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STATE OF ILLINOIS

HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001

1. IDENTIFICATION
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7/ W . 7 7 1
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/o / /7, i
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;l !;' P‘ "
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/gupport ; Oppose Neutral

V. Testimony (please circle )
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Health Care)
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STATE OF ILLINOIS

HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001 .
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Facility Name: Palos Community Hospital — Orland Park
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Project Number: 16-001
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9/17/15




STATE OF ILLINOIS

HEALTH FACILITIES AND SERVICES REVIEW BOARD .
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Health Care)
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Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

1. POSITION (please circle appropriate position)

Support @ Neutral

Iv. Testimony (please circle )
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Project Number: 16-001

e & Flops mma/
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Entity, Orgamzatlon etc. represented in this appearance (i.e., ABC Concerned Citizens for
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Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)
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Public Hearing Testimony Registration Form
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I. REPRESENTATION (This section is to be filled if the witness is appearing on behalf of any group, organization or other
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Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for

Health Care) 54 ”E PHC—(
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‘ Support @ Neutral
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Name (Please Print) oVeen (DM"I nn
- . \/_L' .
cty Lipley  Pawk state =+ zp po4F ]
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Il REPRESENTATION (This section is to be filled if the witness is appearing on behalf of any group, organization or other
entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

lll. POSITION (please circle appropriate position)

Support i@ Neutral

v. Testimony (please circle )
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Project Number: 16-001

IDENTIFICATION
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U

REPRESENTATION (7his section is to be filled if the witness is appearing on behalf of any group, organization or other
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Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)
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& O i

POSITION (please circle approprigte position)
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HEALTH FACILITIES AND SERVICES REVIEW BOARD
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Facility Name: Palos Community Hospital — Orland Park:

Project Number: 16-001

- Vil
1. IDENTIFICATION "} A 1;/ S oy /é!
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1. REPRESENTATION (This section is to be filled if the witness is appearing on behalf of any group, organization or other
entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

Ml POSITION (please circle appropriate position)

Support { OppoD Neutral
\ e

v. Testimony (please circle )
- 7
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SN N e
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HEALTH FACILITIES AND SERVICES REVIEW BOARD
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Project Number: 16-001
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IR REPRESENTATldN (7his section is ta be filled if the witness is appearing on behalf of any group, arganization or other
entiry.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
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IV. Testimony (please circle )
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HEALTH FACILITIES AND SERVICES REVIEW BOARD
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Facility Name: Palos Community Hospital — Orland Park
Project Number: 16-001
I IDENTIFICATION ,
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City PQ/‘M H@ Loh - state Zip

Signature 1/?

il REPRESE NTAH: N (This&ection is to be filled if the witness is oppearing on behalf of any group, organization or other

entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for

ealth Care)
- q /*\(/ﬁﬁpﬁ’p@ s /‘Le'fﬁe‘b
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-

Support Oppose . Neutral

Written

9/17/15




(D

) STATE OF ILLINOIS
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Project Number: 16-001
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Name (Please Print) (= —/Q,{ \/\ O ,
ol N © i R ST
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H. REPRESENTATION (7his section is to be filled if the witness is appearing on behalf of any group, organization or other
entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

RAEY {’\D ((\U\,\P

ft. PQOSITION (please circle appropriate position)
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Project Number: 16-001
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{
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Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

“Rdoe Conay T
=
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(. POSITION (please circle appropriate position)

Support @E) Neutral
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k,CWWfﬂ/\ L‘ \"{)(«Z s

M. POSITION (please circle appropriate position)

PO m\’.
Support \ Oppose } Neutral
PO
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Support Oppose @
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i REPRESENTATION (This section is to be filled if the witness is appearing on behalf of any group, organization or other
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Support //Oppose > Neutral
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HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001

l. IDENTIFICATION
Name (Please Print) __ &N\ og AT [FO R

city PAosx Pars State __ [L Zip_ &w 64

Signature A pno oA
]

1. REPRESENTATION (This section is to be filled if the witness is appearing on behalf of any group, organization or other
entity.)
" Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)
Sxve PEHE

. POSITION (please circle appropriate position)

Support pbs Neutral
V. Testimony (please circle )
Oral rittem
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STATE OF ILLINOIS

HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital = Orland Park

Project Number: 16-001

I IDENTIFICATION Lt ap
Name (Please Print) M/L/ KR« l[ 2R

City %Las Pfhz L sate_ “ AL Zip [éﬂ‘{&él

Signature_é_i ;41 A 2@ AA ,gké%—d

. REPRESENTATION (rhis section is to be filled if the witness is appearing on behalf of any group, organization or other

entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for

HealthCare” )HFZ
— o

f. POSITION (please circle appropriate position)

Support Neutral
- / g

IV. Testimony (please circle )

@ Written

-~
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STATE OF ILLINOIS

HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital - Orland Park

Project Number: 16-001

I IDENTIFICATION

Name (Please Print) /646‘—”L~ - “/“?7‘}/76//7'0

Signature _'j) G—M 7 . QW

", REPRESENTATION (This section is ta be filied if the witness is appearing on behalf of any group, organization or other

entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

SAve  puiE Please (N

Il POSITION (please circle appropriate position)

Support /(‘)@ Neutral

Iv. Testimony (please circle )

—
<0ral ™~ :Written )
_// h
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STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital - Orland Park

Project Number: 16-001

I IDENTIFICATION -— .
Name (Please Print) Z[)O'*Aer:/ é . gj(:( //( \/qm

=

City Df\lqna(ﬁ@bk State - Zip éO 47(,(0 2

Signature jW C(/‘ Jw&é"‘-}j\

Il REPRESENTATION (7his section is to be filled if the witness is appearing on behalf of ony group, organization or other
entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

1il. POSITION (please circle appropriate position)

Support Q)ppose Neutral

V. Testimony (please circle )
@ Written
\\
\\\
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STATE OF ILLINOIS

HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001

I IDENTIFICATION © N\ .
NN NN -
Name (Please Print) YN awv e L
City Rovos Moy goe S zip 2SN -

Signature \\b\m P

(l. REPRESENTATION (This section is to be filled if the witness is appearing on behalf of any group, orgonization or other

entity.)
Entity, Organization, etc. represented in this appearance {i.e., ABC Concerned Citizens for

Health Care)
WNeduso N Ve Neesn Codea s

[t POSITION (please circle appropriate position)

Support @p@ Neutral

v. Testimony {please circle )
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STATE OF ILLINOIS

HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital = Orland Park

Project Number: 16-001
e, Mded Gun

City 0/\ QM[ /ﬁ/‘k State ﬂ Zip 60(/{(

Signature ﬁ%Jm&/T#{@

I REPRESENTATION (This section is to be filled if the witness is appearing on behalf of any group, organization or other

entity. ]
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for

Health Care) . 3 -
AM% e e l<// So. s L@gi%-u 4’5/‘0 C.

Il POSITION (please circle appropriate position)

/"“‘:‘x
Support Li Oppose Neutral

V. Testimony (please circle )
P \

@7 C |tt£n/
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STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

‘Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001

Il IDENTIFICATION £
Name (Please Print) ““\“ ) L‘\ W \\\D \V‘f\!;
y .
City ()'5 \\U\ 'vl\}\ \C\YV\ State A Zip zOQLHY?.'
Signature ww \\\\ \U A

. REPRESENTATION {7his section is to be filled if the witness is oppearing on behalf of any group, organizotion or other
entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for

Health Care) " ,
NS, »\\;__s\-)\mfr\cg

. POSITION (please circle appropriate position)

Support Neutral

Iv. Testimony {please circle )

{ Oral Written
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STATE OF ILLINOIS

HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001
I IDENTIFICATION . E N y
Name (Please Print) ’*'/ }7 ’I‘/Lé é ﬁ ] HC/\/L
; / . ) g » .
City / 9“#’/ b /Ullbﬁp*\'/’[”%féte 2L zip. (Y “/3//

Signature\/éﬂ/@uo }%M/;L

il REPRESENTATION (This section is to be filled if the witness is appearing on behalf of any group, orgonization or other

entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

. POSITION (please circle appropriate position)

i

-
Support ppose. Neutral
upp fg/ u
V. Testimony (please circle )
\
AR
\‘“Ora1/ Written
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STATE OF ILLINOIS

HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001
e Byt owy Hoc)
City OQLHMQ Pﬂ(&\( State /]//L Zip éd % L
Signature aﬂ"ﬁ'@ )QZULW

. REPRESENTATION (This section is to be filled if the witness is appearing on behalf of any group, organization or other

entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

Il POSITION (please circle appropriate position)

Support @ Neutral

V. Testimony (please circle )

Oral Written
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STATE OF ILLINOIS

HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001

V.

IDENTIFICATION

Name (Please Print) w\/ﬂé// //()é \71/7/0 ‘f<
City @V{dwn/ f?V/\/ State bL Z,._ Zip éﬂgéﬁ

Signature MM MW@M

REPRESENTATION (7his sectian is to be filled if the witness is appearing on behalf of any group, organization or other

entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

POSITION (please circle appropriate position)

Oppose Neutral

Testimony (please circle )

§®
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STATE OF ILLINOIS

HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park
Project Number: 16-001
. IDENTIFICATION : - C)A] o A
Name (Please Print) %‘f Yy ¥ Q/Pﬁaf‘r
City VM«D S Q\(L State IL Zip G ()\(Utf

Signature b)BW MM

1. REPRESENTATION (This sectian is to be filled if the witness is appearing on behalf of any group, organization or other

entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

Il POSITION (please circle appropriate position)
Support ppose Neutral

v. Testimony (please circle )

@ Written
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STATE OF ILLINOIS

HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001

V.

IDENTIFICATION ;
Name (Please Print) %4(‘ €\ -5 o NES

City (‘r,e Stwood State /< Zip Go Y s

Signature //LQ\NLN\ VG@'V‘JLP

REPRESENTATION (This section is to be filled if the witness is appearing on behalf of any group, organization or other

entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

POSITION (please circle appropriate position)

Support Neutral

Testimony (please circle )
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STATE OF ILLINOIS

HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001
e, Ay /Ar‘/ stonsen.
City /d*/ﬂs M /g State Zip @d%

s'gnaturevé%&_%(m&/ﬂ)

I REPRESENTATION (This section is to be filled if the witness is appearing on behalf of any group, organization or other

entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

PHEC

I POSITION (please circle appropriate position)

Support @ Neutral

V. Testim se circle )

Oral Written

9/17/15




STATE OF ILLINOIS

HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001

l. IDENTIFICATION

Name (Please Print) g & t@ ¥ %‘0-—- E%d,bﬂi@m
cty DOv g wd EO-—PU State o~ Zip @ﬁgz

Signature 40 M/W
4 ; &,

1. REPRESENTATION (This section is to be filled if the witness is appearing on behalf of any group, organization or other

entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for

Health Care)

Palss Sopt Casn ?‘gé&(}&ﬁ—ﬂ‘%—

It. POSITION (please circle appropriate position)

Support Neutral

Iv. Testimony (please circle )

Written
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) STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001

e, Maey Ane Keueger
Cltwpa//oS /LJ / 5 State I/// O(S Zip 60465’
Signature % a/%r Q{\___/}'_\/Y\ Wgﬂb

. REPRESENTATION (7his section is ta be filled if the witness is appearing on behaif of any group, organization or other

entity.]
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

s Polos Stk Flreca (o,

. POSITION (please circle appropriate position)

Support @ Neutral

v. Testimony (please circle )

Oral Written
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STATE OF ILLINOIS

HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001

. IDENTIFICATION

Name (Please Print) b‘: OH U D O /UOU /{Lm
City @ﬁL—OS HEI@HT;Zte t(( TNU;i Zip éﬁ%i
Signature <47/‘3M %W

" REPRESENTATION (This section is to be filled if the witness is appearing on beh&lf of any group, organization or other
entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

HI. POSITION (please circle appropriate position)

Support @ Neutral

V. Testimony (please circle )

@ Written

9/17/15
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STATE OF ILLINOIS

HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001

V.

IDENTIFICATION —
Name (Please Print) W s éM%

REPRESENTATSHT (This section is to be filled if the witness is oppearing on beholf of any group, organization or other

entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for

Health Care)

POSITION (please circle appropriate position)

)
Support Oppose Neutral
Testimony (pfease circle )
Written
y-d - {




STATE OF ILLINOIS

HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital = Orland Park
Project Number: 16-001
. IDENTIFICATION (
Name (Please Print) __ S zf&f 4 (L 4\! ’4_/,[222 3
City (ZZZ;&QKL/%Vgéte /A Zip_ M

. REPRESENTATION (7his section is to be filled if the witness is oppeoring on behalf of any group, organization or other

entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC for

Health Care)

hi. POSITION (please circle appropriate position)

Support o7 Neutral
Iv. Testimony (please circle )
Oral Written
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STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

(55

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital - Orland Park

Project Number: 16-001

I IDENTIFICATION =/ S OM)
Name (Please Print) ’\.///[Q:/‘/pﬂg % ery

City Or/ami 7}%/‘/{/ sate L L. Zip é@%ég

Signature %Mﬁ%

. REPRESENTATION (This section is to be filled if the witness is appearing §n behalf of any group, organization or other
entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

Il POSITION (please circle appropriate position)

Support Oppose > Neutral

Iv. Testimony (please circle )

Written
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STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001
. IDENTIFICATION
Name (Please Print) MC( fLL KMDQF,
City /L{} LCJ PKP State IL Zip &é %9;
Signature %%/W %‘QM

1. REPRESENTATION (7his section is to be filled if the witness is appearing on behalf of any group, organization or other
entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

M. POSITION (please circle appropriate position)

Support (Oppose \ Neutral
e
V. Testimony (please circle )
Oral Written

9/17/15




STATE OF ILLINOIS

HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001

I IDENTIFICATION

Name (Please Print)é;7 Q/LM ‘L 0[ A/&ggfér /’

City('/o L( an 0{ p@lﬁk State T L Zip 6 (/5‘7
Signature g,&ffgwj{é/ (M/CM%%

I, REPRESENTATION (7his section is to be filled if the witness is appearing on behalf of any group, organization or other
entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

. POSITION (please circle appropriate position)

Support @ Neutral

v. Testimony (please circle )

Written

9/17/15




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001

l. IDENTIFICATION

Name (Please Print) j(@d/(,{ \le /’ ‘/Q n
City @'QLCU')CL 7[2)(, 4 State T Zip 604(‘37

Signature_ m W

1. REPRESENTATION (This section is to be filled if the witness is appearing on behaif of any group, organization or other
entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

M. POSITION (please circle appropriate position)

Support Neutral

v. Testimony (please circle )

¢ Written

9/17/15
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| STATE OF ILLINOIS Sor o]

HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001

l. IDENTIFICATION

Name (Please Print) 7@7 /Z/ ,V $féﬁ/ﬁﬂ]
City Zﬂﬂf %ﬁ’///&%?’ State ‘Ib Zip éﬁf[é%
Signature MA <L W

4

1. REPRESENTATION (7his section is to be /d if the witness is appearing on behalf of any group, organization or other

ent/'ty.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

Yol KMW 74%%2/

1. POSITION (please circle appropriate position)

Oppose Neutral

Testimony (please circle )
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HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001

I IDENTIFICATION

Name (Please Print]) RD MRL‘P FU H KM fh\(

city_ORLAPY  PARK  state_ TWNOIS  zip betJb2
Signature QM&—QA@L{ e i atog U

Il REPRESENTATION (This sectian is to be filled if the witness is appearing on behalf of any group, organization or other

entity.]
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

L. POSITION (please circle appropriate position)

Support @ Neutral

Iv. Testimony (please circle )

Written

9/17/15




STATE OF ILLINOIS

HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001
- oo Lt S {AE
o RO BUY e Ty oy EPFER
Signature ‘%)@IYD %V@LQI

7

. REPRESENTATION (7his section is to be filled if the witness is appearing on behalf of any group, organization or other
entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

. POSITION (please circle appropriate position)

LT

Support @ Neutral

Iv. Testimony (please circle )

9/17/15
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STATE OF ILLINOIS

HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001 ‘ ~
. IDENTIFICATION (;}Q /Q %z
Name (Please Print)@_ﬂ/\/\v( /&9/ . l /I e
* - N N =

v

jtate@ , Zip 5 (J\ ({6.1
N

£
3

e d N

(" R B Rl

Il REPRESENTATION (This section is to be filled if the witness is appearing on behalf of any group, organization or other
entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

POSITION (please circle appropriate position)

Support @:eb/ Neutral

V. Testimony (please circle )

Oral Written

9/17/15
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STATE OF ILLINOIS

HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001 o Conn 8/
. IDENTIFICATION - 1
Name (Please Print) (&) 6:’\/ K U cemr 'Jf\
ity a Qe DA state 7 zip. Lot g

Signature%\_}\- W’\——-"

. REPRESENTATION (his section is to be filled if the witness is appearing on behalf of any group, organization or other
entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

il POSITION (please circle appropriate position)

Support Oppoée Neutral
V. Testimony (please circle ) -
Oral Written

9/17/15
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\ STATE OF ILLINOIS
7 HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001

I IDENTIFICATION

N
Name (Please Print) /Q“ZL@ (| ,Lﬁ)zLéé r /\Q Rid
City @M l)S State Zip 4’() %&/é

i REPRESENTATION (Thls section is to be filled if the witness is appearing on behalf of any group, organization or other

entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for

Health Care)

i Los Commeel D o b

. POSITION (please circle appropriate position)

@ Oppose Neutral

Iv. Testimony (please circle )

\ G
@ Written

9/17/15
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. STATE OF ILLINOIS

HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001

I IDENTIFICATION é ¢

Name (Please Print) L 0 C\ K . ﬁ’]azd k&’ m({
City Oc M VV [ State T Zip o OL{ b7

Signature \ﬁﬂé/k MW

1. REPRESENTATION (his section is to be filled if the witness is oppearing on behalf of any group, organization or other
entity.]
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

?a.\o@@/mmmw.f\q \“V‘b gikd

1. POSITION (please circle appropriate position)

@ Oppose Neutral

V. Testimony {please circle )

Written
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HEALTH FACILITIES AND SERVICES REVIEW BOARD

e oy
Public Hearing Testimony Registration Form

Facility Name: Palos Community Hospital — Orland Park

Project Number: 16-001

I IDENTIFICATION

Name (Please Print) A i L U a_ K,‘ &ng f{ iL
City ‘D LS U,,i};; gyt State i zip. (D46 D

Signature /Iﬂ/’./ . 71( [ & ciat i

I. REPRESENTATION (This section is to be filled if the witness is appearing on behalf of any group, orgonization or other

entr‘ty.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for

Health Care)

% QDI’M/VU/,.,,- Lo

ll. POSITION (please circle appropriate position)

N,

(("Sbbpor?\\ Oppose Neutral
Iv. Testimony (please circle )
i/();aD Written
“
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