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APPLICATION FOR PERMIT

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND ciRECEIWED

This Section must be completed for all projects.

DESCRIPTION OF PROJECT JAN 24 2018
. HEALTH FACILITIES &
Project Type
[Chec’:k ane] y fcheck one] SERVICES REVIEW BOARD
O Establishment of a new LTC facility
X General Long-term Care | Establishment of new LTC services
X Expansion of an existing LTC facility or

[J  Specialized Long-term Care service
[0  Modernization of an existing facility

Narrative Description

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

Include: the number and type of beds involved; the actions proposed (establishment, expansion and/or
modernization}; the ESTIMATED total project cost and the funding source(s) for the project.

The applicants propose the construction of an addition to DeKalb County Rehab &
Nursing Center, a county-owned and operated general long-term care facility located in DeKalb,
Tlinois, as well as the renovation of selected areas within the existing facility. The project will
include:

o the construction of a new 18-bed all private room general long-term care unit, including
support space such as a prep kitchen, a dining room, and a family room ‘
o the remodeling/renovation of existing patient care units, including the updating and
enlarging of family areas
e prep kitchens will be added to existing patient care units
e the addition of a central activity room/area, which will include a coffee shop and video
viewing area
e existing nurses stations will be re-design, consistent with contemporary needs

|
| The associated cost for the project addressed through the Application for Permit 1s
approximately $16.8M, with the sources of funds being cash and a bond issuance, consistent

with APPENDIX A to this application.

This is a substantive project as a result of the anticipated capital cost and number of beds
proposed to be added.




Facility/Project Identification

Facility Name: DeKaib County Rehab & Nursing Center

Street Address: 2600 North Annie Glidden Road

City and Zip Code:  DeKatb, IL 60115

County: _DeKalb Health Service Area: 001 Health Planning Area: 037

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

Exact Legal Name: County of DeKalb

Address: 200 North Main Street Sycamore, IL 60178
Name of Registered Agent: N/A

Name of Chief Executive Officer.  Gary H. Hanson, County Administrator
CEOQ Address: 200 North Main Street Sycamore, IL 60178
Telephone Number: 815/895-7125

Type of Ownership (Applicant/Co-Applicants)

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

o Corporations and limited liability companies must provide an Hlinois certlficate of good

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

each partner spec:fylng whether each is a general or limited partner.

] APPCICATION FORM.

Primary Contact

(Person to receive ALL correspondence or Inquiries)

Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address: 675 North Court Suite 210 Palatine, IL_60067
Telephone Number: 847/776-7101

E-mai! Address: jacobmaxel@msn.com

Fax Number: 847/776-7004

Additional Contact

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

Title:

Company Name:

Address:

Telephone Number:

E-mail Address:

Fax Number:




Facility/Project Identification

Facility Name: DeKalb County Rehab & Nursing Center

Street Address: 2600 North Annie Glidden Road

City and Zip Code:  DeKalb, IL 60115

County: DeKalb Health Service Area: 001 Health Planning Area: 037

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

Exact Legal Name: County of DeKalb dib/a DeKalb County Rehab & Nursing Center
Address: 200 North Main Street Sycamore, IL_ 60178

Name of Registered Agent: N/A

Name of Chief Executive Officer.  Bart Becker

CEO Address: 2600 North Annie Glidden Road DeKalb, IL 60115

Telephong Number: B15/758-2477

Type of Ownership (Applicant/Co-Applicants)

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

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

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

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

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

Primary Contact

[Person to receive ALL correspondence or inquiries)

Name: Jacob M. Axel

Title: President

Company Name, Axel & Associates, Inc.

Address: 675 North Court Suite 210 Palating, IL 60067
Telephone Number: 847776-7101

E-mail Address: jacobmaxel@msn.com

Fax Number: B47/776-7004

Additional Contact
[Person wha is also authorized to discuss the application for permit]
Name: none
Title:

Company Name:

Address:

Telephone Number:

E-mail Address:

Fax Number.




Post Permit Contact
[Person to receive all correspondence subsequent to permit issuance. This person must be an

employee of the applicant.]

Name: Bart Becker

Title: Administrator

Company Name: DeKalb County Rehab & Nursing Center
Address: 2600 N. Annie Glidden Road DeKalb, [L 860115
Telephone Number: 815/758-2417

E-mail Address: bbecker@dekalbcounty.org

Fax Number: 815/217-0451

Site Ownership
[Provide this information for each applicable site]
Exact Legal Name of Site Owner._DeKaib County Public Building Commission
Address of Site Owner: 200 North Main Street Sycamore, IL 60178
Street Address or Legal Description of Site:
2600 N. Annie Glidden Road DeKalb, IL 60115
Proof of ownership or control of the site is to be provided as . Examples of proof of ownership are property
tax statement, 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 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: DeKalb County Rehab & Nursing Center

Address: 2600 N. Annie Glidden Road DeKalb, IL_60115

O Non-profit Corporation dJ Partnership

O For-profit Corporation X Governmental

J Limited Liability Company ] Sole Proprietorship [ Other

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

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

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

ownership.

Poprif g

el e Ea A
'APPEND DOCUMENTATION 'AS ATTACHME
APPLICATION FORM oo o " L

Organizational Relationships

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

financial contribution. - : S e S

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

_ } APPLICATION FORM. . ) L -




Flood Plain Requirements
[Refer to application instructions. ]

Provide documentation that the project complies with the requirements of litinois 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 floodplein areas. Floodplain
maps can be printad 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 inois Executive Order #2005-5 (http:/fwww.hfsrb.illinois.gov).

APPEND DOCUMENTATION AS ATTACHMENT -5, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF TH
APPLICATION FORM. o

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-6, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

State Agency Submittals

The following submittals are up- to- date, as applicable:

X All formal document requests such as IDPH Questionnaires and Annual Bed Reports been
submitted

[] Al reports regarding outstanding permits

if the appiicant fails to submit updated information for the requirements listed above, the
application for permit will be deemed incompiete.




CERTIFICATION

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

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

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

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

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

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

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

- e A At

SIGNATURE SIGNATURE
! [

ﬂjﬂm"k ﬂ&f‘fow.fk\ fn CARY H. HArSON
PRINTED NAME PRINTED NAME

06%0\“0 Couﬂ""l‘q, ngra/ (,L\a,:rm;m CouwwTY Aimiwvisrnadmel
PRINTED TITLE 0 PRINTED TITLE
Notarization: Notarization:
Subscribed and sworn to before me Subscribed and swomn to before me %

this || g™ day of _\am_;a%@lz this_|{gday of

J i i

Sugn e f Notary
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$ OFFICIAL SEAL ; ; OFFICIAL SEAL
¢ TASHA SIMS $ el TASHA SIMS
$  NOTRRABUBLIC - STATE OF ILLNOIS  § §  NOTARY PUBLIC - STATE OF ILLINOIS
8 MY COMMISSION EXPIRES01/15220 ¢ 3 MY COMMSSION EXPRESO1/15720
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*Insert EXACT legal harme of the applicant
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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 in the case of a limited liability company, any two of its managers or members (or the sole
manger or member when two or more managers or members do not exist),

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

o in the case of estates and trusts, two of its beneficiaries (0r the sole beneficiary when two or more
beneficiaries do not exist); and

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

This Application for Permit is filed on the behalf of _County of DeKalb d/b/a DeKalb

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

e Pz s, e

SKSNATURE SIGNATURE

/V{&FMJ P;QJJ('(OWSI/C\ I1c, GALY H. HASL s/
PRINTED NAME PRINTED NAME
D@MA !l) CGLM"’}\’)( BGG- rO{ Céla:rw\f\ COUWTY AdMiwiSTALTe 2
PRINTED TITLE U PRINTED TITLE
Notarization: Notarization:
Subscribed and sworn to before me Subscn_b}id and sworn to before me

this Hz*k‘dayof _m;&nj‘m this g™ day of I

%%ﬂ ofwu %ﬁw Ayt

Sagnatu;éé&hfgtagg Slgnatk((_edf Notary ]

e P AP,

AP A ST

OFFICIAL SEAL E OFFICIAL SEAL

Seal TASHA SIMS . Seal TASHA SIMS
NOTARY PUBLIC - STATE OF ILLINOIS & NOTARY PUBLIC - STATE OF ILLINOIS
MY COMMISSION EXPIRES01/15/20 MY COMMISSION EXPIRES:0$/15/20
y NN AP

*Insert EXACT legal name of the applican




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

This Section is applicable to ALL projects.

Criterion 1125.320 - Purpose of the Project

READ THE REVIEW CRITERION and provide the following required information;

PURPOSE OF PROJECT

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

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

3. Identify the existing problems or issues that need to be addressed, as applicable and appropriate for the
project.

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

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

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

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

" NOTE: information regarding the “Purpose of the Project” will be incfuded in the State Board Report.
APPEND DOCUMENTATION AS ATTACHMENT-10, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. Each item (1-8) must be identified in Attachment 10.

Criterion 1125.330 — Alternatives

READ THE REVIEW CRITERION and provide the following required information:

ALTERNATIVES
1. identify ALL of the alternatives to the proposed project:
Altemative options must include;
a. Proposing a project of greater or lesser scope and cost;
b. Pursuing a joint venture or similar arrangement with one or more providers or
entities to meet all or a portion of the project’s intended purposes; developing

aliemative settings to meet all or a portion of the project's intended purposes;

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

d, Provide the reasons why the chosen alternative was selected.

2. ‘Documertation shall consist of a comparison of the project to alternative options. The |
comparison shall address issues of total costs, patient access, quality and financial
benefits in both the short term (within one to three years after project completion) and long

term. This may vary by project or situation. FOR EVERY ALTERNATIVE (DENTIFIED
THE TOTAL PROJECT COST AND THE REASCONS WHY THE ALTERNATIVE WAS
REJECTED MUST BE PROVIDED.

3. The applicant shall provide empirical evidence, including quantified cutcome data that

5




SECTION H - PURPOSE OF THE PROJECT, AND ALTERNATIVES -
INFORMATION REQUIREMENTS

This Section is applicable to ALL projects.
Criterion 1125.320 - Purpose of the Project

READ THE REVIEW CRITERION and provide the following required information:

PURPOSE OF PROJECT

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

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

3. Identify the existing problems or issues that need to be addressed, as applicable and appropriate for the
project.
4. Cite the sources of the information provided as documentation.

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

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

For projects involving modemization, describe the conditions being upgraded if any. For facility projects, include
statements of age and condition and regulatory citations if any. For eguipment being replaced, include repair and

maintenance records,

R T T e

Projectwill be included  the State Board {Report Yl
EQUENTIAYORDER AETER THE AST.PAGE OFRTHE]

S"ATTACHMENT 10¥IN NUMERIC'S

T (1-8) must be identified I AHaChmEnT 109

Criterion 1125.330 - Alternatives

READ THE REVIEW CRITERION and provide the following required information:

ALTERNATIVES
1. identify ALL of the alternatives to the proposed project:

Alternative options must include:

a. Proposing a project of greater or lesser scope and cost;

b. Pursuing & joint venture or similar arrangement with one or more providers or
entilies to meet all or a portion of the project’s intended purposes; developing
alternative settings to meet ail or a poriion of the project’s intended purposes;

c. Wtilizing other health care resources that are available to serve all or a portion of
the population proposed to be served by the project; and
d. Provide the reasons why the chosen altemative was selected.
2. Documentation shall cansisl of a comparison of the preject to alternative options. The

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

REJECTED MUST BE PROVIDED.

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

=




verifies improved quality of care, as availabie.

APPEND DOCUNMENTATION AS ATTACHMENT 11, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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SECTION Ili - BED CAPACITY, UTILIZATION AND APPLICABLE REVIEW
CRITERIA

This Section is applicable to all projects proposing establishment, expansion or modernization of
LTC categories 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 LTC

category of service, as well as charts for each service, 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 involved , read the criteria and provide the required
information, AS APPLICABLE TO THE CRITERIA THAT MUST BE ADDRESSED:

Criterion 1125.510 — Introduction

Bed Capacity

Applicants proposing to establish, expand and/for modernize General Long Term Care must submit
the following information:

ps- by Service:
Total # Total #

indicate bed capacity chang

Category of Service Existing Beds After
Beds* Project
Completion
X General Long-Term 180 208
Care

[] Specialized Long-
Term Care

0

*ExlIsting humber of beds as authorized by IDPH and posted in the “LTC Bed Inventory” on the
HFSRB website (www.hrfsb.illinois.qov). PLEASE NOTE: ANY bed capacity discrepancy from the
Inventory will result in the application being deemed incomplete.

Utilization

Utilization for the most current CALENDAR YEAR:

Category of Service Year Admissions Patient Days
X General Long Term 2016 210 64,645
Care

[J Specialized Long-
Term Care

RN




Applicable Review Criteria - Guide
The review criteria listed below must be addressed, per the LTC rules contained in 77 lll. Adm.

Code 1125. See HFSRB's website to view the subject criteria for each project type -
(hittp://hfsrb.illinois.gov). To view LTC rules, click on “Board Administrative Rules” and

then click on “77 lll. Adm. Code 1125".

READ THE APPLICABLE REVIEW CRITERIA OUTLINED BELOW and submit the required
documentation for the criteria, as described in SECTIONS IV and V:

Services or Facility

GENERAL LONG-TERM CARE
PROJECT TYPE REQUIRED REVIEW CRITERIA
Section Subject
Establishment of 520 Background of the Applicant

.530(a)

Bed Need Determinatiaon

.530(b)

Service to Planning Area
Residents

.540(a) or (b} + (c) +

‘Service Demand - Establishment

(d) or () of General Long Term Care
.570(a) & {b) Service Accessibility

.580(a) & (b}

Unnecessary Duplication &
Maldistribution

.580(c} Impact of Project on Other Area
Providers

.590 Staffing Availability

.600 Bed Capacity

610 Community Related Functions

620 Project Size

B30 Zaning

640 Assurances

800 Estimated Total Project Cost

Appendix A Project Costs and Sources of Funds

Appendix B Related Project Costs

Appendix G Project Status and Completion
Schedule

Appendix D Project Status and Completion
Schedule

Expansion of Existing | .520 Background of the Applicant
Services .530(b) Service to Planning Area

Residents

.550(a) + (b) or (c) Service Demand — Expansion of
Genera! Long-Term Care

590, Staffing Availability

600 Bed Capacity

620 Project Size

.640 Assurances

.560(a)(1) through (3) | Continuum of Care Components

590 Staffing Availability

.600 Bed Capacity

B10 1 Community Related Functions

.630 Zoning

.640 Assurances

.800 Estimated Total Project Cost

Appendix A Project Costs and Sources of Funds

ez




"""" Appendix B Related Project Costs
Appendix C Project Sia!us and Completion
Schedule
Appendix D Project Staius and Completuon
‘ Schedule
Continuum of Care -~ 520 Background of the Applicant
Establishment or 560(a)(1) through (3) | Continuum of Care Compenents
Expansion 590 Staffing Availability
600 Bed Capacity
.610 Community Related Functions
.630 Zoning
.640 Assurances
.800 Estimated Total Project Cost
Appendix A Project Casts and Sources of Funds
Appendix B Related Project Cosis
Appendix C Project Status and Cormpletion
Schedule
Appendix D Project Status and Completion
Schedule
Defined Population ~ 520 Background of the Applicant__
Establishment or .560(b)(1) & {2) Defined Population to be Served
Expansion 590 Staffing Avaslabmty T
B00 . - _{-Bed Capatity. s oo - :
.610 . Commumty Related Functnons
630 Zoning-_ .- ) -
640 Assurances - . .-
.800 Estimated Total Pro;ect Cost
Appendix A Project Costs and Sources of Funds
Appendix B’ Related Project Cosis™ !
Appendix C ~ ‘Project Status and Completlon
Schedule -
Appendix D Project Status and Compleiuon
Schedule
Modernization .650(a) Deteriorated Facilities
.650(b) & (c) Documentation
.650(d) Utilization
.600 Bed Capacity
610 Community Related Functions
620 Project Size
.630 Zoning
.B0O Estimated Total Project Cost
Appendn( A Project Costs and Sources of Funds
Appendix B Related Project Costs
Appendix C Project Status and Completion
‘ Schedule
Appendix D Project Status and Completion
Schedule

//




IV - SERVICE SPECIFIC REVIEW CRITERIA

GENERAL LONG-TERM CARE

Criterion 1125.520 — Background of the Applicant

1.

BACKGROUND OF APPLICANT

The applicant shall provide:

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

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

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

Authorizalion permitting HFSRB and DPH access to any documents necessary to verify the information
submitted, including, but not imited to: official records of DPH or other State agencies; the licensing of
cerification records of other states, when applicable; and the recards of nationally recognized accreditation
organizations. Failure to provide such authorization shall constitute an abandonment or withdrawal

of the application without any further action by HFSRB.

If, during a given calendar year, an applicant submits more than one application for pemmit, the
documentation provided with the prior applications may be utilized to fulfill the information requirements of
this criterion. In such instances, the applicant shall attest the information has been previously provided, cite
the project number of the prior application, and cerify 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 and/or clarify data.

APPEND DOCUMENTATION AS ATTAGHMENT-12, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. EACH ITEM (1-4) MUST 8E IDENTIFIED IN ATTACHMENT 11.

Criterion 1125.530 - Planning Area Need

1. Identify the calculated number of beds needed (excess) in the planning area. See HFSRE
website (http://hfsrb illinois.gov) and click on “Health Facilities Inventories & Data”.

2. Attest that the primary purpose of the project is to serve residents of the planning area and
that at least 50% of the patients will come from within the planning area.

3. Provide letters from referral sources (hospitals, physicians, social services and others) that
attest to total number of prospective residents (by zip code of residence) who have received
care at existing LTC facilities located in the area during the 12-month period prior t0
submission of the application. Referral sources shali verify their projections and the
methodology used, as described in Section 1125.540.

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




Criterion 1125.540 - Service Demand - Establishment of General Long Term Care

NOT APPLICABLE

« If the applicant is an existing facility wishing to establish this category of service or a
new facility, #1 - 4 must be addressed. Requirements under #5 must also be addressed if

appilicable.

+ Ifthe applicant is not an existing facility and proposes to establish a new general LTC
facility, the applicant shall submit the number of annual projected referrals.

1.

Document the number of referrals to other facilities, for each proposed category of service,
for each of the latest two years. Documentation of the referrals shall include: resident/patient
origin by zip code; name and specialty of referring physician or identification of another
referral source; and name and location of the recipient LTC facility.

Provide letters from referral sources (hospitals, physicians, social services and others) that
attest to total number of prospective residents (by zip code of residence) who have received
care at existing LTC facilities located in the area during the 12-month period prior to
submission of the application. Referral sources shall verify their projections and the
methodology used.

Estimate the number of prospective residents whom the referral sources will refer annually to
the applicant's facility within a 24-month period after project completion. Please note:

e The anticipated number of referrals cannot exceed the referrat sources’ documented
historical LTC caseload.

« The percentage of project referrals used to justify the proposed expansion cannot
exceed the historical percentage of applicant market share, within a 24-month period

after project completion

s Each referrai letter shall contain the referral source's Chief Executive Officer’s
notarized signature, the typed or printed name of the referral source, and the referral

source's address

Provide verification by the referral sources that the prospective resident referrais have not
been used to support another pending or approved Certificate of Need (CON) application for

the subject services.

if a projected demand for service is based upon rapid population growth in the
applicant facility's existing market area (as experienced annually within the iatest 24-
month period), the projected service demand shall be determined as follows:

a. The applicant shall define the facility's market area based upon historical
resident/patient origin data by zip code or census tract;

b. Population projections shall be produced, using, as a base, the population census of
estimate for the most recent year, for county, incorporated ptace, township or
community area,by the U.S. Bureau of the Census or IDPH;

c. Projections shall be for a maximum period of 10 years from the date the application is
submitted;

d. Historical data used to calculate projections shall be for a number of years no less
than the number of years projected,

e. Projections shall contain documentation of population changes in terms of births,
deaths and net migration for a pericd of time equal to or in excess of the projection

horizon;

/S




f  Projections shall be for total population and specified age groups for the applicant's
market area, as defined by HFSRB, for each category of service in the application

(see the HFSRB Inventory), and

g. Documentation on projection methodology, data sources, assumptions and specia)
adjustments shall be submitted to HFSRB.

APPEND DOCUMENTATION AS ATTACHMEN]- 14, 1N NUMERIC SEQUENTIAL DRDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. T T R T T

Criterion 1125.550 - Service Demand — Expansion of General Long-Term Care

The applicant shall document #1 and either #2 or #3:

1. Historical Service Demand

a. An average annual occupancy rate that has equaled or exceeded occupancy
standards for general LTC, as specified in Section 1125.210{c), for each of the
latest two years.

b. If prospective residents have been referred to other facilities in order to receive
the subject services, the applicant shall provide documentation of the referrals,
including completed applications that could not be accepted due to lack of the
subject service and documentation from referral sources, with identification of

those patients by initials and date.

2. Projected Referrals
The applicant shall provide documentation as described in Section 1125.540(d).

3. If a projected demand for service is based upon rapid population growth in the
applicant facility's existing market area (as experignced annually within the latest 24-
month period), the projected service demand shall be determined as described in Section

1125.540 (e).

APPEND DOCUMENTATION AS ATTACHMENT-15, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. : - TR e R -
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Criterion 1125.560 - Variances to Computed Bed Need

Continuum of Care: . ‘ ]

The applicant proposing a continuum of care project shall demonstrate the following:

1. The project will provide a continuum of care for a geriatric popuiation that includes independent
living and/or congregate housing {such as uniicensed apartments, high rises for the elderly and
retirement villages) and related health and social services. The housing complex shall be on the
same site as the health facility component of the project.

2. The proposal shall be for the purposes of and serve only the residents of the housing complex
and shall be developed either after the housing complex has been established or as a part of a
total housing construction program, provided that the entire complex is one inseparable project,
that there is a documented demand for the housing, and that the licensed beds will not be buiit
first, but will be built concurrently with or after the residential units.

3. The applicant shall demonstrate that:

a. The proposed number of beds is needed. Documentation shall consist of a list of available
patientsiresidents needing the proposed project. The proposed number of beds shall not

/¥
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exceed one licensed LTC bed for every five apartments or independent living units;

There is a provision in the facility's written operational policies assuring that a resident of the
retirement community who is transferred to the LTC facility will not lose hisfher apartment unit
or be transferred to another LTC facility solely because of the resident's altered financial

status or medical indigency; and

Admissions to the LTC unit will be limited to current residents of the independent living units
and/or congregate housing.

Defined Population: |

a.

b.

The applicant proposing a project for a defined population shall provide the following:

1. The applicant shall document that the proposed project will serve a defined population group of a
religious, fraternal or ethnic nature from throughout the entire health service area or from a larger
geographic service area (GSA) proposed to be served and that includes, ata minimum, the entire
health service area in which the facility is or will be physically located.

2. The applicant shall document each of the following:

A description of the proposed religious, fraternal or ethnic group proposed to be served;

The boundaries of the GSA;

The number of individuals in the defined population who live within the proposed GSA,
including the source of the figures,

That the proposed services do not exist in the GSA where the facility is or will be located;

That the services cannot be instituted at existing facilities within the GSA in sufficient
numbers to accommodate the group's needs. The applicant shall specify each proposed
service that is not available in the GSA's existing facilities and the basis for determining why

that service could not be provided.

That at least B5% of the residents of the facility will be members of the defined population
group. Documentation shall consist of a written admission policy insuring that the
requirements of this subsection {(0)(2)(F) will be met.

That the proposed project is either directly owned or sponsored by, or affiliated with, the
religious, fraternal or ethnic group that has been defined as the population to be served by
the project. The applicant shall provide legally binding documents that prove ownership,
sponsorship or affiliation.

APPEND DOCUMENTATION . AS ATTACHMENT- 16, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. . . . '
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'Criterion 1125.570 - Service Accessibility
NOT APPLICABLE

1. Service Restrictions

The applicant shall document that at least one of the following factors exists in the planning
area, as applicabie:

o The absence of the proposed service within the planning area,

o Access limitations due to payor status of patients/residents, including, but not limited to,
individuals with LTC coverage through Medicare, Medicaid, managed care or charity

care,

o Restrictive admission policies of existing providers; or

o The area population and existing care system exhibit indicators of medical care
problems, such as an average family income leve! below the State average poverty

level, or designation by the Secretary of Health and Human Services as & Health
Professional Shortage Area, a Medically Underserved Area, or a Medically Underserved

Population.
2. Additional documentation required:

The applicant shall provide the following documentation, as applicable, concerning existing
restrictions to service access;

a.  The location and utilization of other planning area service providers;

b. Patient/resident location information by zip code;

¢. Independent time-travei studies;

d. Certification of a waiting list;

e. Admission restrictions that exist in area providers;

f  Anassessment of area population-characteristics that document that access p'robiems exist;

g. Most recently published IDPH Long Term Care Facilities inventory and Data (see
www.hfsrb.illinois.gov).

APPEND DOCUMENTATION AS ATTACHMENT- 17, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. -
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Criterion 1125.580 - Unnecessary Duplication/Maldistribution

NOT APPLICABLE

t. The applicant shall pravide the following infarmation:

a. A list of all zip code areas that are located, in total or in part, within 30 minutes normal travel
time of the project's site;

b. The total population of the identified zip code areas (based upon the most recent population
numbers available for the State of lllinois), and

¢. The names and lacations of all existing or approved LTC facilities located within 30 minutes
normal travel time from the project site that provide the categories of bed service that are

proposed by the project.

2. The applicant shali document that the project will nat result in maldistribution of services.
3. The applicant shall document that, within 24 months after project completion, the proposed
project

a.  Will not lawer the utilization of other area praviders below the occupancy standards specified
in Section 1125.210(c}), and

b. Wil not lawer, to a further extent, the utilization of other area facilities that are currently
(during the latest 12-manth period) operating betow the occupancy standards.

APPEND DOCUMENTATION AS ATTACHMENT- 18, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. ‘ ‘ . T e

Criterion 1125.590 - Staffing Availability

1. For each category of service, document that relevant clinical and professional staffing needs for
the proposed project were considered and that licensure and JCAHO staffing requirements can be

met.
2. Pravide the following documentation:
a. The name and qualification of the person currently filling the pasition, if applicable; and
b. Letters of interest from potential employees; and
c. Applications filed for each position; and
d. Signed contracts with the required staff, or

e. A narrative expianation of how the proposed staffing will be achieved.

APFEND DOCUMENTATION AS ATTACHMENT- 18, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
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Criterion 1125.600 Bed Capacity

The maximum bed capacity of a general LTC facility is 250 beds, unless the applicant documents that a larger facility
would provide personalization of patient/resident care and documents provision of qualily care based on the
experience of the applicant and compliance with IDPH's licensure standards (77 . Adm. Code: Chapter |,
Subchapter ¢ (Long-Term Care Facilities)} over a two-year period.

APPEND DOCUMENTATION AS ATTACHMENT- 20, IN NUMERIC SEQUENTIAL qnnsﬁ‘AF‘rER THE LAST
PAGE OF THE APPLICATION FORM. - S L '

Criterion 1125.610 - Community Related Functions

The applicant shall document cooperation with and the receipi of the endorsement of community groups in the fown
or municipatity where the facility is or is proposed to be ocated, such as, but not limited to, social, economic or
governmental organizations or other concerned parties or groups. Documentation shall consist of copies of all letters

of support from those organizatians.

APPEND DOCUMENTATION AS ATTACHMENT- 21, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM. R I

Criterion 1125.620 - Project Size

The applicant shall document that the amaunt of physical space proposed for the project is necessary and not
excessive. The proposed gross square footage (GSF) cannot exceed the GSF standards as slated in Appendix A of
77 . Adm. Code 1125 (LTC rules), unless the additional GSF can be justified by documenting one of the following:

1. Additional space is needed due 10 the scope of services provided, justified by clinical or operational needs,
as supported by published data or studies;

2. The existing facility's physical configuration has constraints or impediments and requires an architectural
design that results in a size exceeding the standards of Appendix A,

3. The project involves the conversion of existing bed space that resulls in excess square footage.

APPENG DOCUMENTATION AS ATTACHMENT- 22, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM. | Tl e

[

Criterion 1125.630 - Zoning

The applicant shall document one ofthe following:
1. The property to be utilized has been zoned for the type of facility to be developed;
2. Zoning approval has been received; or

3. A varance in zoning for the project is {0 be sought.

APPEND DOCUMENTATION AS ATTACHMENT- 23, IN NUMERIC SEGUENTIAL ORDER. FTER THE LAST PAGE OF THE
APPLICATION FORM. - DT e R
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Criterion 1125.640 - Assurances

4. The applicant representative who signs the CON application shall submit a signed and
dated statement attesting to the applicant's understanding that, by the second year of
operation after the project completion, the applicant will achieve and maintain the
occupancy standards specified in Section 1125.210(c) for each category of service
invalved in the proposal.

2 For beds that have been approved based upon representations for continuum of care
(Section 1125.560(a)) or defined population (Section 1125.560(b)), the facility shall
provide assurance that it will maintain admissions limitations as specified in those
Sections for the life of the facility. To eliminate or modify the admissions limitations, prior

approval of HFSRB will be reguired.

APPEND DOCUMENTATION AS ATTACHMENT: 24, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. T AT

Criterion 1125.650 - Modernization

1. If the project involves modernization of a category of LTC bed service, the applicant shall
document that the bed areas to be modernized are deteriorated or functionally obsolete and need
to be replaced or modernized, due to such factors as, but not limited to:

a. High cost of maintenance;
b, nan-compliance with licensing or life safety codes;

¢. Changes in standards of care (e.g., private versus multiple bed rooms); or

d. Additional space for diagnostic or therapeutic purposes.

2 Documentation shall include the most recent:
a. IDPH and CMMS inspection reports; and

b. Accrediting agency reports.

3 Other documentation shall include the following, as applicable to the factors cited in the
application:

a. Copies of maintenance reports;
b. Copies of citations for life safety code violations; and

c. Other pertinent reports and data.

4 Projects involving the replacement or modernization of a category of service or facility shall meet
or exceed the occupancy standards for the categories of service, as specified in Section

1125.210(c).

APPEND DOCUMENTATION AS. ATTACHMENT: 25, IN NUMERIC SEQUENTIAL'ORDER AFTER THE LAST PAGE OF THE.
APPLICATION FORM. ° o T SOl B T
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SECTION V — FINANCIAL AND ECONOMIC FEASIBILITY REVIEW

Criterion 1125.800 Estimated Total Project Cost

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

« Availabiiity of Funds - Review Criteria

» Financial Viability - Review Criteria
« Economic Feasibility — Review Criteria, subsection (a)

Availability of Funds

The applicant shall document that financial resources shall be available and be equal 1o or exceed the estimated total
project cost plus any related project costs by providing evidence of sufficient financial resources from the following

sources, as applicable: Indicate the dollar amount to be provided from the following sources:

_$1,000,000__ a. Cash and Securities - statements fe.g., audited financial statements, letters from
financial institutions, board resolutions) as to:

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

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

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

c. Gifts and Bequests - verification of the doflar amount, identification of any conditions of
use, and the estimated time table of receipts:

§15834,048_ | d. Debt - a statement of the estimated terms and conditions (including the debt time
period, variable or permanent interest rates over the debt time period, and the
anticipated repayment schedule) for any interim and for the permanent financing

proposed to fund the project, including:

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

2, For revenue bonds, proof of the feasibility of securing the specified
amount and interest rate,

3. For mortgages, a letter from the prospective lender attesting to the
expectation of making the loan in the amount and time indicated,
including the anticipated interest rate and any conditions associated
with the mortgage, such as, but not limited to, adjustable interest
rates, balloon payments, etc,;

4, For any lease, a copy of the lease, including all the terms and

to the property and provision of capital equipment;

conditions, including any purchase options, any capital improvements

&. For any option to lease, a copy of the option, including all terms and
conditions.
€. Govemmental Appropriations - a copy of the appropriation Act or ordinance

accompanied by a statement of funding availability from an official of the governmental
unit. If funds are to be made available from subsequent fiscal years, a copy of a

L0




resolution or other action of the governmental unit attesfing ta this intent;

Grants - a letter from the granting agency as to the availability of funds in terms of the
amount and tire of receipt;

g. Al Other Funds and Sources — verification of the amount and type of any other funds
that will be used for the project.

$186, 834 948 TOTAL FUNDS AVAILABLE

| APPEND DOCUMENTATION AS ATTACHMENT:27, N NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. : :
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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. "A” Bond rating or better

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

3. The applicant’s current debt financing or projected debt financing is insured or anticipated to be
4.

insured by MB!A {Municipal Bond Insurance Association inc.) or equivalent
The applicant provides a third party surety bond or performance bond letter of credit from an A

rated guarantor.

See Section 1120.130 Financlal Waiver for information to he provided

APPEND DOCUMENTATION AS ATTACHMENT-28, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

NOT APPLICABLE, PROOF OF “A” BOND RATING PROVIDED

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

Provide béta for Projectéblassified Category Aor Cétégory B (last three years) 'c:ategory B
as: 7 (Projected)

Enter Historical andfor Projected
Yeoars:

Currant Ratio

Net Margin Percentage

Percent Debt to Total Capitalization

Projected Debt Service Coverage

Days Cash on Hand

Cushion Ratio

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

2. Variance

Applicants not in compliance with any of the viability ratios shall document that another organization, public
or private, shall assume the legal responsibility to meet the debt obligations should the applicant default.

APPEND DOCUMENTATION AS ATTACHMENT 29, IN NUMERICAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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Economic Feasibility

This section is applicable to all projects

A. Reasonableness of Financing Arrangements

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

1.

That the total estimated project costs and related costs will be funded in total with cash
and equivalents, including investment securities, unrestricted funds, received pledge

receipts and funded depreciation; or

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

A. A portion or all of the cash and equivalents must be retained in the balance sheet
asset accounts in order to maintain a current ratio of at tleast 1.5 fimes for LTC
facilifies; or

B. Borrowing is iess costly than the liquidation of existing investments, and the

existing investments being retained may be converted to cash or used to retire
debt within a 60-day pericd.

B. Conditions of Debt Financing

This criterion is applicabie only ta prajects that involve debt financing. The applicant shali
document that the conditions of debt financing are reasonable by submitting a notarized slatement
signed by an authorized representative that attests lo the following, as applicable:

1.

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

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

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

C. Reasonableness of Project and Related Costs

Read the criterion and provide the following:

Identify each area impacted by the proposed project and provide a cost and
square footage allocation for new construction and/or modernization using the following format

(insert after this page).

COST AND GROSS SQUARE FEET BY SERVICE
A B C D E F G H
Area Total
(list befow) Cost/Square Fool Gross 5q. Ft. Gross 5q. Ft. Const. § Mod. $ Cost
New Mod. New Circ* | Mod. Circ.* (AxC) (B xE) (G+H)

Contingency
TOTALS
*Include the percentage (%) of space for circulation

2.2




D. Projected Operating Costs

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

Total Effect of the Project on Capital Costs

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

APPEND DOCUMENTATION AS ATTACHMENT - 30, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATICN FORM.
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TYPE OF OWNERSHIP

Applicant County of DeKalb is a governmental entity, and as such is not issued a
Certificate of Good Standing. Similarly, applicant County of DeKatb d/b/a DeKalb County
Rehab & Nursing Center (the licensee/operator) is not issued a Certificate of Good Standing.

ATTACHMENT |
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DEKALB COUNTY PUBLIC BUILDING COMMISSION

200 NORTH MAIN STREET
SYCAMORE, ILLINOIS 60178

January 5, 2018

inois Health Facilities
and Services Review Board
Springfieid, [llinois

To Whom It May Concern:

Please be advised that DeKalb County Rehab & Nursing Center is located on property
owned and controlled by the DeKalb County Public Building Commission.

Sincerely,

Gary H. Hanson
Treasurer

State of IHinois
County of DeKatlb

Signed and attested before me on 5 (date) by

GIAYEA) H. H AN3ON (name/s of person/s).

OFFICIAL SEAL
TASHA SIMS

NOTARY PUBLIC - STATE OF ILLINOIS
MY COMMISSION EXPIRES:01/15/20

ATTACHMENT 2
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DeKalb County Administration

200 N, Main Street ¥+ Sycamore, IL 60178-1431 ¢ Phone: 815-895-1630 & Fax: 815-805-7284 % www.dekalbcounly, org

January 16, 2018

Illinois Health Facilities
and Services Review Board
Springfield, 1llinois

To Whom It May Concern:

Please be advised that the DeKalb County Rehab & Nursing Center, located at 2600
North Annie Glidden Road in DeKalb, Illinais is not located in a flood plain, and
construction on that site is consistent with Illinois Executive Order #2005-5.

Sincerely,
Ao M. Herson—

Gary H. Hanson
County Administrator

State of Illinois
County of DeKalb

Signed and attested before me on ___JAN Jayf 5 HQ. a0l S (date) by

G\‘&){\j \-\ k‘h,ﬂﬂ)\”l (name/s of person/s).

i
|
I

OFFICIAL SEAL
TASHA SIMS
NOTARY PUBLIC - STATE OF ILLINOIS
MY COMMISSION EXPIRES: 01115720

APAT AN
WRAPASNI NS
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iLLINOIS

Illinois Department of
| Natural Resources e Rauer, Govermer

‘; Onc Natural Resources Way  Springficld. lllinois 62702-1271 Wayne A. Rosenthal, Director

CEFARTMENT O

www.dnr.illinois.gov
NATORA

FAX (217) 524-7525

DeKalb County

DeKalb
New Addition and Rehabilitation, DeKalb County Rehab and Nursing Center

2600 N. Annie Glidden Road
SHPO Log #002121917

January 16, 2018

Jacob Axel

Axel & Associates, Inc.
675 North Court, Suite 210
Palatine, IL 60067

Dear Mr, Axel:

This letter is to inform you that we have reviewed the information provided concerning the referenced project.

Our review of the records indicates that no historic, architectural or archaeological sites exist within the project

area.

Please retain this letter in your files as evidence of compliance with Section 4 of the Illinois State Agency
Historic Resources Preservation Act (20 ILCS 3420/1 et. seq.). This clearance remains in effect for two years
from date of jssuance. It does not pertain to any discovery during construction, nor is it a clearance for
purposes of the Illinois Human Skeletal Remains Protection Act (20 ILCS 3440).

If you have any further questions, please contact me at 217/785-5031.

Sincerely,

Pooady,_

Rachel Leibowitz, Ph.D.
Deputy State Historic
Preservation Officer




PURPOSE OF THE PROJECT

The primary purposes of the proposed project are to address the need for additional beds
at the applicant facility, as well as to provide routine renovation to selected areas of the facility.

As such, the health care and well-being of the service area will be improved through the project.

The applicant facility is owned and operated by DeKalb Courty, and as such, the ptimary

service area consists of the entirety of the county.

As discussed in other portions of this application, DeKalb County Rehab & Nursing
Center (“the Center”) routinely is required to deny admission to prospective patients due to a
lack of beds. During the period July 1-November 30, 2017, 172 (annualized to 412) individuals
wete detiled adfiiission diie to the lack of aii available bed. In addition, this project will allow the
Center to address variety of facility-related improvements to existing space. It should be noted,
the proposed renovation is the result of changing expectations, and not life safety, accreditation,
or licensure standards. Examples of the renovations to be undertaken to ensure that the Center
continues to operate consistent with contemporary standards will be the expansion of family and

patiefit Common areas, as well 45 the Feconfigiifation of MuFsing stations.

The primary goal of this project is to complete all aspects of the construction and

renovation on schedule, in order to reduce, or potentially eliminate the need to refuse admission

due to a lack of available beds.

ATTACHMENT 10
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ADMISSION POLICY

Admission to DeKalb Couniy Rehab & Nursing Center shall be in accordance with:

1. The “Nursing Home Care Reform Act of 1979”, Public Aid 81-223, effective March 1, 1980,
as amended. . ' - : _

2. Illinois Department of Public Health Minimum Standards, Rules and Regulations for
classification and licensure of Skilled Nursing Facilities and Intermediate Care Facilities,
Title 77, Public Health, effective July 28, 1980, codified September 28, 1984.

3. Title XIX (Medicaid) of the Social Security Act.

4, Title XVII (Medicare) of the Social Security Act.

ADMISSION REQUIREMENTS

The Dekalb County Rehab & Nursing Center has 190 skilled nursing residents and will not admit more than
this number at any one time. : : : _

Itis the policy of the Dekalb County Rehab & Nursing Center to admit and treat all residents without regard _

to race, color; and national origin. The same requirements for admission are applied to all, and all of the
facilities of the Nursing Home are available, without exception, to all residents and visitors. :

Any persoﬁ or organization who has occasion to refer persons for admission or recommend the Dekalb
County Rehab & Nursing Center are advised to do so without regard to the resident's race, color, national

origin, handicap or age.

No female person shall-knowingly be admitted to or kept in the Dekalb County Rehab & Nursing Center if
she is pregnant, . L

Likewise, no person who is determined by a physician to have serious mental, emotional or behavioral

problems; or anyone who is destructive of property, himself, or poses an endangerment to oﬂiers'shall_be

admitted to or kept in this facility. : :

It is established as a Nursing Home for adults. No person under 18 years of age will be admitted without -

 prior approval from the Department of Public Health.

The _Dekalb'County_Rehab & Nursing Center will not admit any resident who requires a ventilator or in-
house dialysis on a part time or full time basis. It will not admit any person whom facility deems unable to
have needs met by resources available. : :

No person will knowingly be admitted who has any communicable, contagious o infectious discase. Any

exceptions to this Policy will be made in accordance with Federal and State Regulations.

All non-citizens must be legal United States residents. No person without a social security number will be

admitted.
ATTACHMENT 10
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No individual who leaves the facility AMA shall be re-admitted.

No individual who has an outstanding bill at this facility will be re-admitted.

- All persons wil} have a UCIA background check.completed at admission. No person who is identified on a

UCIA background check as a sex offender or other serious offense that may endanger other residents, staff,
or visitors, will be admitted to facility. = - :

Admissions to the DeKalb County Rehab & Nursing Center are limited to residents of DeKalb County.
However, if beds are available and there are NO County residents in need of a bed, the facility may accept a
non-county resident. - '

Admissions to the Nursing Center are made only on the approval of the supervisor of the Township in

-which they reside.

All residents admitied must have a local physician who has privileges at Kishwaukee Hospital.

The physician must cdmplc’te the required Physical Exam and Order Forms prior to admission. The family,
guardian, or resident répresentative must complete several information sheets concerning the resident, prior -
to admission to this facility. The date of admission can not be determined until the Township, Physician,

and family papers are completed and returned.

In accordance with.State of Illinois Regulations, a person cannot be admitted to this facility until a wriﬁen

family, or a designated representative.

. contract has been executed between the facility and the person, his guardian, a member of the immediate

~ If the resident has a guardian, has give Power of Aitorney, or designated another person to represent
him/her, the facility must have a copy of that document. ' '

' The facility.shall determine the abpropriaténess of the admission in accordance with applicable State and

Federal rules and intemally by:’

Review the existing medical record.

Physician completing history and physical. _

Consultation with physician and prior health care providers.

Visit with prospective resident and family members.

Completion of the facility’s pre-admission forms. .. ' '
Completion of Universal Prescreening Form (DPA 2536 and OBRA Level ). . -
Utilization Review Committee confirmation. . : S

N AW
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ADMISSION PROCESS (REGULAR) | |

Admission of DeKalb County residents shall follow a rotation of townships as below:

1. DeKalb Township 16,
2. Afton Township 17.
3. Sycamore Township 18.
4. DeKalb Township 19.
5. Clinton Township 20.
6. Genoa Township 21.
7. Cortland Township 22,
8. DeKalb Township 23,
9, Sandwich Township 24.
10. Franklin Township. - 25.
11. Kingston Township 26.
12. DeKalb Township 22,
13. Malta Township 28,
14, Mayficld Township 29,
15, Shabbona Township 30.

DeKalb Township
Sycamore Township
Squaw Grove Township
DeKalb Township
Somonauk Township
Genoa Township

Paw Paw Township
DeKalb Township
Sandwich Township
Sycamore Township
Pierce Township
DeKalb Township

-Milan Township

South Grove Township

Victor Township

When a bed is available, Social Setvices will contact the Supervisor of the township next in rotation. They

shall have a 24 hour period in which to provide a name
with subsequent townships until an admission is secured.

MEDICARE ADMISSION

to pass. Social Services shall use this procedure

. The regular adhiissidh process shall be followed, except when the Nursing Center is contacted by an Acute
Care (hospital) facility seeking a Medicare certified bed. In this case, the regular admission process shall be

circumvented and an admission shall be made out of rotation if the following criteria is met: L g

1. DeKalb County Resident (verified and approved by Township).
2. Desires placement in DeKalb County Rehab & Nursing Center.

3. Meets the program requirements of Medicare.
~ 4, A Medicare bed is available.

MEDICARE PROCESS: -

' The DeKalb County Rehab & Nursing Center has a designated section of the facility to place shor-term
- Medicare. When the hospital has a potentia] patient that
the Hospital will contact the Social Services Department at DCRNC.

~ The procedure that the Social Services staff follows are:

- 1. First determine if we have a Medicare bed open.

2. Determine if the patient is a resident of DeKalb County and meets reside:ncy requirements for

their particular township.

3, Determine if the person meets Medicare criteria. -
a. Social Services Department will obtain information per phone with

hospital.

3z

meets Medicare criteria, the Discharge Plaimcr at

Discharge Plannerat

ATTACHMENT 10




1. Patient must require “Skilled Care” on a daily basis. :
2. The service must be so inherently complex that it can be safely and effectively performed
only by or under the supervision of professional or technical personnel.
b. Social Services staff will make a pre-admission visit to review resident’s chart and assess the
individual. ‘
¢. Review the information obtained with Medicare Case Manager, RN, to determine if patient
will meet Medicare criteria.
4. After the determination is made for acceptance, the admission procedure is completed the same
as a regular admission.
Family is informed how Medicare coverage will pay for only a limited time.
The nursing staff must also be informed that this individual is a Medicare admission.
At the time that the resident no longer meets Medicare coverage, the resident/family/POA must
be informed of this decision.
a. Social Services first contact family member or responsible party that Medicare has stopped
(either by phone or in person).
b. A letter is then sent to the family (see attached form letter) informing them of the decision and
if they question the decision, they have the right to appeal.
¢. Original letter is placed on chart, cne copy given to the Business Office and one copy placed
in Social Service chart.

ADMISSION PROCESS (ACUT—‘E CARE - NON MEDICARE)

Any resident who is in an Acute Care setting (hospital) and requires nursing home placement will have
priority over regular admissions on the Township waiting list.

ADMISSION PROCESS NON RESIDENT OF DEKALB COUNTY

DeKalb County Rehab & Nursing Center will be available to all who qualify for long term care, giving first
preference to residents of DeKalb County. However, if beds are available and no County resident is in need
of placement, DeKalb County Rehab & Nursing Center will accept placement of a non-county resident (see
mission statement 3-4-1998 amended by the Nursing Home Facilities Committee).

N

RE-ADMISSION

Resident discharged seeking re-admission will be admitted following the admission process (regular) or the
admission process (Medicare), Residents transferred to acute care facilities (hospital), shall be re-admitted
in accordance with the rules and regulations of titled programs. :

WAITING LIST -

Township Supervisors shall share, at the request of the DeKalb County Rehab & Nursing Center, the next
name on their waiting list to facilitate the admission process.

CERTIFIED BEDS

DeKalb County Rehab & Nursing Center participates in Federal Titled programs under the Social Security
Act. There are 190 beds certified under Title XIX (Medicaid), and 190 beds certified under Title XVIII

(Medicare). | |
" ATTACHMENT 10
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ADMISSION APPEAL PROCEDURE

Any Township Supervisor that wishes to grieve an admission process may do so, in writing to the
Chairman, County Home and Health Services Committee. If the Township Supervisor is not satisfied with
the Committee decision, the appeal shail be present to the DeKalb County Board. The decision of the
DeKalb County Board shall be final.

ATTACHMENT 10




ADMISSION MEDICAL CARE POLICY

It is the policy of the DeKalh County Rehab & Nursing Center that each resident shall have a

complete physical examination within five (5) days prior to admission or within 72 hours after
admission. Documentation on the medical record shall include but is not limited to:

1
2.
3.
4.
S.
6.

9.
10.
1L

Physical examination and medical history.

Social / medical history. ,

Evaluation of resident's condition and functional level, hoth mental and physical.

Diagnosis of resident. , : ,
Recommendation for the resident's care.

Documentation regarding past or present Tuherculosis infection determined hy either a
Tuherculosis Skin Test or a chest X-ray. If resident is a nonreactor, 2 TB Skin Test will be
administered within 7 days of admission. If reaetion is nonsignificant, a second skin test shall he
done within one week. If the first and/or second skin test reaction is significant or tuherculosis is
suspected, the Lung Clinic will be notified for follow-up. ' '

' Documentation of the presence or ahsence of pressure ulcers and order for treatment.

Occupational Therapy, Physical Therapy, Respiratory Therapy, Speech Therapy eval and
treatment orders as indicated. '
Activity Orders.

Physieian Order Sheet.

Resident Admission / Discharge Information.

Physieian Certification.

Resuscitation Status Form completed and signed.

The following information should accbmpany the iesiden_t upon admission or as soon as possihle.

Transfer Form (if coming from another nursing home or hospital). ,

Hospital transfers should have History, Physical, and other pertinent reports and/or
documentation. If physician has signed and dated the transfer form, Admission to Nursing
Home, it is not necessary to confirm the orders unless there are questions or additional orders
are necded. Completed POS will he sent to physician for signature. '

Medication Orders. If resident is receiving Psychotropic drugs, need to have diagnosis for and
consent needs to be obtained. , ‘ B

If safety device is needed, state type to he used, reason why, when applied, and consent ohtained.
Possihle lah tests - see medication guidelines. ' ' '
Treatment Orders to include minimal of weekly Braden Scale & skin check X4. Other treatment
orders as prescribed and/or per facility skin care protocol. ' '
Diet Order.. - S '

Specific procedures required for health and safety of the resident.

Consent for administration of Pneumonia Vaccine and Flu vaccine,
Resuscitation orders. S
Standing orders,

: Nursing Administration reviews all prospective admissions. A New Admission Information
Sheet will be given to all departments which provides a brief summary of the new resident and their
needs. All admissions to the DeKalb County Rehah & Nursing Center are approved hy the '
Utilization Review/Quality Assurance Committee of thé Nursing Home. '
- ' -27- . "ATTACHMENT 10
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o

Minimum Data Set Assessment and Departmental Assessments will be made on cach resident
admitted to the facility. The Nursing, Restorative, Activity, Dietary, and Social Service Assessments -
will be completed prior fo the Care Plan Conference. All assessments will be placed in the resident's
medical record. ' : - e

Reviewed: 2-2015

o .28- -
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ADMISSION / RE-ADMISSION POLICY

The DeKaib County Rehab & Nursing Center has 190 skilled nursing beds and wiil not admit
more than this sumber at any one time,

It is the policy of the DeKalb County Rehab & Nursing Center to admit and treat all residents
without regard to race, color, and national origin. The same requirements for admission are applied to
all, and all of the facilitics of the Nursing Home are available, without exception, to all residents and

visitors.

Any person or organization who has occasion to refer persons for admission or recommend the
DeKalb County Rehab & Nursing Center are advised to do so without regard to the resident's race,
color, national origin, handicap or age.

No female person shall knowingly be admitted to or kept in the DeKalb County Rebab &
Nursing Center if she is pregnant.

Likewise, no person who is determined by a physician to have serious mental, emotional or
behavioral problems; or anyone who Is destructive of property, himself, or poses an endangerment to
others shall be admitted to or kept in this facility.

It is established as a Nursing Home for adults. No person under 18 years of age will be admitted
without prior approval from the Department of Public Health.

The DeKalb County Rehab & Nursing Center will not admit any resident who requires a
ventilator or in-house dialysis on a part time or full time basis. It will not admit any person whom

facility deems unabie to have needs met by resources available.

No person will knowingly be admitted who has any communicahle, contagious or infeetious
discase. Any exceptions to this Policy will be made in accordance with Federal and State Regulations.

All non-citizens must be legal United States residents. No person without a social security
number will be admitted.

No individual who leaves the facility AMA shall be re-admitted.
No individual who has an outstanding bill at this facility will be re-admitted.

All persons will have a UCIA background check completed at admission. No person who is
identified on a UCIA background cheek as a sex offender or other serious offense that may endanger
other residents, staff, or visitors, will be admitted to facility.

Written: February 1984 _
Reviewed: March 2006, March 2015

-26-
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Medicare Admission

Admission Procedure for
DeKalb County Rehab & Nursing Center

Residents of DeKalb County are given priority for admission to DeKalb
County Rehab & Nursing Center and are admitted through one of
nineteen townships. There are two methods of admission to DCRNC,
and in either case a DeKalb County Resident needs to make application
with and be approved by his/her Township Supervisor.

> Patient is in the hospital

> Physician contacts Hospital Discharge Planner. Patient needs
extended rehab/skilled nursing.

\.\J > Discharge Planner contacts DCRNC Admissions Office for bed
~A availability.

> DCRNC staff review patient and chart at hospital and meet with
patient/family and hospital staff.

Y

DCRNC determines if patient meets Medicare Criteria.

Patient qualifies. Pafient/family is agreeable to pIacemeﬁt.
Admission packet completed by patient/family.

Pre-screening is completed to ensure the necessity of placement.
Township application made.

Physician writes discharge order.

Y OWINIWHOWLLY ¥

Transfer to DCRNC.

Regular Admission

Admission Procedure for

DeKalb County Rehab & Nursing Center

Residents of DeKalb County are given priority for admission to
DeKalb County Rehab & Nursing Center and are admitted through
one of nineteen townships. There are two methods of admission to
DCRNC, and in either case a DeKalb County Resident needs to make
application with and be approved by his/her Township Supervisor.

> Potential resident places his/her name on the Township
Waiting List.

> When a bed becomes available at DCRNC, the admissions

office contacts the Township Supervisor.
(DCRNC maintains a township rotation list)

> Township Supervisor refers to his/her waiting list and contacts
the potential resident/family.

> Resident/family contacts DCRNC and begins the admission
papers.

> Physician completes medical papers.

> Pre-screening is completed to ensure the necessity of
placement. (IL state law)

> Pre-admission Home Visit.

> Admission to DCRNC.



ALTERNATIVES

The proposed project has two primary purposes: to increase accessibility and to
modernize the existing facility. The need to increase accessibility is in direct response to the
approximately 400 patients a year—nearly all of which are DeKalb County residents—that
cannot be admitted to DeKalb County Rehab & Nursing Center (‘DCRNC™) because of a lack of
available beds. The need to modernize the existing facility is due primarily to the County’s

desire to iniaititain a contemmporary lotig-teriii care facility fof its residetits.

As an alternative to the addition of the proposed eighteen beds, the number of beds could
have been increased, but doing so would have increased the project cost beyond the target level.
In addition, and from a design perspective, an 18-bed addition can appropriately be
dccoinmodated by thie site. A larger fiumber of beds would increase accessibility io DCRNC, but
would negatively impact the operation of privately-owned long-term care facilities in the area, as
DCRNC is often a prospective patient’s first choice. This alternative would have no impact on

the quality of care provided at DCRNC, but would increase operating costs proportionate to the

number of beds added.

As a second alternative, the project’s modernization components not directly related to
the addition of beds could be omitted. Doing so would reduce the project cost by approximately
five million dollars. This alternative, however, would not address the County’s desire to
Maintain a coiitémporary lohig-tefil care facility for its iesidents. Had this alteffiative been
selected, it would not have significantly impacted operating costs, accessibility to services, or

quality of care.
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BACKGROUND

Attached is a photocopy of DeKalb Rehab & Nursing Center’s IDPH-issued license.

There are no other IDPH-licensed health care facilities owned and/or operated by the

applicants.

As a governmental entity, County of DeKalb is not issued a Certificate of Good Standing

by the Illinois Secretary of State.
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State of lllinois
Department of Public Health;

[LIGENSE, PERMIT, CERTIFICATION; REGISTRA oN:

The person, firm of torporalion whose ABY @ appears on this canificate has comphied with the
provistans af the lllinais Statutes and/or rulg and regulations and is hereby authonzed to 55,
engage in the activity as indicated below. T RSN T

: A 3 s nder the althd
NIRAV D. SHAH, M.D., J.D.  nysiateotillinos -
DIRECTOR ] - ‘ ) Department of Public Health

TR & . T T

.06/30/2018 0044321

LONG THRM CARE-LICENSE CATEGORY BGBE.:
‘RILLED 190 :

'UNRESTRICTED 190 TOTAL BEDS
BUSINESS ADDRESS
LICENSEE

THE COUNTY OF DEKALB

DERALB COUNTY REHAB & NURSING

2600 NORTH ANNIE GLIDDEN ROAD

DERALB IL 60115
EFFECTIVE DATE: 07/01/16

REGION 1

DISPLAY THIS PART IN A

& T CONSPICUOUS PLACE

06/28/16

12

DEKALB COUNTY REHAB & NURSING |
iV

2600 NORTH ANNI
DEKALB

IL €0115



DeKaALB COUNTY REHAB & NURSING CENTER

2600 N. ANNIE GLIDDEN ROAD, DEKALB, IL 60115
PHONE 815-758-2477 FAX 815-217-0451

lllinois Health Facilities
and Services Review Board
Springfield, lllinols

To Whom It May Concern:

As the Administrator of Dekalb County Rehab & Nursing Center, | hereby certify that no adverse
action has been taken against it, directly or Indirectly, within three years prior to the flling of this
application, with the exception of a limited number of Type A violatlons, as are commonplace in the
long-term care setting. In each instance, the violation was immediately addressed and the correction
accepted by the applicable regulatory agency. For the purpose of this letter, the term “adverse
action” has the meaning given to it in the lllinois Administrative Code, Title 77, Section 1130.

| hereby autharize HFSRB and JDPH to access any documentation which it finds necessary to verify any
information submitted, including, but not limited to: official records of IDPH or other State agencies
and the records of nationally recognized accreditation organizations.

Bart Backer
Administrator

Subscribed and sworn to before me this
J dayof _Jonuax y 2018

wAM&LKm%AYW

Notary Public
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PLANNING AREA NEED

As of the filing of this Certificate of Need Application, the most recent update to the
Inventory of Health Care Facilities and Services and Need Determinations indicates that a need

for sixteen general long term care beds exists in DeKalb County.

With the signatures provided on the Certification pages of this application, the applicants
certify that the primary purpose of DeKalb County Rehab & Nursing Center (“DCRNC”) is to
serve the residents of DeKalb County, that 50%+ of the patients admitted to DCRNC reside in
DeKalb County prior to admission, and that it is fully anticipated that 50%+ of the patients
admitted in the future will be DeKalb County residents. During the 12-month period ending
November 30, 2017, 92.7% of the patients admitted to DCRNC were DeKalb County residents.

In addition, between July 1, 2017 and November 30, 2017 (5 months), a total of 172
prospective referrals from hospitals were denied admission to DCRNC due to the lack of
available beds. Annualized, the 172 denied patients equates to 412 patients denied admission.
During the three year period 2014-2016, DCRNC admitted an average of 207 patients a year,
discharged an average of 209 patients a year and had a 3-year occupancy rate of 90.7%, ranging
between 88.9% and 93.0%, annually. Patient days ranged between 61,654 and 64,645, annually,
resulting in an average of 62,944 patient days. To achieve the HFSRB’s 90% occupancy rate of
the proposed 208 beds (68,328 patient days), 5,384 incremental patient days of care (68,328-
62,944) would need to be provided. Had the additional eighteen beds been available last year,
the 412 “denied” patients would only have needed to realize an average length of stay of 13.1
days in order for the facility to reach the 90% occupancy target. The 2016 average length of stay
(patient days + admissions) was 307.8 days.

ATTACHMENT 13
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SERVICE DEMAND

The demand for beds at DeKalb County Rehab & Nursing Center (“DCRNC™) has
historically exceeded the availability of suitable beds, resulting in the denial of admissions on a
regular basis. In 2016, 64,645 and in 2017, 65,348 patient days of care were provided,
respectively. The resultant occupancy rates during those two years were 93.0% and 94.2%,
respectively. The historically-high occupancy rates during the two-year period noted above
have, in major part, resulted in DCRNC having to routinely deny admission to prospective
patients,, many of which are referred by area hospitals, due to a lack of beds. Between July 1
and November 30, 2017 172 patients were denied admission (annualized to 412), and a list
(DCRNC Referral Denial Log) of those patients is attached. The high volume of denials
documented in the attached list is viewed by DCRNC as an under-representation of potential
referrals. As noted in the attached log, the single largest referral source is Northwestern
Medicine Kishwaukee Hospital. When the discharge planners at the hospital are informed of a

fack of beds for referral, it is reasonable to assume that they will seek alternative referral sites

for, at minimum, the remainder of that day.

HE




DCRNC Referral Denial(No Bed Available) Log

DATE | INITIALS(REFERRAL) REFERRAL LOCATION
77312017 IK. PRESENCE
71412017 S.C. KISHWAUKEE
/512017 D.S. KISHWAUKEE
77512017 NM. KISHWAUKEE
77412017 E.C. KISHWAUKEE
7612017 CL. KISHWAUKEE
772017 CH KISHW AUKEE
77772017 P.S. RISHWAUKEE
77772017 D.S. KISHWAUKEE

7/10/2017 BM. CENTENNIAL HILLS
71172017 W.W. NM HOSPITAL
71212017 TRN. KISHWAUKEE
7/12/2017 DB. KINDRED
77132017 M, “KISHWAUKEE
71372017 CH. KINDRED
71372017 RH. LOYOLA

71312017 BD. KINDRED
71312017 MM. KISHWAUKEE
71712017 RW. KISHWAUKEE
71772017 D.M. KISHWAUKEE
71712017 AC. ALDEN GARDENS/AURORA
772072017 ML. MARIONJOY
772012017 PM. KISHWAUKEE
71212017 LH SHIRLEY RYAN ABILITYLAB
772412017 S.G. CDH

7/24/2017 CD. SSM HEALTH ST. MARY'S HOSPITAL
7242017 TH KISHWAUKEE
72172017 RN. KISHWAUKEE
71212017 FD. ELMHURST
7/24/2017 M. KISHWAUKEE
772412017 D.T. KISBWAUKEE
72472017 T.B. KISHWAUKEE
7124/2017 LB. OSF

772472017 AA OSF

772412017 RN. KISHWAUKEE
72512017 B.S. KISHWAUKEE
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712512017 PB. CDH
7/25/2017 LB. OSF
7126/2017 L.C. KISHWAUKEE
772672017 KA GLEN ELSTON/CHICAGO
7726/2017 MD. UNITED HOSPITAL SYSTEM
7/27/2017 PM. KISHWAUKEE
72772017 TL. KINDRED
712712017 S.C. LOYOLA
712772017 BL. KISHWAUKEE
773172017 C.L. KISHWAUKEE
/3172017 RC. ALEXIAN BROTHERS
73173017 HT. KISHWAUKEE
73172017 RW. OSF
73172017 LM OSF
8/2/2017 LN. WILLOWCREST
873/2017 RC. KISHWAUKEE
8/3/2017 TG, STH HERRIN HOSPITAL
8/4/2017 SA KINDRED
8/772017 DL. KISHWAUKEE
8/10/2017 CS. KISHWAUKEE
8/8/2017 D.C. KISHWAUKEE
8/9/2017 M.L. KINDRED
8/9/2017 CN. PARK PLACE OF BELVIDERE
8/9/2017 KX. KISHWAUKEE
8/14/2017 GN. OSF
8/14/2017 RH KISHWAUKEE
8/16/2017 DB. KISHWAUKEE
8/22/2017 B.S. KISHWAUKEE
8/25/2017 LM OSF
8/25/2017 LW. ADVOCATE CHRIST MC
8/28/2017 DM KISHWAUKEE
8/28/2017 T.P. " KISHWAUKEE
8/31/2017 EP. KISHWAUKEE
8/2972017 G.C. LOYOLA
8/30/2017 RP. VALLEY WEST
9/1/2017 KR ALEXIAN BROTHERS
9/1/2017 IG. SIH HERRIN HOSPITAL
9/1/2017 M.H. HOME
9/1/2017 D.T. KISHWAUKEE
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9/1/2017 VH HOME
9/1/2017 RF. HOME
9/1/2017 V.B. HOME
9/1/2017 Dl BETHANY
9/1/2017 Al BETHANY
9/7/2017 1G. KISHWAUKEE
9/5/2017 GK. CDH
9/6/2017 MD. KISHWAUKEE
9/6/2017 N.D. U OF CHICAGO
9/7/2017 R.S. KISHWAUKEE
9/7/2017 D.S. KISHWAUKEE
9/8/2017 V.H PINE ACRES
9/8/2017 IM. KISHWAUKEE
9/8/2017 GK CDH
9/8/2017 FA KISHWAUKEE
9/11/2017 D.S. KISHWAUKEE
9/11/2017 MB. KISHWAUKEE
9/11/2017 D.T. KISHWAUKEE
9/12/2017 RR. KISHWAUKEE
9/15/2017 LM. KINDRED
9/18/2017 MW KISHWAUKEE
9/18/2017 TW. KISHWAUKEE
9/19/2017 CS. PRESENCE MERCY
9/19/2017 H.G. LOUIS A. WEISS MEMORIAL
_HOSPITAL
9/19/2017 CL. KISHWAUKEE
9/20/2017 T.S. KISHWAUKEE
9/21/2017 L.C. KISHWAUKEE
9/22/2017 M.O. KISHWAUKEE
9/22/2017 D.M. KINDRED
912212017 JA KISHWAUKEE
9/25/2017 R.C. KISHWAUKEE
9/26/2017 N.V. CDH
9/26/2017 L.C. KISHWAUKEE
9/27/2017 LH. LOYOLA
9/30/2017 E.P. KISHWAUKEE
10/1/2017 RH HOME
10/1/2017 DM. HOME
10/12017 JR. HOME
10/1/2017 P.T. HOME

4
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10/172017 CP. HOME/MISSOURI
10/1/2017 D.S. SYMPHONY ORCHARD AURORA
10/1/2017 W.S. HOME

10/1/2017 P.F. HOME

10/1/2017 V.D. RIVERVIEW ELGIN
10/1/2017 DE. BARB CITY MANOR
10/2/2017 1.8 OSF

10/6/2017 V.M. KISHWAUKEE
10/6/2017 IM. ADVOCATE SHERMAN
10/12/2017 EG KISHWAUKEE '
10/11/2017 J1.C. KISHWAUKEE
10/112017 M.L. MAYO CLINIC
10/11/2017 1.D. EDWARD
10/11/2017 B.T. KINDRED
10/16/2017 D.D. ADVOCATE SHERMAN
10/16/2017 IM. ADVOCATE SHERMAN
10/16/2017 LA KISH/DR. MORKER
10/17/2017 IM. ADVOCATE SHERMAN
10/18/2017 LN. KISHWAUKEE
10/19/2017 IM. EDWARD HOSPITAL
10/23/2017 GK. CDH

10/25/2017 SK. KISHWAUKEE
10/26/2017 RW. KISHWAUKEE
10/30/2017 ML KISHWAUKEE
10/30/2017 F.R. KISHWAUKEE
10/30/2017 B.W. EDWARDS
10/31/2017 K.C. KINDRED

11/1/2017 Bl HERITAGE WOODS
11/1/2017 L.C. TOWER HILL-SOUTH ELGIN
11/1/2017 1.G. HOME/OHIO
11/1/2017 EA HERITAGE WOODS
117172017 PE. PINE ACRES
11/1/2017 B.W. HOME

11/1/2017 P.D. HOME

11/1/2017 D.G. HOME

11/1/2017 E.N. ROCKFORD MEMORIAL HOSPITAL
11/1/2017 M.O. BARB CITY MANOR
11/1/.2017 S.M. AURORA CONVOLESCENT HOME
11/1/2017 EW. HERITAGE WOODS
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11/1/2017 V.S HOME
11/1/2017 N.H. VILLA FRANCESIAN
11/1/2017 C.H. PINE ACRES
11/1/2017 SW. BETHANY
11/1/2017 P.S. HOME
11/1/2017 FR. AMBERCARE WOODS ROCKFORD
11/1/2017 RH. BETHANY
11/1/2017 F.A. KISHWAUKEE
11/6/2017 S.W. KISHWAUKEE
11/6/2017 T.T. ALEXIAN
11/6/2017 EB. KISHWAUKEE
11/8/2017 SR KISHWAUKEE
11/7/2017 W.B. SHERMAN ADVOCATE
11/8/2017 EA. KISHWAUKEE
11/8/2017 B.L. KISHWAUKEE
11/11/2017 IM. KISHWAUKEE
11/13/2017 W.H. KISHWAUKEE
11/13/2017 EA KISHWAUKEE
11/11/2017 EL. KISHWAUKEE
11/13/2017 M.S. KISHWAUKEE
11/13/2017 M.P. OSF
11/13/2017 JR. KISHWAUKEE
11/15/2017 IM KINDRED
11/15/2017 FR. KISHWAUKEE
11/15/2017 M.S. KISHWAUKEE
11/20/2017 D.L. KISHWAUKEE
11/25/2017 D.S. KISHWAUKEE
11/27/2017 L.B. KISHWAUKEE
11/27/2017 1.G. ADVOCATE SHERMAN
11/29/2017 MM KISHWAUKEE
11/29/2017 W.T. KISHWAUKEE
11/29/2017 Bw. KISHWAUKEE
11/30/2017 G.W. KISHWAUKEE
11/30/2017 L.D. KINDRED
11/30/2017 RM. JESSE BROWN VA
12/1/2017 S.C. HOME
12/1/2017 M.C. KISHWAUKEE
12/4/2017 |, N.H. PRESENCE VILLA
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STAFFING AVAILABILITY

DeKalb County Rehab & Nursing Center maintains and will continue to maintain staffing

levels consistent with or exceeding all applicable licensure and accreditation standards and

requirements.

Attached are the names of the center’s current clinical leadership team. Qualified staff in
all clinical disciplines have historically been and will continue to be recruited through normal

recruitment avenues, including word of mouth and placement of advertisements in local and

professional publications.

No unusual difficulties in the recruitment of qualified staff are anticipated as a result of

the proposed project,
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DeKalb County Rehab & Nursing Center
Management List (Clinical Areas)

Bart Becker, CTRS, LNHA  Administrator

Star Maizonet, R.N. Director of Nursing

Jennifer Borresen, R.N. Assistant Director of Nursing
Amy Larson, R.N. Director of CVS (Dementia Unit)
Mary Wiltse-Simpson, R.N.  House Supervisor

Michelle Bergeson, R.N. infection Control/ Education Dir.
Pam Hawbaker, R.N. Restorative Nurse

Maggie Govea, R.N. Case Manager

Deanna Donnelly, R.N. Case Manager

Julie Beatty, R.N. Care Plan Coordinator

Kris Decker, R.N. Clinical Compliance Director
Annie Gainweli, C.O.T.A. Director of Therapy

Dr.Sujata Morker, M.D. Medical Director

ATTACHMENT 19
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BED CAPACITY

Upon the completion of the proposed project, DeKalb County Rehab & Nursing Center
will have 208 beds, consistent with applicable IDPH licensure standards, which limit the size of

a general long-term care facility to 250 beds.

ATTACHMENT 20




PROJECT SIZE

The amount of space provided for the DeKalb County Rehab & Nursing Center is not
excessive, and is necessary to ensure that the facility is providing space consistent with
contemporary standards for general long-term care facilities. Upon the completion of the
project, 108,763dgsf will be provided, or 523dgsf/bed, as compared to the IDPH standard of
570dgsf/bed. The 523dgsfbed consists of 81,881dgsf of existing space plus 26,862dgsf of
newly-constructed space (please see APPENDIX D).
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DeKalb County Administration

200 N. Main Street % Sycamore, IL 60178-1431 & Phone: 815-895-1630 ¢ Fax: 815-895-7284 < wyww dekalbcounty.org

January 16, 2018

Illinois Health Facilities
and Services Review Board
Springfield, Illinois

To Whom It May Concern:

Please be advised that the DeKalb County Rehab & Nursing Center is not currently in
violation of any applicable zoning ordinance, nor is it anticipated that the proposed
project will be in violation of any applicable zoning ordinance.

Sincerely.

Gary H. Hanson
County Administrator

State of Illinois

County of DeKalb
Signed and attested before me on &a[}g)ﬁr_\li |lo, 2018 (date) by
E"lfam H. Henson (name/s of person/s).

OFFICIAL SEAL

TASHA SIMS ‘
NOTARY PUBLIC - STATE OF ILLINGIS  §
MY COMMISSION EXPIRES:01/15/20 p

Public)
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ASSURANCES

With the filing of this application, it is the expectation of the applicants that the
DeKalb County Rehab & Nursing Center will reach the JIHFSRB-adopied utilization target
by the second year following the project’s completion, and maintain that level.

/gwﬂ/ﬁ’w

Gary H. Hanson
County Administrator
County of DeKalb

T Al 1€ ,20]8

State of Illinois

County of DeKalb

Signed and attested before me on __, iamldffi g amﬂ (date) by
_G\Mj_a._ﬁjﬁm__ (name/s of person/s).

OFFICIAL SEAL
TASHA SIMS
NOTARY PUBLIC - STATE OF ILLINOIS
MY COMMISSION EXPIRES: 01/15/20

%
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MODERNIZATION

Modernization, in the form of new construction is anticipated to involve 13,649dgsf of
new construction for the skilled care category of service and 60,696DGSF of renovation on the
existing skilled nursing unit space, with the levels of renovation varying over the various

functional components of the existing units.

The primary purpose of the new construction component is to expand DeKalb County
Rehab & Nursing Center’s (“DCRNC’s™) skilled nursing care bed capacity, and the primary
purposes of the renovation components are 1) to incorporate more contemporary design features
onto the existing skilled care units, therein reducing the disparity between the existing units and

the proposed new unit; and 2) to perform relatively routine renovation needed to any facility over

time.

DCRNC is in full compliance with applicable facility-related licensure requirements,
accreditation standards, and life-safety codes; and none of the proposed renovation is in response

to a condition of non-compliance.

DCRNC routinely mects/exceeds the 90% occupancy standard cited in Section

1125.210(c).

ATTACHMENT 25
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DeKalb County, IL

Annual Comment on DeKalb County

Issuer Profile
DeKalb County is located in central nosthem Hlinois and the county seat of Sycamore i5

approximately 5 miles west of downtown Chicago. The county has a population of 104,528
and a moderate population density of 167 people per square mile. The county's median
family income is $70,256 (1st quartile) and the August 2017 unemployment rate was 4.4%
(3rd quartile} 2, The largest industry sectors that drive the local economy are agriculture,
retail trade, health services, and manufacturing.

Credit Overview

DeKalb County has a very strong credit position, and its Aa1 rating stightly exceeds the
rmedian rating of Aa2 for US counties. Key credit factors include a robust financial position,
an affordable debt burden and a sornewhat inflated pensiort liability. The credit position also
reflects an ample tax base, healthy incorne tevels and low wealth levels.

Finances: The financial position of the county is robust and is slightly favorable with respect
to the assigned rating of Aa1. The fund balance as 3 percent of operating revenues {79%)

far exceeds the US median. However, this metric fell modestly between 2012 and 2016.
Furtherrnore, the cash balance as a percent of operating revenues {64%} is far superior to the

U5 median.

Debt and Pensions: DeKalb County has manageable debt and pension burdens overall, yet
they are weak relative to its Aal rating. The net direct debt to full vatue (0.2%) 15 slightty
under the US median, and did not change from 2012 to 2016. Also, the Moody's-adjusted net
pension liability to operating revenues (2.5x) unfavorably is materialty above the US median.
Favorably, the county makes 100% of its annual required contribution.

Economy and Tax Base: The econormy and tax base of the county are strong. On the other
hand, they are relatively weak when compared to the Aal rating assigned. The full value
($5.2 biltion) is below the US median, and decreased materially between 2012 and 2016.
Additionally, the rmedian family income is a solid 106.4% of the US level. Lastly, the full value
per capita ($50,029) is below other Moody's-rated counties nationwide. The county benefits
from the presence of Northem fllingis University.

Management and Governance: lllingis counties have an Institutional Framework score 2
of A, which is moderate compared to the nation. Institutional Framework scores measure a
sector's legal ability to increase revenues and decrease expenditures. Most counties are non-
home rule and are subject to tax rate fimitations, Total operating tax yietd for non-home rule
entities subject to the Property Tax Extension Limitation Law (PTELL) is capped to the lesser
of 5% or CPI growth, plus new construction. Revenue predictability is moderate, with varying
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dependence on property, sales, and state-distributed income taxes, Expenditures, which are primarily for criminal justice, are
moderately predictable, counties have limited ability to reduce expenditures given strong public sectar unions and pension benefits
that enjoy strong constitutional protections.

EXHIBIT1
Key Indicators 25 DeKalb County
2012 2013 2014 2015 2016 USMedian  Credit Trend
Economy / Tax Base
Total Full Value $6,093M  $5,591M  $5,184M  $5,090M  55,229M $7,552M Weakened
Full Value Per Capita $68,131 $53,343  $49,416 548,788 550,029 580,731 Weakened
Median Family Income (3 of US 0%  M0%  M0%  106%  106% 94% Stable
Median)
Finances
Available Fund Balance a5 % of 832%  84.9%  841%  809%  79.0% 31.6% Stable
Operating Revenues
Net Cash Balance as % of Operating 813%  B0S%  822%  77.4%  64.0% 359%  Weakened
Revenies
Debt / Pensions
Net Direct Debt / Full Value 0.1% 0.3% 0.3% 0.3% 02% 0.5% Stable
Net Direct Debt f Operating Revenues 0.19% 0.48x 0.41x 0.37x 0.34x 0.61x Stable
Moody's-adjusted Net Pension Liability 09%  10%  11%  14%  18% 10%  Weokened
{3-yr average) to Full Value
Moody's-adjusted Net Pension Liability 146¢  1S4x  165x  200x 25 123x  Weakened
{3-yr average) to Operating Revenues
2012 2013 z014 2015 2016 US Median
Debt and Financial Data
Population 104,820 104,820 104,919 104,345 104,528 N/A
Available Fund Balance ($000s) $30,180 $30,547 $29,915 $29,488 $29,292 $20,856
Net Cash Balance (5000s) $29,470 $29,101 $29,262 $28,207 $23.713 $22,150
Operating Revenues ($000s) 436,258 $35,963 535,580 $36,444 937,075 $64,065
Net Direct Debt (5000s) 56,841 417,195 $14,438 $13,636 $12,790 $36,705
Moody's Adjusted Net Pension
85 5,280 8,532 72,838 93,614 73,224
Liability {3-yr average) (5000s) $52.855 55 $58.5 s s 573
Source: Moady’s invesiors Service
Thus publicatiofn dous mt anmotieice & g edif rating scteom, Tot aity crodit ratings reformed In this pubiiyabﬂn,.piirifsl{:_,j_%{f} : lab,tm the f;mwfx;llliy page on
werebariciadyi om for e mast updated audit reling action telomnation and reting histoty. Temris e
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EXHIBIT 2
Available fund balance as z percent of operating revenues decreased from 2012 to 2016

W Avaitable Fund Balance as % of Operating Revenues == US Median

160%

50% s

2002 20 2004

Source: Issuer financial statements; Moody's Investors Service

EXHIBIT 3
Full value of the property tax base decreased from 2012 to 2016

{millions) 58 Tatal Full Value

56,500

56,000

$5,500

$5,000 '—_] I,_j

2012 2013 20 2015 2076

Source: Issuer financial statements; Gavernment data souices, Offering stalements; Moody's Investors Service

3(:fgy15-adjusted net pension liability to operating revenues increased from 2012 to 2016
£ Oebt B3 Pensions
4.0x
3.0x
2.0x
1.0x t
00 - 2012 .2013 - é;u ) 2(-115‘ o ‘2.016’ -

Solirce: issucr financial statements; Goveriment data sotces; Offering statements; Moody s Investors Service
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Endnotes

1 The rating referenced in this report is the lssuer’s General Obligation {GO) rating ar fts highest public ratng that is GO-related. A GO band Is generally
backed by the ful faith and credit pledge and total taxing power of the [ssuer, GQO-velated sectrities include general gbiigation limited tax, annual
appropriation, lease reveriie, non-ad valoren, ard moral ohitgation debt. The referenced ratings reflect the government’s underlying credit guatity

witheut regard to state guarantees, enhancerqent programs or bord suronce.

The demographic data presented, including populatian, poputation density, per capita persoral income and tinemptoyment rate are derived fram themost
recently available 1S government databases. Fopulation, poputaton density and per capita personal income corme tram the Amerfcan Cominonity Survey

while the unemploym ent rate comes from the Bureau of Labor Statistics,

ina

The targest Industry sectors are derived from the Bureau of Econarmilc Arsal ysis. Moody's allocated the per capita personal income data and unemployment
data for atl countles n the US census Inta quartiles. The quartites are ordered from strongest-to-weskest from a credit perspective: the highest per capita

personal income quartile is first quartite, and the towest unemployment rate is first quartie,
3 The Institutional framewark scere assesses a municipality’s tegal ability to matrh revenues with expeniditures based on its canstitutionslly and legistatively
conferrnd powers ard responsibifities. See US Local Government Generat Obligation D.ebt (December 2016) methodotogy report for more details.
Eor definitions of the metrics in the Key indicators Table, US Local Govemment General Ohligation Methadology and Scorecard User Guide {July 2014) .
Metrics represented ns N/A Indicate the data were nnt avaliable at the time of publlcation.
The medians come from aur most recently pubtished local govermnment medians repord, Medtans - Tax Base Growth Reintorces Sector Stabllity as Pensioh
Troubtes Remaln (March 2017) which is avaitable on Moodys.com. The medians presented here are based on the key metries outlined in Moody's GO
methodotogy and the asseciated scorecard.

A
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DeKalb County Administration

200 N. Maint Straet % Sycamore, IL 60178-1431 4 Phone: 815-895-1630 ¢ Fax; #15-895-7264 < www.dpkalbeounty org

January 16, 2018

Illinois Health Facilities
and Services Review Board
Springfield, Illinois

To Whom It May Concern:

A major protion of the cost associated with the DeKalb County Rehab & Nursing
Center’s expansion program will be addressed through a bond issuance in the name of
the County of DeKalb, and to be secured in the future. Based on a recent issuance
secured by the county, it is anticipated that a 20-year term will be sought at a rate of
approximately 4.25%.

The proposed financing will, it is believed, result in the lowest net cost available for
the project.

Sincerely,

vy A Ao

Gary H. Hanson
County Administrator

State of Illinois

County of DeKalb

Signed and attested before me on Sam )&Y]‘ ! \lo 301K (date) by

(iavul W. H&n')on (name/s of person/s).

ST P A AAI A
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COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE

A B C D E F G | H
s ; ju Total
] Cost/sq.Ft. DGSF DGSF i NewConst.§  Modemization $ ] Costs
i New Moad. New Circ. Mod. Circ. (AxC) i (BxE) (G +H)
Reviewable !
Skilled Care Unit S 23000|5 7500 13,644 50,696 $ 3,139,270 | $ 4,552,200 | § 7,691,470
Rehabilitation $  50.00 4,915 | | 's 245750 |5 245,750 |
S 2300015  73.13 13,645 65,611 s 3,139,270 | $ 4,797,950t 5 7,937,220
Non-Reviewable
Resident 5torage $  180.00 5,200 s " 436,000 T 936,000
Administrative $  50.00 5,823 - $ 291,150 [$§ 291,150
Dietary ¢ 3000 4,420 § 1326008 132,600
General S5totrage/Maint. $ 20.00 . 1,395 3 27,800 5 27,500
Beauty Salon/Gift Shop $ 4000 500 $ 20,000 | § 20,000
Laundry s  30.00 930 E 27900 | § 27,900
Staff Areas $ 4000 608 $ 27,920 | $ 27,920
Dietary Transportation S 230.00 . 2,400 |18 552,000 Ik 552,000
Family/Public Areas s 230.00 3,693 S ) 849,390 S _ 849,390
anopy S 10000 1,920 [ 152,000 3 192,000 |
[ $ 19143 |$ 3832 13,213 13,766 $ 2,529,390 | & 527,470 | & 3,056,860
26,862 . 79,377 $ 5668660 |$ 5325420 | § 10,994,080
Contingency 5 1060 $  10.00 i j 3 268,620 | $ 793,770 | § 1,062,390
' ! 3 5,937,280 | § 6,119,190 | 5 12,056,470

20¢ INJNHOVLLY




TOTAL EFFECT OF THE PROJECT ON OPERATING COSTS
and CAPITAL COSTS

DeKalb County Rehab & Nursing Center
----Year 2 following project completion---

Projected Patient Days: 68,328

Staffing Costs: $10,237,949

Medical Supply Costs: $76,535
Operating Cost per Patient Day:

Depreciation and Amortization: $1,179,892

Interest Expense $558,239

Capital Costs per Patient Day

$150.96

$25.44

ATTACHMENTS 30D & 30E




PROJECT COST AND SOURCES OF FUNDS

' | Reviewable | Non-Reviewable | J_ ~_Total
Project Cost: i . : _ I o
Preplanning Costs o $ 100,000_1_@_ 35,000 ' 135,000
Site Survey and Soil Investigation L $ 12,000 ; § 8,000 $ 20,000
Site Preparation | $ 130,000 | § 80,000 $ 210,000
Off Site Work
New Construction Contracts $ 3138270 % 4,797,950 $ 7,937,220
Modernization Contracts $ 2,528,380 | $ 527,470 $ 3,056,860
Contingencies $ 7926001 % 269,790 $ 1,062,390
Architectural/Engineering Fees |$ 850,000 % 185000 | | $ 735,000
Consulting and Other Fees $ 160,000 | $ 100000 |% 250,000
Movable and Other Equipment (not in construction contracts) $ 775000 | $ 337,000 19 1,112,000 |
Net Interest Expense During Construction Period $ 815028 % 301,449 | $ 1116478 .
Fair Market Value of Leased Space or Equipment I ' ) ]
Other Costs to be Capitalized $ 900,000 ' $ 300,000 ' $ 1,200,000
Acquisition of Building or Other Property _ .

TOTAL USES OF FUNDS $ 9,893289($ 6,941,659 $ 16,834,948
Sources of Funds: ! N —
Cash and Securities L 1§ 800,000 ‘' 200,000 $ 1,000,000
Pledges ' .
Gifts and Bequests L
Bond Issues (project retated) $ 9093285 (% 6,741,659 $ 15834,948
Mortgages |
Leases (fair market value) _
Governmental Appropriations o
Grants L B .
Other Funds and Sources

TOTAL SOURCES OF FUNDS $ 9,893,289 |§ 6,941,659 $ 16,834,948
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PRGIECT COSTS

Pre-Planning Costs
Market Analyses
Cost Estimating
Misc./Other

Site Survey & Soil Investigation
Soil Investigation
Misc./Other

Site Preparation
Landscaping
Parking/Road & Walk-ways
Exterior Lighting/Signage
Misc./Other

New Construction
Per APPENDIX B

Modernization
Per APPENDIX D

Contingencles
New Construction-Related
Renovatlan-Related

Architectural & Engineering Fees
Preliminary Renderings
Design
Engineering
Rep. Agency Interaction
Project Monitoring
Reimburseables
Misc./Other

Consulting and Other Fees
Legai
CON-Related
Reg. Appravals, other
Lacal Permitting .
Interior Design
insurance
Ccammissioning
Equipment Planning
Misc./Other

Moveable Equipment
Skilled Care Unit-New
Skilied Care Units-Existing
Rehabilitation
Administration
Dietary
Other Nan-Reviewable

Construction Period interest

PROJECT COSTS and SOURCES OF FUNDS

$65,000
$45,000
$25,000

$15,000
$5,000

$60,000
$40,000
590,000
$20,600

$268,620

$ 79370

$20,000

$

$560,000

$76,000
$10,000
$10,000
$15,000
$50,000

510,000
475,000
$10,000

$5,000
430,000
$30,000
420,000
$20,000
$50,000

$117,000
$453,000
$200,000
470,000
$200,000
567,000

$
3

$135,000

$20,000

$210,000

$7,937,220

3,056,860

$1,062,390

$735,000

5250,000

1,112,000

1,116,478

C7
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Other Costs to be Capitatized
Bond Yssuance
Generator Upgrades
Chiller Upgrades

TOTAL COST

SOURCES OF FUNDS

Cash and Securities
Bond lssuance

TOTAL SOURCES OF FUNDS

PRONECT COSTS and SDURCES OF FUNDS

$150,000
$625,000
425,000
$1,200,000
$16,834,948
$1,000,000
§ 15,834,948
$16,834,948

ad
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Related Project Costs APPENDIX B

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

calendar years:

Land acquisition is related to project O Yes X No
Purchase Price: §
Fair Market Value:

The project involves the establishment of a new facility or a new category of service
[J Yes X 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 §

24
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APPENDIX C

Project Status and Completion Schedules

Indicate the stage of the project's architectural drawings:

] None or not applicable [] Preliminary

X Schematics [ Final Working

Anticipated project completion date (refer to Part 1130.140): _ March 31, 2020

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
scertification of obligation” document, highlighting any language related to CON Contingencies

X Project obligation wilt oceur after permit issuance.

7&"
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Cost Space Requirements

o Amount of Proposed Total Square Feet
Gross Square Feet That is: '
N New . Vacated
Dept./Area Cost Existing Proposed Const. Modernized As s | Space

Reviewable .
Skilled Care Unit $ 9,346,490 61,659 75,308 13,648 60,696 963
Rehabilitation $ 546,788 4,915 4815 4,915

$ 9893289 66,574 80,223 13,649 65,611 963 T
Non-Reviewable L -
Resident Sterage $ 1,251,914 5,200 5,200
Administrative $ 984,166 5,823 5,823 5823
Dietary $ 627 666 4,420 4,420 4,420 1
General Stotrage/Maint. $ 372,153 1,395 1,395 1,395
Beauty Salon/Gift Shop $ 46,942 ____Bs88 Bgg! __ 500 _ 388
Laundry $ 163,883 930 930 930
Staff Areas 3 85,272 698 698 | 658
Dietary Transportation $ 1049499 2,400 2,400 _
Family/Public Areas § 1,943,655 3693 3.693 ¢
Canopy $ 416,500 - 1,920 1,920 |
Receiving 750 750 ; 750
Mechanical 403 403 ! 403

$ 6941659 15,307 28,520 13,213 13,766 1,541

$ 16,834,948 81,881 108,743 26,862 ' 79,377 2,504




After paginating the entire, completed application, indicate in the chart below, the page numbers for the
attachments included as part of the project's application for permit:

INDEX OF ATTACHMENTS

ATTACHMENT
NO. PAGES

Applicant/Co-applicant Identification including Certificate of Good

1 Standing 25

2 Site Ownership 26

3 Operating |dentity/Licensee

4 Organizational Relationships 27

5 Fiood Plain Requirements 28

6 Historic Preservation Act Requirements 29
General Information Requirements

10 Purpose of the Project 30

11 Altematives to the Project 40
Service Specific - General Long-Term Care

12 Background of the Applicant 41

13 Piannhing Area Need 44

14 Establishment of General LTC Service or Facility 45

15 Expansion of General LTC Service of Facility

16 Variances

17 Accessibility

18 Unnecessary DuplicationfMaidistribution

19 Staffing Availability 51

20 Bed Capacity 53

21 Community Relations

22 Project Size 54

23 Zoning 55

24 Assurances 56

25 Modernizatian 57

Service Specific - Specialized Long-Term Care
26 Specialized Long-Term Care — Review Criteria

Financiat and Economic Feasibility:

27 Availability of Funds

28 Financial Waiver . 58
29 Financial Viability

20 Economic Feasibility B3

APPENDICES

A Project Costs and Sources of Funds 66
B Related Project Costs 69
C Project Status and Completion Schedule 70
D Cost/Space Requirements [l




Axel & Associates, Inc.

MANAGEMENT CONSULTANTS

RECEIVED

JAN 2 4 2018

HEALTH FACILITIES &
SERVICES REVIEW BOARD

January 23, 2018

Ms. Courtney Avery

Administrator

Illinois Health Facilities and
Services Review Board

525 West Jefferson

Springfield, IL 62761

Dear Ms. Avery:

Enclosed please find two copies of a Certificate of Need (“CON”) application
addressing the modernization and expansion of DeKalb County Rehab & Nursing Center,
and being filed on behalf of applicants County of DeKalb and County of DeKalb d/b/a
DeKalb County Rehab & Nursing Center.

The application is accompanied with a check, in the amount of $2,500.00, as a

filing fee.
Should any additional information be required, please do not hesitate to contact
me.
* Jacob M. Axel
resident

enclosures

675 North Court, Suite 210 Phone (847) 776-7101

Palatine, llinois 60067 Fax (847) 776-7004
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