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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 0112017 Edition

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CEﬁFEelE"VE D

This Section must be completed for all projects.

JUN 21 2017

Facllity/Project Identification

Facility Name: Aiden Center for Day Surgery, LLC HEALTH FACILITIES
Street Address: 1580 West Lake Strest SERVICES REVIEW B!
City and Zip Codae: Addison, IL 60101

County: Du Page Health Service Area VI Heaith Planning Area:
Appiicant(s) [Provide for each applicant {refer 1o Part 1130.220)]

Exact Legal Name: Addison Surgery Center, LLC

Street Address: 1580 West Lake Street

City and Zip Code: Addison, IL 60101

Name of Registerad Agent: CT Corporation System
| Registered Agent Street Address: 208 S La Salle St, Suite 814

Registered Agent City and Zip Cede: Chicago,IL 60604
| Name of Chief Executive Cfficer: Kern Singh, MD

CEQ Street Address: 1671 W Harrison St., Ste 400

CEQ City and Zip Code: Chicago, IL 60612

CEO Telephone Number: (312) 243-4244

Type of Ownershlp of Applicants

] Non-profit Corporation O Partnership

O For-profit Corporation O Govemmental

[x] Limited Liability Company O Sole Proprietorship O Cther

o Corporations and limited liabllity companies must provide an lilinois certificate of good
standing,

o Partnerships must provide the name of the state in which they are organized and the name and
address of each partner spacifying 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 o receive ALL correspondence or inquiries]

Name: Mike McKevitt

Title: Reglonal President

Company Name: NueHealth

Address: 11221 Roe Avenue, Suite 300, Leawood, KS 66211

Telephone Number: (312) 848-5301

E-mall Address: mmckevitt@nuseheaith.com

Fax Number:

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

Name: Barbara Proffitt

Title: Contract Compliance Specialist

Company Name: NueHealth
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

Address: 11221 Roe Avenue, Sulte 300, Leawood, KS 66211

Teleghong Number: (913) 647-6475

| E-mail Address: boroffitt@nuehealth.com

Fax Number: (913) 685-2208

o Page 2 - . _




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR EXEMPTION PERMIT

SECTION 1. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facillty Name: Aiden Center for Day Surgery, LLC

Street Address: 1580 West Lake Stroat

City and Zip Code: Addison, IL 60101

County: Du Page Heaslth Service Area Vil Health Planning Ares:

Applicant(s) [Provide for each applicant (refer to Part 1130.220)]

Exact Legal Name: Alden Center for Day Surgery, LLC

Streat Addrass: 1580 West Lake Stregt

City and Zip Code; Addison, IL 60101

Name of Ragistered Agent: Paul Gilman

Registered Agent Street Address: 330 N. Wabash, Suite 1700

Registered Agent City and Zip Code: Chicago.IL 60611

Name of Chief Executive QOfficer: Kianoash Jafari, MD

CEQ Street Address: ¢/o Oak Brook Medlical Management, 2425 22nd Strest

CEO City and Zip Code: Qak Brook, IL 60523

CEOQ Telephone Number: (630) 988-7698

Type of Ownership of Applicants

J Non-profit Corparation | Partnership
] For-profit Corporation i Governmental
ix] Limited Liabfiity Company || Sole Proprietorship | Other

o Corporations and limited fiability companies must provide an lllinols certificate of good
standing.

o Partnerships must provide the name of the stats in which they are organized and the name and
address of each partner specifying whether each Is a general or iimited 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)

Name: Ali Nili

Titla: Chief Operating Officer

Company Name: Qak Brook Medicai Managment

Address: 2425 22nd Street, Qak Brook, IL 60523

Telaphone Number: (630) 988-7698

E-mail Address: anili@oakbrooksurgicai.com

Fax Number:

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

Name:

Title:

Company Name:
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Address:

Telephona Number:

E-mail Address:

Fax Number:




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATICN FOR PERMIT- 01/2017 Edition

Post Exemption Permit Contact
[Person to receive all corespondence subsequent to permit issuance-THIS PERSON
MUST BE EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS DEFINED

AT 20 ILCS 3960]
Name: Mike McKevitt
Title: Reglonal President

Company Name: NuaHealth

Address: 11221 Roe Avenue, Suite 300, Leawood, KS 66211
Telophone Number: {312} §48-5301

E-maii Address: mmckevitt@nuehaalth.com
Fax Number:

Site Ownership

[Provide this information for each applicable site}]

Exact Legal Name of Slte Owner: Jafari Family, LLC

Address of Site Owner: 2607 W 22nd St., Ste 48, Oak Brook, IL 60523

Street Address or Legal Description of the Site:

Proof of ownership or control of the site Is to be provided as Attachment 2. Examples of proof of
ownership are property tax statements, tax assessor's documentation, deed, notarized statement
of the corporation attesting to ownership, an option to lease, a letter of intent to lease, or a iease.

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

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

Address: 1580 West Lake Street, Addisen, il 60101

O Non-profit Corporation O Partnership
O For-profit Corporation I Govemmentai
(x] Limited Liability Company O Sole Proprietorship O Other

o Corporations and limited liabiflty companies must provide an Illineis Certificate of Good Standing.
o Partnerships must provide the namse of the state in which organized and the name and address of

each partner specifying whether each is a generai 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 Reiationships

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

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

Page 5




ILLINQIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

Flood Plain Requirements N/ ~ No consuction m\h‘UtA-

Refer to application instructions.]

Provide documentation that the project complies with the requirements of lllinols Executive Order #2008-5
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 Identifled floodplain areas. Floodplain
maps can be prinfed at www.FEMA.gov or www illinoisfloodmaps.org. This map must be in a
readable format. In addition, please provide a statement attesting that the project complies with the
requirements of lilinols Execttive Order #2006-5 :ff www.iilinois gov/sites/hfsrh).

APPEND DOCUMENTATION AS AT TACHMENT 5, IN NUMERIC SEQUENTIAL ORDER AFTER THE
LAST PAGE OF THE APPLICATION FORM.

Hlstoric Resources Preservation Act Requirements (\ m - .Uidl') ‘gﬂl}l"( yho “‘M
Refer to application instructions.] indled

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

APPEND DOCUMENTATION AS ATTACHMENT 6, 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 1110 Classification:
Change of Ownership

[1  Discontinuation of an Existing Health Care Facility
or of a category of service

[0  Establishment or expension of a neonatal intensive
care or beds




{LLINQIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are:

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

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

o inthecaseofa partnership. two of its general partners (or the sole general pariner, when two or
more general pariners do not exist);

o Inthe case of estates and trusts, two of Its beneficiaries (or the sole beneficlary when twe or more
beneficiaries do not exist); and

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

This Application is filed on the behalf of Addison Surgery Center, LLC »

in accordance with the requirements and procedures of the lliinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority te execute and file this Application on
behalf of the applicant entity. The undersigned further certifies that the data and information
provided hereln, and appended hereto, are complete and correct ta the best of his or her
knowledge and beitef. The undersigned also certifies that the fee required for this appilcation is

sent herewith or will be pald upon request.

SIGNATHYRE _ SIGNATURE
1%5( S’fﬂ[.l{jl&fﬂ'\\ /bé’f" / ﬂ//r.&/,/
PRINTED NAME PRINTED N
(eo Lo e fesrren i
PRINTED TITLE PRINTED TITLE

Notarization: Motarization:

Subscribed and sworn to before me Subscriggd and swogn to bel% _;
this _fi-* dayof _Tuws 2017 this/%=" day ofg&

Mo bl Trmaa ML etiudd——

Signature of Notaf) Signature of Notafy \
Seal Seal | OFFICIAL SEAL $
THOMAS M RACHUBINSKI ¢
_ §  NOTARY PUBLIC - STATE OF LLNOIS
*Insert the EXACT legal name of the applicant $ __"lw EXPRES 050120 ¢

MARY FAUT RODTS
OFFICIAL SEAL
Notary Public, Siate of IHinols

My Commission Expires
Augusi 04, 2018




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

CERTIFICATION :

The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are;

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

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

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

in the case of estates and trusts, two of its beneficiaries {or the sole beneflciary when two or more
beneficiaries do not sxist); and

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

This Application is filed on the behalf of Alden Center for Day Surgery, LLC *
in accordance with the requirements and procedures of the lllinols Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and flle this Application on
behalf of the appiicant entity. The undersigned further certifies that the data and information
provided hereln, and appended hereto, are compiete and correct to the best of his or her
knowledge and beilef. The undersigned also certifies that tha fee required for this application Is
sent herewith or will be paid upon request,

Vo T <o

)

SIGNATURE SIGNATURE ¢ 4

K Aot R D w) B 0uSSusn TJ-a
PRINTED NAME 4 PRINTED NAME

CEND C00
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:
Subscribed and sworn.to before me . Subscribed and swom to before me
this _/ € Tefday of __ T oneg 2(7 “* this (e dayof _SUAE 2 01>

Gt L 0 Gl Sl

Signakire of Notafy ¢ Signat@re of Notary 7

Seal OFFICIAL'SEAL;. © 1- . OFFIC!
STEPH OWALEWSKE - STEPHEN oAk
: s NOTARY i 1« KOWALEWSK|

. LIC - STATE OF
sant S MYCOoMMISSION Expmpm"&L INOIs

P




ILLINGIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

CERTIFICATION

The Application must be slgned by the authorized representatives of the applicant enlity. Authorized
representatives are:

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

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

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

o inthe case of estates and trusts, two of its beneficlaries (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 Is filed on the behalf of Aiden Center for Day Surgery, LLC *
in accordance with the requirements and proceduras of the iliinols Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and fiie this Application on
behalf of the appilcant 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 tha fee required for this appiication Is
sent herewith or wlil be paid upon request.

SIGNATURE SIGNATURE™ [ 4

SX\AAG 6 (M Sﬁ\ﬁﬂ«lﬁﬂ Doussan S Lar
PRINTED NAME PRINTED NAME

O Céyg

PRINTED TITLE FRINTED T!TLE
Notarization: Notarization:
Subscribed and sworn to before me cee Subscribed and sworn to hefore me
this /gypdayof T wnts” 282> ¢ this gnw dayof T zol 7

e Vel oZ
Signafure of Notary ¢

OFFICIAL

Seal [ WAL Seal
oA e g
. P ITATE K KOw,
*nsa & g NTY PUBLIC . STATE OF SKI
VI . A\ -

Page 10 A — s s




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 0172017 Editlon

CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are:

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

o inthe case of a limited liability company, any two of Its managers or members (or the sole
manager or member when two or mare managers of 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 beneficiarios (or the sole beneficiary when two or more
beneficiaries do not exist); and

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

This Application is filed on the behalf of Addison Surgery Center, LLC

in accordance with the raquirements and procedures of the llilinols Health Faciiities Planning Act.
The undersigned certifies that he or she has the authority to executa and fiie this Application on
behalf of the applicant entity. The undersigned further certifles that the data and information
provided hereln, and appendad hereto, are complete and correct to the hest of his or her
knowledge and bellef. The undersigned also certifies that the fee required for this appllication is
sent harewith or will be pald upon request.

- At S AL

SIGNATURE ¥ SIGNATURE

J
SinbH, (eRN e/ / %ﬂzﬁ;«/ﬂ_
PRINTED NAME PRINTED NAME
(€0 [;ﬁ,, / L zd,szr“

PRINTED TITLE PRINFED TiTLE
Notarization: Notarization:
Subscnbed and sworn to before me Subsgri and swarp to befo
this _[b* dayof __Twuwe , 20/9 this day of Uﬂ’b P %/7
{&459 ?Qwﬂ*«
Signature Ma’ary
4
Seal Seal ? OFFiCIAL SEAL b
5 HOMAS M RACHUBINSKI $
$  NOTARY PUBLIC - smaosm:gtos 4
*insert tha EXACT legal name of the applicant 2 Wmmf”ff@_“ 2

MARY FAUT RODTS
OFFICIAL SEAL
Notary Public, State of lilinois
My Commission Expires
August 04, 2018

Page 9




ILLINGiS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 01/2017 Edition

SECTION Iil. BACKGROUND, PURPOSE OF THE PROJECT, AND ALTERNATIVES

- INFORMATION REQUIREMENTS

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

Background
READ THE REVIEW CRITERION and provide the following required information:

BACKGROUND OF APPLICANT

1.

2. A certified listing of any adverse action taken against any facility owned andfor operated by the

A listing of all health care facllities gwned or operated by the applicant, including licensing, and
certification if applicable.

applicant during the three years prior to the filing of the application.

Authorization permitting HFSRB and DPH access to any documents necessary to verify the
information submitted, including, but not limited to: official records of DPH or other State
agencies; the llcensing or certification records of other states, when appiicable; and ths records of
nationally recognized accreditation organizations. Fallure to provide such authorization shail
constitute an abandonment or withdrawal of the application without any further action by
HFSRB.

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

Criterion 1110.230 - Purpose of the Project, and Alternatives (Not applicable to
Change of Ownership)

PURPOSE OF PROJECT
1.

2. Define the planning erea or market area, or other refevant area, par the applicant’s definition.

3. Identify the exIsting problams or Issuses that need to be addressed as applicable and appropriate
for the project.

4. Cite the sources of the documentation,

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

6. Provide poals with quantified and measurable objectives, with specific imeframes that relate to

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

- Page |




ILLINOIS HEALTH FACILITIES AND SERYICES REVIEW BDARD

SECTION V. CHANGE OF OWNERSHIP (CHOW)

1130.520 Regquirements for Exemptions Involving the Change of Ownership of a

Health Care Facility

1.

Priar to acquiring or entering inta & contract to acquire an existing health care facility, a
person shall submit an application for exemption to HFSRB, submit the required
appiication-processing fee (sae Section 1130.230) and receive approval from HFSRB.

If the transaction is not completed according to the key terms submitted in the exemption

application, a new application is required.

READ the applicable review criteria outiined below and submit the required

documentation (key terms) for the criteria:

APPLICATION FOR PERMIT- 01/2017 Edition

APPLICABLE REVIEW CRITERIA

CHOW

1130.520(b}(1){A) - Namas of the parties

1130.520(b){(1)}(B) - Background of the parties, which shall
Include proof that the applicant s fit, willing, able, and has the
quaiifications, background and character to adequately provide a
proper standerd of health service for the community by certifying
that no adverse action has been taken against the applicant by
tha federai govemment, licensing or carlifying bodies, or any
other agency of the State of lilinois against any health care
facility owned or operated by the applicant, directly or indirectly,
withir three years preceding the fling of the appiication,

X
X

1130.520(b}{1{C) - Structure of the transaction

1130.520(b}(1}(D} - Name of the person who wili be licensed or
certifled entity after the transaction

1130.520(b){1XE) - List of the ownership or membership
interests in such ficensed or certified entity bath prior to and after
the transaction, including a description of the applicant's
organizational structure with a listing of controlling or subsidiary
persons,

1130.520(bX1XF) - Fair market value of assets to be
transferred.

1130.520(b)1)(G) - The purchase price or other forms of
consideration to be provided for those assets. [20 ILCS
3960/8.5(a)]

1130.520(b)(2} - Affirmation that any projects for which permits
have been Issued have been compieted or will be completed or
altared in eccordance with the provisions of this Section

1130.520(b)(2) - I the ownership change is for a hospital,
affimation that the facility wiif not adopt a more restrictive charity
care policy than the policy that was in effect one year prior ta the
transaction. The hospital must provide affimation that the
compliant charity care policy will remain in effect for a two-year
period following the change of ownership transaction

N Ik

1130.520{b)(2) - A stalement as to the anticipated benefits of

e — Page (& -




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT. 01/2017 Edition

the proposed changes in ownership to the community

1130.520(b){2) - The anticipated or potentia) cost savings, if X
any, that will result for the community and the faciiity because of
the change in ownership;

1130.520(b}2) - A description of the facility’s quality X
improvement program mechanism that will be utiilzed to assure

quality control;

1130.520(b)(2} - A description of the selection process that the X

acquiring entity will use to select the facliity's goveming body;

1130.520{b}(2} - A statemant that the appiicant has prepared a X
written response addressing the review criteria contained in 77 1il.
Adm. Code 1110.240 and that the response is available for pubiic
review on the premises of the heaith care faciilty

1130.520(b}{2)- A description or summary of any proposed X
changes to the scope of services or levels of care currently
provided at the facllity that are anticipated to occur within 24
months after acquisition.

Application for Change of Ownership Among Reiated Persons

When a change of ownership is among related persons, and there are no olher changes being proposed
at the health care facliity that would otherwise require a permit or exemption under tha Act, the applicant
shall submit an application consisting of a standard notice in a form set forth by the Board briefly
axplaining the reasons for the proposed change of ownership. [20 ILCS 3960/8.5(a)]

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

. - pagaia —




Attachment 1

Section I — Type of Ownership - Certificate of Good Standing

An Organizational Chart showing the pre-closing and post-closing ownership structure for Aiden
Center for Day Surgery, LLC (Seller) and Addison Surgery Center, LLC (Buyer) is included in
Attachment 4. Good Standing Certificates for the following entities are attached:

Aiden Center for Day Surgery, LLC (“ACDS”): is an [linois limited liability company

whose majority owner is Jafari Family, LLC. A copy of the [llinois Good Standing Certificate
for ACDS is attached.

Addison Surgery Center, LL.C (“ASC™): is an Illinois limited liability company whose owners

are Nueterra Holdings, LLC and multiple individuals. A copy of the Illinois Good Standing
Certificate for ASC is attached,

Page 14 Attachment 1




File Number 0627976-7

i

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that

ADDISON SURGERY CENTER, LLC, HAVING ORGANIZED IN THE STATE OF ILLINOIS
ON APRIL 28, 2017, 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 nereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 19TH

dayof  MAY  AD. 2017

A Ay
o, AV
o Do e
X ’
Authentication #: 1713900662 verifiable untii 05/19/2018 M

Authenticata at hilp/Mwww cyberdrivellinois.com
SECRETARY OF STATE

e i5 QHfschmert 1




File Number 0246185-4

R

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that

AIDEN CENTER FOR DAY SURGERY, LLC, HAVING ORGANIZED IN THE STATE OF
ILLINOIS ON FEBRUARY 15, 2008, 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 Illinois, this 8TH

day of JUNE A.D. 2017

) y
: Ld
Authentication #: 1715902280 verifiable untll 06/08/2018 M

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

SECRETARY QF STATE

Tage 1o o™ 1




Attachment 2

Section 1 — Site Ownership

The current site is owned by Jafari Family, LLC and controlled by Aiden Center for Day
Surgery, LLC. Attached is proof of ownership and control for the current site.

Page 17 Attachment 2




a1 g,

T frailfL Y

Rate 2014  Tax 2014
Az3% 104658
0287 22590
D4t 247,73
L4942 12014
A568 %.326.63
21 104.06
0196 165.82

ANO LEVY
0682 ST
D056 4737
A0 88414
DCE1 51.61

5228 4,423.25
2881 243152
4588 3.864.84

0420 35534
4189 254418
0811 S16.94

8407 785808
1814 153477

2.5669 %2726
0758 63962
24558 20,770.09
4028 8E722
2975 251720
9.4087

78,604.23

2014 5845070

** COUNTY **
<CLnTY OF DU 2AGE
PERSION FURD
COUNTY HEALTH DEPT
PENSION FUND
FCREST PRESERVE O7ST
PEASIOR FURD
DU PAGE AIRPCRT AYTH
L] LM e
DY PAGE WATER CoMN
ADDISON TOWNSHIP
PENSION FUND
ADDISON TWP ROAD
PEXSISE FuHD
VLS oFf AOLISCK
PENSION FUND
V-G ADITSCE LI3R
FEUSICK FLYD
ADDISCH PARK DIST
FERSIGH Fuld
AD2ISCr FIRE 2IST
PINEIDY FUND
't EDUCATION
GRADE SCECCL DIST 4
FENSICN FiD
AIGE SCHCTL DIET d&
PEHSION FUND
CoLLEGE °U 7ag= 502
TCTRALS

Assessas Vaiue

2018

$86z 38

&

Tax 2015

12284
- 22092
345.19
112,18
136138
93.38
16224

573,88
4487
878.5C
4519
480426
243880
4.355.43
292.55
3.470.08
§a.22
755417
+.745.82

2£,43827

¥ z%led to: TIF Frozer, Vaive ;
1583 MEST JAKE 5T LLC {Fek Cash 1
!:ro CIREARY = ,LF"" Value
i_z\e’zs W 22ND £T NC 187 -Land Veiue 471210
|28 GROOK & 80523 I3 Bading Value 291,700
! = hagessed Vaiue 862,900 %
1 ix State Wau'tpier 1.0000
1 <= Squaized Veiue | 862590
. '~ Aasidentia; Exempticn |
Sraperty Locetion: |- Serlor Exemgption :
15831V LAKE ST . ;
ADDISCN. $0101 i~ Saniot Freeze i
'_Disabied Vetorar |
Townera Assessern I- Dieasily Exotnption
ADD:SOM F HRetuming Yeters::
630-530-8161 i_"-w“ﬂ"m ;
- Hemoa Fprovement i
. “ax Code: i Sxempthon ; 5
! 3033 i |- Hiousing Atmtemens | i
! Property Index Number: = Net Taxable Valus | 862,990
{_ £3-18-407-024 | {x Tax Rz'o T 840
Unpa'd Taxes CueNo ] Ix Total Tax Due ' 3067212 :'
i i
*
CHANGE OF NAME/ADCRESS: S OF A FACTOR 1.0000
COUNTY CLIRK 230-507-5540

2015 DuPage Ceounly Reai Estata Tax 27
Gwen Henry, CPA, County Collector

421 N, County Farm Road

Whagter, L 30187

Cffica Hours — 8:00 am—4:30 pm, Mon—Fri
Telophons — (630) 457-5900

133874

——a

|
|
|

|




Attachment 3

Section I -Operating Identity/ License

Aiden Center for Day Surgery, LLC is the licensed entity operating the facility, Addison
Surgery Center, LLC will be the licensed entity operating the facility following the Change of
Ownership transaction and approval by the IDPH. Copies of the Ilinois Certificates of Good
Standing are attached for both entities.

Jafari Family, LLC (100%) is the majority owner of Aiden Center for Day Surgery, LLC. There
are no other persons with 5% or greater interest in the current licensee,

Addison Surgery Center, LLC will be the controlling cntity following the Change of Ownership
with Nueterra Holdings, LLC owning 30% and the remaining 70% owned by individuals, all of
which have less than 5% ownership. A list of the post-closing ownership persons with 5% or
greater interest in Addison Surgery Center, LLC is attached.
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To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that 1 am the keeper of the records of the Department of

Business Services. I certify that

AIDEN CENTER FOR DAY SURGERY, LLC, HAVING ORGANIZED IN THE STATE OF
ILLINOIS ON FEBRUARY 15, 2008, 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.

InTestimony Whereof, 1 nereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 8TH

dayof JUNE  AD. 2017

G. 20 £ ;
L4
Authentication #: 1715902280 vertfiable untll 06/08/2018 M

Authenticate at: hitp:/fwww.cyberdriveitinois.com

SECRETARY OF STATE
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File Number 0627976-7

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that

ADDISON SURGERY CENTER, LLC, HAVING ORGANIZED IN THE STATE OF ILLINOIS
ON APRIL 28, 2017, APPEARS TO HAVE COMPLIED WITH ALY PROVISIONS OF THE
LIMITED LIABILITY COMPANY ACT OF THIS STATE, AND AS OF THIS DATE IS IN GOOD
STANDING AS A DOMESTIC LIMITED LIABILITY COMPANY IN THE STATE OF ILLINOIS.

In Testimony Whereof, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 19TH

dayof MAY  AD. 2017

I
’
Authentication #: 1713800682 verifiable until 05/19/2018 M

Authenticate at hitp/fwww.cyberdiivetinols.com
SECRETARY OF STATE
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Pre and Post-Closing Ownership — Aiden Center for Day Surgery/ Addison
Surgery Center, LLC Ownership Structure

Pre-closing Ownership

Aiden Center for

Dsy Surgery’ LLC M— Jafari Famﬂy, LLC
Post-closing Ownership
i NueHealth, L1.C
Addison Surgery °
Center, LLC —30% | Nueterra Holdings, LLC Management
Company

po

16 Individuals, each
< 5% owners

Attachment 3




Attachment 4

Section I -Organizational Relationship

An organizational chart showing the current pre-closing ownership structure for Aiden Center for
Day Surgery, LLC is attached as well as the post-closing ownership structure for Addison
Surgery Center, LLC, the entity purchasing Aiden Center for Day Surgery, LLC.

An additional Organizational Chart with all related parties for Aiden Center for Day Surgery,
LLC is provided.
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Pre and Post-Closing Ownership — Aiden Center for Day Surgery/ Addison
Surgery Center, LLC Ownership Structure

Pre-closing Ownership

Alden Center for o
Day Surgery, LLC |—%0% _|  Jafari Family, LLC
Post-closing Ownership
Addison Surgery NueHealth, LI.C
Center, LLC —30% | Nueterra Holdings, LLC M(::magement
ompany

po

16 Individuals, each
< 5% owners
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Attachment 11

Section III —-Background of the Applicant

1.

Aiden Center for Day Surgery, LLC does not have ownership or operational control in
any other health care facilities. Jafari Family, LLC owns 100% of Aiden Center for
Day Surgery, LLC and has ownership in the following Health Care Facilities in Hlinois:

1800 McDonough Road Surgery Center, LLC dba Ashton Center for Day Surgery
Oak Brook Surgical Centre, Inc.

Addison Surgery Center, LLC does not have ownership or operational control in any
other health care facilities. Nueterra Holdings, LLC, who has ownership in Addison
Surgery Center, LLC, has ownership in the following health care facilities in Ilinois:

Gold Coast Surgicenter, LLC — 15.27% owned by Nueterra Holdings, LLC

Licenses and Certificates are attached for all applicable Health Care facilities owned or
operated by the Licensees.

By their signatures on the Certification pages to this application, each of the Applicants
attest that no adverse action has been taken against any facility owned and/ or operated
by them during the three years prior to the filing of this application.

By their signatures to the Certification pages to this application, each of the applicants
authorize the HFSRB and DPH to access any documents necessary to verify the
information submitted, including, but not limited to: (i) official records of DPH or other
State agencies; (ii) the licensing or certification records of other states, when applicable;
and (ii) the records of nationally recognized accreditation organizations.
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e 4
. The Joint Commission

May 25, 2017
Re: # 504200
CCN: #14C0001154
Program: Ambulatory Surgical Center
Accreditation Expiration Date: January 21, 2020
Nikhi! Verma
President

Gold Coast Surgicenter, LLC
845 N. Michigan Avenue, Suite 985W
Chicago, {Tinois 60611-2218

Dear Dr. Verma:

This ketter confirms that your January 18, 2017 - January 20, 2017 unannounced full resurvey was
conducted for the purposes of assessing compliance with the Medicare conditions for ambulatory surgicel
centers through The Joint Commission’s deemed status survey process.

Based upon the submission of your evidence of standards compliance on May 19, 2017 and the successful
on-site unannounced Medicare Deficiency Follow-up event conducted on March 01, 2017, the areas of
deficieacy Ested below have beenremoved. The Joint Commission is granting your organization an
accreditation decision of Accredited with an effective date of Jamuary 21, 2017. We congratulate you on
your effective resolution of these deficiencies.

§416.48 Pharmaceutical Services
§416.51 Infection Control

The Joint Commission is also recormmending your organization for continued Medicare certification
cifective January 21, 2017. Please note that the Centers for Medicare and Medicaid Services (CMS)
Regional Office (RO) makes the final determination regarding your Medicare participation and the
effective date of participation in accordance with the regulations at 42 CFR 489.13. Your organization is
encouraged to share a copy of this Medicare recommendation letter with your State Survey Agency.

This recommendation applies to the following location(s):

Gold Coast Surgicenter, LLC
845 N. Michigan Avenue, Suite 985W, Chicago, IL, 60611-2218

Please be assured that The Joint Commission will keep the report confidential, except as required by law
or court order. To cnsure that The Joint Commission's iformation about your organization is always
accurate and current, our policy requires that you inform us of any changes in the name or ownership of
your organization or the health care services you provide.

Handquartors

Omne Renatssance Boulevard
Qaklmook Terraee, 1L 60181
630 792 5000 Voice

Past. 32
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J. The Joint Commission

Sincerely,

DNt (Bbit:;

Mark G. Pelletier, RN, MS
Chief Operating Officer
Division of Accreditation and Certification Operations

¢c: CMS/Central Office/Survey & Certification Group/Division of Acute Care Services
CMS/Regional Office 5 /Survey and Certification Staff

Headquarters

One Renaissance Boulevard
Oakbrook "Terrace, 13. 60181
630 792 5000 Voice
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Attachment 15

Section V. — Change of Ownership

1.

1130.520(b)(1)(A), Names of Parties: The Applicants are: {1) Aiden Center for Day
Surgery, LLC and (2) Addison Surgery Center, LLC.

1130.520(b)(1)(B), Background of the Parties: FEach of the Applicants, by their
signatures to the Certification pages of this application, attest that they are fit, willing,
able and have the qualifications, background and character to adequately provide a proper
standard of health service for the community

By their signatures on the Certification pages to this application, each of the Applicants
attest that no adversc action has been taken against any facility owned and/ or operated
by them during the threc years prior to filing of this application.

1130.520(b)(1)(C), Structure of the Transaction: This is a Change of Ownership from
Aiden Center for Day Surgery, LLC to Addison Surgery Center, LLC. The entire
membership interest and ownership in Aiden Center for Day Surgery, LLC will be
transferred from Aiden Center for Day Surgery, LLC to Addison Surgery Center, LLC.,

1130.520(b)(1)}(D), Name of Licensed Entity after Transaction: The name of the
licensed entity after the Change of Ownership will be Addison Surgery Center, LLC.

1130.520(b)(1)(E), List of the ownership or membership interests in such licensed or
certified entity both prior to and after the transaction, including a description of the
applicant’s organizational structure with a listing of conirolling or subsidiary
persons: An organizational chart showing the current organizational structure of each
applicant, as well as the post-closing structure, is provided in Attachment 4.

1130.520(b)(1)(F), Fair market value of assets to be transferred: Not applicable.

1130.520(b)(1)(G), Purchase price or other forms of consideration to be provided:
Not applicable.

1130.520(b)(2), Affirmations: In accordance with 77 [ll. Adm. Code 1130.520, each of
the Applicants affirm that any project for which permits have been issued have been
completed, or will be completed, or altercd in accordance with the provision of this
Section.

1130.520(b)(2), Ownership Change for a Hospital: Not applicable. The change of
ownership is for an Ambulatory Surgical Treatment Center (ASTC).
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11.

12.

13.

14.

15.

1130.520(b)(2), Statement of anticipated benefits to community: Since 2009, Aiden
Center for Day Surgery has seen a steady decline in volume. In 2016, the facility
performed, in total 475 surgical cases. The ASTC is vastly underutilized. The
anticipated change in ownership will revitalize an existing ASTC and provide area
residents access to a facility that is focused on value based care that is both convenient
and cost effective.

1130.520(b)(2), Anticipated or Potential cost savings: The anticipated or potential cost
savings that will result for the community as u result in the change of ownership will be
measurable. A review of IDPH surveys indicate that the current facility performed 475
cases in a facility that has 4 operating rooms and 2 procedure rooms. The facility is an
underutilized healthcare asset to the community which does not have the current financial
capacity in helping physicians better accommodate patients with high deductibles and co-
pays. Patients referred to the surgery center historically would have his, or her, surgery
performed in a higher cost, more intensive hospital setting. The growth in population
health management and value based payment requires that providers accommodate
patient need for convenient cost effective care.

1130.520(b)(2), Quality Improvement Program mechanism description: Attached
please find a description of the facility’s Quality Improvement Program mechanism that
will be utilized to assure quality control.

1130.520(b)(2), Governing Body selection: The Govemning Body selection will be
determined by unanimous vote under the current Board of Managers listed in the
attachment.

1130.520(b)(2), Written response available for public review: The Applicants have or
will prepare a written response addressing the review criteria contained in 77 Ill. Adm.
Code 1110.240 that will be available for public review at Aiden Center for Day Surgery,
LLC.

1130.520(b)(2), Summary of proposed changes to the scope of services or levels of
care currently provided: As recorded in the State inventory, Aiden Center for Day
Surgery (IDPH Project #98 — 055) is licensed as a multispecialty ASTC and under its
license provides a full compendium of surgical services. Addison Surgical Center does
not envision the need to add additional specialties beyond the centers current capabilities.
As disclosure and given the current physical plant capabilities, the center will concentrate
on musculoskeletal disorders moving forward.
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Quality Improvement Program Description

Addison Surgery Center, LLC (“Facility”) believes that Quality and Patient Safety is everyone's
responsibility. This includes delivering care consistent with professional standards; providing and
maintaining a safe patient environment; and remaining fiscally responsible. The Facility Board of Managers,
Medical Staff, and administrative leadership are dedicated to patient safety and quality improvement. They
are charged with the responsibility of overseeing the development and implementation of a quality plan
consistent with the organization's mission, vision, and values, The Facility Board of Managers and
Leadership will review the effectiveness of the Quality Assessment and Performance Improvement and
Patient Safety Plan, at a minimum, annually. The Board of Managers will give final approval of the plan and
priorities identified.

The Board of Managers must ensure the Quality Assessment and Performance Improvement Program:

. Is defined, implemented, and maintained

Addresses the Facility's priorities and that all improvements are evaluated for effectiveness.

. Specifies data collection methods, frequency, and details

. Clearly establishes its cxpectations for safety

Sets expectations and priorities regarding performance improvement while adjusting priorities in
response to urgent or unusual events

. Allocates adequate resources for improving organizational performance and improving patient safety
Measures and assesses the effectiveness of performance improvement and safety activities

The Quality Assessment and Performance Improvement and Patient Safety Plan promote the highest quality
of patient carc and services within the Facility. The scope of the Quality Assessment and Performance
Improvement and Patient Safety Plan addresses all areas, including clinical contracted services provided by
lab, pharmacy, etc. The Facility will put into operation the plan within its scope of services and population
served, utilizing the following guiding principles:

W b R

~ o

Quality Guiding Principles

Focus on Quality and Patient Safety — it is everyone's responsibility

Improve all that is undertaken

Provide service excellence to our customers

Align Mission, Vision, and Strategy

Ensure continuous improvement that is process-focused, data-driven, and measures resuits
Foster creativity and innovation in an environment that values and encourages employee
participation

7. Practice teamwork and collaboration, recognizing the unique and valuable contribution each
member makes to the team

Ensure the progtam is a continuing one, not just a one-time effort

Ensure the program identifies in a systematic manner what data will be collected to measure
various aspects of quality of care, the frequency of data collection, and how the data will be
collected and analyzed.

10. Ensure the data collected is used to assess quality and stimulate performance improvement.

bk W -

© 9o

Prioritization and Accountability of Performance

Improvement and Patient Safety

The Board of Managers, in collaboration with Facility Leadership and the Medical Staff, sets prioritics for
performance improvement and safety,
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Quality Improvement Program Description

Performance Improvement Focus

The program is designed to be ongoing and to demonstrate measurable improvement in patient health and
outcomes; improve patient safety by using quality indicators or performance measures associated with
improved health outcomes; and identify and reduce medical errors.

The Facility strives to achieve optimal clinical outcomes for all its patients while providing care in the safest
environment possible. Indicators used to measure quality will be outcome indicators that measure results of
care, process of care indicators that measure how ofien the standard of care is met in various processcs across
the Facility, and patient perception indicators that measure a patient's perception of their patient experience.

At a minimum, the Facility collects data on the following:

1. Operative or other procedures that place patients at risk of disability or death

2. All significant discrepancies between pre-operative and post-operative diagnosis, including
pathologic diagnoses

3. Adverse Events related to using moderate or deep sedation or anesthesia

4. Incidence of Resuscitation and its results

5. Medication Errors

6. Adverse Drug Reactions

7. Patient perception of the safety and quality of care, treatment, services, and communication

8. Infection Control and Surveillance

9. Patient Bumns

10. Patient Falls

11. Prophylactic Antibiotic Timing

12. Hospital Transfer/Admissions

13, Wrong Site, Wrong, Side, Wrong Patient, Wong Procedure, Wrong Implant

14. Unintended Retained Foreign Object

In addition to the above indicators, the Facility will prioritize performance improvement activities to assure
that they are focused on high-risk, high-volume, or problem-prone areas. The Facility will focus on issues of
known frequency, prevalence or severity, and shall give precedence to issues that affect health outcomes,
quality of care, and patient safety.

Components of Performance Improvement

Program

Quality Assessment and Performance Improvement (QAPI) is a continuous process. The QAPI program will
be proactive, comprehensive, ongoing, and data driven.

The goal of QAPI involves:

1. ldentification and measurement of variances in current practice and services that can lead to less than
optimal performance

2. Identification and implementation of changes to enhance existing performance

3. Consistent monitoring of changes to ensure sustained gains

The data collected will be used to monitor the effectiveness and safety of services and quality of care
provided and to identify opportunities that could lead to improvements and changes in patient care.

Data will be analyzed to monitor the Facility's performance and to determine what the data suggests about
the Facility's quatity of care and effectiveness of safety of its services. Analysis will take place at regular
intervals to enable detection of problem arees in a timely manner. Investigation into root causes for any
adverse event will be conducted. Following the analysis of data and identification of opportunities for
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Quality Improvement Program Description

improvement, the Facility will develop specific changes in its policies, procedures, equipment, environment,
process, etc. to accomplish improvements in the identified areas of weakness. The Facility will implement
preventive strategies designed to reduce the likelihood of an adverse event.

Implementation of strategies to ensure the improvements made are sustained over time will be done. Staff
will be made aware of strategies adopted for prevention of adverse events.

Combinations of roethodologies are used to provide a systematic approach to process improvement.
Utilization of the PDCA (Plan, Do, Check, Act) problem-solving framework, throughout the Facility,
enables all employees to systematically work through performance improvement initiatives.

At a minimum, the Facility will be required to have two distinct performance improvement initiatives
annually that reflect the scope and complexity of service provided, Documentation of the projects will
include the reason for implementing the project and a description of the project's results. Records will be
kept on the chosen performance improvement projects.

The Quality Indicator Dashboard will be reviewed and updated at least annually by Quality Assessment and
Performance Improvement Committee and the Board of Directors.

Performance Improvement initiatives and quality indicators will be prioritized based on the following
criteria:
1. High risk, high impact, and problem prone areas
2. Indicators with performance remaining below benchmark
3. Indicators required for reporting by regulatory and accrediting agencies
4. Recommendations from the National Quality Forum and the Agency for Healthcare Quality and
Research

Indicators will be scored utilizing a red (below benchmark), yellow {approaching benchmark) or green (at or
better than benchmark) stoplight scoring system. External benchmarks will be used when available and
internal benchmarks will be developed if no external ones are available.

Thresholds for yellow and red scores will be developed by indicator; any indicator performing at or above
the indicator will be scored as green. Indicators scoring red for three consecutive months or greater will be
required to begin a ninety (90) day performance improvement action plan. The Administrator or leader for
the area will oversee the plan and provide necessary resources for the project.

Components of Patient Safety Program

Patient Safety is a priority at the Facility. The Patient Safety Plan is designed to support and promote the
Facility's mission to provide safe, quality patient care. The plan engages staff, medical staff, patients, and
visitors in activities and practices designed to promote safety and prevent patient injury and harm associated
with medical errors and hazardous conditions in the health care setting. An important aspect of Performance
Improvement is the identification and management of processes and behaviors leading to potential or actual
patient harm. The Facility Patient Safety Program includes the ongoing assessment, tracking, and trending of
patient safety events, and determination of further action, should action be deemed necessary.

The authority of the Patient Safety Plan rests with the Board of Managers (BOM). Thc BOM delegates
authority to the QAPI Committee to implement and maintain the activities described in the plan. Al staff
share responsibility and accountability to employ safe patient practices in alignment with the Facility policies
and procedures.

Program Distinguishing Charaecteristics
Proactive Approaches
The Facility engages in proactive risk reduction approaches to (re)design processes to improve patient safety
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Quality Improvement Program Description

before an event occurs with potential or actual harm to patients. The approaches include:

1. Performing a criticality analysis or failure mode effects analysis (FMEA)

2. Obtaining stakeholder, physician, and staff information about potential safety issues

3. Documenting "near miss" events in variance reports

4. Formalizing mechanisms to analyze care and revise care processes under the guidance of the QAPI
and BOM authority

5. Adopting best practices, clinical practice guidelines, and preventive approaches endorsed by
regulatory, accreditation, and professional associations

6. Prioritizing the annual performance improvement and safety initiatives

Patient/Family Education and Involvement

The Facility encourages the patient and family to become partners and participants in their care. The patient
participation strategies include:

1. Active participation in correct patient, procedure, site verification procedures

2. Notification of patient rights and responsibilities

3. Obtaining information about pre-procedure medications

4. Enlisting patient and family feedback, perceptions, and concerns for safety and well-being while
receiving care and after discharge by way of post-op phone call and patient survey.

Health Care Team Education and Involvement

Each member of the Care Team is considered an advocate for patient safety and error prevention. The
Facility approaches include:

1. Safety-related orientation and training

2. Expectations of reporting potential and actual events which may cause patient harm (variance
reporting)

3. Safety-oriented communications and partnership with patients evidenced in patient encounters

4. Participation in QAPI processes including routine safety-rclated data collection and analysis
(infection surveillance, the Facility safety surveillance)

The Board of Managers and the Facility leadership have the nltimate authority and accountability to conduct
a program which positively influences patient safety. The program implementation and oversight is under the
leadership of the QAPI Committee with the participation of staff responsible for patient safety, risk
management, and quality improvement functions.

The Patient Safety Plan and Program exists in concert with the Quality Assessment and Performance
Improvement Plan/Program and the Risk Management Plan. Regular reports and recommendations are
submitted to the Board of Managers. The effectiveness of the Plan and Program are evaluated annually by
the QAPI Committee and Board of Managers. The overall effectiveness and efficacy of the program is
evaluated annually by reviewing the following:

. Improvements in high-risk and core care process selected for risk reduction

Results of and action on patient perception data

. Impact of Patient Safety Goal compliance

. Results of stakeholder and staff involvement in patient safety and error reduction approaches

. Regular reports and recommendations are submitted to the Board if Managers

. Impact of increased reporting and recognition of patient errors, near misses, or hazardous conditions

Types of patient safety or medical errors included in review and analysis includc, but are not limited to:
actual or near-miss events; potential and actual adverse drug events; sentinel events (reference: Sentinel
Event Management Policy).
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Quality Improvement Program Description

Any sentinel event or undesirable outcome will trigger an immediate response from the Director of Nursing
as well as other Senior Leadership, as appropriate. A Root Cause Analysis (RCA) is conducted on all
sentinel events and an action plan formulated to identify strategies the organization will implement to
mitigate the risk of similar occurrences in the future. All other event types are reviewed and action taken as
appropriate (reference sentinel event management policy).

Aggregate variance report information will be presented quarterly to the Board of Managers. Should an issue
or trend be identified, direction and resources for further investigation or a ninety (90) day action plan, will
be provided under the guidance of the committee. In addition to routine patient safety information reporting
per the Quality Assessment and Performance Improvement Reporting Calendar, trends or concerns will be
reported to the committee as they are identified. However, any member of the Board of Managets or Senior
Leadership can request a further drill down of patient safety concerns, at any time.

Performance Improvement and Safety Structure
and Results Reporting

Quality information flows through a reporting structure as identified below. Significant findings, actions, and
recommendations from quality management activities are reported to the Senior Leadership Team and the
Board through the established reporting structure.

Board of Managers

The Board of Managers has the ultimate authority and responsibility for the oversight, approval of, and
participation in the Quality Plan. During each meeting of the Board of Managers, 2 portion of the agenda will
be dedicated to updates and reports on patient safety and performance improvement. In addition, the Board
of Managers is responsible for the review and approval of the Performance Improvement and Safety plan

annually.

Quality Assessment and Performance
Improvement (QAPI) Committee

The Quality Assessment and Performance Improvement Committee receives reports from the Safety
Committee and Infection Control Committees; facilitates the implementation of the strategic quality
direction; oversees ongoing measurement, assessment, and improvement of current performance
improvement initiatives; receives reports of each of the Facility's patient safety adverse events; prioritizes
improvement activities; receives reports and coordinates accreditation efforts; prioritizes improvement
activities; reviews and revises the annual plan; completes an annual review of quality and safety
performance; serves as a resource for learning and applying new quality techniques; acts as a liaison among
the Facility Board of Managers, Medical Staff and Administration with respect to performance improvement;
receives performance improvement information; and provides oversight for the annual Performance
Improvement and Safety Plan.

Reports to:

The Facility Board of Managers

Page 40 Attachment 15




Quality Improvement Program Description

Meeting requirements:

The Quality Assessment and Performance Improvement Committee shall meet quarterly.

Reference

Centers for Medicare and Medicaid Conditions for coverage 416.43 effective 12-30-09
CMS5-1525-FC ASC Quality Reporting Program final rule November 2011

Associated Forms

Patient 15t Handout
ASC Dashboard - see facilitytoolbox.com
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Addison Surgery Center, LLC
'Bomrcl OF mm’@

Kem Singh, MD
CEO

_______ -~ =4 Medical Director

mike MeKevitt
NueHuli,

John Fernandez, MD Scott Sporer, MD Tony Romeo, MD
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

After paginating the entire completed application indicate, in the chart below, the page

numbers for the included attachments:

APPLICATION FOR PERMIT- 0172017 Edition

INDEX OF ATTACHMENTS
ATTACHMENT
NO. PAGES
1 | Applicant ldentfication including Ceriificate of Good Standing 1418
2 | Site Ownership 17-18
3 | Persons with 5 percent or greater Interest in the licensee must be
identified with the % of ownership. 18-22
4 { Organizational Relationships (Orgenlzational Chart) Certificate of
Good Standing Elc. 23-25
5 | Flood Ptain Requirements NA
6 | Historic Preservation Act Requiremants N/A
7_| Project and Sources of Funds itemization N/A
8 { Fingnclel Commitment Document If required N/A
9 | Cost Space Requirements N/A
10 | Discontinuation NIA
11_| Background of the Appiicant 26-33
12 | Purpose of the Project N/A
13 | Allernatives to the Project WA
Service Spoeific:
14 | Neonatai Intensive Care Services N/A,
15 { Change of Ownership 24--42
Financial and Economic Feasibility:
16 | Avaliability of Funds N/A
17 ! Finencial Welver N/A
18 | Financial Viebility N/A
19 | Economic Feasibility N/A,
20 | Safety Net Impact Statement N/A,
21 | Charity Care information N/A
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