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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 09/2018 Edition
ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT L

SECTION 1. IDENTIFICATION, GENERAL INFORMATION, AND CEFﬂ'EemV ED
This Section must be completed for all projects. MAR 0 ¢ 2019

Facility/Project Identification

Facility Name:  Metroeast Endoscopic Surgery Center, LLC HEREueEiGl ini .E\' NEW 50%_RD
Street Address: 5023 N. lllinois Street, Suite 3

City and Zip Code: Fairview Heights, IL 62208

County: St Clair Health Service Area: 11 Health Planning Area: 163

Applicant(s) [Provide for each applicant (refer to Part 1130.220}]
Exact Legal Name: Metroeast Endoscopic Surgery Center, LLC
Street Address: 5023 N. lllinois Street, Suite 3

City and Zip Code:  Fairview Heights, IL 62208

Name of Registered Agent: Shakeel Ahmed

Registered Agent Street Address: 5023 N. lllinois Street, Suite 3
Registered Agent City and Zip Code: Fairview Heights, IL 62208
Name of Chief Executive Officer: Shakeel Ahmed

CEO Street Address: 5023 N. lllinois Street, Suite 3

CEO City and Zip Code: Fairview Heights, IL 62208

CEQ Telephone Number: 618-239-0678

Type of Ownership of Applicants

[ Non-profit Corporation O Partnership
O For-profit Corporation 0] Governmental :
X Limited Liability Company O Sole Proprietorship O Other

o Corporations and limited liability companies must provide an llinois certificate of good
standing.

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

o

APPEND DOCUMENTATION AS ATTACHMENT 1 IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE '
_APPLICATION FORM. i .

Primary Contact [Person to receive ALL correspondence or inquiries]

Name: Joe Ourth
Title: Partner
Company Name: Saul, Ewing, Arnstein & Lehr LLP
Address: 161 N. Clark Street, Suite 4200, Chicago, IL 60606
Telephone Number: 312-876-7815
| E-mail Address: joe.ourth@saul.com
Fax Number: 312-876-6215
Additional Contact [Person who is also authorized to discuss the application for permit]
Name: Laurie Craig
Title: Office Administrator
Company Name: Metroeast Endoscopic Surgery Center, LLC
Address: 5023 N. llinois Street, Suite 3, Fairview Heights, IL 62208
Telephone Number: 618-239-0678
E-mail Address: lcraig@gutmd.com
Fax Number: NfA

— Page" - — —



ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 058/2018 Edition

Post Permit Contact
{Person to receive all correspondence subsequent to permit issuance-THIS PERSON MUST BE
EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS DEFINED AT 20 ILCS 3960]

Name: Laurie Craig

Title: Office Administrator

Company Name: Metroeast Endoscopic Surgery Center, LLC

Address: 5023 N. lllinois Street, Suite 3, Fairview Heights, IL 62208

Telephone Number. 618-239-0678

E-mail Address: Icraig@gutmd.com

Fax Number: N/A

Site Ownership
[Provide this information for each applicable site]

Exact Legal Name of Site Owner: Ahmed Investments, LLC

Address of Site Owner: 5023 N. lllinois Street, Suite 3, Fairview Heights, IL 62208

Street Address or Legal Description of the Site:
Proof of ownership or control of the site is to be provided as Attachment 2. Examples of proof of ownership
are property tax statements, tax assessor's documentation, deed, notarized statement of the corporation

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

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

Operating Identity/Licensee
[Provide this information for each applicable facility and insert after this page.]

Exact Legal Name: Metroeast Endoscopic Surgery Center, LLC

Address: 5023 N. lllinois Street, Suite 3, Fairview Heights, IL 62208

[l Non-profit Corporation | Partnership

O For-profit Corporation O Governmental

X Limited Liability Company (| Sole Proprietorship O Other

o Corporations and limited liability companies must provide an Hlinois 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.

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

Organizational Relationships

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

APPEND DOCUMENTATION AS ATTACHMENT 4, IN NUMERIC SEQUENTIAL CRDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 08/2018 Edition

Flood Plain Requirements
[Refer to application instructions.]

Provide documentation that the project complies with the requirements of lllinois Executive Order #2006-5
pertaining to construction activities in special flood hazard areas. As part of the flood plain requirements,
please provide a map of the proposed project location showing any identified floodplain areas. Floodplain
maps can be printed at www.FEMA.gov or www.illinoisfloodmaps.orgq. This map must be in a
readable format. In addition, please provide a statement attesting that the project complies with the
requirements of lllinois Executive Order #2006-5 (http://iwww.hfsrb.jllinois.gov).

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

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

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

APPEND DOCUMENTATION AS ATTACHMENT 6, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

DESCRIPTION OF PROJECT

1. Project Classification
[Check those applicable - refer to Part 1110.20 and Part 1120.20(b)]

Part 1110 Classification:
O  Substantive

X Non-substantive

Page 3 .




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 09/2018 Edition

2. Narrative Description

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

Metroeast Endoscopic Surgery Center, LLC ("Applicant”), proposes to add general surgery,
plastic surgery and gynecology procedures to its existing limited specialty ambulatory surgical
treatment center located at 5023 N. lllinois Street, in Fairview Heights, lllincis (“Metroeast”’).
Metroeast also proposes to construct one additional procedure room to its current one
procedure room for a total of two procedure rooms.

Procedures to performed at the Surgery Center after permit issuance will include endoscopy,
general surgery, plastic surgery and gynecology procedures. No other surgery centers with in a
17-mile radius perform the new procedures to be added.

The proposed project constitutes a non-substantive project because it proposes to establish
additional specialties and the construction of an additional procedure room.

Page 4




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

Project Costs and Sources of Funds

APPLICATION FOR PERMIT- 09/2018 Edition

Complete the following table listing all costs (refer to Part 1120.110) associated with the project. When a

project or any component of a project is to be accomplished by lease, donation, gift, or other means, the
fair market or dollar value (refer to Part 1130.140) of the component must be included in the estimated
project cost. If the project contains non-reviewable components that are not related to the provision of
health care, complete the second column of the table below. Note, the use and sources of funds must be

equal.

Project Costs and Sources of Funds

USE OF FUNDS

CLINICAL

NONCLINICAL

TOTAL

Freplanning Costs

Site Survey and Soil Investigation

Site Preparation

$10,000

$10,000

Off Site Work

New Construction Contracts

Modernization Contracts

$100,000

$100,000

Contingencies

$5,000

$5,000

Architectural/Engineering Fees

$7,000

$7,000

Consulling and Other Fees

$30,000

$30,000

Movable or Other Equipment (not in construction
contracts)

$25,000

$25,000

Bond Issuance Expense (project related)

Net Interest Expense During Construction {project
related)

Fair Market Value of Leased Space or Equipment

Other Costs To Be Capitalized

$3,000

$3,000

Acquisition of Building or Other Property {exciuding
land)

TOTAL USES OF FUNDS

$180,000

$180,000

SOURCE OF FUNDS

CLINICAL

NONCLINICAL

TOTAL

Cash and Securities

$180,000

$180,000

Pledges

Gifts and Bequesls

Bond Issues (project related)

Mortgages

Leases (fair market value)

Governmental Appropriations

Grants

Other Funds and Sources

TOTAL SOURCES OF FUNDS

$180,000

$180,000

‘NOTE: ITEMIZATION OF EACH LINE ITEM MUST BE PROVIDED AT ATTACHMENT 7, IN NUMERIC SEQUENTIA

THE LAST PAGE OF THE APPLICATION FORM,

L oRoER )

TR T
FTER

Page 5




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 09/2018 Edition

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

Land acquisition is related to project []Yes X No
Purchase Price:  § N/A
Fair Market Value: $ N/A

The project involves the establishment of a new facility or a new category of service
[ 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 $ N/A

Project Status and Completion Schedules
| For facilities in which prior permits have been issued please provide the permit numbers.
Indicate the stage of the project’s architectural drawings:

(J None or not applicable X Preliminary

[1 Schematics [] Final Working
Anticipated project completion date (refer to Part 1130.140): June 1, 2020

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

[] Purchase orders, leases or contracts pertaining to the project have been executed.
[] Financial commitment is contingent upon permit issuance. Provide a copy of the
contingent “certification of financial commitment” document, highlighting any language
related to CON Contingencies

X Financial Commitment will occur after permit issuance.

APPEND DOCUMENTATION AS ATTACHMENT 8, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE GOF THE
APPLICATION FORM e

State Agency Submittals [Section 1130.620(c)]
Are the following submittals up to date as applicable:
X Cancer Registry
] APORS
X All formal document requests such as IDPH Questionnaires and Annual Bed Reports
been submitted
X All reports regarding outstanding permits
Failure to be up to date with these requirements will result in the application for
permit being deemed incomplete.

Page 6 = - = — =



ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

Cost Space Requirements

APPLICATION FOR PERMIT- 09/2018 Edition

Provide in the following format, the Departmental Gross Square Feet (DGSF) or the Building Gross
Square Feet (BGSF) and cost. The type of gross square footage either DGSF or BGSF must be
identified. The sum of the department costs MUST equal the total estimated project costs. Indicate if any
Include outside wall measurements plus the
department’s or area’s portion of the surrounding circulation space. Explain the use of any vacated

space is being reallocated for a different purpose.

space.

Gross Square Feet

Amount of Proposed Total Gross Square Feet

That Is:

Dept. ! Area

Cost

Existing

Proposed

New
Const.

Modernized

Asls

Vacated
Space

REVIEWABLE

Medical Surgical

Intensive Care

Diagnostic
Radiology

MRI

Total Clinical

NON
REVIEWABLE

Administrative

Parking

Gift Shop

Total Non-clinical

TOTAL

APPLICATION FORM.

APPEND DOCUMENTATION AS ATTACHMENT 9, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE : S,

-

PR
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

Facility Bed Capacity and Utilization N/A

APPLICATION FOR PERMIT- 09/2018 Editien

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

totals for each bed service.

FACILITY NAME: N/A

CITY: N/A

REPORTING PERIOD DATES:

From:

to:

Category of Service

Authorized
Beds

Admissions | Patient Days

Bed
Changes

Proposed
Beds

Medical/Surgical

Obstetrics

Pediatrics

Intensive Care

Comprehensive Physical
Rehabilitation

Acute/Chronic Mental lliness

Neonatal Intensive Care

General Long Term Care

Specialized Long Term Care

Long Term Acute Care

Other {{identify)

TOTALS:

Not applicable because the Applicant is an ambulatory surgical treatment center.

— Page 8
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 09/2018 Edition

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

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

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

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

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

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

This Application is filed on the behalf of WHZ"VDCQS‘" EV'JOSCCW (.&,LMPVL{( c’/ﬂ(CV LLC

in accordance with the requirements and procedures of the lllinois Héalth Facilities Planning Act
The undersigned certifies that he or she has the authority to execute and file this Application 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 fee required for this application is
sent herewith or aid upon reqest.

SIGNATURE SIGNATURE
Si~albveel Hwed, i)

PRINTED NAME PRINTED NAME
O ovie v

PRINTED TITLE PRINTED TITLE

Notarization: Notarization:

Subscnbed and sworn to before me Subscribed and sworn to before me

this 2.4 day ofw]q this day of

M@% &

LAURIE 1. CRAIG
Officlal Seal
Notary Public - State of Hlinois
My Commission Expires Sep 26, 2022

Signature of Notary

Sea Seal

31959622.1 012472019
——e e = = Page 9 L= i S e e




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 09/2018 Edition

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

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

costs.

1110.110(a) — Background of the Applicant

READ THE REVIEW CRITERION and provide the following required information:

BACKGROLUND OF APPLICANT

1.

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

A listing of all health care facilities currently owned and/or operated in Illinois, by any corporate officers or
directors, LLC members, partners, or owners of at least 5% of the proposed health care facility.

For the following questions, please provide information for each applicant, including corporate officers or
directors, LLC members, partners and owners of at least 5% of the proposed facility. A health care facility is
considered owned or operated by every person or entily that owns, directly or indirectly, an ownership
interest.

a. A certified listing of any adverse action taken against any facility owned andfor operated by the
applicant, directly or indirectly, during the three years prior to the filing of the application.

b. A certified listing of each applicant, identifying those individuals that have been cited, arrested,
taken into custody, charged with, indicted, convicted or tried for, or pled guilty to the commission of
any felony or misdemeanor or violation of the law, except for minor parking violations; or the
subject of any juvenile delinquency or youthful offender proceeding. Unless expunged, provide
details about the conviction and submit any police or court records regarding any matters
disclosed.

¢. A certified and detailed listing of each applicant or person charged with fraudulent conduct or any
act involving moral turpitude.

d. A cerified listing of each applicant with one or more unsatisfied judgements against him or her.

e. A certified and detailed listing of each applicant who is in default in the performance or discharge of
any duty or obligation imposed by a judgment, decree, order or directive of any court or
governmental agency.

Authorization permitting HFSRB and DPH access to any documents necessary to verify the information
submitted, including, but not limited to official records of DPH or other State agencies; the licensing or
certification records of other states, when applicable; and the records of nationally recognized accredilation
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 permit, the
documentation provided with the prior applications may be utilized to fulfill the information requirements of
this criterion. In such instances, the applicant shall attest that the information was previously provided, cite
the project number of the prior application, and certify that no changes have occurred regarding the
information that has been previously provided. The applicant is able to submit amendments to previously
submitted information, as needed, to update and/or clarify data.

APPEND DOCUMENTATION AS ATTACHMENT 11, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM. EACH ITEM (1-4) MUST BE IDENTIFIED IN ATTACHMENT 11.
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 08/2018 Edition

Criterion 1110.110(b) & (d)
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.

Define the planning area or market area, or other relevant area, per the applicant's definition,

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

Cite the sources of the documentation.

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

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

For projects involving modernization, describe the conditions being upgraded, if any. For facility projects, include
statements of the age and condition of the project site, as well as regulatory citations, if any. For equipment being
replaced, include repair and maintenance records.

NOTE: Information regarding the “Purpose of the Project” will be included in the State Board Staff Report.

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

ALTERNATIVES

1) Identify ALL of the alternatives to the proposed project:

Alternative options must include:

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

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

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

9)] Provide the reasons why the chosen alternative was selected.

2} Documentation shall consist of a comparison of the project to alternative options. The
comparison shall address issues of total costs, patient access, 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 IDENTIFIED, THE TOTAL PROJECT
COST AND THE REASONS WHY THE ALTERNATIVE WAS REJECTED MUST BE
PROVIDED.

3) The applicant shall provide empirical evidence, including quantified outcome data that verifies
improved quality of care, as available.

APPEND DOCUMENTATION AS ATTACHMENT 13, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM.
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 09/2018 Edition

SECTION IV. PROJECT SCOPE, UTILIZATION, AND UNFINISHED/SHELL SPACE
Criterion 1110.120 - Project Scope, Utilization, and Unfinished/Shell Space

READ THE REVIEW CRITERION and provide the following information:

SIZE OF PROJECT:
1. Document that the amount of physical space proposed for the proposed project is necessary and not
excessive. This must be a narrative and it shall include the basis used for determining the space and
the methodology applied.

2. If the gross square footage exceeds the BGSF/DGSF standards in Appendix B, justify the discrepancy by
documenting one of the following:

a. Additional space is needed due 1o the scope of services provided, justified by clinical or operational
needs, as supported by published data or studies and certified by the facility's Medical Director,

b. The existing facility's physical configuration has constraints or impediments and requires an |
architectural design that delineates the constraints or impediments.

c. The project involves the conversion of existing space that results in excess square footage.

d. Additional space is mandated by governmental or certification agency requirements that were not in
existence when Appendix B standards were adopted.

Provide a narrative for any discrepancies from the State Standard. A table must be provided in the |
following format with Attachment 14,

[ _ SIZE OF PROJECT
DEPARTMENT/SERVICE | PROPOSED STATE DIFFERENCE | MET
_BGSF/DGSF STANDARD STANDARD?

o -

APPEND DOCUMENTATION AS ATTACHMENT 14, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

PROJECT SERVICES UTILIZATION:

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

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

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

— UTILIZATION __
DEPT./ HISTORICAL | PROJECTED | STATE MEET
SERVICE | UTILIZATION | UTILIZATION | STANDARD | STANDARD?
(PATIENT DAYS)
(TREATMENTS)
ETC.
YEAR 1 -
YEAR 2

APPEND DOCUMENTATION AS ATTACHMENT 15, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 09/2018 Edition

UNFINISHED OR SHELL SPACE: Not Applicable because there will be no unfinished or shell space.

Provide the following information:
1. Total gross square footage (GSF) of the proposed shell space.

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

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

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

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

Submit the following:

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

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

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

APPEND DOCUMENTATION AS ATTACHMENT 17, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE .
APPLICATION FORM.
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 09/2018 Edition

SECTION V. SERVICE SPECIFIC REVIEW CRITERIA

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

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 APPLICABLE TC THE CRITERIA THAT MUST BE ADDRESSED:

G. Non-Hospital Based Ambulatory Surgery

Applicants proposing to establish, expand and/or modernize the Non-Hospital Based Ambulatory
Surgery category of service must submit the following information.

[C] cardiovascular

[] Colon and Rectal Surgery
[1 Dermatology

] General Dentistry

X General Surgery

X Gastroenterology

1 Neurological Surgery

[] Nuclear Medicine

X Obstetrics/Gynecology

[] Ophthalmology

[] OraliMaxillofacial Surgery
[] Orthopedic Surgery

[] Otolaryngology

(] Pain Management

[] Physical Medicine and Rehabilitation
X _Plastic Surgery

L] Podiatric Surgery

[] Radiology
[) Thoracic Surgery
[] Urology
Other:
3. READ the applicable review criteria outlined below and submit the required
documentation for the criteria:
APPLICABLE REVIEW CRITERIA Establish New Expand Existing
ASTC or Service | Service
1110.235(c)(2)(B) - Service to GSA Residents X X
1110.235(c)(3) = Service Demand — Establishment of an ASTC or X
Additional ASTC Service

Page 14 —
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1110.235(c)(4) - Service Demand — Expansion of Existing ASTC Service X .
1110.235(c)(5) — Treatment Room Need Assessment X X
1110.235{c)(6) - Service Accessibility X

1110.235(c)(7)(A) - Unnecessary Duplication/Maldistribution X

1110.235(c)(7)(B) — Maldistribution X

1110.235(c)(7)}{C) — Impact to Area Providers X

1110.235(c)(8) - Staffing X X
1110.235(c)(9) - Charge Commitment X X
1110.235(c)(10) — Assurances X X

APPEND DOCUMENTATION AS ATTACHMENT 24, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAG :
OF THE APPLICATION FORM. | ru e
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The following Sections DO NOT need to be addressed by the applicants or co-applicants responsible for
funding or guaranteeing the funding of the project if the applicant has a bond rating of A- or better from
Fitch's or Standard and 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):

¢ Section 1120.120 Availability of Funds - Review Criteria
e Section 1120,130 Financial Viability - Review Criteria
¢ Section 1120.140 Economic Feasibility = Review Criteria, subsection (a)

VI. 1120.120 - AVAILABILITY OF FUNDS

The applicant shall document that financial resources shall be available and be equal to 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]:

$180,000 | a) Cash and Securities - statements (e.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 earned 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 dollar amount, identification of any
conditions of use, and the estimated time table of receipts;

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 dollar 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
conditions, including any purchase options, any capital
improvements to the property and provision of capital
equipment;

5) For any option to lease, a copy of the option, including all
terms and conditions.
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e) Governmental 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
resolution or other action of the governmental unit attesting to this intent;

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

Q) All Other Funds and Sources - verification of the amount and type of any other
funds that will be used for the project.

$180,000 TOTAL FUNDS AVAILABLE

APPEND DOCUMENTATION AS ATTACHWMENT 33, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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SECTION VII. 1120.130 - FINANCIAL VIABILITY

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

Financial Viability Waiver

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

“A’ Bond rating or better

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

The applicant’s current debt financing or projected debt financing is insured or anticipated to be
insured by MBIA (Municipal Bond Insurance Association Inc.) or equivalent

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

R s

See Section 1120.130 Financial Waiver for information to be provided

APPEND DOCUMENTATION AS ATTACHMENT 34, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

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

Historical Projected
3 Years
YEra‘trg: Historical and/or Projected
Current Ratio

Net Margin Percentage

Percent Debt to Total Capitalization

Projected Debt Service Coverage

Days Cash on Hand

Cushion Ratio

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

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 35, IN NUMERICAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM, ;
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SECTION VIH.1120.140 - ECONOMIC FEASIBILITY

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

A. Reasonableness of Financing Arrangements

The applicant shall document the reasonableness of financing 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

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

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

B) Borrowing is less costly than the liquidation of existing investments, and
the existing investments being retained may be converted to cash or
used to retire debt within 2 60-day period.

B. Conditions of Debt Financing

This criterion is applicable only to projects that involve debt financing. The applicant shall
document that the conditions of debt financing are reasonable by submitting a notarized
statement signed by an authorized representative that attests to the following, as
applicable:

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

2) That the selected form of debt financing will not be at the lowest net cost
available, but is more advantageous due to such terms as prepayment privileges,

no required mortgage, access to additional indebtedness, term (years), financing
costs and other factors;

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

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

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

- Page 19
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COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE
A 8 Cc D E F G H
Department Total
{list below) Cost/Square Foot Gross Sq. Ft. Gross Sq. Ft. Const, $ Mod. $ Cost
New Mod. New Circ.* | Mod. Circ.* (AxC) (Bx E} (G+H)

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

D. Projected Operating Costs

The applicant shall provide the projected direct annual operating costs (in current dollars per
equivalent patient day or unit of service) for the first full fiscal year at target utilization but no

more than two years following project completion. Direct cost means the fully allocated costs of
salaries, benefits and supplies for the service.

E. 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 36, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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SECTION IX. SAFETY NET IMPACT STATEMENT

SAFETY NET IMPACT STATEMENT that describes all of the following must be submitted for ALL

SUBSTANTIVE PRQJECTS AND PROJECTS TO DISCONTINUE STATE-OWNED HEALTH CARE RE FACILITIES
[20 ILCS 3960/5.4]:

1. The project's material impact, if any, on essential safety net services in the community, to the extent
that it is feasible for an applicant to have such knowledge.

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

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

Safety Net Impact Statements shall also include all of the following:

1. For the 3 fiscal years prior to the application, a certification describing the amount of charity care
provided by the applicant. The amount calculated by hospital applicants shall be in accordance with the
reporting requirements for charity care reporting in the lllinois Community Benefits Act. Non-hospital
applicants shall report charity care, at cost, in accordance with an appropriate methodology specified by
the Board.

2. For the 3 fiscal years prior to the application, a certification of the amount of care provided to Medicaid
patients. Hospital and non-hospital applicants shall provide Medicaid information in a manner consistent
with the information reported each year to the lllinois Department of Public Health regarding "Inpatients
and Outpatients Served by Payor Source” and "Inpatient and Qutpatient Net Revenue by Payor Source"
as required by the Board under Section 13 of this Act and published in the Annual Hospital Profile.

3. Any information the applicant believes is directly relevant to safety net services, including information
regarding teaching, research, and any other service.

A table in the following format must be provided as part of Attachment 38.

Safety Net Information per PA 96-0031
CHARITY CARE
Charity (# of patients) Year Year Year
Inpatient
Qutpatient
Total
Charity (cost In dollars)
Inpatient
Qutpatient
Total
MEDICAID
Medicaid (# of patients) Year Year Year
Inpatient
Qutpatient
Total
Medicaid (revenue)
Inpatient
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Qutpatient
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SECTION X. CHARITY CARE INFORMATION

Charity Care information MUST be furnished for ALL projects [1120.20(c}].

1. All applicants and co-applicants shall indicate the amount of charity care for the latest three
audited fiscal years, the cost of charity care and the ratio of that charity care cost to net patient
revenue.

2. If the applicant owns or operates one or more facilities, the reporting shall be for each individual

facility located in lllinois. If charity care costs are reported on a consolidated basis, the applicant
shall provide documentation as to the cost of charity care; the ratio of that charity care to the net
patient revenue for the consolidated financial statement; the allocation of charity care costs; and
the ratio of charity care cost to net patient revenue for the facility under review.

3. If the applicant is not an existing facility, it shall submit the facility's projected patient mix by payer
source, anticipated charity care expense and projected ratio of charity care to net patient revenue
by the end of its second year of operation.

Charity care” means care provided by a health care facility for which the provider does not expect
to receive payment from the patient or a third-party payer (20 ILCS 3960/3). Charity Care must be
provided at cost.

A table in the following format must be provided for all facilities as part of Attachment 39,

CHARITY CARE
Year Year Year

Net Patient Revenue

Amount of Charity Care (charges)
Cost of Charity Care

APPEND DOCUMENTATION AS ATTACHMENT 38, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM, k!
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After paginating the entire completed application indicate, in the chart below, the page numbers for the
included attachments:

ATTACHMENT
NO.

INDEX OF ATTACHMENTS

PAGES

Applicant |dentification including Certificate of Good Standing

25 -2

Site Ownership

2t -2

Persons with 5 percent or greater interest in the licensee must be

identified with the % of ownership.

U3~y

Organizational Relationships (Organizational Chart) Certificate of

Good Standing Etc.

us-up

Flood Plain Requirements

3 ug

Historic Preservation Act Requirements

Project and Sources of Funds ltemization

44 ~slo |
=%

Financial Commitment Document if required

-

Cost Space Requirements

gm%ﬂmm F RN

Discontinuation

Background of the Applicant

|
59. 65

Purpose of the Project

b 3>

Alternatives to the Project

Fd-Fb

Size of the Project

Project Service Utilization

33
38 - Bo

Unfinished or Shell Space

Assurances for Unfinished/Shell Space

Service Specific:

Medical Surgical Pediatrics, Obstetrics, ICU

Comprehensive Physical Rehabilitation

Acute Mental lliness

QOpen Heart Surgery

Cardiac Catheterization

In-Center Hemodialysis

Nen-Hospital Based Ambulatory Surgery

| ~lo>

Selected Organ Transplantation

Kidney Transplantation

Subacute Care Hospital Model

Community-Based Residential Rehabilitation Center

Long Term Acute Care Hospital

Clinical Service Areas Other than Categories of Service

Freestanding Emergency Center Medical Services

Birth Center

Financial and Economic¢ Feasibility:

Availability of Funds

I‘UI' -lo ]

Financial Waiver

a5

Financial Viability

e

Economic Feasibility

o ~id

Safety Net Impact Statement

Charity Care Information

WA

41484113
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Section I, Type of Ownership of Applicants

Attachment 1

Metroeast Endoscopic Surgery Center, LLC (*Metroeast”) is an Illinois limited liability
company. A copy of Metroeast’s Good Standing Certificate dated January 17, 2019 is attached.

ATTACHMENT 1



File Number 0378969-1

To all to whom these Presents Shall Come, Greeting:

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

Business Services. I certify that

METROEAST ENDOSCOPIC SURGERY CENTER, LLC, HAVING ORGANIZED IN THE
‘STATE OF ILLINOIS ON NOVEMBER 30, 2011, APPEARS TO HAVE COMPLIED WITH ALL
PROVISIONS OF TIIE LIMITED LIABILITY COMPANY ACT OF THIS STATE, AND AS OF
THIS DATE IS IN GOOD STANDING AS A DOMESTIC LIMITED LIABILITY COMPANY IN
THE STATE OF ILLINOIS.

InTestimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 17TH

day of JANUARY AD. 2019

; '« 8 2 . . , ’
Authentication #: 1901702588 verifiable untl 01/17/2020 QM m

Authenticats at: hitp:/www.cyberdriveiliineis.com
SECRETARY OF STATE

ATTACHMENT 1
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Section I, Site Ownership
Attachment 2
Attached is a copy of the Lease Agreement between Metroeast Endoscopic Surgery Center, LLC

(“Lessee”) and Ahmed Investments, LLC (“Lessor”), dated as of June 1, 2014, which shows that
Metroeast Endoscopic Surgery Center, LLC has control of the site.

ATTACHMENT 2
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LEASE AGREEMENT
(TRIPLE NET)

THIS LEASE AGREEMENT (the “Lease™), made and entered into effective as of the

day of June. .. ‘OL"C (the “Effective_Date”) by and between Ahmed Invesiments,
1.LC (the “Lessor®) and Metroeast Endoscopic Surgery Center, LLC {(the “Lessee”)

WHEREAS. Lcssor owns the real property and improvements. commonly known ag 5023
North Hlinols Street, Fairview Heights, Illinois 62208 (the “Premises”) situated in St. Clair
County, Hlinuvis, evidence of such owaership is atached herelo as Exhibit A, and

WHEREAS, Lessee desires to lease a portion of the Premises fiom Lessor as further
gpecified herein

NOW THEREFORE, the parties hercto agree as follows

| M Lessor ayrees to lease and Lessee ayrees to rent, for l.essee’s
exclusive use, the portion of the Premises designated on Exhibit B atlached hervio, which
encumpasses approximately one thousand seven hundred and sixty {1,760) gross square fect of
the Premises (the “Leased Space™ The Leased Space shall be used for the provision of
endoscopy services performed by qualified physicians employed by or under contract with the
l.essex, and related uses, including but nut limited to, operating a licensed Ambulatory Surgical
Treatment Center ("ASTC"). Lessee shall maintain all licenses and centifications necessary 1o
conduct such business in the Leased Space

Term and Termination. The initial term of this Lease (hereinafler referred to as
the * Lgmg!___gm“) shallbeginonthe | dayof Jlne = _ 2004 (the* "‘Commencement
Date”) and be for o period of ten (1) vears Unless atherwise previously terminated in
wcordanne with the terms of this Lease, the term of this Leass may be extended for two
additional periods of five (5) years, oace on the 10" anniversary of the Commencement Date and
again on the 15® anniversary of the Commencvement Date (each a “Renewal Term”, and together
the Initial Term and any Renewsl Tertm(s) shall be collectively referred to herein as the ~Teaom™
of his Lease) al the option of the Lessee. Nowwithstanding the foregoing. this Lease shall be
terminated. (a) without cause by giving the other pasty thisty (30) days advanced writien aptice
of such termination. (b} in the event of breach of this Lease, upun thirty (30) davs written notice
10 the breaching pany following failure of the breaching party to cure such breach for more than
thirty (30} days following notice of such breach, or (¢) in the event of an exclusion of a party
hereto, or its affiliates, from participation in any Fedcral health carc program, as defined under
LUSC H“ﬂa—-'lbn) the other party shull have the right to immediately terminate this Lease
In the eveal that there Is a change in applicable health care law or related regulation or the
mtcrpmmuon thereof, including Federal and Sume of lllinois laws and regulations, or the
initistion of an enforcement action with respect to any health care law or regulation, any of
which affécts the conrinuing legality of this L.ease. a party hereto may, by notice to the other
party. prapose an amendment to conform this Lease 10 the appliceble law(s) and/or regulation(s)
If the parties hereto are gnable Lo agree within ainety (%)) days upun an amendment, then vither
party may terminate this Lease by giving ten 110) das-s advance writien notice to the other party,
unless a sonner termination is required under applicable law or circumstances

ATTACHMENT-2




3 Base Rent |essee agrecs to pay Lessor base rent for the Leased Space in the
amount of one thousaad, seven hundred and fiftv-one dotlurs ($1,760.00) per munth (the “Baye
Reni™), payable monthly by the filth (5®) day of each month during the term of this Lease, The
calculation of such Rent is set forth hereto on Exhibit € The parties agree that the Base Rent is
vonsistent with fair markel value (for a triple net lease) was negotiated in an arms-length
transaction and that the rental value of the Leased Space has not been detenmined in a manner
that takes into accourt the volume or value of any referrals 0 uther business gensrated between
the parties.

4 Adtitions Rent and Other Maintynance Fxpenses. In order that the fixed rent
ghall he absolutely net to Lessor, Lessee covenants to pay, as additional rent, all real estate taxes

{sec Paragraph §), and g}l other operaliog expenses, respecting the Leased Space. including the
following’

41 Generally Accordinply, Lessee shall pay tu or as dirccted by Lessor the amount
of such operating expenses reasonably allncated to or atiributable to the Lease Space within ten
(10) days after cach periodic invoicing or other billing received by Lessee therefore from cither
the party providing such services or Lessor. as the case may be,

42  Public Cherges. 1.essce shall pay to Lessor, within a reasonable time after written
demand therefore by Lessor bt before any fine, penalty, interest or cost may he added thereto
for nonpaymient thereof, all public charges with respect to the 1.eased Space. including, but not
fimited to, water and sewer use charges and betterment assessments, as well as real esiate taxes
{pursuant to Paragraph §)

43 {ifibties Lessee shall pay directly to the proper authorities charged with
collection thereof all charyes for water, sewer, gas, clectricity, telephone, and any ather power,
utilitics. or services used or consumed on the premises; Lessee shall make jts own arrangements
for such utilities and Lessor shall be under no cbligatiun tu furish any utilities to the Leased
Space end shall not be liable for any inteyruption or failure i the supply of any such utilities 1
the Leased Spave, Lessee agrees lo pay for janitorial service and any other maintenance services
for ot repairs of the Leastd Space, all in accordance with the provisions of this Lease (including

Paragraph 9}

44 Receipts | essoe shatl furnish to Lessur, at Lessor's written request, for Lessor's
inspection, within thirty (30) days after the date any amount ix pavable by Lessee, as provided in
Paragraphs 4. S. 8, 9. and 10, official receipts or other proof satistactory to Lessor evidencing
such payment.

St Paymem of Taxes Within ten (10) days atler written demand by Lessor, Lessee
shall pay to Lessor the “Real Property Tax", s defined in Paragraph 5.2, applicable lo the Leased
Space during the term of this L.ease. If any such taxes shall cover any period of 1ime prior fo.or
afer the expiration of the rerm hereof, Lessee's share ol such taxes shall be equitably prorated to
cover anly the period of vime within the applicable tax fiscal year when this Lease was in effect

[ 4
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$2  Definition of "Rena! Prupenty Tas". As used herein, the term "Real Property Tax”

shall include any form of'real estate 1ax or asszssment, be it ad valorem, general, special ordinary
or exiraordinary, and any license fee, commercial rental tax, improvement bond or bonds, levy or
tax (other than inheriiance. personal income or estate taxes) imposed on or reasouably
artributable to the Leased Space by anv aurharity havieg the direct or indirect power to tax,
including any city, state ar federal government, or any schuol, agricultural, sanitary, fire, street,
drainage or other improvement district thereof The term "Real Property Tax" shall alza include
any wx. fee, levy, assessment or charge (i) in substitution of, partiaily or totally, any iax, fee,
levy assessment or charge hereinabove included within the definition of "Real Property Tax®, or
tit} the nature of which was hereinbetfore included within the definition of “Real Property Tax".
or {iii) which is imposed by reason of this transaction. any modifications o1 changes hereto or
any transfers hureof

!/ Security Depusit

61 Amoum Lessee shall make the following deposit with Lessor upon execution
hereof as security for Lessee's faithful performance of .essec's obligations hereunder Cash in
the amount of $1,200 00, to be held by Lessor

6.2  Return of Security Deposit  If Lessve fails fv pav rent or other charges due and
pavable hereunder, or otherwise defaults with respect to any provisivn of this Lease. then, after
10-days' written notive of the default and failure by Lessec to cure within said 10-day period,
Lessor may use, apply or retain afl or any portion of said deposit for the pgyment of any rent,
damages or other charge in default If Lessor so uses or applies all ar any portion of said deposil,
the 1.essee shall, within ten (10) days aﬁer_written demand therefore deposit cash with Lessor in
an amount sufficient to restore said deposit to the full amount hersinabove stated ($1,260.00)
Lessee's failure 10 do so shall be a material breach of this Lease f.cssor shall be required to keep
sid deposit separate from its genvral accounts and in a separate interesi-bearing account. At the
end of each calendar year anyv accrued sterost shafl be paid to Lessee, if not needed to bring
account up to full balance. If Lessec perfurms all uf [ essee's obligations hereunder, said deposit,
or so much thereof as has nut theretofore been apphed by Lussor shall be retumed, together with
any interest accrued on it, to Lessee al the explrauon of the térm hereof (and once Lessee has
vacated the Leased Spage) Na trust relationship is croated herein between Lessor and Lessee

with respect to said Security Deposit

7 Use of Leased Space Not withslanding anything in Paragraph 1 to the contrary,
the Leasced Space shall be used and vccupied only for the provision ot endoscopy services and
related uses The Leased Space may not be used for any other uses which are not in complignce
with zoning restrictions governing the use of the Premises and the Lease Space Lossor expressly
disclaims any/all representations and warranties regarding the lawfuiness of Lessee's intended
use or occupation of the Leased Space 1t is Lessee’s responsibility to determine and comply with
all applicable covenams, conditions and restrictions and all apphcable zoning ordinances or other
ondinances, regulations. requirements, stipulations and conditions affecting the use of occupancy

of the Leased Space
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72 Compliance with Law [ .essee shall, at Lessee's expense, comply promptly with
all applicable laws, statutes, ordinances, rules, regulativns, orders, covenants, restrictions of
record, and requirements in effbct during the term or any ‘past of the term hereof, regulating
[ xssee’s operation on end occupancy and use of the Leased Spaoe including but not limited to
complisnce with all enviconmentaf laws Pnvironmental laws shall mean any and all federal and
state laws and regulations that concern the regulation and/or protection of the environment,
including the ambiem air, yround water, surface water, nolse, vibration. asbestos, hazardous
materials, and tand use, including substrata land Lessoe shall not use or permit the use of the
Leased Space, including placiny loads on any floor or wall, in a manner for which the premises
were not designed, engincered or constructed 1 wssee shall not place a load upon any floor of
wall exceeding the design engincering criteria. which such floor or wall was designed to carry
and/or which are prescribed by any law or regulation in existence during the term of this Lease.
i.essee miay request 1n writing Lessor's approval of any or all of Lessee's trade fixtures and
equipment for compliance with the desiyn engincering criteria for the Leased Space and Lessor
shall reply tv Lesses's request within & reasonable period of time. Lessee hercby indemnifies
Lessor against lizbility for any of the above items. Lessee shall not use nor permit the use uf the
Leased Space in any manner that will create waste o1 a nuisance.

73  Condision of Leased Space. [ aless utherwise specifically provided in this Lease,
Lessee hereby accepts the Ieased Space in its "AS IS" condition including any and all defects,
fatent or otherwise, existing as of the Lease commencement date or the date that Lesseo 1akes
possession of the Leased space, whichever is carlier, subject to all applicable zuning, municipal,
county and state laws, ordinances and regulations govemning and regulating the use of the Leased
Space, and any covenaats or restrictions of record, and accepts this Lease subject thereto and to
all mateers disclosed thevebv and by any exhibits aitached hereto. 1.essve acknowledges that .
Lessur has made no reprosentation or warmnty as 1o the present or future suitability of fhe
Leased Space for Lessee's use or the conduct of gssee's business

8 Maintenance, Repairs and_Ahierarions.

81  Lessee's Obligations [essew shall maintain, replace and heep in good order.
condition and repair the L.eased Space and everv part thereof, which is nonstructural (whether or
not such portion of the Leased Space requiring repair. or the muans of repairing the same are
reasonably or readily accessible to Lessee. and whether or not the need for such repairs occurs §s
a result of Lessee's usv, or any prior usc. the elements or the age of such purtion of the Leascd
Space), including. without limiting the genvrality of the foréguing, the inaintenance and
replacement of all plumbing. heating. air conditioning, ventilating. electrical, lighting facitities
and equipment within the Leased Space, fixwres, walls (interior and exterior). ceilings, roofs
tinterior and exterior), windows, doors aiid plate glass located within the Leased Space; and all
landscaping, driveways, parking lots, sidewalks, fences and signs located on the Premises which
are reserved for Lessees use Lessee shall not be responsible for replacement of any structural
part of the building.

82  Sumrender On the last day of the Term hereot, or on any sooner tennination,
Lesses shall suicender the Leased Space 10 Lessor in the same condition as when received,
ordinary wear and tear excepted. clean and free of damaye or debris T.essee shall repair any
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damage to the l.eased Space und/or the Premises occasioned by the installation or remoral of
Lessee's trade fixtures, fumishings and equipment. Notwithstanding anything to the contrary
otherwise statod in this Leuse, Lessee shall leave the power panels, electrical distribution
systems, lighting fixtures, space heaters, sir conditioning. plumbing, doors and fencing on the
Premises which will bulong tu the 1Lessor in good operating condition

8.3  Leysors Rights 1f leswe fails to perform Lessee's obligation under this
Varagraph, or under any other paragraph of this Lease, Lessor may at its option (but shall not be
required 1o) enter upon the Leased Space after ten (10) days prior written notice (o Lessee
(except in the case of urgency, in which case no notice shall be required), perform such
obligdtion on Lessee's behalf and put the same in good order, condition and repair, and the cost
shereof, together with interest thereon (at the prime rate as set and announced by the Wall Strezt
Journal from time to time), shall become due and payable on demand as additional rental to
Lessor

8.4  Lessor's Obligations. It is intended by the parties hereto that Lessor shal] have no
obligation, in any manner whatsoever, lo repair or maintain the L.eased Space or any parl thereof.
or the Premises, or any equipment or the Leased Space. which are nonstructural, or which
obligations are intended to be those of the Lessee under Paragraph ¢ hereof' Lesscs expressly
weives the benefit of any statute of law now or hereinafter in effect which would otherwise
afford Lesses the right to make repairs at Lessor's expense o1 to terminate this Lease because of
Lessor's failure to kesp the Ledsed Space in good order, condition and repair. Notwithstanding
the foregoing, should Lessor receive any waranty or yuaranty respecting any material,
equipment, or workmanship, and should such warranty or guaranty be applicable to portions of
the Leased Space which Lessee is Jiable tu repair and maintain (as required hereunder), Lessor
shall, upon Lessee's request, assign and transter such warranty or yuaranty to Lessee for Lessee's
use and benefit '

9 Alterations and Additions

9.1  Leasehold Improvements The Lessor shall pay for all improvements 1o the Lease
Space incurred in conjunclion with and pursuant to any Permit issued by the State of {llinois
Heath Facilities Planning Board under the lilinois Health Facilities Planning Act 20 11.C°S 3960
(the “Funds"). The Lessee shall repay the Lessor the Funds in equal, monthly payments over the
duration of the nitial Term as set forth in Paragraph 2 Additionally, the Lessee shall pay 10 the
Lessor interest thereon at the prime rate (un the Effective Date), amurtized over the Injtial Term
Tn the event the lease is terminated prior (o the expiration of the Initial Term. by either pany for
any Teason, the remaining unpaid Funds and auy accrued interest shall become immediately due
and pavable to the Lessor

92  Altcrations, Improyements, Additiops and Utility lustallations Not withsianding
any gonirary provision of Paragraph 0 } above. Lessee shalt not. without Lessor’s prior written
consent, which shall be given if reasonable, mske any alicrations, improvements, additions o
Utitity Installation in, on ur about the Leased Space Lessoe shall make o change or alieravion to
the exterior of the Leased Space. or 10 the Premises, without Lessor's prior written consent. As
used in this Paragraph 9 and its subparts, the term "Utility Installation™ shalf mean carpeting,
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window: covering, air lines, power pancls, electrical distribution systems, lighting fixtures, space
heaters, air conditioning, plambing or fencing. 1.essor may not require that .essee remove any or
all of vaid aherations, improvements, additions or Ulifity Instaifations at the expiration of the
torm. Lessor may require Lessee to provide Tessor, at Lessee’s sale cost and expense, & lien and
campletion bond in an amount equal to one and one-half times the estimated cost of such
nprovements, to insure Lessor against am liability for mechanic's and material men's liens and
to insure completion of the work. Lessur may impose reasenable conditions from time to time
with respect to the improvements to which Lessor may consent, including without limitation,
compliance with all laws. including environmental laws, regulations, ordinances and
requirements of govemnments or governmental agencies. and the time and manner in which such
wurk shall be sccomplished. Should Lessee make any alterations, improvements. additions or
Utility Installation without the prior approval of Lessor, Lessor may require that Lessee remove
any or all of the same

91 Copsentof Lesspr Any alteration. improvement. addition, or Litility Installation
\n of sbout the Premises that Lessee shall desire to make and which requires the consent of the
Lessor shall be presented tv Lessor in written fOrm, with proposed detqiled plans, and l.esso
shell respond to Lassec on thy matter within fifeen (15) days after Lessor's receipt of the plans
and specifications and other information 1eyuested by I cssor in order to wake an informed
decision. If Lessor shall give its consent, the consent shall be deemed conditioned upun Lesseo
acyuiring applicable permit(s) to do so from appropriate governmemal agencies, the fumnishing
of a copy thereof to 1essor prior to the Communcement of the work and the compliance by
Legsee with all conditions of said permit in a prompt and espeditious manner, and compliance by
Lessee with all laws, rules, regulations, recommendations and/or applicable reguirements ol any
govamment or governmental agency.

94  Payment. Lessee shall pay, when due, all claims tor labor, professional services
and materials turnished. or ulleped to have been fumished to or for Lessee at {or for uye in) the
Premises, which claims are o1 may be secured by uny sechanic's or material men's lien against
the Premises or any interest therein Lessec shall give Lessor not less than ten (10) days' notice
prior o the commencement of any wurk in the Leased Space, and Lessor shall have the right to
pust notices of nun-responsibility in or un the [.cased Space as provided bv law If Lesisee shall,
in good {aith, contest the validity of any such lien, claim or demand. then Iessee shall. at its sole
expense defend ilself and Lessur against same and shall pay and satisfy any such adverse
judyment that may be rendered thereon befure the entircement thercot aguinst the L.essor of the
.cased Spuce. upon the condition that it’ Lessur shall require, 1.essee shall furnish to Lessor a
surety bond satistactory to Lessor in an amount sufficient to vover Lessor against liability on
account of such contested fien. claim or demand. and indenmifying Lessor against liability for
the same, and holding the 1.cased Space and the Premises frev from the effect of such lien or
claim In addition, Lessor may require Lessec 10 pay Lessor's attomey fees and custs incurred on
account of participation in such action, if’ Lessor deteriines m its discretion to do so and does so

0% Ali Altarations, lmprovements, Adduions, and Utilny lustallations Shall Become
Propeny of the Lessor Unless Lessor voquires their removal, as set forth in Paragraph 9 2, all
alterations, improvements, additions, and Utility lastallations (unless such Ukility lnstallations
constitute trade fixtures of 1ussec), which mav be made on the Leased Space. shall become the

iy
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property of Lessor and remsin upon and be surrendered with the Leased Space at the expiration
of the term. Notwithstending the foregoing provision, Lessee’s furniture, machinery and
equipment shall remain the property of Lesses and may be removed by Lessee subject to the
provisions of Paragraph 8.2.

10 Insurance Indemnity. It is understood and agreed that Lessee shall be obliged to
pay for insurance coverag, including property casualty and public linbility insurance, with
respect [0 the Leased Spave, as specified in Paragraph 41 abowve. In'case such insurance
coverage is deemed inadequate by Lessor al any time in its reasonable discretion, Lessee shall be
ubliged to provide invurance coverage pursuant to the following Paragraphs 10 1 through 104

101 Lisbility Insurance. Lessee shall, at Lessee’s expense, obtain and keep in force
during the term of this Lease and during Lessee's occupancy of the Leased Spece & poliey of
comprehensive general liability insurance with at least $1,000,000 combined single limit for
bodily injury (including death and property damage). covesing the Leased Space, and Lessee's
use and occupancy thereof agsinst all claims on account of bodily injury or death and property
demage occurring upon, in or about such areas or in connection with the ownership,
maintenance, use and/or occupancy of such areas Lessor, and, at Lessor's option, any morigagee
of Lessor, shall be named as insured or as an additional insured under the policy The limits of
said insurance shall not, however, limit the liability of Lessee hercunder.

102 Propeny Casoalty Insurapes. Lessee shall obtain and keep in force during the
term of this Lease a policy or policies of insurance covering loss or damage to the Leased Space
in the amount of the full replacement value thereof. as the same may exist from time to time, but
in no event less than the total amount required by lenders having liens on the Leased Space,
against all perils included: within the classitication of' fire, extended coverage. vandalism,
melicious mischiel and flood (in the event seme is required by a lender having u lien on the )
Lessor shell be named as insured (or an additional insured) on the policy. Said insurance shall
provide for payment of foss thereunder to Lessor or w the holders of mortyages of deeds of trust
on the Premises.

103 Insuraice Policigs. Insurance required hereunder shall be in companies holding a
“General Policyholders Rating"™ of at lezst B-plus, or such other raing as may be required by a

fender having 8 lien on the Premises, as set forth in the most cusrent issue of “Best's Insurance

Guide" Lessee shall provide to Lessor copies of insurance cenificates naming the insured partics
and evidencing the existence and the amounts of the insurance required in this Paragraph 10,
promptly upon exccution of this Lease No such policy shafl be cancelable or subject to reduction
of coverage or other mudification except after thirty (30) days prior written nolice 10 Lessor.
Lessea shall, a1 lease thirty (30) days prior to the expiration of such pulicies, furnish Lessor and
any mortgagee of Lessor named as an insured with renewals certilicates, or Lessor may, but shall
not be obligated to, order such insurance and charge the cost thereof to Lessee, which amoupt
shall be payable by Lessee upon demand. Lessee shall not do or perot 10 be done anything
which shall invalidate the insurance policies referrod to in this seciion 10, If Lessee does or
pertits 10 be done anyrhing which shall increase the custs of the insurrace policics referred to in
Paragraph 10, then Lessee shall forthwith upon Lessor's demand pay such additional cost, or
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reimburse Lessar for any additional premium payable by it which is attributable to any act or
umission ot operation or Lessce causing such increase in the cust of insurance.

104 Weiver_of Subrogatiop T.cssee and Lessor cach hereby release and relieve the
uther. and waive thir entire right of recovery against the other for loss or damage arising out of
or incident to the perils insured ayainst under Paragraph 10.2, which perils occur in, on or about
the Premises. whether due to the negligence of Lessor or Lessee or their agents. employees
comractors and/or invitees but only to the extent thut insurznce pulicies then in effect permit
such waiver and only to the extent of the coverage provided by such insurance pulicies. 1 essve
and Lessor shall. upon obtaining the policies of insurance required hereunder. give notice to the
insurance carrier or carriery that the furegoing mutual waiver of subrogation is contained in this
Lease

105  ipdempity. Lessee shall indemnify and hold harmless Lessor from and against any
and &ll claiins arising from Lessee's (or Lesses’s agents’, servants', employees' or contractors’) use
or occupancy of the Leased Space, or from the conduct of Lessee's business or from any activity,
work or things done, permitted or suffered by Lessee (or Lessve's agent, servanis, employees or
contracturs) it or about the Leased Space and shall further indennify and hold harmiess Lessor
from and against any and all claims arising from any breach or default in the performance of any
obligation on Lessce's part to be performed under the termy of this Lease, or arising from any
negligence of the Lessee, or any of Lessee's agents, contractors or employees, and from and
against all costs, attorneys' fes. cxpenses and liabilities incurred in the defense of any such
claim or any action or proceeding brought thereon; and in case any action or proceeding brought
against 1.essor by reason of such claim. Lessee (upon notice from Lussor) shall defend the same
at Lessee's expense, by counsel satisfactory to Lessor For valuable, sufficient consideration,
Lessee. hereby assumes all risk of damage (o property ur injury to persons in, upun or about the
Leased Spuce arising from any cause (except Lessor's negligence). and Lessee hereby waives all
claims with respect theneto sgaimst [ossor. Lessee shall indemaify und hold harmless Lessor
from and against any and all liabilitv. claims or actions for injury, lisbility, or damage to persons
or property. and any and all claims or actions brought by any person, firm, governmental body,
or other entity, including reasonable legal fues and expensés. alleying or resulting from or
arising from or in connection with contamination of or adverse affects on the Leased Space, the
environment. or any violation uf any Envirgumental Law or other statute. ordinance, rule,
regutarion, judgment or order of any governmental or judicial entity, and from and apainst any
damages. liabilities, coms, and penaliies assessed as a result of wny activity or uperation un the
Leased Space during the term of this lease Lessec's obligations or liabilities under this
Paragraph shall survive the term{s) of this lease, termination of this Lease or termination of
L.essee’s occupancy of the Premises

I, Access. During the lerm of this Lease, the Lessee shail have the ripht to
exclusive use of the Leased Space during the Term of this Agreement. During the Term of this
Agreement, the Loased Space shall be uscd exclusively bv the Lessos for purposes sct forth in
Section | hereto  If necessary, Lessee shall turnish and provide Lessor with access to the Leased
Space, provided, however, that Lessor provides reasonable priur notice that access tu the Leased

Space 18 required
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12 Non-Exclusipn. The parties hureto both acknowtedge and atfirm that such party.
nor sny of its affiliates. (i) are excluded from participation in any Federal health care program, as
defined under 42 U §.C. §1320a-7t(f), tor the provision of items or services for whieh payment
may be made under such Federa! health care program: or (ii} have arranged or contracted (by
employment or utherwise) with any employee, contractor or ayent that the other party, or its
affitiates, know or should know are excluded from panticipation in any Federal health care

program.

1. Relationship of Parties. Lessce and Lessor shall remain separate and independem
entities  None of the provisions of this Lease are intended to croate, nor shall be deemed or
construed to croate, any relativnship between or among the purties other than that of independent
contractors

I4  Indempification end Hold Harmless A panty hereto shall indemnify dnd hold
harmiless the other party, its respective effilintes and subsidiaries. and the respective agents,
employecs, officers, directors, trustees, members, partners, successors, and assigns of ¢ach party
and ts respoctive affiliatés and subsidiaries from and against any and all claims, demands, causes
of action, damages. or peaalties arising from the use or occupancy of the Leased Space, or from-
the conduet of either party*s business or from the act or neglect of either party A party shal! not
be liable to the other party for any damage or injury caused solely by the gross negligence or
intortional avts occurring at the Premises or the I eased Space, and its effiliates and subsidiaries,
and the respective agents, employees, officers, directors, trustees, members, partners, Succussors,
and essigns of each party and its respective affiliates and subsidiaries. The provisions of this
Section 14 shall survive the expiration ur sooner terminasion of this L ease.

15 Miscellaneous.
131 Compliance with Laws The parties hereto agree 10 comply with all epplicable

Federal, State of 1llinois and local laws, regulations, ordinances and rules throughout the Term of
this Lease.

152 No Imten to Induce Refirrals The parties hereto agree that Lessor may be
cnnsidered a current or potential source of patient referrals to Lessée To the Lessor's and
Lessee’s knowledge (a) the Leased Space dues not exceed that which is reasonable and
necessary for the legitimats, commercially-ressonable, business purposes of the Lessee in the
Leased Space; (b) if applicable, the Lessec’s share of taxes. utilities and operating expenses do
not exceed Lessee’s pro rata share of such expenses for the space based upon the totel space
anticipated to be used by I.essce: and (¢) the Rent (i) is sct in advance. (i) is consistent with fair
market value, (ifi) does not take into account the volwmne or value of any refestals or other
business genermed between the parties tor which payment may be made in whole or in part
under Medicare. Medicaid or other Federal heaith care program, nor do they include any
additional charges autributable to the proximity or convenience of Lessor as a potential referral
source, and (iv) woukl be commerciatly-reasonsble even iff no referrals were made between
Lessee and [essar or their represeitative affiliates Lessor and Lessee hereby acknowledge and
agree thut it is oot & purpose of this Lease or any of the transactions contemplated herein to exert
influence in anv manner over the reason or judgment of any parly with respect to the referral of’
patients of business of any nature whatsoever It is the intent’ of the pardes herera thet amy
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referrals that may be made directly or indirectly by Lessor to Lessee's business; shall be based
sulely upon the medical judgment and discretion of a patient's physician while acting in the best
interests of the patient

153  Medicare Access 10 Books and Regords. In the event. and only in the event, that
Section 952 of PL. 96-499 {42 U.S.C § 139Sx{v}1}1)) is applicable to this Lease, Lessor and
Lessee agree as follows (i) until the expiration of four (4) years after the termination of this
Lease, Lessor and Lessee shall make available. upon written request by the Secretary of the
Fedural Department of Health and Human Services or upun request by the Comptrofler General
of the United States, or anv of their duly authorized representatives, this Lease, and books,
documents and records of Lessor and Lussee that are necessary to certifv the nanre and extent of
the costs incurred pursuant to this Lease; (ii) if Lessor or Lessee carvies out any of the duties of
this Lease or other contract between the parties through a subcontract, with a value or cost of
$10.000 or more over a twelvestnonth period, with & related organization, such subcontract shatl
contain a clause to the effect that until the expiration of four vears after the turnishing of such
services pursuant to such subcontract. the related organization shall make available, upon written
request to the Secretary of the Federal Department of Health and Human Services or upon
request to the Comptroller General of the United States. or any of their duly authorized
representatives, the subcomract, and books, documents and records of such organization that are
necessary t verify the nature and extent of the costs incurred pursuant to such subcontract; and
(it} Lessor and Lessee shall nutify the other party immediately of the nature and scope of any
request for access to books and recordy described above and shall provide copies of any books,
records or documents to the other party prior to the provision of same to any guvernmental agent
1o give such party an opportunty to lawfilly oppose such production of documents if such pany
believes such opposition is warranted. Nothing herein shall be deemed tu be & waiver of any
applicable privilege (such as attorney-client privilege) by Lessor or Lessee as the case may be

154  Amendment and Severgbility This Lease may be amended omly by a written
ayrcement sigied by all of the paniies heretv. I any provision, clause or part of this Lease is
held invalid, the remainder of this | ease, clause ur part shall not be affected therehy

18,5 Waiver The tailure of the parties to insist, in any one ur more instances, bpon
performance of any of the terms and condivions ol this {.easc. shall not he construed as & waiver
or relinquishment of any rights grunted hereundor vr the future purformance of any such term,
covenam o condition.

15.6  Notices. Any notice to be given hereunder shall be deemed given and sufficient if
in writing and delivered or mailed by registered or certified mail to the fllowing addresses

In the case of | ezsor tor Ahmed Insestiments. LLC

Attn
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In the case of Lessee tu: Mutroeast Endoscopic Surgery Center, LLC

15.7 Bepefit This Lease shall be binding upon and inure to the benefit and burden of
and shall he enforceable by [essor and its succussors and assigns and T.essees and their
succesvors and assiyns This Leuse may not be assigned bv either party without the written
cunsent of the other party.

158 No Third-Party Beneficiary None of the provisions comained in this Lease are
intended by the parties, nor shall such pruvisions be deemed, to confer any benefit on any persun
ur entity not a party to this Lease.

159 Entire Agreement This I case constitutes the entire agrecment among the parties,
and supersedes any prior agreements among the parties relating 10 its subject matter. This Leuse
shall be governed by and construed in accordance with the internal laws of the State of 1llinoss.

15.10 Headings The capuions and headings throughout this Lease are for comenience
and reference only, and shall in no way be held or deemed to define. limit, describe. explain,
modify, amplify or add to the interpretation, constraction or meaning of any provision of or to
the seops or intemt of this Leasc or in any way Lo affect the Lease,

1511 Counterparts. This Lease may be executed in multiple counterpans. When at
fcast one ([} copy of this Lease has been exscuted by each party heretv, this Lease shall be in full

force dnd effect, and all of such counterparts shall be read togcther as a single agreement.

1512 Contingency Notwithstanding any other provigion herein, this [ease shall be
contingent upon Lessee’s receipt of the Certificate of Noed from the Department of Health ithe
“CON") and neither the ‘ferm of this | .ease not the acerual of anv ubligation to pay Rent shall
commence until Lessee hus obtained a final unappealable CON. In the event that Lessee has not.
obtained a final unuppealable CON on or before August 1, 2013 or is rev oked anytime thereafter,
Lossee may lerminate this Lease by providing Lessor with writtén notice and the parties hereto
shall be released from all liability hereunder

{Siguatures on Fullowing Pagel
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IN WITNESS WHEREOF. the parties have heraunto set their hands effective the day
and year first above writtien

| essor. Lessee.
AHMED INVESTMENTS, LLC METROEAST ENDOSCOPI(C' SURGERY
CENTER, LLC

By 4’\4 By g/l/\)
e SR R e Ll

Titte WAz (_—‘EQ Title. Meey \ (£°
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EXAIBIT A

PROPE 'WNE P

Fvidence of Ownership is attached.
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EXHIBIT B

See the artached Floor Plan
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EXBIBIT C

I Base Rent

Annusl Bese Ront amount per square four: $12 Gt
Square footage of Leased Space: 1.760 fi?

Annual Base Rent for Leased Space $2).120.00
Monthly Base Rent for Leased Space, $1.760 00

145
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Section I, Operating Identity/Licensee
Attachment 3
Metroeast Endoscopic Surgery Center, LLC (“Metroeast™) is an lllinois limited liability

company. A copy of Metroeast’s Good Standing Certificate dated January 17, 2019 is attached.
Shakeel Ahmed, M.D. (“Applicant”) owns 100% of Metroeast.
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File Number - 0378969-1

To all to whom these Presents Shall Come, Greeting:

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

Business Services. I certify that

METROEAST ENDOSCOPIC SURGERY CENTER, LLC, HAVING ORGANIZED IN THE
STATE OF ILLINOJS ON NOVEMBER 30, 2011, APPEARS TO HAVE COMPLIED WITH ALL
PROVISIONS OF TIIE LIMITED LIABILITY COMPANY ACT OF THIS STATE, AND AS OF
THIS DATE IS IN GOOD STANDING AS A DOMESTIC LIMITED LIABILITY COMPANY IN

THE STATE OF ILLINOIS.

InTestimony Whereof, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 17TH

day of JANUARY A.D. 2019

g s A% - ] »
Authentication #: 1901702588 verifiabls untl 01/17/2020 W W@

Authenticate al: hitp:/iwww.cyberdriveifingis.com
SECRETARY OF STATE
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Section I, Organizational Relationships
Attachment 4

A copy of Metroeast Endoscopic Surgery Center, LLC’s (“Metroeast™) organizational chart is
attached.
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METROEAST ENDOSCOPIC SURGERY CENTER, LLC

Metroeast Endoscopic
Surgery Center, LLC

{Senior Corporation)
Dr. Shakeel Ahmed - Ownct’CEO/CFO

Metroeast Endoscopic

Surgery Center, LLC

5023 North Iltinois St.

Fairview Heights, IL
62208

Lauci¢ Craig - Administrattr
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Section I, Flood Plain Requirement

Attachment §

As shown on the attached FEMA map, the site of the Project is not located in a flood plain and
that the Project complies with the Flood Plain Rules under Illinois Executive Order #2005-5.
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Section I, Historic Resources Preservation Act Requirements

Attachment 6

Aftached is a copy of a 2013 letter from the Applicant’s original CON application from the
Illinois Department of Natural Resources noting that no historic, architectural or archaeological

sites exists within the Project area.

Also attached is a letter requesting a current letter from the Illinois Department of Natural

Resources.
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Joe Ourth

Phone: 312.876.7815

SAUL EWING Fax: 312.876.6215
joe.ourth@saul.com

A R NSTEI N www,saul.com
& LEHR*™

February 22, 2019

Yia Qvernight Mail

Robert F. Appleman

Deputy State Historic Preservation Officer
State Historic Preservation Office

Illinois Department of Natural Resources
Attn: Review & Compliance

1 Old State Capitol Plaza

Springfield, Illinois 62701-1512

RE: Review to Determine Impact Upon Historic Resources
5028 N. {llinois Street, Faitview Heights, Tllinois
Certificate of Need Application

Dear Mr. Appleman

This letter requests your comments as to whether a proposed project has historical,
architectural or archeological impact. This request is made in connection with a Certificate of Need
application to be filed in March, 2019 with the Illinois Health Facilities and Services Review Board.

The proposed project is a modernization of an existing surgery center located at 5028 N.
Illinois Street, Fairview Heights, Illinois 62208, Metroeast Surgical Center plans to add an additional
operating room. Enclosed please find a map showing the property together with a street view and
satellite view. The building was constructed within the last five years. Enclosed is your letter from
the prior CON application showing no historic or other sites for the property.

We would appreciate a letter in response that we can include as part of the CON application.
If you have questions or comments, or need additional information, please contact me at (312) 876-
7815. 1appreciate your assistance,

Sincerely,
Jae Ourth
JRO/eka
Enclosures

14277401, 1 GR2212019

161 Nerth Clark » Suite 4200 o Chicsgo, IL 60601
Phone: {312) 876-7100 « Fax: (312) £76-0288

DELAWARE FLORIDA ILLINOGIS MARYLAND MASSACHUSETTS MINNESOTA NEW JERSEY NEW YORK PENNSYLVANIA WASHINGTON, DC

A DELAWARE LIMITED LIABTLITY PARTNERSHTP ATTACHMENT 6
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INlinois Historic

rm=—=> Preservation Agency
FAX (217} 702-8161

M 1 Old Stale Capllo! Plaza - Springfleld, Illinols 62701-1512 + www.illinois-history.gov

S8t. Clair County

Pairview Helghte
CON - Bstablish a Limited SBpecialty Ambulatory Surgical Treatment Center
5023 N, Illinodis 8t.
THPR Log #003122712

January 9, 2013

Joseph Van Leer

Polsinelli Shughaxt

161 N. Clark 8t., -Suite 42480
Chicage, IL 60601

Dear Mr. Van Leer:

This letter is to inform ynu.that wae have revisgwed the information provided
concerning the referenced project.

Qur review of thae records Indicates that no historic, architectural or
archaeological sites exist within the project erea.

Please retain this letter in your files as evidence of compliance with Section 4 of
the Illinois State Agency Historic Resources Pressrvatiom Act {20 ILCS 3420/1 et.
seg.). This clearance remains in effact for two ysars from date of issuance. It
does not pertain to any discovery during construction, mox ig it a clearance for
purpoeges of the Illipois Human Skeletal Remains Protection Act {20 ILCS 3448).

If you have any further questiong, plesse contact me at 217/785-5027.

sinqerely. )

Anne B. Haaker
Deputy State Ristoric
Preservation Officer

A ieletypewritar lar the speschfhearing impaired Is avallable af 217-524-7128. It Is not e vaice or lax line.
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21222019 5023 N IHinois St - Google Maps

Go gle Maps 5023 N lllinois St
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Map date ©2019 Google 2000ftL—

5023 N lllinois St
Fairview Heights, IL 62208

hitps:/fwww.goagle.com/maps/place/5023+N+llinols+St, +Fairview+Heights, +IL+62208/@38.5763405,-90.0028856, 14z/data=14m513m41 1 s0xB8760113... /2
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5023 N Illinois St - Google Maps Page 1 of 2

Go gle Maps 5023 N lilinois St

Map data ©2019 Google 20t

5023 N lllinois St
Fairview Heights, IL 62208

Photos

https://www.google.com/maps/place/5023+N+11linois+St,+Fairview+Heights,+1L+62208/... 2/18/2019
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5028 N Illinois St - Google Maps Page 1 of 1

Google Maps 5028 N lilinois St

Image capture: Sep 2018 © 2019 Google
Fairview Heights, Illinois

Google

Street View - Sep 2018
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Illinois Historic
s Preservation Agency

FAX (217) 782-p181

I'A.' 1 Oid State Capitol Plaza = Springfield, lllinois 62701-1512 www.illinois-history.gov

§t. Clair County
Fairview Heights
CON - Bstablish a Limited Specialty Ambulatory Surgical Treatment Center
5023 N, Illinois st.
IHPA Log #003122712

RECEIVED

January 9, 2013

Joseph Van Leer ' JAN 2 2 2013
Polsinelli Shughart:

161 N. Clark 8t., -Buite 4200 HEALTH FACILITIES &
Chicago, IL 60601 SERVICES REVIEW BOARD

Dear Mr. Van Leer:

. 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 projact 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 issuance. It
doas 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 217/785-5027.

Sincerely,

Anne E. Haaker
Deputy State Historic
Preservation Officer

A teletypawniter for the speechihearing Impairad is available at 217-524-7128. It is not a voice or fax line.
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Roate‘ George

From: Joseph Van Leer [JVanLeer@Polsinelli.com)

Sent: Monday, January 21, 2013 5:24 PM

To: Roate, George

Cc: Kara Friedman

Subject: Metroeast Endoscopic Surgery Center Historic Preservation Determination (Proj. No, 12-105)
Attachments: Metroeast Historic Preservation Determination.pdf

George,

Please see the historic preservation determination letter from the lllinois Historic Preservation Agency for Metroeast
Endoscopic Surgery Center attached. Let me know if you have any questions. Thanks,

Joe

RECEIVED

JAN 2 2 2013
Joseph Van Leer 161 N. Clark Street HEALTH FACILITIES &
Associate Suite 4200 SERVICES REVIEW BOARD

Chicago, IL. 60601

tel: 312.873.3665

|vanleer@poisinelli.com fax: 312.819.1810
Asiz! me to your 2doress nopk, .

@ please conslder the environment before printng this email,

This electronic mail message contains CONFIDENTIAL information which is {a) ATTORNEY -
CLIENT PRIVILEGED COMMUNICATION, WORK PRODUCT, PROPRIETARY IN NATURE, OR OTHERWISE
PROTECTED BY LAW FROM DISCLOSURE, and (b) intended only for the use of the Addressee(s)
named herein., If you are not an Addressee, or the person responsible for delivering this
to an Addressee, you are hereby notified that reading, copying, or distributing this
message is prohibited. If you have received this electronic mail message in error, please
reply to the sender and take the steps necessary to delete the message completely from
your computer system.

IRS CIRCULAR 230 DISCLOSURE: Unless expressly stated otherwise, any U.S. federal tax
advice contained in this e-mail, including attachments, is not intended or written by
Polsinelli Shughart PC (in California, Polsinelli Shughart LLP) to be used,.and any such
tax advice cannot be used, for the purpose of avoiding penalties that may be imposed by
the Internal Revenue Service.
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Section I, Project Costs and Source of Funds

Attachment 7

Section 1120.110, Project Costs and Sources of Funds

Project Costs and Sources of Funds

USE OF FUNDS CLINICAL NONCLINICAL TOTAL
Preplanning Costs )
Site Survey and Soil Investigation
Site Preparation $10,060 $10,000
Off Site Work
New Construction Contracts
Modernization Contracts $100,000 $100,000
Contingencies $5,000 $5,000
Architectural/Engineering Fees $7,000 $7,000
Consulting and Other Fees $30,000 $30,000
Movable or Other Equipment (not in construction $25,000
contracts) $25,000
Bond Issuance Expense (project related)
Net Interest Expense During Construction (project related)
Fair Market Value of Leased Space or Equipment
Other Costs To Be Capitalized $3,000 $3,000
Acquisition of Building or Other Property (excluding land)
TOTAL USES OF FUNDS $180,000 $180,000
SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL
Cash and Securities $180,000 $180,000
Pledges
Gifts and Bequests
Bond Issues (project related)
Mortgages
Leases (fair market value)
Governmental Appropriations
Grants
Other Funds and Sources
TOTAL SOURCES OF FUNDS $1 80,000 $180 000
ST LT AT % MR i o o o) i
;ligrETE %%@G{mm& LINE ITEM MUST BE r:lto‘{lp_m,;:}} 4{'rﬂrﬂm LN ;I%ER&%EEE
‘:es*t_mms? Rt d s?ﬁﬁ?‘? gﬁ;(}ﬂ;l? T.Fq%f f‘-'f-.’?" # S ?;’% i saxi:-;, R e
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Section I, Cost Space Requirements
Attachment 9

Cost Space Requirements

Gross Square Feet Amount of Proposed To;:{ Gross Square Feet That
Dept. / Area Cost Existing Proposed e Modernized Asls Vacated

pt. Const, ' Space
REVIEWABLE
Medical Surgical 2620 sf 2642 sf 22 sf 1882 sf 738 sf 0
Intensive Care 0 0 0 0 0 0
Dnagnostlc 0 0 0 0 0 0
Radiology
MRI 0 0 0 0 0 0
Total Clinical 2620 sf 2642 sf 22 sf 1882 sf 738 sf 0
NON
REVIEWABLE .
None (] 0 0 0 0 0
Total Non-clinical 0 0 0 0 )] 0
TOTAL 2620 sf 2642 sf 22 sf 1882 sf 738 sf 0

APPEND DOCUMENTATION AS AJIAM IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. ¢
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Section III, Background of Applicant

Attachment 11

Section 1110.230, Background, Purpose of the Project and Alternatives

1.

A listing of all health care facilities owned by the applicant, including licensing, and

certification if applicable.

The Applicant owns and operates Metroeast Endoscopic Surgery Center, LLC (“Metroeast™).
A copy of Metroeast’s Ambulatory Surgery Treatment Center license #115219, issued by
IDPH, is attached. Metroeast’s most recent certificate of enrollment from the Centers for
Medicare & Medicaid Services, dated December 23, 2014, is attached along with Metroeast’s
most recent accreditation letter from the Joint Commission, dated December 12, 2014 and
IDFPR registration,

A_certified listing of any adverse action taken against any facility owned and/or

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

There have been no adverse actions taken against Metroeast within the prior three years. A

letter, dated January 29, 2019, attesting to this fact is attached.

Authorization permitting HFSRB and DPH access to documents necessary to verify the

information submitted, including, but not limited to: official records of DPH or other

State agencies; the licensing or certification records of other States: when applicable;
and the records of nationally recognized accreditation organizations.

A letter, dated January 29, 2019, authorizing HFSRB and DPH to access any documents

necessary to verify the information submitted, including, but not limited to: (i) official
records of DPH or other State agencies; (ii) the licensing or certification records of other

States; and (iii} the records of nationally recognized accreditation organizations, is attached.
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ﬁtate of ﬂllinois

Divisien of Professional Repgulation
e sAre EXPIRES

e pouvistgnn ol e eaeie Bty Arives e o repclabvmn g 4
s e o ook an nkleared briem bl 01/01/2022

243.001533
036107831

PROFESSIONAL LIMITED LIABILITY
COMPANY

METROEAST ENDOSCOPIC SURGERY CENTER LLC
5023 N ILLINQIS ST
FAIRVIEW HEIGHTS, i 62208-3453

Bnas
< mm
ACTING GECRETARY

mmﬂmdmmmumumwm

For future reference, IDFPR Is now providing each perscn/business
a unique identification number, ‘Access ID', which may be used In
fleu of a social sscurity number, date of birth or FEIN numbér when

contacting ha IDFPR. Your Access 1D Is: 4031580
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1518700040672

DEPARTMENT OF HEALTH & HUMAN SERVICES

Cantters for Medicare & Medicatd Sarvices

Midswest Division of Survey and Certtfication c M s
Chicago Rigional Office - :

233 North Michigan Avenus, Suite 600 ;

Chlmgo, TL 60601-8519 CENTERS FOR MEDICARE & MEDICAID SERVICES

Nationel Provider Identifier (NPI): 1063838357
CMS Certification Numbar (CONY: 14C0001160

December 23, 2014
(Via Certified Mall)
Shakeel Ahmed, MD, Administrator
Meirosast Bndoscopic Surgery Center
5023 North Illinois Street, Suite 3
Fairview Heights, I, 62208 _ .
Refeérence: Case No. 213401407113602
Dear Dr. Ahumed:

The Centess for Medicars & Medicaid Services has accepted your requast for approvat as a supplier of ambulatory surgical
services under the Medicars program (Title XVIII of the Soolal Security Act) based on sccreditation by The Joiuat
Commission (TIC). Your effoctive date of covernge is December 13, 2014, A copy of the completed agreement is
enclozed for your resords,

Your Netional Provider Identifier (NPI) Is your primery identifier for al) health insurance billing. The NPI should be
eptared o all formn and correspondence relating to the Medicare program, In addition, you have been assigned the CMS§
Cestification Number (CCN) shown above; please provide it when contacting this office, when contaoting the Stats agency,
or any time It is requested, Nationa! Government Services has been autharized 10 process your Medicars claims.

When you meke genars) Inquirles to your fiscal intermedlary (Fl) and/or Medicare Administrative Contractor (MAC), you
will be prompted to glve sither your provider transaction access number (PTAN) or CON. These Identification pumbers are
used as authentication clements wiien inquiring sbout beneficlary- and claim-specific informstion, When prompted for
your PTAN, give your GCN.

If you are dissatisfied with the effective date of Medicars participation indloated above, you mey request that the
detsrmination of thé effective date be reconsidered. The request must be submitted in writing to this office Within 60 days
of ths date you recelve this notice. The request for reconsideration must state the issuss or the findings of fact with which
you disagres and the reasons for disagreement,

We welcome your participation and look forward to working with you In the sdminlstration of the Medicare program. I
you heve iny questions, plense contact Sylvia Publ, Certification Specialist, in the Chicago Office at (312) 353-9815.

Sincerely,
i
Pamela J. Parz

Nurss Consultant
Non-Long Term Care Certification & Enforcement Branch

BEnclosare

et finois Departmont of Public Health
illinols Department of Heslthcare and Family Serviess
Natlonal Govsmument Services
The Jolnt Commistion - v
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1518700040672

V%ﬁ.}dm Commission

December 12, 2014. ' ;
Re: # 508160
{CCN: Pending
Program; Ambulatory Surgieal Center
Avccraditation Bxpiration Date: August 23, 2017
Shakea] Ahmer
Owrier, MD
Metrodast Endescopie Surgery Center
5023 North Ilinois Strest
PFairview Heights, Illinols 62208
Dear Dr, Ahmed:

‘This letter confirms that your December 09, 2014 - Decembér 10, 2014 unannounced initial survey was
coitducted for the purposes of asseesing compiiance with the Medicare conditions for ambulatory surgical
ceritéis thtough The Joint Commission’s desmed siatus survey process.

“The services at your ambuiatory surgical center were found to be in substantia) compliance with the
Medicars Conditions. The Joint Commission is granfing your organization an accreditation deoiaion of
Actredited with an effective date of December 11, 2014, .

The Joint Commission is also recommending your organization for Medicare certification effestive
Decamber 11, 2014, Please note that the Centets for Medloare and Medicaid Services (CMS) Regional
Offive (RO) makes the final detetmination regarding your Medicare participation and the offective date of
perticipation in aceordance with the regulations at 42 CFR 489.13, Your crganization is responstble for
notifying the State Survey Agency that a recommendstion for Medicare certification has beeri made.
Pleaso provids your State agency with & copy of your accreditation report; acoreditation award letter, and
this Medicare resommendation letter.

Thia recosimendation applies to the following location(s):

Metrooast Endoscopic Surgery Center 5
5023 N Nlinois, Sulta 3, Patrview Heights, IL, 62208

wwwjolntcommnission.org Headquartars
Ona Renabtanee Bovlevard
Onkbrock Tervucs, 1L 60181
£50 792 5000 Volcs:

ATTACHMENT-11
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1518700040672

r%ie Joint Commission

We direct your attention to soms importarit Joint Commission policies, First, your Medicare report fs
publicty acosssible es required by the Joint Comayission’s agreement with the Cesters for Medicare and
Medloald Servioss. Secand, Joint Commission policy requirss that you inform us of any changes in the
name or ownership of your-organization, or health care services you:provide.

Sinoerely,

Mark G, Pelletior, RN, MS

Chief Opersting Officer
Division of Acoreditation and Certification Operations

eci  CMB/Central Office/Survey & Cartification Croup/Division.of Acute Care Services
CMS/Rogional Offics 5 /Survey and Certification Staff

www,jointcomnission.org Headquarters

One Renalnanca Boulevard
Oakbroek Terruen, 1L 60281
630 792 5000 Vol
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METROEAST ENDOSCOPIC SURGERY CENTER
5023 NORTH ILLINOIS STREET
FAIRVIEW HEIGHTS, IL 62208

618-239-0678/618-233-0700
FAX: 618-235-0471

January 29, 2019

IHincls Health Facliities and Services Review Board
525 West Jefferson Street, 2™ Floor
Springfield, IL 62761

Desi Review Board Member|s):

Thereby certify under penalty of perjury as provided In code 1-109 of the liincis Code of Civil Procedure,
735 1LCS 5/1-109 that Ao adverse action has baen taken agalnst any facllity owned or opersted by Shakes! Ahmed,
MD In the Stateof Hlinols during the three years prior to filing-this application.

Additionslly, pursuant to 77 ILL Admin. Code 1110,230(a)(3)(C), | hereby guthorize the Health Facllities
and Services Review Board (“HFSRE*) and the lllinols Department of Public Health (IOPH") actess to any
documents necessary to verlfy Information submitted as part of this application for permit. | further authorize
HFSRB and IDPH to obtain any additional information or dacuments from other government agencies which HFSRB
of IDPH deem pertinent to process this application for permilt.

Shakeel Ahmed, MD
Medical Director _
Metroeast Endoscopic Surgery Ceriter

Subscribed and $ to me
This ayof Jawniiaiiy 2p19

NS
e

Notary Publi¢

LAURIE L CRAIG
Official Seal

Rotary Public - State of lflinals
My Commission Explires Sep 26, 2022
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Section III, Purpose of Project

Attachment 12

Section 1110.230(b), Purpose of Project

Metroeast Endoscopic Surgery Center, LLC (“Applicant”), proposes to add general surgery,
bariatric, plastic surgery and gynecology procedures to its existing limited specialty ambulatory
surgical treatment center located at 5023 N. Illinois Street, in Fairview Heights, Illinois
(“Surgery Center”). The Surgery Center also proposes to construct one additional procedure

room to its current one procedure room for a total of two procedure rooms.

Procedures to be performed at the Surgery Center after permit issuance will include endoscopy,

general surgery, plastic surgery and gynecology.

The primary purpose of the proposed project is to offer patients residing in Fairview Heights and
the surrounding areas affordable surgery options. There are no surgical treatment centers within
a 17-mile radius of Metroeast that offer the specialties of general surgery, plastic and gynecology
being proposed in this application. There are presently only two active surgery centers within a
17-mile radius, and those centers are single specialties centers. Bel-Clair is a single specialty
endoscopy center located in Belleville. Illinois Eye Surgeons Cataract Surgery Center, also in
Belleville, is an ophthalmology specialty only center. Belleville Surgical Center in Belleville has
been the only multi-specialty surgery center in the geographic area and that facility has filed a
COE application for discontinuation and will no longer offer services in the area. Physicians’
Surgical Center in Belleville has temporarily suspended services pending approval of a COE for
change of ownership. Pending COE approval, Dr, Ahmed will acquire Physicians’ Surgery
Center and will coordinate services between Physicians’ Surgery Center and Metroeast.
Physicians’ Surgery Center has primarily concentrated on gastroenterology procedures and is
currently not approved for performing the general surgery, plastics and gynecological procedures

proposed in this application.

ATTACHMENT 12

66



Metroeast serves thousands of patients each year for their gastroenterology needs. Adding

additional specialties to this already established facility will provide patients within Metroeast’s

service area with a low cost option for their health care needs. Currently, many area residents

opt to receive care at hospitals and ambulatory surgical centers in Missouri for their general

surgery, bariatric, plastic surgery and gynecology care. Metroeast intends to serve these

residents in their communities rather than their needing to travel outside of Illinois to obtain care.

1.

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

Metroeast serves thousands of patients each year for their basic medical needs. Adding
additional specialties to this already established facility will provide patients within
Metroeast’s service area with a low cost option for their health care needs. Currently
many area residents opt to receive care at hospitals and ambulatory surgical centers in
Missouri for their general surgery, plastic surgery and gynecology care. Metroeast hopes
to be able to serve these residents in their communities rather than their being forced to

travel outside of Illinois to obtain health care.

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

The intended service area is the geographic area within an approximate 17-mile radius of
Metroeast. Metroeast currently serves patients in the metroeast St. Louis region —

primarily in St. Clair County, but also serving parts of Madison and Monroe counties.

Attached is a list of current patient zip codes for Metroeast. The Applicant anticipates
that patients presenting for the additional services of general surgery, plastic surgery and

gynecology will also reside in these zip codes.

Hlt))?:ee;ti Number of Percentage
P Patients of Total Patients
Code

62269 459 11.96%
62226 322 8.39%
62221 308 8.03%
62208 286 7.45%
62234 209 5.45%
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62040 208 542%
62223 161 4.20%
62220 143 3.73%
62258 127 331%
62206 91 237%
62232 89 2.32%
62205 79 2.06%
62204 76 1.98%
62203 75 1.95%
62254 69 1.80%
62025 60 1.56%
62294 53 1.38%
62207 50 1.30%
62260 50 1.30%
62060 43 1.12%
62298 43 1.12%
62201 42 1.09%
62034 35 0.91%
62265 34 0.89%
62285 33 0.86%
62243 32 0.83%
62293 31 0.81%
62264 30 0.78%
62249 29 0.76%
62062 25 0.65%
62230 25 0.65%
62231 22 0.57%
62278 21 0.55%
62002 20 0.52%
62239 20 0.52%
62281 19 0.50%
62236 16 0.42%
62271 15 0.39%
62257 12 0.31%
62286 12 0.31%
62088 11 0.29%
62240 11 0.29%
62216 10 0.26%
62225 10 0.26%
62095 9 0.23%
62215 8 0.21%
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62222 8 0.21%
62245 8 0.21%
62292 8 0.21%
62237 7 0.18%
62246 7 0.18%
62263 7 0.18%
62966 7 0.18%
62052 6 0.16%
62059 6 0.16%
62090 6 0.16%
62275 6 0.16%
62288 6 0.16%
62801 6 0.16%
62864 6 0.16%
62881 6 0.16%
62214 5 0.13%
62255 5 0.13%
62289 5 0.13%
62024 4 0.10%
62084 4 0.10%
62272 4 0.10%
62282 4 0.10%
62891 4 0.10%
62907 4 0.10%
63026 4 0.10%
63129 4 0.10%
63301 4 0.10%
63303 4 0.10%
62018 3 0.08%
62035 3 0.08%
62046 3 0.08%
62202 3 0.08%
62248 3 0.08%
62882 3 0.08%
63031 3 0.08%
63116 3 0.08%
63121 3 0.08%
29412 2 0.05%
38316 2 0.05%
39772 2 0.05%
46311 2 0.05%
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62241 2 0.05%
62244 2 0.05%
62256 2 0.05%
62274 2 0.05%
62414 2 0.05%
62553 2 0.05%
62828 2 0.05%
62832 2 0.05%
62853 2 0.05%
62888 2 0.05%
63005 2 0.05%
63021 2 0.05%
63038 2 0.05%
63080 2 0.05%
63088 2 0.05%
63102 2 0.05%
63105 2 0.05%
63108 2 0.05%
63111 2 0.05%
63118 2 0.05%
63119 2 0.05%
63125 2 0.05%
63128 2 0.05%
63130 2 0.05%
63138 2 0.05%
63146 2 0.05%
63368 2 0.05%
63376 2 0.05%
83642 2 0.05%
99203 2 0.05%
23608 1 0.03%
23665 1 0.03%
38016 1 0.03%
60202 1 0.03%
60439 1 0.03%
60502 1 0.03%
60560 1 0.03%
61550 1 0.03%
62010 1 0.03%
62012 1 0.03%
62016 1 0.03%
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62061 1 0.03%
62077 1 0.03%
62097 1 0.03%
62217 1 0.03%
62233 1 0.03%
62253 1 0.03%
62273 1 0.03%
62277 1 0.03%
62295 1 0.03%
62401 1 0.03%
62454 1 0.03%
62471 1 0.03%
62612 1 0.03%
62704 1 0.03%
62810 1 0.03%
62837 1 0.03%
62838 1 0.03%
62846 1 0.03%
62848 1 0.03%
62859 1 0.03%
62896 ] 0.03%
62924 1 0.03%
62932 1 0.03%
63025 1 0.03%
63034 1 0.03%
63090 1 0.03%
63104 1 0.03%
63106 i 0.03%
63112 1 0.03%
63115 1 0.03%
63123 1 0.03%
63131 1 0.03%
63136 1 0.03%
63137 1 0.03%
63140 1 0.03%
63366 1 0.03%
63379 1 0.03%
63385 1 0.03%
63664 1 0.03%
63937 1 0.03%
65466 1 0.03%

T
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3.

68130 1 0.03%
78412 1 0.03%

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

Patients living within the Metroeast service area are presently unable to receive care in an
ambulatory surgery center setting locally for general surgery, plastics and gynecology
procedures, There are no existing surgery centers in this area that provide these services.

Also, few ambulatory surgery centers are accommodating of Medicaid covered patients.

Cite the sources of the information provided as documentation,

The Applicant has reviewed the services offered and the accessibility of Medicaid
coverage as reported to the Review Board in the Annual Facility Questionnaires and in

the Board® annual “Inventory of Healthcare Services”.

Detail how the project will address or improve the previously referenced issues or
problems.

This Project will allow residents to obtain surgical services within the area for procedures
in the specialties of general surgery, plastics and gynecology in addition to endoscopic
services presently offered at Metroeast. Patients often prefer an ambulatory center setting
not only because of the lower cost, but also because the setting is often more convenient
and patient-centric. In addition, uniike many other ASTC, Metroeast has been

welcoming to Medicaid patients. In 2017 14.7% of Metroeast patients were Medicaid.

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

Metroeast’s goal is to increase general surgery, plastics, and gynecology to better serve
area residents. None of these services are presently available at any other surgical center
within the 17 mile radius of Metroeast, which includes the city of Belleville. These

patients must presently travel outside the local area, and in many cases, to the state of
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Missouri to receive this care in an ambulatory treatment center facility. The goal is to
serve and retain these patients to the area and state so that they can receive quality care
closer to their home. Another goal is to offer ongoing access to care for Medicaid
patients through continued contracting with Medicaid managed care organizations.
Metroeast’s goal is to begin providing these services within 6 months after Review Board

approval. Architectural work for the modernization is complete.

ATTACHMENT 12

73



Section III, Alternatives
Attachment 13

Alternatives

3.

The Applicant considered several options prior to determining that the proposed
project to construct one additional procedure room and add additional specialties of

general surgery, plastic surgery and gynecology was the best alternative.,

Specifically, the Applicant considered the following options: (1) do nothing, (2)
utilize existing facilities elsewhere, (3) construct an additional operating room outside
the current foofprint, and (4) joint venture a and (5) start the proposed project of
modifying its existing facility by constructing one additional procedure room and

adding additional specialties of general surgery, plastic surgery and gynecology.

Do Nothing: The Applicant first considered maintaining the status quo and doing
nothing except providing the gastroenterology care that it has been providing to
patients in the service area. The Applicant rejected this option because it recognized
that area residents are in need of additional ambulatory surgical treatment options,
including general surgery, plastic surgery and gynecology, in their own community.
The Applicant is able to provide such care with minimal changes to its existing
facility.

Utilize Existing Facilities: The Applicant considered utilizing existing ambulatory
surgical treatment centers, however, because there are no ASTCs within a seventeen
mile radius of the Applicant’s facility currently performing these specialties, the

Applicant rejected this option.

Construct an addition to the Center: The Applicant considered adding new square

footage to the existing building to create a new operating room. To construct 2,500
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square footage of additional space would cost approximately $1,000,000. The

Applicant rejected this alternative because of the unnecessary cost.

. Joint Venture with Other Providers: Metroeast is an existing surgery center
proposing to add services within its existing footprint and does not appear to be the

type of project that would lend itself to a joint venture arrangement.

. Proposed Alternative: The proposed project of constructing one (1) additional .
procedure room in the Applicant’s existing single specialty facility and adding
additional specialties of general surgery, bariatric, plastic surgery and gynecology, is
the best option available to efficiently and economically broaden the health care

options offered to area residents.

The Applicant ultimately elected to modify its existing facility through minor
adjustments. Specifically, by constructing one (1) additional procedure room and
making other minor adjustments, the Applicant will be fully capable of providing the
additional specialties of general surgery, plastic surgery and gynecology that are

desperately needed by patients in its service area.
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Comparison of Alternatives

Alternative - Downtown

Medical Office Building | Cost Pros ‘Cons - [riliad ik
Project of Greater Scope
Construct 2,500 sf of new | $1,180,000 | Creates additional Unnecessary cost
construction for additional space
OR
Project of Lesser Scope
The only project of lesser Applicant could Patients would not
scope would be to do have done nothing | receive care in their
nothing and saved costs Own community
and expenses of
project

Joint Venture
The facility is an existing N/A None No Benefit
facility and creating a new
joint venture to simply add
specialties does not create
any benefit
Utilize Existing Facilities

There are no existing

. surgery centers that
N/A Not possible offer the proposed

specialties in the area

Proposed Project
$180,000 | Cost is minimal. There is some cost

Th
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Section IV, Project Scope, Utilization, and Unfinished/Shell Space

Attachment 14

Project Scope, Utilization and Unfinished/Shell Space

SIZE OF PROJECT
DEPARTMENT/SERVICE | PROPOSED | STATE MET 5
BGSF/DGSF | STANDARD | DIFFERENCE | STANDARD?:
ASTC 2,642 5,500 (2,855)

The proposed project will modernize 1882 square feet of the existing 2642 square feet of clinical

space in the current facility and will construct 22 square feet of new space for medical gases.

Because endoscopy suites are smaller than general surgery suites, the construction of one

additional procedure room will fit within the facility’s existing footprint — only an additional 22

square feet will need to be added to house medical gas supply. Thus, there are only minimal

changes necessary to achieve this goal.

The proposed project is well within the permissible 2,750 square feet per operating room allowed

under Review Board standards. The proposed project has been reviewed by architects, including
Enrique J. Unanue, AIA, NCARB, ACHA, to ensure compliance with IDPH design standards.
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Section IV, Project Services Utilization

Attachment 15

Appendix B, Project Services Utilization

1. Project Services Utilization — For Areas for Which There are Utilization
Standards as Shown in Appendix B.

Year | Service | Historical | Projected | State Standard ORs Metro
2015 | ASTC | 1,198 N/A 1,560 1 No
2016 | ASTC | 1,610 N/A 1,500 1 Yes
2017 | ASTC | 1,542 N/A 1,500 1 Yes
2018 | ASTC N/A N/A 1,500 1

2019 | ASTC N/A 3,000 1-2 No
2020 | ASTC 3,008 3,000 2 Yes
2021 | ASTC 3,027 3,000 2 Yes

Metroeast is currently operating in excess of the state standard of 1,500 hours for its
one operating room. 2018 utilization numbers have not been finalized. 2019
projection cannot be accurately projected because if the difficulty in projecting the
exact date the second operation room would be placed into operation. The Applicant
anticipates that it will reach target utilization in the second full year of operation.

Physician referral letter are attached.
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YEAR1

. o
SURGERY PROPOSED TOTAL SURGERY AVERAGE CASE
AREA PROCEDURES TIME (HOURS) TIME (HOURS)* |
(-3astr.(.)e-nterology 4398 ! 1923 0.43 |
General Surgery | 299 ! 597 1.99
Gynecology | 133 201 1.51
Plastic Surgery 115 287 2.50
Total Year 1 4945 3008
Year 2
SURGERY PROPOSED | ' STOCSY | AVERAGE CASE
AREA PROCEDURES TIME (HOURS)*
Gastroenterology 4447 1933 0.43
General Surgery 301 599 1.99
Gynecology 136 205 1.51
Plastic Surgery 117 291 2.49
Total Year 2 4961 3027

* Includes prep and clean-up time.

2. Project Size Utilization — For Areas for Which There are Not Utilization
Standards as Shown in Appendix B.

Not applicable. The only areas for clinical services will be the surgery center.

A letter attesting to the fact that the Project will achieve and maintain the occupancy
specified in §1110.234(c)(1) by the second year of operation after project completion
is attached.
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METROEAST ENDOSCOPIC SURGERY CENTER
5023 NORTH ILLINOIS STREET
FAIRVIEW HEIGHTS, IL 62208

618-239-0678/618-233-0700
FAX: 800-516-2392

February 20, 2019

Ms. Courtney R. Avery

Administrator

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

Springfield, Illinois 62761

Re:  Metroeast Endoscopic Surgery Center — Permit Application — Assurance of
QOccupancy

Dear Ms. Avery:

This letter attests to the fact that if this Project is approved by the Illinois Health Facilities
and Services Review Board, Metroeast Endoscopic Surgery Center understands that it is
expected to achieve and maintain the occupancy specified in §1110.234(e)(1) by the second year
of operation after project completion. Metroeast Endoscopic Surgery Center reasonably expects

to meet ﬂliS}.upa . :

Shakeel Ahmed, M.D.
President

Notarization:
Subscribed and sworn to before me
this Qoﬁﬁ day of February, 2019

WDunee -

Signature of Notary Public O

LAURIE L CRAIG
Officlal Seal

Notary Public - State of llfinols
My Commission Expires Sep 26, 2022
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Section V, Service Specific Review Criteria

Attachment 24

Non-Hospital Based Ambulatory Surgery

1. Services to GSA Residents

2. Patient

Home Zip Num_ber of Percentage
Code Patients of Total Patients
62269 459 11.96%
62226 322 8.39%
62221 308 8.03%
62208 286 7.45%
62234 209 5.45%
62040 208 542%
62223 161 4.20%
62220 143 3.73%
62258 127 3.31%
62206 91 2.37%
62232 89 2.32%
62205 79 2.06%
62204 76 1.98%
62203 75 1.95%
62254 69 1.80%
62025 60 1.56%
62294 53 1.38%
62207 50 1.30%
62260 50 1.30%
62060 43 1.12%
62298 43 1.12%
62201 42 1.09%
62034 35 0.91%
62265 34 0.89%
62285 33 0.86%
62243 32 0.83%
62293 31 0.81%
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62264 30 0.78%
62249 29 0.76%
62062 25 0.65%
62230 25 0.65%
62231 22 0.57%
62278 21 0.55%
62002 20 0.52%
62239 20 0.52%
62281 19 0.50%
62236 16 0.42%
62271 15 0.39%
62257 12 031%
62286 12 031%
62088 11 0.29%
62240 11 0.29%
62216 10 0.26%
62225 10 0.26%
62095 9 0.23%
62215 8 0.21%
62222 8 0.21%
62245 8 0.21%
62292 8 0.21%
62237 7 0.18%
62246 7 0.18%
62263 7 0.18%
62966 7 0.18%
62052 6 0.16%
62059 6 0.16%
62090 6 0.16%
62275 6 0.16%
62288 6 0.16%
62801 6 0.16%
62864 6 0.16%
62881 6 0.16%
62214 5 0.13%
62255 5 0.13%
62289 5 0.13%
62024 4 0.10%
62084 4 0.10%
62272 4 0.10%
62282 4 0.10%
ATTACHMENT 24 .
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62891 4 0.10%
62907 4 0.10%
63026 4 0.10%
63129 4 0.10%
63301 4 0.10%
63303 4 0.10%
62018 3 0.08%
62035 3 0.08%
62046 3 0.08%
62202 3 0.08%
62248 3 0.08%
62882 3 0.08%
63031 3 0.08%
63116 3 0.08%
63121 3 0.08%
29412 2 0.05%
38316 2 0.05%
39772 2 0.05%
46311 2 0.05%
62241 2 0.05%
62244 2 0.05%
62256 2 0.05%
62274 2 0.05%
62414 2 0.05%
62553 2 0.05%
62828 2 0.05%
62832 2 0.05%
62853 2 0.05%
62888 2 0.05%
63005 2 0.05%
63021 2 0.05%
63038 2 0.05%
63080 2 0.05%
63088 2 0.05%
63102 2 0.05%
63105 2 0.05%
63108 2 0.05%
63111 2 0.05%
63118 2 0.05%
63119 2 0.05%
63125 2 0.05%
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63128 2 0.05%
63130 2 0.05%
63138 2 0.05%
63146 2 0.05%
63368 2 0.05%
63376 2 0.05%
83642 2 0.05%
99203 2 0.05%
23608 1 0.03%
23665 1 0.03%
38016 1 0.03%
60202 1 0.03%
60439 ] 0.03%
60502 ] 0.03%
60560 1 0.03%
61550 1 0.03%
62010 1 0.03%
62012 1 0.03%
62016 1 0.03%
62061 1 0.03%
62077 i 0.03%
62097 1 0.03%
62217 i 0.03%
62233 i 0.03%
62253 1 0.03%
62273 ] 0.03%
62277 ] 0.03%
62295 ] 0.03%
62401 ] 0.03%
62454 1 0.03%
62471 ] 0.03%
62612 ] 0.03%
62704 ] 0.03%
62810 1 0.03%
62837 1 0.03%
62838 1 0.03%
62846 1 0.03%
62848 1 0.03%
62859 1 0.03%
62896 1 0.03%
62924 1 0.03%
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62932 1 0.03%

63025 1 0.03%

63034 1 0.03%

63090 1 0.03%

63104 1 0.03%

63106 1 0.03%

63112 1 0.03%

63115 1 0.03%

63123 1 0.03%

63131 1 0.03%

63136 1 0.03%

63137 1 0.03%

63140 1 0.03%

63366 1 0.03%

63379 i 0.03%

63385 i 0.03%

63664 1 0.03%

63937 1 0.03%

65466 1 0.03%

68130 1 0.03%

78412 1 0.03%

3. Service Demand

Year | Service | Historical | Projected | StateStandard | ORs . Metro
2015 | ASTC | 1,198 N/A 1,500 1 No
2016 | ASTC | 1,610 N/A 1,500 1 Yes
2017 | ASTC | 1,542 N/A 1,500 1 Yes
2018 | ASTC | N/A N/A 1,500 1
2019 | ASTC N/A 3,000 12 No
2020 | ASTC 3,008 3,000 2 Yes
2021 | ASTC 3,027 3,000 2 Yes

RS
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Metroeast is currently operating in excess of the state standard of 1,500 hours for its
one operating room. 2018 utilization numbers have not been finalized. 2019
projection cannot be accurately projected because if the difficulty in projecting the
exact date the second operation room would be placed into operation. The Applicant
anticipates that it will reach target utilization in the second full year of operation.

Physician referral letter are attached.

Treatment Room Need Assessment

Metroeast currently operates in excess of the state standard of 1,500 hours per
operation room. In 2016 Metroeast had 1,610 hours of surgery and 1,542 in 2017,
Using the Boards methodology of rounding up, Metroeast meets the historical

utilization to justify the two operating rooms.

Staffing

As part of expanding to a two procedure room ambulatory surgical treatment center,
the Applicant intends to hire a full-time RN for the second procedure room, as well as
two extra nurses for pre and post-operative care and a medical assistant for ancillary

support. The Applicant will also hire a CRNA for anesthesia services.

An affiliate of the Applicant operates a fully staffed medical office immediately
adjacent and in the same building as the Applicant. The staff from this office will
transition to the new positions at the Applicant. Attached are the names and letters of
intent from these individuals indicating their intend to work for the Applicant if the

Review Board approves the proposed project.

Charge Commitment

A list of the proposed procedures to be performed at the Applicant’s facility is
attached along with the charges for such procedures is attached. Additionally,
attached is a letter attesting that the these charges will not increase, at a minimum, for
the first 2 years of operation unless a permit is first obtained pursuant to 77 Ill. Adm.
Code 1130.310(a).
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7. Assurances

Attached is a letter attesting that a peer review program exists that evaluates whether
patient outcomes are consistent with quality standards established by professional
organizations for the facilities’ services, and if outcomes do not meet or exceed those

standards, that a quality improvement plan will be initiated.

Also attached is a letter attesting to the fact that, in the second year of operation after
the project completion date, the annual utilization of the procedure rooms will meet or
exceed the utilization standard specified in 77 Ill. Adm. Code 1100.
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lllinois Health Facilities and Services Review Board
525 West Jefferson St., 2™ Floor

Springfield, IL 62761

Dear Review Board:

| am a physician specializing in Gynecology. | write to you in support of the expansion of Metroeast
Endoscopic Surgery Center. Please accept this letter to verify my anticipated referrals to Metroeast
Endoscopic Surgery Center upon approval of the pending application to add Gynecology.

During the past 12 months, | have performed a total of 250+ surgical procedures at the hospitals and
surgery centers identified in Table 1 below. Due to technological advances, outpatient procedures have
become a growing part of my surgical practice, and | expect similar or larger case volume going forward.,
With the addition of these specialties at Metroeast Endoscopic Surgery Center, | expect to refer patient

volume in Table 1 below.

Table 1- i-l-ils.t;t.‘itc.:.adl.and Projected referrals

Procedure Location

N _I_-l_ig[:_qr_igall No. of Cases Referred

Projected No. of Referrals tovl\-fl.l:;sc

Mercy South Hospital 101 101

St. Luke's Hospital 20 20

Mercy Hospital 5 Y-

Missouri Baptist Hospital 5 5

DePaul Hospital 2 2 o
Total 133 133

A list of the zlIp codes of residence for associated patients treated in the last 12 months is provided
below. My projected patient procedure to be performed at Metroeast Endoscopic Surgery Center will
primarily come from the geographic service area of Metroeast Endoscopic Surgery Center.

Table 2 - Patient Location

Zip Code of Patient Residence Number of Patients
63128 38
63123 ' 17
63126 3
63129 el 11
63017 15
63141 - 16
63131 20
63146 8
6301% 5

41
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This information contained in this letter is true and correct to the best of my knowledge. The anticipated
referral volumes noted in Table 1 have not been used to support another pending or approved
certificate of need application.

| support the proposed expansion of the Gynecology specialty at Metroeast Endoscopic Surgery Center
and urge the Health Facilities and Services Review Board to approve this application.

The main procedure | intend to perform at Metroeast Endoscopic Surgery Center are:

D&C

Hysteroscopy

Operative hysteroscopy
Diagnostic laparoscopy
laparoscopic BSO

anterior colporrhaphy

posterior colporrhaphy
colpocleisis

cystoscopy

intradetrusor botox injections
perineorrhaphy

macroplastique bulking agent injections
stage 1 sacral neuromodulation
stage 2 sacral neuromodulation
PNE trials

mid-urethral sling

Sincerely,

%ﬂ‘;; @ (signature)
// 7 ,

v

Print name: Fareesa Khan, MD

Practice address:

Subscribed and sworn to me

This /% ay of [ebonaszy 2019
(e £yl

Notary Public

"CAROL E MILLER o
i al
Notary Public - Notan_v‘ [
State of Missouri, St Louts County
Commission # 11366680 .
My Commission Expies ov 18.2 19
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lllinois Health Facilities and Services Review Board

525 West Jefferson St., 2™ Floor

Springfield, IL 62761

Dear Review Board:

I am a physician specializing in General Surgery. | write to you in support of the expansion of Metroeast
Endoscopic Surgery Center. Please accept this letter to verify my anticipated referrals to Metroeast
Endoscopic Surgery Center upon approval of the pending application to add General Surgery.

During the past 12 months, | have performed a total of 200 surgical procedures at the hospitals and

surgery centers identified in Table 1 below. Due to technological advances, outpatient procedures have
hecome a growing part of my surgical practice, and | expect similar or larger case volume going forward.
With the addition of these specialties at Metroeast Endoscopic Surgery Center, | expect to refer patient

volume in Table 1 below.

Table 1 - Historical and Projected referrals

Procedure Location Historical No. of Cases Referred | Projected No. of Referrals to MESC
Des Peres Hospital 282 282

Gateway Hospital 20 20

Total 302 302

A list of the zip codes of residence for associated patients treated in the last 12 months is provided
below. My projected patient procedure to be performed at Metroeast Endoscopic Surgery Center will
primarily come from the geographic service area of Metroeast Endoscopic Surgery Center

Table 2 - Patient Location

Zip Code of Patient Residence Number of Patients

63131 94

63017 56

63122 40 _

63011 44 B |
63141 35 i
62040 27 i i
62234 6 ]

ao
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This information contained in this letter is true and correct to the best of my knowledge. The anticipated
referral volumes noted in Table 1 have not been used to support another pending or approved
certificate of need application.

| support the proposed expansion of surgical speciaities at Metroeast Endoscopic Surgery Center and
urge the Health Facilities and Services Review Board to approve this application.

Sincerely,

éb/(signature)

Print name: Howard Lederer, MD

Practice address:

Subscribed and sworn to me

This 2 day of Feloviatvy | 2019

MW

Notary Public

LAURIE L CRAIG
Official Seal

Notary Public - State of lilinols
My Commission Expires Sep 26, 2022
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Illinois Health Facilities and Services Review Board
525 West lefferson St., 2™ Floor
Springfield, IL 62761

Dear Review Board:

I am a physician specializing in Plastic Surgery. | write to you in support of the expansion of Metroeast
Endoscopic Surgery Center. Please accept this letter to verify my anticipated referrals to Metroeast
Endoscopic Surgery Center upon approval of the pending application to add Plastic Surgery.

During the past 12 months, | have performed a total of 250+ surgical procedures at the hospitals and
surgery centers identified in Table 1 below. Due to technological advances, outpatient procedures have
become a growing part of my surgical practice, and | expect similar or larger case volume going forward,
With the addition of these specialties at Metroeast Endoscopic Surgery Center, | expect to refer patient
volume in Table 1 below.

Table 1 - Historical and Projected referrals

Procedure Location Historical No. of Cases Referred | Projected No. of Referrals to MESC
St. Mary’'s Hospital 250 90

Office at 16216 Baxter Rd, 63017 50 25

Total 300 115

A list of the zip codes of residence for associated patients treated in the last 12 months is provided
below. My projected patient procedure to be performed at Metroeast Endoscopic Surgery Center will
primarily come from the geographic service area of Metroeast Endoscopic Surgery Center.

Table 2 - Patient Location
Zip Code of Patient Residence Number of Patients
63131 78
63141 51
63017 84
63011 58
63124 29

This information contained in this letter is true and correct to the best of my knowledge. The anticipated
referral volumes noted in Table 1 have not been used to support another pending or approved
certificate of need application.

| support the proposed expansion of the Plastic Surgery specialty at Metroeast Endoscopic Surgery
Center and urge the Health Facilities and Services Review Board to approve this application.
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The main procedure | intend to perform at Metroeast Endoscopic Surgery Center are;

Liposuction
Abdominoplasty

Breast augmentation
Breast reduction

Carpal Tunnel release
Blepharoplasty
Rhytidectomy

Cubital Tunnel release
Otoplasty

Rhinoplasty
Debridement of wounds
Split thickness skin graft
ORIF of hand fractures
Mastopexy

Sincerely, "
{signature)
Print name: Stanley Librach, MD, DDS

Practice address:

Subscribed and swaorn to me

Fhis D aviof s Lvian vyl 2019

Notary Public

LAURIE L CRAIG
Official Seal

Notary Public - State of llinois
My Commission Expires Sep 26, 2022
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Metroeast Endoscopic Surgery Center
5023 North lllinois St.
Fairview Heights, IL 62208
618-233-0700

I VQ-L ¢ /'J_/)./ [ , will be available to work at Metroeast Endoscopic
Surgery Center and assist with surgeries once the second room at the ambulatory surgery
center is approved.

Signed C)Lf_/’—“*-—a Date = /a T// 9
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Metroeast Endoscopic Surgery Center
5023 North lllinois St.
Fairview Heights, IL 62208
618-233-0700

| M@_\Ljﬁﬁmma will be available to work at Metroeast Endoscopic
Surgery Centef and assist with surgeries once the second room at the ambulatory surgery

center is approved.

Signedmu%m Date__ ) 1&5 [T
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Metroeast Endoscopic Surgery Center
5023 North lllinois St.
Fairview Heights, IL 62208
618-233-0700

| Mzm } l/)& ,i’/OI g , will be available to work at Metroeast Endoscopic

Su/gery Center and assist with surgeries once the second room at the ambulatory surgery
center is approved.

Sign@ %/)%uu LQJ/U\O Date 9'/ 36! 9
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Metroeast Endoscopic Surgery Center
5023 North lllinois St.
Fairview Heights, IL 62208
618-233-0700

I_E l gizglgeﬂﬂ Y'Nonr ot , will be available to work at Metroeast Endoscopic

Surgery Center and assist with surgeries once the second room at the ambulatory surgery
center is approved.

Signed fxébaf‘M\ AT e Date 02/25_//6}
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METROEAST ENDOSCOPIC SURGERY CENTER
5023 NORTH ILLINOIS STREET
FAIRVIEW HEIGHTS, IL 62208

618-239-0678/618-233-0700
FAX: 618-235-0471

January 28, 2019

Ninuis Health Facilities and Services Review Board
525 West Jefferson Street, 2™ Floor

Springfleld, IL 62761

RE: Charge Commitment

Dear Review Board Member{s}:

Pursvant to 77 It Admin Code 110.1540 {g}, | hereby commit that the attached charge schedule
will not be increased, at a minimum, for the first two years of gperation foliowing the approvat to
expand the surgery center unfess a permit |5 first obtained pursvant to 77 Il Admin Code 1110.310{a).

Sincerely,

,_}/}M»-)

Shakeel Ahmed, MD
Medicgl Director
Métroeast Endoscople Surgery Center

Subscribed and sworn to me

This, o1 day of Januav , 2019
()

Notary Public

LAURIE L CRAIG
Cfficlal Seal

Notary Pubfic - State of iiinots
My Commission Expires Sep 26, 1022
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Metroeast Endoscopic Surgery Center

Fee Schedule Development
PT jotio Recommended Fee
General Surgey and Bariatric Surgery: _
Various _|Lesion Removal $2,943
47562  JLap cholecystectomy $14,300
49650  JLap inguinat hernia $14,300
45000  [Exploratory laparoscopy 46,073
36561  |Port a cath placement $11,939
Various  |Biopsy $2.943
43631-43633 |Sieeve gastrectomy $9,412
Platic Surgery:
15876  |Liposuction (head and neck) $8,90%
15877 |Liposuction [trunk) $8,901
15878  |Liposuction {upper extremity) 55,724
15879 |Liposuction {lower extremity) $8,901
15830 |Abdominoplasty $9,678
19324 |Breast Augmentation {without prosthetic implant) 515,578
19325 |Breast Augmentation (with prosthetic implant) $16,455
19318  |Breast Reduction $15,578
64721  |Carpal Tunnel Release {open procedure) $7,367
29848  |Carpal Tunnel Release {arthroscopic procedure) $11,983
64718  |Cubital Tunnel Release $7,367
15820  |Blepharoplasty {lower eyelid} 58,901
15821 Blepharoplasty [with ex ive herniated fat pad) $8,501
15822 |Blepharoplasty {upper eyelid) $8,501
15823 |Blepharaplasty (with excessive skin weighting down lid} $5,724
15824 [Rhytidectomy {forehead)} $8,901
15825  |Rhytidectomy {neck with platysmal tigthening) $8,901
15826 |Rhytidectomy [glabellar frown lines) $8,901
15828  |Rhytidectomy [cheek, chin, neck) 58,501
15829  |Rhytidectomy [superficial musculoap Jrotic system SMAS) 58,501
69300  |Ctoplasty $9,716|
30400  |Rhinoplasty (primary, lateral and alar carilages and/or elevation of nasal tip) $16,005
30410 |Rhinoplasty (complete, external parts including bony pyramid, lateral and alar carilages and/or elevation of nasal tip} $16,095
30420 {Rhinoplasty (including the nasal septal repair} $16,095
97597  |Debridement of Wounds (selective} 53,806
97598 |Debridement of Wounds {gach additional 20 54 cm) $3,806
97602 Debridement of Wounds (non-selective) $3,306
15100 __|Split Thickness Skin Graft {trunk, arms, legs, first 100 sq ¢m or less) $8,901
15101 |Split Thickness Skin Graft {each additional 100 sg cm) $8,901]
15120  |5plit Thickness Skin Graft {face, scalp, eyelids, mouth, neck, ears, orbits, genitalia, hands, feet, andfor multiple digits, first 100 sg.cm or less) 58,901
15121 _mm_z Thickness Skin Graft (each additional 100 sq cm) $8,901
19316 |Mastopaxy 511,926
Gynecology:
49320  |Disgnostic Laparoscopy 513,490
58662  |Laser Laparoscopy $14,300
58575 |Laparoscopic Hysterectomy 514,116
58563  |Hysteroscopy - Laparascopic $14,301
58555  |Hysteroscopy - Diagnostic $8,868}
58120 |Hysteroscopy-D&C $7,326
58670  |Tubal Ligation - Laparoscopic $14,300
58600  |Tubal Ligation - Incisional $11,939
56501 |Laser Ablation of Condyloma $7,191
56515 |Laser Ablation of Condyloma 58,473
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January 29, 2019

Hiinols Health Facllitles and Services Review Board
525 West Jefferson Street, 2™ Fioor
Springfield, IL 62761

Dear Review Board Member(s);

Pursuant to 77 lll. Administrative Code §1110.235{c){10), | hereby certify that a peer review program
exists and will be expanded that evaluates whether patient cutcomes are consistent with quality
standards established by professional organizations for the ASC services, and if outcomes do not meet

those standards, that a guality improvement plan will be initiated.

Sincerely,

ot
Shakeel Ahmed, M.D.
Medical Direétor/Owner
Metroeast Endoscopic Surgery Center, LLC

Subscribed and sworn to me

This ‘2 _dayof Janiua ey _ ,2019 -

(ja@@f @w;f

Laurie L. Craig (__)
Notary Public

LAURIE L CRAIG
Officlai Seal

Notary Puble - State of illinols
My Commitssion Expires Sep 26, 2022

ina
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Section VI, Availability of Funds

Attachment 33

This project will be funded by cash on hand. Because Metroeast Endoscopic Surgery Center,
LLC is owned 100% by one single owner — Dr. Ahmed, there are no audited financial statements
available. To support the fact that there is sufficient fund to cover the cost of the proposed

Project, Dr. Ahmed provides the enclosed letter from Mr. Aaron Vicker from Buckingham

Strategic Wealth noting the sufficiency of cash available for the Project.
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NOT APPLICABLE

The applicant shall document that financial resources shall be available and be equal to 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]:

$180,000

b)

d)

€)

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 resolution or other action of the
governmental unit attesting to this intent;

f)

Cash and Securities — statements (e.g., audited financial statements, letters from financial
institutions, board resolutions) as to:

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

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.

Gifts and Bequests — verification of the dollar amount, identification of any conditions of
use, and the estimated time table of receipts;

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 dollar 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 conditions,
including any purchase options, any capital improvements to the property
and provision of capital equipment;

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

Governmental Appropriations — a copy of the appropriation Act or ordinance accompanied

Grants — a Jetter from the granting agency as to the availability of funds in terms of the
amount and time of receipt;
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$180,000

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

ins
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BUCKI NGHAM 8182 Maryland Ave
STRATEGIC WEALTH Suite 500

St Louis, MO 63105

800.711.2027
314.725 0455

February 15, 2019

To whom it may concern:

My namae is Aaron Vickar and | serve as the Wealth Advisor for Dr. Ahmed. | can confirm he has
over $400,000 in cash available in a taxable (non-IRA}) account available for immediate
withdrawal if needed.

If you have any questions please do not hesilate to ask.

Thank you.

Aaron Vickar

Wealth Advisor

BUCKINGHAM STRATEGIC WEALTH

avickar@bamadvisor.com | 314.743.2241 {direcl] | 800.711.2027, ext. 241
8182 Maryland Ave. Suite 500, St. Louis, MO 63105

ATTACHMENT-33
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Section VII, Financial Viability

Attachment 34

Financial Viability Waiver

Not applicable because all of the proposed project’s capital expenditures are completely funded

through internal sources.

ATTACHMENT 34
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Section VII, Financial Viability

Attachment 35

Financial Viability Ratios

Not applicable because all of the proposed project’s capital expenditures are completely funded

through internal sources.

ATTACHMENT 35
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Section X, Economic Feasibility
Attachment 36

Economic Feasibility

A. Reasonableness of Financing Arrangements.
Not applicable. The project will be financed entirely by internal cash resources.

B. Conditions of Debt Financing.
Not applicable. The project will be financed entirely by internal cash resources.

C. Reasonableness of Project and Related Costs.
The Project is essentially for the modernization of 1,882 square feet of existing space.

The construction of the 22 square feet of external medical gas service is incidental to the
modemization of the project and the project costs have been included combined into the

modernization cost.

COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE

A B Cc D E F G H
Department Total Cost
(list below) Cost/Square Foot Gross Sq. Ft. Gross Sq. Ft. Const. § Mod. § (G+H)
New Mod. New Circ.* Mod. Circ.* (Ax C) (B xE)
ASTC $52.52 1,504 $100,000 $100,000
Contingency 2.63 1,904 5,000 5,000
TOTALS $55.15 1,904 $100,000 | $105,000

* Inciude the percentage (%) of space for circulation
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D. Project Operating Costs.

While equivalent patient days do not exist for this ASTC, information is provided for the

incremental operating costs per procedure.

Compensation
Supplies
Total Operating Costs

Additional Workload Units

Annual Operating Cost Per Unit

021

$174,767
$100,000
$274,767

477

$614.70

E. Total Effect of Project on Capital Costs.

While equivalent patient days do not exist for this ASTC, information is provided for the

incremental capital costs per procedure.

Annual Project Depreciation
Expected Incremental
Procedures

Cost Per Procedure

2021

$9,600
447

$21.48

108

ATTACHMENT 36



Section X, Charity Care Information

Attachment 38
CHARITY CARE
2015 2016 2017

Net Patient Revenue 2,178,073 3,971,552 2,705,717
Amount of Charity Care (charges) 6,000 9,850 16,500

Cost of Charity Care 6,000 9,850 16,500

Ratio of Charity Care Cost to Net Patient Rev. 0% 0% 1%

34117089.9 03/02/2¢19
ATTACHMENT 38

109



	part 1 19-010
	Part 2 19-010

