service® POSTMARK OR DATE
Recelpt for

Certified Mail™

Mo insrsnce Covernge Provided
Do Not Lise for ternstional MaF

7196 90084 9331 1499 kLb2s

TO:
Mr. Alan Eaks Chief Executive Officer
Aurora Chicago Lakeshore Hospital
4840 North Marine Drive
Chicago, Illinois 600640

SENDER: J. Van Lecr

REFERENCE:

PS Form 3800, Sanuary 2005

: RETURN | Postage {0

RECEIPY ;
SERVICE [oorired Foo - 2.85
Raturn Recelpt Fee 2.30

Rastricted Defivery

Totst Posiage & Foas - S 15

US Fostel Service® POSTMARK OR DATE
Receipt for
Certified Mail™

WO Ingurence Covwiags Provided
Do Not Usa for Intermations! Mek

- - - R A N -1-L

TO:
Ms. Joseph Chandv

Mcthodist Hospital of Chicago
5025 North Pauiina
Chicago, llinots 60640

SENDER: ). Van Lecr

REFERENCE:

PS Form 3800 January 2005

RETURN
RECEWPT
SERVICE

Postage

Certifisd Foo

[0
285

Return Recempt Feo

2.30

Rastricled Delivery

Toial Postage 8 Fees

935

US Poeta! Service® POSTMARK OR DATE

Recelpt for
Certified Mail™

No inmurance Coverage Providod
Do Not Use ke intornatons! Ligh

719k 3008 9311 2499 bLLOD

TO:
Mr. Bruce Elegant President & Chicf

Ixecutive Officer
Rush Oak Park Hospital
520 South Mapic Street

Ozk Park. Hhnois 60304
SENDER: 1. Van lLeer

REFERENCE:

PS5 Form 3800, January 2005

RETURN | Postage ")

REGEIPT

SERVICE Certfiet Foo 7 .85
Return Recelpt Fee 230

Restricted Delivery

Total Pestage & Feos 5! ?5

US Postal Service® POSTMARK OF DATE

Recelpt for
Certified Mail™

N Insurance Coverape Frivided
Do ot Use for internaions! Mat




f e e e roxd #7 ) DI

Mr. David Chua Manager

South Loop Endoscopy & Weliness
Center

2336-40 South Wabash Avenue
Chicago, lilinois 6016)

: SENDER: J. Van Leer

REFERENCE:

E P& Form 3600, Janyary 2005

'y 12 TUUD T1kkd YIS bbb f

Ms. Faith McHale Admisirator
Resurrection Health Care Surgery Center
3101 North Harlem Avenue,

Chicago, llhnots 60634

SENDER: J. Van Leer

! AEFERENCE:

! PS Form 3800, January 2005

| RETURN | Postage N i RETURN | Postage ¥78)
: RECEIFT H -
L pECEFT | Contfed Fee 2.85 gég&,'g; Certified Fen 285
: Return Recespt Fee 2.30 : Fiaturn Receipl Foe 230
Rastricted Delivery Rasiricted Delivary’
Toral Posiage & Fees o0 15 Totsl Postage & Fons 9.7t
US Postal Sorvice® POSTMARK OR DATE US Postal Service® POSTMARK OR DATE
Receipt for Receipt for
Certified Mall™ Certified Mail™
No Insurence Coversge Provided No Insursncs Covarage Frovided
Do hiot Uise e Internations! bed 0o Nt Live for internsbons: Majk
7196 9008 9131} 1499 bhk3 7196 90038 9111 1499 bkS5hk
TO: T0:
Mr. Guy Medaglia President & Chief Mr. Steven Airhart Chief Executive
Exccutive Officer Officer
St. Anthony Hospital Hartgrove lHospital
2875 West 19th Sireet 5730 West Roosevelt Road
Chicago, Mlinois 60623 Chicago, [llinois 60804
SENDER: | van Leer SENDER:  j vunlcer
| REFERENCE: REFERENCE:
£S Form 3000, doruary 2005 PS Form 3800, Jamsary 2005
| RETURN | Postage {ed { REVUAN | Postage {4
| sEAvicg | Cortifed Fee 2.85 ; RECEIFT | Gertiied Foo 2.85
j Hoturn Receipt Fee o 230 Return Recolpt Fre 2.30
' Restricled Delivery Restricted Dellvery =
|_ Totel Postage & Fees 5.5 Total Posiago & Foos oy, LZ
; US Postal Service® POSTMARK OR DATE US Postal Servics® POSTMARK OR DATE
Receipt for Receipt for
| Certitied Mail™ Certified Mall™
Ho tsurnce Coverage Provicod
| 0o o o i vt o s Comos P




= TEAR ALONG THIY i

LR = -y o4 (= RN

TC:
Sr. Sheila Lyne President
Mercy Medical Center
2525 South Michigan Avenue
Chicago, MNinois 60616

SENDER: ). Van Leer

X REFERENCE:

+5 Form 3800, January 2005
L]

|"
‘.
t *
W 'Yupn | Poslage Lo

Return Aecelpt Foe 2.30

‘.-:EIPT . -
%.ylcﬁ Certified Fea 2.83

=} Restricted Delivery

5.5

é’ k! Total Postage & Feas

‘q?:\psw Service® POSTMARK OR DATE
‘elpt for
d Mail™

~0 Igudnce Cowmge Provided
Do Hot Use for Intermational Med

7396 9008 9131 1499 bEIN

¢ TO:

Mr. Alan Channing Presidem & CEO
Mount Sinai Hospital Medical Center
1500 South California Avenue
Chicago, 1llinois 60608

SENDER: J. Van Lecr

REFERENCE:

PS Form 3800, January 2005

RAETUAN | Postege

)

RECEIPT
Certifed Foe 2.85

BERVICE
Return Recslpt Fee 230

Restricted Delivery

Total Postage & Fees

535

US Postal Service® POSTMARK OR DATE

Receipt for
Certified Mail™

No surance Coverage Provided
Do Not Use for Inteirortions! Bal

289

st JUUD ‘thbb b1 BrCH

. T0:

Mr. Frank Solare President & CEO
Thorek Hospital & Medical Center
850 West Irving Park Road
Chicago, lltinois 60613
SENDER: 1. Van Leer
REFERENCE:

PS Form 3804, Janiery 2005

! RETURN
:  RECEIPT
i SERVICE

Postage (o
Cartified Fog 2,85
Return Focoipt Fee 2.30
Restricted Dekvery
Tela! Postnge & Fees S-‘l 75

+——TEAR ALONG THIS Ln

US Postat Service® POSTMARK QR DATE

Recelpt for
Certified Mail™

Ho ingucance Caverage Provided
Do e Lise Jor internationsl Wal

7196 S004 9111 3499 K717

i Ms. Pat Shehorn Chief Executive Officer
I West Suburban Medical Center

3 Erie Court

! Qak Park, Illinois 60302

SENDER: 1. Van Leer

REFERENCE:

PS Form 3800, January 2005
RETURN | Fostage
ey | Cartifed Foa

Return Receipt Foe
Fastricted Delivary
Tolal Postage & Foes

US Foetal Service®
Receipt for
Certified Maii™

No tnworance Coverage Provided
Do Mol Use for indematonsd Mal

Li#

2.85
2.30

Gl

POSTMARK OR DATE




. SENDER:

i
;

ra g owD ThbE YT b PHE

TO:
Mr. John DeNardo Executive Director
University of JHlinois Medical Center
1740 West Taylor Street
Chicago, Ilinois 60612

J. Van Leer

| REFERENCE:

__PS Form 3600, January 2005

RETURN | Postage Lo
RECEIFT . -
SERVICE | CeTtlled Fee 285
Retun Receipt Fes 230
Rostricted Detivary
Totnl Postage & Fees 515
US Postal Sarvice® POSTMARK OR DATE
Receipt for

Certified Mail™

He msursnes Coverage Frovided
Do bex Use for imermetions Ma¥

715b 3008 9331 1493 £73)

Mr. John Calla Admimsiraior
Novamed Surgery Center of Chicapo
North

3034 West Peterson Avenue
Chicago, lllinois 60659

{ REFERENCE:

i PS Form 3800, January 2005

. RETURN | Pusiage (g9
| RECEPT [ Ganfiod Feo > 85

;! SERVICE

Return Recelpt Fea 2.30

Rasiricted Dativary

Tota) Postage & Fees 5.5

1
4

US Poetal Sorvice®
Receipt for

POSTMARK OR DATE

Certified Maii™

No ksorence Coversge Provided
Do Not Uine for Immmatione Mall

290

o e FITrvyn 14N N7 1 DIDBLU

| 1o

Mr. Ronald Struxness CEO

Saint Joseph Health Centers & Hospnal
2900 North Lake Shore Drive

Chicago, lllinois 60657

: SENDER: ] Van Leer

REFERENCE:

{_PS Form 3000, January 2005

RETURN | Postage o

RECEIPT | Cortified Fee 2.85

SERVICE - —
Heturn Receipt Fee 2.30

Rastricted Delivery

Tolal Postage & Feos 5. 7

g

US Posta) Service® POSTMARK OR DATE

Receipt for
Certified Mail™

Mo Wnsurance Coverage Provided
D Not Lise kor Imternationat Mak

7396 9008 93111 1u39 Ly

TO:
Mr. Steve Drucker President & CEO
l.oretio Hosphal
643 South Central Avenuc
Chicago, HHinois 60644

SENDER: J. Van Leer

i REFERENCE:

i__PS Fomm 3800, January 2005

RETURN | Postage {#o
RECEIRT | o o YT

SERVICE

Ratum Recelpt Foo
Aestricied Delivery
Total Postape 3 Fees S [ i

US Postal Service® POSTMARK OR DATE

Recelpt for

Certified Maii™

Hc ¥y Coverage Provided
Do Hot Une $or ksernztiona! izl




P TO:

Mr. John Fairman COO
Provident Hospital

SO0 East 51st Street
Chicago, Hiinois 60615

SENDER: }. Van Leer

. REFERENCE:

PS Form 380G, January 2005

TO:

Ms. Yvetie Barnabas Admimstrator
Lakeshore Physicians & Surgery Center
7200 North Western Avenug
Chicago, lllinois 60645

SENDER: J. Van Leer

i REFERENCE:

PS5 Forn 3800, Jenuary 2006

RETURN | Postage ¥

RECEIPT | eortifiad Fos 2.85

ERVICE
8 Aoturn Aecelpt Fee 2.30

{  SERVICE

Rustricted Dallvary

Tota) Postage & Fees S-?j

i RETURN | Postage

o)

{ RECEIPT | Gotified Fee

285

Return Receipl Fea

2.50

Rasirictad Dethvary

Tota! Fostage & Fees

35

US Postal Service® POSTMARK OR DATE
Receipt for
Certified Mail™

Ho Inwurance Covenige Provided
Do Mot Use for internationa: Mal

719 3008 9%1)} 1499 L7799

i TO!
Sr. Donna Marie Wolowicki Executive
i Vice President

Resurrection Medical Center

7435 West Talcott Avenue

} Chicago, lllinois 60631

SENDER: J. Van Leer

REFERENCE:

PS Form 3800, January 2005

| SENDER:

RETURN | Postage T T2

RECEIPT | Goniified Fae 2.85

SERVICE
Asturn Pecsipl Fee 2.30

Restricted Dolhvery

Total Postage & Fees 5, 7%

US Postal Service®
Recelpt for
Certified Mail™

Na syrancs Covarage Provided
Do Not Use Tor intamational 1ad

POSTMARK CR DATE

?19L 9088 1L1 1499 L7AL

Mr. Paul Madison Administrator

Watertower Surgicenter
845 North Michigan Avenue, Suite 930

F

Chicago, Illinois 60611

! REFERENCE:

PS Form 3800, Januasy 2006

J. Van Leer

i HRETURN | Postage

RECEIPY | Cortiflod Foo

2.85

SERVICE
LReturn Recalpt Fea

2.30

Restricted Delivery

Total Postage & Fees

215

LIS Postal Service® POSTMARK OR DATE
Receipt for
Certified Mall™

No theurpnoes Coversge Proviced
Do Mt Une o irmmimational Mal

US Postal Serviee®
Receipt for
Certified Mali™

Mo aurence Covernge Provided
00 Net Use 1or intemationst Mall

POSTMAAK OR DATE




T0:
Ms. Elizabeth Van Straten President &
CEO
St. Bernard Hospital & Health
326 West 64th Streel
Chicago, lllinms 60621
SENDER: 1. Van Leer
REFERENCE:

PS Forrn 3800, Janusry 2005

Do Not Uss tor Inbemabonel sk

RETURN | Postage yb
AECEIPT ; 5
SERVICE Cortified Fos 2.85
i Return Raceipt Fee 2.30
Resiricled Delivery
Tatal Postege & Fees S'- 75
US Postal Service® POSTMARK R DATE
Receipt for
Certified Mail™
No insurance Cowemage Proviced

719k 30D8 9313 1499 L571

Mr. Kenneth Fishbain Chief Operating
Officer

Gottlicb Memorial Hospital

701 West North Avenue

! . Chicago, llinois 60160
; SENDER:

J. Van Leer

| REFERENCE:

P Form 3800, Jariary 2005
i RETURN | Postage [ 75

! RECEIPT
| SERVICE

i US Postal Servica®
| Receipt for
i Certified Mail™

| Notmsurncs Covernpe Provided
Do Not Use for ntemetional Mal

Cortifiod Fes [ 285

Retum Recsipl Fee 230
Restrictod Delivery

Tolsf Postage & Fees 5:?3;

POSTMARK OR DATE

292

TO:
Ms. Janet Flojo Administrator

CMP Surgicenter
3412 West Fullerion Avenue
Chicago, Hhnows 60647

SENDER: ] Van Lec]‘

REFERENCE:

PS Form 3800, Januety 2005

! RECEIPT [ "Corgiod Foo
i SEHVICE

RETURN | Postage

l20

285

Return Recaipl Fee

2,30

Restricted Delivary

Total Posiage & Fees

2.7

L To:

US Posta! Service® POSTMARK OR DATE

Receipt for
Certitied Mall™

No lnsurtrice Coverage Provided
Do Nt Use Jor Imamations! Mail

739k 9008 9131 3499 L5BA

PS Form 3800, January 2005

Ms. Fortunee Massuda Administrator
Foot & Ankle Clinics of America
1644 East 531d Street
Chicago, Hlinois 60615
SENDER: J. Van Leer
: REFERENCE:

Certified Mail™

Mo naumncs Coverege Frovided
Do Mot Line for iermationsl Mad

| RETURN | Postage [
| SERVICE :
Retum Receipl Fes 230
Restricled Dolrvery
Total Postage & Foes 975
US Postal Service® POSTMARK OR OATE
Receipt for




TO:

Mr. John Engte Chief Executive Officer

Kindred Chicago

Central Hospital

4058 West Melrose Street

Chicago, Hlinois

6064}

SENDER: J. Van Leer

REFERENCE:

' PS Form 3800, January 2005

Ms. Margaret McDermott CEO
St. Elizabeth's Hospital
1431 North Claremont Avenue,
Chicago, itlinois 60622

SENDER:

REFERENCE:

P5 Formn 3800 January 2005

1. Van Leer

RETURN | Postage

)

RECEIFT | Contfied Foo

2.85

SERVICE
} Return Raceipl Fea

2.30

Rastricted Qelivery

Total Postage & Feos

55

US Postal Service®
Receipt for
Certified Mall™

No Insurance Cowrage Frovided
£0 Not Uss kv tnternational Mak

739k 9008 1911}

TO:

POSTMARK OR DATE

1499 7059

Dr. Salam Okasha Administrator

Fullerton Surgery

Center, Inc.

4849 West Fullerton Avenue

Chicago, Hlinois

SENDER: I Van L

REFERENCE:

! PS Form 3800, Jsnuary 2005

60639

cer

Certified Mail™

No Insurance Coverage Provided
Do Nol Use kr Intermatiorai sl

RETURN | Postage e
RECEry | Certfiod Fao 285
i Return Fleceipt Foa 21
Restrictod Defhvery
Tonal Pesiage & Feos b‘—ls
/S Postal Ssrvice® POSTMARK OR DATE
Receipt for

719b 9008 9331 1499 70ue

Dr. Rentin Xia Adminmistrator
American Women's Medical Group
2744 North Wesiern Avenue
Chicago, llitnois 60047

SENDER: J. Van feer

REFERENCE:

! __PS Form 3800, January 2005

| AETURN | Postage

110

{ RECEIFT | Conifod Foo

2.85

i SEAVICE
: Ratutn Recofpt Fee

2,30

Ruagirictad Dallvary

Tota! Postage & Fecs

55

RETURN Postage

4o

e P

2.85

SERVICE -
Return Receipt Fee

2.5¢

Rostricted Dathary

Total Postage & Faes

275

LS Postal Service®
Receipt for
Certified Mail™

Ko tnsursnce Coverags Provided
Do Not Use ior Inlsmartionat Mall

POSTMARY OR DATE

US Poetal Service®
Recelpt for
Certified Mail™

Mo nsurance Coverags Provided
Do Not Uz or Inemnxtbona! Mail

POSTMARK OR DATE



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

After paginating the entire, completed application, indicate in the chart below, the page numbers for the
attachments included as part of the project's apptication for permit:

INDEX OF ATTACHMENTS
ATTACHMENT
NO. PAGES
1 | Applicant/Coapplicant Identification including Certificate of Good 24-25
Standing
2 | Sile Ownership L 26 - 39
3 | Persons with 5 percent or greater interest in the licensee must be 40 - 41
identified with the % of ownership. o
4 | Qrganizalional Relationships (Organizational Chart) Certificate of 42 - 43
Good Standing Etc.
5 | Flood Plain Requirements o 44
6 | Historic Preservation Act Regquirements 45
7 | Project and Scources of Funds Hemizalion 46
8 | _Obligation Document if required 47— 48
9 | Cost Space Requirements 49
o 10 | Discontinuation
11 | Background of the Applicant 50 -~ 53
12 | Purpose of the Project 54 -70
13 | Adternatives to the Project o 7172
14 | Size of the Project 73
15 | Project Service Utilization 74 -77
16 | Unfinished or Shell Space 78
17 | Assurances for Unfinished/Shell Space 79

18 | Master Design Project o
19 | Mergers, Consclidations and Acquisitions

Service Specific:

20 | Medical Surgical Pediatrics, Obsteltrics, ICU
21 | Comprehensive Physical Rehabilitation
22 | Acute Mental liiness

23 | Neonatal Inlensive Care
24 | Open Heart Surgery

25 | Cardiac Catheterization
26 | In-Center Hemodialysis
27 | Non-Hospital Based Ambulatory Surgery 80 —54
28 | General Long Term Care

29 | Specialized Long Term Care

30 | Selected Organ Transplantation

31 | Kidney Transplaniation

32 | Subacute Care Hospital Model

33 | Post Surgical Recovery Care Center

34 | Children’s Community-Based Health Care Cenler

35 | Community-Based Residential Rehabilitation Center

36 | Long Term Acute Care Hospital

37 | Clinical Service Areas Other than Categories of Service
38 | Freestanding Emergency Center Medical Services

Financial and Economic Feasibility:

39 | Availability of Funds 85 - 86
40 | Financial Waiver 97 - 98
41 | Financial Viability

42 | Ecenomic Feasibility §9 - 104
43 | Safety Net Impaci Statement 105 - 115
44 | Charity Care Information 116

1495572
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