# 19-043

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 09/2018 Edition
ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT
SECTION |. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Metroeast Endoscopic Surgery Center

Street Address: 5023 N. Hlinois St., Suite 3

City and Zip Code: Fairview Heights, IL 62208

County: St. Clair Health Service Area: 11 Health Planning Area: N/A

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

Exact Legal Name: Metroeast Endoscopic Surgery Center, LLC

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

City and Zip Code: Fairview Heights 62208

Name of Registered Agent. Shakeel Ahmed

Registered Agent Street Address: 5023 N. lllinois St, Suite 3

Registered Agent City and Zip Code: Fairview Heights 62208

Name of Chief Executive Officer: Shakeel Ahmed

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

CEO City and Zip Code: Fairview Heights 62208

CEOQ Telephone Number: 618-239-0678

Type of Ownership of Applicants

O Non-profit Corporation 1 Partnership
For-profit Corporation O Governmental
X] Limited Liability Company O Sole Proprietorship O Other

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

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

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

Primary Contact [Person to receive ALL correspondence or inquiries)

Name: Kara Friedman

Title: Attorney

Company Name: Polsinelii

Address: 150 N. Riverside Plaza, Suite 3000, Chicago, IL 60606

Telephone Number; 312-873-3639

E-mail Address: kfriedman{@polsinelli.com

Fax Number:

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

Name: Tom Glick

Title: Attorney

Company Name: Metroeast Endoscopic Surgery Center, LLC

Address: 5023 N. lllinois St. Sulte 3 Fairview Heights, IL 62208

Telephone Number: 618-239-0678

E-mail Address: tglick@gutmd.com

Fax Number:

31959622.1 09/1272019
Page 1




# 19-043

ILLINCIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 09/2018 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: Tom Glick

Title: Attorney

Company Name: Metroeast Endoscopic Surgery Center, LLC

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

Telephone Number; 618-239-0678

E-mail Address: tglick@gutmd.com

Fax Number:

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 St., Suite 3 Fairview Heights, IL 62208

Street Address or Legal Description of the Site: 5023 North lllinois Street Suite 3 Fairview Heights, IL
62208

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 North lllinois Street, Suite 3, Fairview Heights, IL 62208

[l Non-profit Corporation M| Partnership
[l For-profit Corporation O Governmental
X Limited Liability Company | Sole Proprietorship [ Other

o Corporations and limited liability companies must provide an lllincis 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 ldentified 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 financial
contribution.

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

31959622.1 09/12/2019
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 09/2018 Edition

Flood Plain Requirements
[Refer to application instructions.]

Provide documentation that the project complies with the requirements of Illinois 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.org. This map must be in a
readable format. In addition, please provide a statement attesting that the project complies with the
requirements of lllincis Executive Order #2006-5 (http://www.hfsrb.illinois.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

54| Non-substantive

31959622.1 0911 /2019
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2. Narrative Description

In the space below, provide a brief narrative description of the project. Explain WHAT is to be done in
State Board defined terms, NOT WHY it is being done. If the 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 (the “Applicant”), proposes to add podiatry, pain
management, ophthalmology and orthopedic surgery to its existing multi-specialty ambulatory
surgical treatment center located at 5023 N. lllinois St, in Fairview Heights, lllinois ("MESC").

The existing ASTC includes two procedure rooms. There will net be any construction or other
alterations associated with the project.

This project does not propose to establish a new category of service or a new health care facility
as defined by the Planning Act. The Project is non-substantive.

31959622.1 09112019
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

Project Costs and Sources of Funds

# 19-043

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 companent of a project is to be accomplished by lease, donation, gift, or other means, the
fair market or doliar 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

Preplanning Costs

Site Survey and Soil Investigation

Site Preparation

Off Site Work

New Construction Contracts

Modernization Contracts

Contingencies

Architectural/Engineering Fees

Consulting and Other Fees

Movable or Other Equipment (not in construction
contracts)

$331,000

$331,000

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

Acquisition of Building or Other Property (excluding
land)

TOTAL USES OF FUNDS

$331,000

$331,000

SOURCE OF FUNDS

CLINICAL

NONCLINICAL

TOTAL

Cash and Securities

$331,000

$331,000

Pledges

Gifts and Bequests

Bond Issues {project related)

Mortgages

Leases (fair market value)

Governmental Appropriations

Grants

Other Funds and Sources

TOTAL SOURCES OF FUNDS

$331,000

$331,000

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

THE LAST PAGE OF THE APPLICATION FORM.

3195%622.1 05/12/2019
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Reiated 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 [ ves E No
Purchase Price: §
Fair Market VValue: $

The project involves the establishment of a new facility or a new category of service
0 vyes [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 $ nfa

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:
None or not applicable ] Preliminary
[] Schematics [ ] Final Working

Anticipated project completion date (refer to Part 1130.140): June 30, 2021

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

[C] 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

Financial Commitment will occur after permit issuance.

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

State Agency Submittals [Section 1130.620(c)]

Are the following submittals up to date as applicable:

‘ZI Cancer Registry

[ | APORS (NOT APPLICABLE)

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

B4 All reports regarding outstanding permits

Failure to be up to date with these requirements will result in the application for

permit being deemed incomplete.

31959622.1 09/12/2019
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Cost Space Requirements

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
space is being reallocated for a different purpose. Include outside wall measurements plus the
department's or area’s portion of the surrounding circulation space. Explain the use of any vacated
space.

Gross Square Feet Amount of Propose_lt_lh';ctatlg! Gross Square Feet

Vacated
Space

New

Const. Modernized | Asls

Dept./ Area Cost Existing | Proposed

REVIEWABLE

Medical Surgical

Intensive Care

Diagnostic
Radiology

MRI

Total Clinical

NON
REVIEWABLE

Administrative

Parking

Gift Shop

Totat Non-clinical

TOTAL

APPEND DOCUMENTATION AS ATTACHMENT 9, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

31959622.1 09/12/2019
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

Facility Bed Capacity and Utilization

# 19-043

APPLICATION FOR PERMIT- 09/2018 Edition

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:

CITY:

REPORTING PERIOD DATES:

From:

to:

Category of Service

Authorized
Beds

Admissions

Patient Days

Bed
Changes

Proposed
Beds

Medical/Surgical

Qbstetrics

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 ASTC.

319596221 09/12/2019

Page 8




# 19-043

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 098/2018 Edition

CERTIFICATION

Q

Q

o

e

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

in the case of a corporation, any two of its officers or members of its Board of Directors;

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);

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

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

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

' This Application is filed on the behalf of Metroeast Endoscopic Surgery Center, LLC*

| in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
| The undersigned certifies that he or she has the authority to execute and file this Application 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 will be paid upon request.

,-"’-#4
SIGNATURE // SIGNATURE
Shakeel Ahmed, MD
PRINTED NAME PRINTED NAME
Owner
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:
Subscribed and swom to before me Subscribed and sworn to before me
this _ & dayof Suf+ Zet? this day of

Signature of Notary

Seal

Commigsion #15418554
migmn Expites: October 14, 2019
| *Insert ACT legal name of the applicant
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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:

BACKGROUND 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 lllinois, 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 officars 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 entity that owns, directly or indirectly, an ownership
interest.

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

b. A cerified 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 viclation 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.

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

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

6. 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 accreditation
organizations. Failure to provide such authorization shall constitute an abandonment or withdrawal
of the application without any further action by HFSRB.

If, during a given calendar year, an applicant submits more than one application for 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.

31959622.1 0%/ 1272019
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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.

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

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

4, Cite the sources of the documentation.

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

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

For projects involving 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 ragulatory 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 alil or a portion of the project's intended purposes;

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

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

2) 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 comptetion} 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.

31959622.1 091272019
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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 inctude the basis used for determining the space and
the methodotogy 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 to 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/IDGSF STANDARD STANDARD?

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 lil. Adm. Code 1100.

Document that in the second year of operation, the annual utilization of the service or equipment shall mest 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.

31959622.1 091212019
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UNFINISHED OR SHELL SPACE:
Provide the following information:
1. Total gross square footage (GSF} of the proposed shell space.

2. The anficipated 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 186, 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 threshoids 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) wilt 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.

31959622.1 09/12/2019
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

G. Non-Hospital Based Ambulatory Surgery

Applicants proposing to establish, expand and/or modern

# 19-043

APPLICATION FOR PERMIT- 09/2018 Edition

ize the Non-Hospital Based Ambulatory

Surgery category of service must submit the following information.

[] Cardiovascular

] Colon and Rectal Surgery

[[] Dermatology

] General Dentistry

General Surgery

Gastroenterology

[] Neurological Surgery

L] Nuclear Medicine

)4 Obstetrics/Gynecology

<] Ophthalmology

[] Oral/Maxillofacial Surgery

i Orthopedic Surgery

[] Otolaryngology

i Pain Management

[1 Physical Medicine and Rehabilitation

Plastic Surgery

[X| Podiatric Surgery

f ] Radiology

[ Thoracic Surgery

[} Urology

[ ]other:

3.
documentation for the criteria:

READ the applicable review criteria outlined below and submit the required

APPLICABLE REVIEW CRITERIA

Establish New
ASTC or Service

Expand Existing
Service

1110.235(c)(2)(B) — Service to GSA Residents

X X

1110.235(c)(3) — Service Demand — Establishment of an ASTC or
Additional ASTC Service

X

1110.235(c){4) — Service Demand - Expansion of Existing ASTC Service

1110.235(c)(5) — Treatment Room Need Assessment

1110.235(c)(6) — Service Accessibility

1110.235(c)(7){(A} — Unnecessary Duplication/Maldistribution

1110.235(c)(7)(B) - Maldistribution

1110.235(c)(7)(C) — Impact to Area Providers

1110.235(c)(8) — Staffing

x| x| x| x| x| X

31959622.1 091272019
Page 14
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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 PAGE
OF THE APPLICATION FORM.

319596221 09/12/2019

Page 15
15



# 19-043

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

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 submittat of the application}:

* Section 1120.120 Availability of Funds - Review Criteria
+ 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]:

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

31959622.1 09/12/2019
Page 16
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terms and conditions.

&) 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;

a) 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

APPLICATION FORM.

APPEND DOCUMENTATION AS ATTACHMENT 33, iN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

31959622.1 091122019
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SECTION Vil. 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 parlicipation in that funding.

Financial Viability Waiver

The applicant is not required to submit financia! viability ratios if:

1. “A” Bond rating or better

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

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

4.

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

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 shail
provide viability ratios for the latest three years for which audited financial statements are avallable
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 shail 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

Enter Historical and/or Projected
Years:

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
cbligations 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 VIIl.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 a 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 availtable;

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.

€. Reasonableness of Project and Related Costs
Read the criterion and provide the following:
1. |dentify 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).

31959622.1 09/12/2019
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COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE
A B c 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) (BxE) (G+H)
Contingency
TOTALS
* Include 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 doltars 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.

31959622.1 0911272019
Page 20




# 19-043

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- (9/2018 Edition

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 illinois. 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 operaticn.

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

Nat 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.
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After paginating the entire completed application indicate, in the chart below, the page numbers for the
included attachments:

INDEX OF ATTACHMENTS
ATTACHMENT
NO. PAGES
1 | Applicant Identification including Certificate of Good Standing 23-24
2 | Site Ownership 25-37
3 | Persons with 5 percent or greater interest in the licensee must be 38-39
identified with the % of ownership.
4 | Organizational Relationships {(Organizational Chart) Cenrtificate of 40-41
Good Standing Etc¢.
5 | Flood Plain Requirements 42
6 | Historic Preservation Act Requirements 43
7 | Project and Sources of Funds Itemization 44
8 | Financial Commitment Document if required 45
9 | Cost Space Requirements 46
10 | Discontinuation 47
11 | Background of the Applicant 48-51
12 | Purpose of the Project 52-60
13 | Alternatives to the Project 61
14 ! Size of the Project 62
15 | Project Service Utilization 63
16 | Unfinished or Shell Space 64
17 | Assurances for Unfinished/Shsll Space 64
Service Specific:
18 | Medical Surgical Pediatrics, Obstetrics, ICU 65
19 | Comprehensive Physical Rehabilitation 65
20 | Acute Mental lliness 65
21 | Open Heart Surgery 65
22 | Cardiac Catheterization 65
23 | In-Center Hemodialysis 65
24 | Non-Hospital Based Ambulatory Surgery 66-85
25 | Selected Organ Transplantation 85
26 | Kidney Transplantation 65
27 | Subacute Care Hospital Model 65
28 | Community-Based Residential Rehabilitation Center 65
29 | Long Term Acute Care Hospital 65
30 | Clinical Service Areas Other than Categories of Service 65
31 | Freestanding Emergency Center Medical Services 65
32 | Birth Center 65
Financial and Economic Feasibility:
33 | Availability of Funds 86-87
34 | Financial Waiver 88
35 | Financial Viability 89-90
36 | Economic Feasibility 91-95
37 | Safety Net impact Statement 96-97
38 | Charity Care Information 98
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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

23



# 19-043

File Number - 0378969-1

To all to whom these Presents Shall Come, Greeting:

1, 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
METROBAST ENDOSCOPIC SURGERY CENTER, LLC, HAVING ORGANIZED IN THE
‘STATE OF ILLINOIS ON NOVEMBER 39, 2011, APPEARS TO HAVE COMPLIED WITH ALL
PROVISIONS OF TIIE LIMITED LIABILITY COMPANY ACT OF THIS STATE. AND AS OF
THIS DATE 18§ IN GOOD STANDING AS A DOMESTIC LIMITED LIABILITY COMPANY IN
THE STATE OF ILLINOIS.

InTestimony Whereof, I hersto set

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

day of JANUARY AD. 2019

S SNk
Wy AprE £
i 1 b
SIS »
Auihertiostion ¢ 1901702580 vestiabls ure) O1/1H2020 ol .28~

Authanticals at: MipZwwe cyberdriveilings.com
SECREYARY 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 “Loase™), made and entered into efbetive as of the
1 dmyof Tiue. .20/ (the “Bifecaive Date™) by and between Abmed Investmsnts,
1LC (rhe “Lessor™) and Metmeas! Endoscopic Surgesy Center, LLC (the “Lessee™)

WHEREAS. Lossor owns the real property and improvements vommunly known s S023
Nowth Hilnoly Swreet. Pairview Helgins, Hlinols 52208 (the “Premises”) situated in St Clalr
Coumy, Niinsis, evidence of such owaership is siached hesoio as Exhiblt 4. and

WHEREAS, Lexsoe desires to lease & portion of the Premises ftom Lessor a3 further
specified herein

NOW THEREFORE, the pastics heroro agree as follows

) Lessed Sopee  Lessor ayrees to lease and Lessoe ayrews to rent, for L.esses’s
ecclusive usa, the gortion of the Promises designated on Exhibit B attached hercto, which
encumpasses approximately oms thousand sevon hundred and sixty (1,700) gross square fect of
the Pramises (the “Lossed Speoe™ The Leased Spuce shall be used for the provision of
wmdoscopy services parformed by qualified physicians employed by or under contract whth the
l.essee, and related uses, including but not tinited ¢, uperitiog & Hiccnsed Ambulatory Sungical
Treatmént Center {"ASTC”). Leaseo shall mafmain all ficenses and certifications necessery to
oonduct such business in the Lessed Space

2 Yermand Teomigation, The initial 1erm of this Lepse (hereinafier referred 1o 28
the “Initis! Torm™) shall begin on the ] dayof%__ 2044 (the “Commentomont
Dei”) end be for & period of ten (1) yems U otherwise previcusly terminated In
accordance with the torms of this Lesse, the term of this Lesso may be extended for 1wo
w#dﬂwmmmmthlfmdﬁwmmbmw
again on the 15* saniversry of the Commencemens. Diate (each a “Rengwa) Term™, and together
the laitis] Term and any Renewal Term(s) shall be collectively referred to herein as the “Teum”™
uf this Lexad) o1 the option of the 1.essee. Norwithatending ihe foreyoing, this Lease shall be
terminated. (a) without cause by giving the other pany thisty (30) days sdvanced wrinen notice
of such terniination. (b} in the event of breach of this Leass, upun thirty (30) davs written notice
16 thw bresching pany following faflure of the breaching pasty to cure such brosch for more then
thinty {30) deys following notice of such breach, or (¢) in the event of an exclusion of a party
hereto, or its affilistes, fom panicipation in any Fedoral beahth care &s defined under
42 US,C § 13200-70(f), the othes purty shall have the right 10 terminate thie Lease.
In the gveat that there is a change in applicable health core law or selated reguiation or the
intesprotution thereof, tackuding Federsl and Smte of liEnois laws and ngmistions, or the
initiation of an enforcemens actipn with respect to any health care law of regulstion, any of
which sffects the continuing tegality of this Lease, a pany hereto may. by notioe to the other
party. propose an smetsment to consorm this Loase to the applicble Lew{s) and/or regulation(s)
memmMotome(wmmmmmmmmw
pasty may terminate this Lease by giving ten 110) days advance writicn nutice 1o the othey party.,
unless B sonne? terminbion is reyuired under epplicable law o circumutances

ATTACHMENT-2
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3 Bage Reot | essee ayrecs 1o pay Lewsor bawe rent for the Leased Space in the
amount of one thousand, sevan hundred end fiftv-one dollurs ($1,760.00) per munth (the “Base
Rani™), payable monthly by the fifth (5%) day of each month during the term of this Lesss, The
caloularion of such Rent bs set forth bereto on Fxhibit € The egroe that the Base Rent is
consistert with fair markel value (for a triple net leaser was negotisted ln sn srmidongth
transaction and that the rental value of the Leased Space has not been determined in @ manner
that tekes into soopum the volume or value of any refisrrabs 00 uther business gemsratod between

the pasties.

4 e Bitiow d Remt and Othex Melakmanos Fxponsan In order thut the fived ront
ghall be abetutaly net to Lessor, Lessee covenants to pay, & additions! rent, ajl real estate taxes
(see Paragraph 8), and all other operatiog expenses, respecting the Leased Space. inoluding the

41 Gunamlly Accondingly, Lessee shall pay to or as diroctod by Lessar the amount
nf such opersting cxposscs reasonshiy elincated to ur aniributable to the Lease Space within ten
(10) days after cach pericdic invoicing or other billing received by Lessee therefore ffom cither
the panty providing such servioes or Lessor, a3 the case may be;

42  Publig Charges. 1.exuot shall pay to Lessor, within a ressonable time efter wrinen
demand therefore by Lessor bu befare any fine, penalty, interest or cost may he added thereto
for noapayatent ihereof, all public charges with respect to the Lansad Space. including. but not
fimited to, water and sewer vae charges and betterment assessmonts, 85 well a8 real esiato taxes

(purmam to Parugraph §)

43 {iidnkes.  Lessee shall pay directly to the proper suhorities changed with
coltection thereof ail changed for water, sewer, gas, dlectsicity, telephone, and any ather power,
wiilition, 00 servioes used or consumed on the premises, Lossoe shall make its uwo erringements
for such unlities and Lessor shall be under no cbligativa tu fartish any' utilities to the. Leased
Space and shall not be Gable for any intesrupriun or failure i the supply of any wch wiilities tv
the Leased Spave, Lessoe zgrees lo pay for janitorial service and any other mintenance services
for or repairs of the Leasod Space, all in sccurdance with the provisions of this Lease ¢including
Paragraph 9}

44 Ropeipts L ossee shall Rusnish lo Lessor, at Lesur’s writien request, for Lessor's
wnspeetion, within thirty {10) days after the date any ampunt is pavable by Lossee, as provided in
Parayraphs 4. §. 8, 9. and 10 official receipts o other proof satisiictory to [.swr evidencing

sach peyment.

5. Resl Property Yanes

S|  Paumem ol Taxes Within ten (10) days afler wintten demand by Lessor, Lessoe
shnll pry t0 Lessor the “Rosl Property Tex", as defincd in Peragraph $.2, applicable to the Leasad
Space during the term of tifs Lease. If aay such txxes shall cover any period of iime prior fo or
aRer the cxpiration of the serm bereof. Lessoc's share uf such tanes shall be eyuitably prorated o
cover oply the period uf time w it the spphicable tax fiscul yoar when this Loase was in effect

L]
L]
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S2  Lefinition of TReal Progaty Tar". A vsed hurein, the tonm *Real Property Tax®
shalf include any fore of real estate tax or assussment, bo it ad valorem, ganeral, special ondinery
or extraordinary, and any livense foe. commercial reatal tax, improvement boad or bonds, levy or
tax (other than inherhance. porsoned fncome or extate texes) imposed on or rescusbly
attsibutable to the Lessed Space by sav suthgrity having the direct or
including any city, stste or federal govornment, or any schwol, sgriculiurel, senitary, fire, sireet,
dralige ov ather Improvement district thereof The term *Real Property Tax" shall alsa inchade
any tex. foe, levy, assessment or chasge (i) in substitotion of, pertially of towlly, sny wx, foe,
levy sasessiment or charge hereinabosve included within the definition of "Real Property Tax®,
{i} the naure of which was hereinbofore inchuded within the deflaition of *Real Property Tax
or (iii) which is imposed by season of this transaction. any modifications o1 changes hereto
any tranafors hureof

¢ Seewity Deposls

61 Ammon lessee shal! make the foliowing deposit with Lessor upon execution
beneof as security far Lessee's faithful performance of Lessee’s oblugations hereunder Cash in
the amount of §1,200 00, 1o be held by Lessor

62 Retwn of Security Deposit  if Lesuoe fhils to pay remt or niber charges due and
pavable hereunder, or otherwise dufhults with respect 1o eny provision of this Leass, then, after
10-days’ written viotios of the defuyl and Giture by Lessse to cure within said 10-day period,
Lessor may use, apply or retain ail or any portion of ssid depusil for the payment of any rent,

s tther charpe in defiul i Lessor so uses or applies sll or any portion of said deposit.
the Lessoe shall, within ten { 10) days afier writsen dewand therefore deposit cash with Lossor in
st amoimt sufficiedt (v rottore said deposii to the Rl amount horelnabove sieted ($],260 00)
Fesbev's Niilure 10 do so shalt be a matoris] breach of this Losse f.casor shall be required to keop
said depoait sepurtta Brom its genursl aocounts and In & separats interesi-besring aocount At the
end of each calendar your sny actrued mictest Wmdl be paid to Lessee, if not needed (o bring
wovount up to fal) balance. Iff Leasac performs ell uf | essee’s obligatiuns hereunder, said duposit,
or so much thereof s huts not theretofore boon applied by Lessor shall be rewumed, together with
any interest aocrusd on it, t0 Lessee at the expiration of the term hereof (and once Lgssee has
vacated the Liased Bpape) Na trust relationship i croated herein betwoen Lessor and Lassee

with respect to said Security Daposit

7 Uscoflessad Space Not withstandiung anything in Paragraph | (o the contrary,
the Leased Space shall be used and vccupiod ordy fix the pruvnion of endoscopy servioes snd
veluted uses The Leased Space may ot be used for anv other uses which are not in compliance
with zoning restrictions governing tho vse of the Premises and the Lense Space Lossor expressly
disclaims any/ell representations and warranties regarding the ufbiness of Lessee's imended
use o cocupstion of the Leased Space It is Lesses's responsibility to determine and comply with
all appticable coventms, conditions and réstrictions and al! applicable zonjag ordinances of other
ondinances, regutations, coquiremonts, atipulathmn end conditivas effection the use of poaipancy
of the Leased Space
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recurd, #nd requirements fa effct during the term r any part of the o hercof, regulating
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mwwwmmhsummimamwmmmmm
Mwhmlnnﬂrmﬂﬂuhamwwmmwwﬂu
Lessor against Hability for any of the above items. Lassee shafl not use nor permit the we uf the
Leased Space in any mannes that will create waste ot 5 suissnce.

73  Condiion of Lewsd Spase. | nless utherwise specifically provided in this Lease,
Lessee hereby accopts the Leased Space in his *AS IS* condition including any and all defects,
latent or otherwise, existing as of the Lease commencement date or the date that Lesto tkes

of the Leased space, whichever is easfier, subject to all applieable 2uning, susicipal,
mﬂmMMuﬂmﬁwMﬂmﬂhﬂumdhlm
smwmmmwmdmﬁmmnﬂnmﬂm&amdm
alf matvers disciosed theveby and by sny exhibits attached hereto. 1.css0n acknowledges that

Loser has medé no ion vr wemmnty as to the prevent or Haure suitability of the
Luased Space for s uso of the conduct of Lessee’s business
¥ Maintenancn Repeits and Alterarions.

31 Legeey Optimations Lessee shall maintain, mplace and Lovp in good ondar,
eundition and repair the {.casod Space and cverv part thereo!, which is nonstructurat (whether or
ot such portion of the Leased Space requiring cepair. of the means of repeiring the sume are
mmﬂymndﬂywbletoum.mdumwmmmw“hupwsmu
a nesult of Lessed’s Usv, oF s\ Peivs uxe. the elemonts or the age of such purtion of the Leased
Space), including. without fwiting the gusenaliy of the fireqguing, the maimemaooe end
replocemont of sll plunshing. hesting. sir conditicning, vemileting. electrical, lighting lacilities
and eqpi within the Lessed Space, fixuwes, walls (mesior and exserior). ceilings. roofs
tinterior and exterior), windows, doars aud plate glass kucated within the Leused Space; and all
mmmmgmmmnmwmmmmmwm
ure reserved for Lessees use Lessee shall not be nesponsible for replecement of any structural

[ S
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obligations are intended to be those of the Lemee under Parsgraph 9 hereof Lemsce expressly
weives the beneflt uf any statite of law now o hereinafier in effect which would othervise
afford Lessee the right to muke repaiss st Lessor's expease of tu terminate this Leass becanse of

9.1  Lesschold imprneretts Tho Losar shall pay for oll improvements to the Loase
wmhmmmmmmqmmwmummm
Hesth Fasitilies Planting Boasd ynter the Iitincls Heskth Facllities Planning Ac 20 11£°S 3960
(the “Funds”). The Lessee shall repay fhe Lessor the Funds in equal, monthly payments over the
duration of the litial Teros as set forth in Paragraph 2 Addivionafly, the Iessce shall pay 10 thw
Lessor inerest thereon &1 the prime vale ton the Efective Date), amontized over the Injttal Term
{n the evem the loase Is Lerminatad prior o the expiration of the Initlal Term, by either pany for
any reason, the cemaining unpaid Funds and suy sccrued interust shall become immediately due

end pavable to the Lessur

9: Hem - [ ETC T Aot i ki Aesal baThod: Nﬂwh!
mymmywwiﬁmofWHMLmMmMLmﬂmwim
cunsent, which shal be yiven if reasonshie. ouke sny ahicrations, improvements, additions of
hility Installation in, on ur sbout the Lemsed Space Lescoo shall make no change or altermtion to
wbe exterior of the Lessed Space, or 1o the Premiscy, without [cssor’s prior written coasemt As
usod in this Pamyraph 9 and its subparts. the teem “Utifity Instalistion™ shall mesp varpeting,
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winddw coverig, air lines, power pancis, electrical distribution systems, lighting fixtures, spue
heaters, air conditioning, plambing or fencing. L essor may ot roquice that [ .essee remove any or
all of said aherstions, Improvements, additions or Uniility instaliations at the expiration of the
m.memmlmmmﬁelm.ummmmmamm
wmmt\muMMmmndmurﬁmaneudmh

uﬂmwhmwmmmeMwMHm
compliance with ol lws. incleding environmental laws, regulations, ordinances and
mwmawwmmmmmmmmm
wurk shall be sccomplished. Should Lessee meke any slscationn, improvements. additions or
Unility Instailstion without the prior approval of Lessor, Lessor may sequire that Lessoe romove
any or all of lhe same

93 Conwntnf Lamor Any akeratlon, improvement. addition, or Liulity Instaliation
in of about the Premises that Lessor shall doswe 10 make and which requires the consent of ke
Lessor shall be presented 1o Luvsor in written form, with proposed detailed plany, and 1.ogsre
mumwlmwwmamnn«uqns;mwm’wwmm
and specifications and other information 1equesied by 1. ewsor i andor to make aw informed
Qecisian 1f Lessor shall give its consent, the consent shall be desmed conditloned upun Lesses
mmma;mawmwmammm
&amthwfhlmphwmwddwummmwmw
I.mwhlull«MMofuidpcmﬂinamlee\MiﬂGum.mwmﬂimby
Lessee with all laws, rules, regulations. recommendatinns andéor applicable teyuiremerus uf sny
O+ STRmEn ur gOs ernuental ageticy.

in good fith, contest the validit of eny sach lies, claim ov demand. (hen [osseu shall. at ita sole
defiend iudlt’ and Lessir against samc sud shall puy und satisfy amy such advene
Mmyummmummm:wwmlmam

Lemod Space. upon the condition shat i Lessur <hall require. 1.exsoe shall frnish 1o Letgor 2
wyboudnﬁs&ummlminmummwﬁeimmmwmwlem
account of such contesied lien. claim ur demend. and indemaify ing Lessor ayaimat liabithy fos
acme.mlhowaumsmmmrmmrmmmamormnua
caim b addition, Lessor may requive Lewsec (o pay Lessor's attorney fees and custs incurred on
account of participetion in such actioh, if Lessor dotermines m its discrerion to do so and doey s
05 All_Ahgminms Improvemenis, Additions, and Utilny (aataliations Shall Become
Prapeny of the Lesor Unless Lessor reguires their nemoval, as set forth in Pacayraph 9 2, ell
afterations, sdditions, and Utility Instaliatium (unbess such Uritity lastaltstions
constitute trade fixturcs of 1.assec), which mav be made on the Lessed Space. shall become the
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property of Lexsor and remsin upon asd be surrendered with the Leassd Space at the expiration
of the torm. Notwithstending the foregping provision, Lesses's furniwre, meachinery and
squipment shail vomain the property of Lessee and may be vens the
provisions of Puragraph 8.2.

3
i
E

102 Propegy Casgalty Insgsgcs. Lessee shall obtain snd keep in force during the
term of this Lesse a poficy or policies of imaurnoe covering loss or damege to the Lassed Space
in the amount of the full replscement value thercof. 3 the same may exist from time to tise, but
in no event less than the tots! amoum required by lenders having Sans un the Leased Space,
mmwﬂamw-muudmammmmmm
maticious mischiel and fiood (in the cvent same is required by a lender having 8 lien oa the )
mwlumummmmmmmmy.mmm
%@mdeMmMummmamamam
ot the Promises.

103 mmmmmmmmmmmma
“CGoner) Policyholders Rating™ of at feast B-phus, or such other fuing as whay be required by &
wwmnﬁnwmmunbﬂhhhmmma'mme
Guide" mmmmmmdmmmmmmmm
and evidencing the existece and 1o amousts of the inqurance required in this Paragraph 10,
promptly upon exocution of this Lease No such policy shall be canceiable ar subject to reduction
vfmuuﬁrmdiﬁmimmuenﬁnumimm wiitten noltice oo Lessor.
Lesteo shall, &1 jease thirty (30) days priar to the cxplration of such pulicies, fitish Lestor and
m-nw“lmrmedumirwdwﬁhmmm or Lessor may, but shall
uubaobﬁpdm.md«uihwmuﬂdmythm&sdbmwuehm
Mhmnuewtmmdnwﬂlmm”bwwmwhdmuz;ﬂu
which shall invalidate the insurence poticies refarved to in this section 10. If Lessee or
pmthhMunnlﬂqwﬂelemdwmdﬂulmwﬁdquh
Paragraph 10, thon Lesscr shall lorthwith updin Leasbr’s demsnd pay such additional cont, or
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reimburse Lessor for any edditiunal premium pavabie by it which is sitribuable to any set or
umission ot operatiun ur Lessie causing such increase in the sust of insumoce

104 Wpiver of Submgation Tosses and Lesaor vach hereby release and refleve the
uther, and waive tnsir entire right of recuvery against the other for foss or damage srising out of
ut ingldum tu the perils imsurod sysingt under Paragraph 10 2, which perils occur in, on or about
the Premises. whether due to the neyligence of Lossor or Lessoe or their agents, emplyyees
cumyactors end/or invitees but only (0 the &xtent that jnsuramoe policies then in <ffoct permit
such waiver and only to the extent of the coversge provided by such insurance pulicies. ].essoe
and Lossor shell. spon obtaining the palicies of insurance roquited boroundes. give natios to the
inmurance cacvier or carvier that the furegoing mutual walver of subrogation is conlsined in this
Lease

10 Indemnity. Lessos shall indevnnify and hold hermiews Losyor from and agaiast eny
and oll clahns arising from Levser's (o Lesaee's agents’, sarvants’, employees’ or contractory) use
or ocoupancy of the Leased Space. or fiom the conduct of Lusses’s business or from any activity,
work or things done, permitted ur suffered by Lasses (or Lessve's agent. servants, employess or
contractuns) it or about the Leased Space and shall further indomnify and hold barmicss Lessur
From snd againet any and alf claims arlsing from any breach or default in the perftrmance of eny
oblfigstion on Lessce's part 10 be performed under the tornm of this Lease, or arising from any
negligence of the Lesses, or mny of Lessee’s agents, contractors of employees, and flom and
sgains al} costs, attorneys’ fous. uxpenses and lisbilities incurved in the defense of any such
chaim or any sction or procesding brougin thereon; and in case any action or proceeding brought
ageinst Lessor by veason of such claim, Lewsee (upon notics from Lessor) shall defend the same
i Lesmee's expense, by counse satishctory to Lessor For valuable, sufficiem consideration,
Lesso. horeby assumes all risk of damage 10 property or injury 10 pensons in, upon or about the
Lensed arising from amy cause (oxupt Lossor’s nogligenoe). and Lessee hersby waives all
cluims with respect thoneo agsimt Losoor. Lesser shall indemasfy und hold harmiess Lessor
from and against sny and ull Rabilitv, claims or sotions for injury, Hability, or damage tb persons
um.mdmyudaﬂchﬁumuimwwynymﬂm,mmuw.
or other entity. inchiding reasonsble legul fuet and expensds. alleying or resubting from or
arising from or i connection with rontamination of or adverse afforts on the Lessed Spsos, the
environment. or eny siolmion of any Lavirouswntal Law or cther Matute, ordinance, rule,
regutariom, § oz order of sny povernmentsl or judiclal entity, and from end against any
damages. liabl coas, imd penaities sxsessed 83 @ tesull OF smy activity ur upesation un the
Leatod Space dhring the terms of this lesse Lesses’s obligations or Hsbilitfes under this
Parsgraph shall survive the trmis) of ihis J.euse, termination of this Lease or termination of
Leseer’s occupancy of the Premises

Il. Access. During the lerm of this Léase, the Lessoe shall have the right to
exclugive use of the Leased Space during the Term of this Ayreement. During the Term of this
wmmsmshﬂhundmbmﬂvmmlmhmmmﬂmhh
Section t herewo 1 necessary, Lessee shall turnish and Lassor with &ooess to the Lessed
Space, providad, lowever, that Lossor provides o priuy aotice: that sucess to the Leased

Space 18 required

ATTACHMENT-2
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12 NaeExclusion. The parties horeto both acknowledg: and atfirm that such party,
nor any of its effiltates. (i} are excluded from participation ia any Federal health care program, as
defined poder 42 U £.C. §13200-70(f), Bor the provision of items or services for whish payment
may be made under such Federal bahh care program; or (i) have armanged or contracied (by
vaiployment or utherwise) with any employer, contreqor ur ayent that the other party, or its
mmammmmmmminmrmmhm

pragrem.

13.  Relslionship of Pastiey. Lexsee and Lessor shall remain separate and independom
cntities  None of the provisions of this Lease are intended to crosse. nor shall dbe doemed or
congtnsed tv craste, any relationship botween or among the parties ather than thar of independent
contructors

4 Indemnitlontion and Hoid Hanmless A party bereto shall indenmify snd hold
mmmmmmﬁn.ﬁMﬂmmme

1S Miscellonsous.

131 Compliance with Jaws The parties hereto agree 10 comply with all applicable
Pedetal, Stute of tllinois and local laws, regulations, ordinances and rules throughout the Term of
this Lease.

152 No loem to lagduce Refirvals The partics hersto agree that Lessor may be
considered a currentt or potential source of patient reforrels to Lessee  To the Lessor's and
Lessen'’s knowfedge (a) the Lessed Space dues mot exceod that which is reasonable and
necesssry for the logitimma, commercially-reasonshle, business purposes of the Lessoe In the
WSMGNHWM.MM'SMdmmwoMmmh
Lessee’s pro rata abare uof suth expenses for the space based upoo the total space
anticipatod to be usad by Leaspe: and (c) the Rent (7) is st in advance. (ii) i consistent with fair
market value, (ifi) does not take ity eccount the vohune or valus of any refernals or other
business generaved between the perties for which yment may be mads in whole or in part

E

influence in anv manner over the reason or judgment of any party with respeet to the refeml of
patients of business of uny neture whatsocver It is 1he intent’ of (be pardes herero ther anmy
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refervels that may be made directly or indinactly by Lassur fo Lesset's business, shall be based
solety upon the wediocal judgment and discretion of = patient's physician while scting in the bust
interests of the patien -

183 Modicare Acoess to Bodks and Repoeds In the event. and only in the event, that
Section 952 of PL. 96-499 {42 U.S.C § 139%a{v){1){1)} in applicabile to fifis Lease, Lessor and
Lessre agree as follows (7) unti) the expintion of four (4) years aficr the termination of this
Lease, Lessor and Lasyes shall make svallsble. upan written requent by the Secretary of the
Fedural Departnont of Health and Human Services or upun request by the Comptrofier Geneval
of the United States, or anv of their duly mthorized represcntatives, this Lease, and books,
documents and records of Lessor and Leswee that are nocessary to oortity the nansre and cxtent of
the costy incurred pursuant to this Lease; () if Lessor or Lesses carries out any of the duties of
this Lonse or ather contract betaeen the partios throwgh & subcummact, with e value or cost of
$10.000 or mure over a twelve-tnonth pesiod, with a related organizmiion, sech subcontract shatl
coatzin a clause to the effect that ntil the expirmion of four vears aftar the Rarishing of such
vervices pursusnt to such subcontract. the related organization shall make available, upon writlen
requiest 10 the Secreiary of the Federal Departmant of Health and Human Services or upon
request to the Compuroller General of the United States. or any of their duly authorized
representatives, the subcomract, mnd books. docusnents and recurds of such orpanizstion that are
necessery tw verify the nature snd extent ot the cosis iscuired pursuant to such subcontraoct, and
(f) Lessor and Lesses shall autify the other party immedistely of the nmure and scope of sny
request for 80083s to books and records describod above and shall provide copies of any baoks,
roconds or docusients 1o the other party prior to the provision of ssme to apy goverumental agent
tw give such party an opportnity to iswflly opposs such production of dotuments if such panty
believes such opposition i warmented. Notking berein shall be deemed tu be & waiver of any
applicable privilege (such as attorney-client privilage) by Lessar or Lemee a4 the case may be

iS4  Amwmdmen spd Sewabilty This Lease may be amended qaly by 2 written

agroement siynod by all of the panies horeto. 1If any providon, clause or parnt of this Lease is
beld invalid, the remainder of this § eass. clause ur nart shall ant bo affecied thurehy

158  Waiver The Gailure of the partivs 10 inwist, in any one ur more instances, Upon
perfocmance of any of the tetms und condiuns ol this Loasc, shall not he construed a3 8 waivev
oF of any rights grasted hereundor ur the future purfoimance uf any such tarm,
covenam o ¥

180 Notices. Any noticeto be given hercunder shall be deemed given and sufficient if
in wraing and dehvered or mailed by 1egistered or certified mai! to the lllowing addresses

Tn the caze of ) gisur 1o Almed lovestments. 110

Attn

LI
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In the cme of Lessee tu: Mutroenst Endoscopic Surgery Center, LLC
Artn ISR e
157 Bemefit This Leass lhbuﬂhmdhﬂhmmwmd
and shafl be enforceable by [ossor and iis succossors sed swigns snd [essecs and their

succeswors and astiymy This Lease may not be amigned by cither party without the written
cunsert of the other party.

158  Np Thid-Party Beneficiary Nuome of' the provisions comained in this Leass ure
ithhmthw&mmuMmm&wmoﬂwm
urentity not 8 party to this Lease.

1T  Entice Agroement This I mcomulbcmumm smong the parties,
and supervedes any prior agreements among the parties relating 1o its subject master. This Lense
Mumwwmhm with the internal laws of the State of 1llinpts.

15.10 Headings The captrions and headings throughout this Lease are for com enience
and reference oaly, and shall in nt way be held or deemed to define, limit, duscride. explain,
modify, amplify or add to the interpretation, construction or mesning of any provision of or to
the scope or intent of this Leasc or in any wiry to affect the Leaw.

1511 Countrpans. This Leace may be evecuied in multiple countespans. When at
faast one { 1) copy of this Lease hus buen executed by each party heveto, this Lease shall be in full
faroe snd effect, and al} of such counterparts shall ke read together 25 » single agreement.

1512 Contingeacy Notwithstanding any uther provision hurcin, ihis | ease shafl be
confingenit upon Lesses's reoeipt of the Certificute of Neod from the Department of Heahth ithe
“CON") aud acither the ‘Term of chis 1 aase not the sccrual of s ubligation to pay Rent shall
commence umil 1.estee hus obesined a fnal unuppenlsble CON. In (he event that Lessee has not
obtained 8 final unuppealabie CON on or before August 1, 2013 or is res oked anytime thereafber,
Lasoee may ternmanes this Lease by providing Lesws with writien natice and the parties hereto
shall be ndleased from alf lisbility hereunder

PSigantares on Fullowiog Page|

]
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IN WITNKSS WHEREOF. the parttes have heraunto set their hands effective the day
and yeas first above written

| ewstsr, Legsee,
AHMED INVESTMENTS. LLC METROEAST ENDOSCOPIC' SURGERY
CENTER,LLC
o ot S
Naine _ ’; \ —5-9( m____zt‘\m“‘\
Lo ey

Tuke i___w_;‘_i—;\c:b title. “w
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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.

ATTACHMENT 3
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File Number 0378969-1

- o h ll-.?."'

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, LL.C, HAVING ORGANIZED IN THE
‘STATE OF ILLINOIS DN NOVEMBER 30, 2011, APPEARS TO HAVE COMPLIED WITH ALL
PKOVISIONS OF TIIE LIMITED LIABILITY COMPANY ACT OF THIS STATE, AND AS OF
THIS DATE I8 IN GOQD STANDING AS A DOMBSTIC LIMITED LIABILITY COMPANY IN
THE STATE OF ILLINOIS.

InTestimony Whereof, I kereto set

my hand and cause to be affixed the Great Seal of
the State of Ilinois, this 17TH
dayof JANUARY AD. 2019

3 lay "";..".1 - _'_l'i XL <3
M [ 4
Authertication € 1901702588 varitabie untl 011712020 W W

Autherticale si: itipiwww cybamdriveiings. com
BEGRETARY OF GTATE

ATTACHMENT-3
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Section I, Organizational Relationships
Attachment 4

A copy of Metroeast Endoscopic Surgery Center, LLC’s (“Metroeast”) organizational chart is
attached.

ATTACHMENT 4
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METROEAST ENDOSCOPIC SURGERY CENTER, LLC

Metroeast Endoscopic
Sargery Center, LLC

(Sanior Comparetion)
r. Shakoo) Aheawed - OwncriCEOXFU

Metroeast Endoscopic

Surgery Center, LLC

%823 North Illinots St.

Falrview Heights, 1L
62208

Lzurie Craly - Administrator

ATTACHMENT-4
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Flood Plain Requirements

The requirement to provide documentation that the project is not in a flood plain is not
applicable because there is no construction associated with the project.

Attachment-5
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Historic Resources Preservation Act Requirements

This project does not involve the demolition or other modification of buildings and will
have no impact on historic resources. Thus, the requirement to obtain clearance from the
Historic Preservation Agency is not applicable.

Page 1 of | Attachment-6
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Project Costs
USE OF FUNDS CLINICAL NONCLINICAL TOTAL
Preplanning Cosls S0 S0 $0
Site Survey and Scil Investigation S0 50 $0
Site Preparation S0 S0 $0
Off Site Work 50 S0 50
New Construction Contracts $0 S0 $0
Modemization Contracts 50 %0 50
Contingencies ] 50 $0
Architectural Fees S0 S0 S0
Consulting and Other Fees S0 S0 S0
Movable or Other Equipment {not in construction contracts) $331,000 S0 $331,000
Bond Issuance Expense {project related) S0 50 SO
Nat Interest Expense During Construction (project related) S0 $0 50
Fair Market Value of Leased Space or Equipment S0 S0 50
Other Costs To Be Caphalized $0 50 $0
Acquisition of Building or Other Property (excluding land) S0 S0 50
TOTAL USES OF FUNDS $331,000 $0 $331,000

Attachment- 7
44
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Active CON Permits

Metroeast Endoscopic Surgery Center, LLC has one active permit:

CON 19-010: Metroeast Endoscopic Surgery Center, LLC, Fairview Heights
e The CON permit for project 19-010 was approved on June 4, 2019,
e The project completion date of record is June 1, 2020. A cost report will be
submitted within 90 days of the completion date.

Page 1 of 1 Attachment-8
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Cost Space Requirements

The Applicant seeks to add specialties at its Existing ASTC. There is no construction associated with the
project.

Gross Square Feet Amount of Proposed Total Gross Square Feet That is:
Dept. / Area Cost Existing l Proposed New Const. | Modernized | As Is |Vauated Space|
Clinical
ASTC $331,000 2,642 2,642 0 0 2,642 0
Total Clinical $331,000 2,642 2,642 [1] 0 2,642 0
Non-Clinical
Total Non-Clinical $0 0 0 1] 0 0 0
Total $331,000 2,642 2,642 1] 0 2,642 0

Attachment-9
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Section 1110.130 Discontinuation

The applicant does not propose the discontinuation of a health care facility or a category
of service. Therefore this section is not applicable.

Page 1 of | Attachment-10
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Richard Sewell, Vice Chair

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

Springfield, Illinois 62761

RE: Attachment 11 - Background of Applicant
Dear Vice Chair Sewell:

The following information addresses the four points of the subject criterion 1110.230:
1. The healthcare facility owned by the Applicant is:

Metroeast Endoscopic Surgery Center
License Identification Number: 7003185
Accreditation Identification Number: TJC 508160

Shakeel Ahmed, MD also owns:

Physicians’ Surgical Center
License Identification Number: 7003229

2. Proof of current licensure and accreditation for Metroeast Endoscopic Surgery
Center is attached. Physicians’ Surgical Center does not have an active Medicare
number nor is it accredited; however, the Applicant is currently applying for both.

3. There have been no adverse actions taken against the health care facilities
owned or operated by the applicant during the three years prior to the filing of this
application.

4. This letter serves as authorization permitting the State Board and Agency
access to information in order to verify any documentation or information
submitted in response to the requirements of this subsection or to obtain any
documentation or information which the State Board or Agency finds pertinent to
this subsection.

Sincerely,

Shakeel ed, MD
President

Attachments

Notarization:
Subscribed and sworn to before

me thisG day of S=Pr . Za¥

_:___.____F ,*‘"‘i{i-{};f e W o
Signature of Notary
THOMAS G. GLICK
seal Notary Public - Notary Seal
State of Missouri, St. Leuis Caunty

Commission #15418554 i
My Commission Expires: October 14, 2019 Attachment-11
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PPV The Joint Commission

November 16, 2017
Re: # 508160
CCN: #14C0001160
Program: Ambulatory Surgical Center
Accreditation Expiration Date: August 23, 2020

Shakeel Ahmed

Owner, MD

Metroeast Endoscopic Surgery Center
5023 North [llinois Street

Fairview Heights, Illinois 62208

Dear Dr. Ahmed:

This letter confirms that your August 21, 2017 - August 22, 2017 unannounced full resurvey was conducted
for the purposes of assessing compliance with the Medicare conditions for ambulatory surgical centers
through The Joint Commission’s deemed status survey process.

Based upon the submission of your evidence of standards compliance on October 23, 2017, The Joint
Commission is granting your organization an accreditation decision of Accredited with an effective date of
August 23, 2017.

The Joint Commission is also recommending your organization for continued Medicare certification
effective August 23, 2017. Please note that the Centers for Medicare and Medicaid Services (CMS) Regional
Office (RO) makes the final determination regarding your Medicare participation and the effective date of
participation in accordance with the regulations at 42 CFR 489.13. Your organization is encouraged to
share a copy of this Medicare recommendation letter with your State Survey Agency. This recommendation
applies to the following location{(s):

Metroeast Endoscopic Surgery Center, LLC 5023 N Illinois, Suite 3, Fairview Heights, 1L, 62208

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

Sincerely,

Dt B,

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

www.jolntcommilsslon.org Hoadquarters
One Renuissatee Boulevard
Oakbrook Tereace, 1L 60181
630 792 5000 Vaoice

Attachment- 11a
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'%e Joint Commission

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

www.Jointcommission.org Headguarters
Omne Renaissance Boulevard

Oskbmok Terrsce, L. 60181
630 792 5000 Voice

Attachment- 11a
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Section 111, Purpose of the Project, and Alternatives - Information Requirements

Purpose of Project
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.

The Applicant seeks to add podiatry, pain management, ophthalmology and orthopedic
surgery services at its existing ASTC.

The purpose of this project is to improve access and quality of care and to reduce costs for
residents of the geographic service area (GSA). With the relocation of St. Elizabeth’s
Hospital from Belleville to O’Fallon (Project #14-043) and The Memorial Network shifting
services from Memorial Hospital Belleville to Memorial Hospital East in Shiloh (Project #16-
018), residents of Fairview Heights and Belleville need additional services to be provided
locally to fill the void left by these departures. It is well known that many patients travel to
St. Louis for specialty care and advanced care, including podiatry, pain management,
ophthalmology and orthopedic surgical services. MESC hopes to be able to serve these
residents in their communities rather than having them travel outside of Illinois to obtain
healthcare.

As discussed below, the Project will improve access to ambulatory surgical care, which is
one of the key areas of demand for complex, specialized health care in the area. Access to
ambulatory surgical care is essential to the overall well-being of the community,
particularly in light of the aging population and the co-morbidities associated with that
shifting age cohort.

As set forth in a letter from the ASC Advocacy Committee to Secretary Sebelius regarding
implementation of a value-based purchasing system for ASTCs, ASTCs are efficient
providers of surgical services. ASTCs provide high quality surgical care, excellent outcomes
and a high level of patient satisfaction at lower cost than hospital outpatient departments
(HOPDs). Surgical procedures performed in an ASTC are reimbursed at lower rates than
HOPDs and result in lower out-of-pocket expenses to patients. In fact, based on United
Healthcare's desire to cover certain procedures only in the ASTC setting, the payor has
announced prior authorization guidelines in Fairview Heights for certain surgical
procedures in outpatient hospital settings that will not apply to ASTCs. Metroeast
Endoscopic Surgery Center (MESC) expects other payors to follow suit in the near future.
Accordingly, the applicant seeks to provide a high-quality, lower cost option to area
residents.

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

The mandated geographic service area (GSA) pursuant to the State Board rules consists of
those illinois areas within 17 miles of the existing location. A map of this area is attached as
attachment 12B. Distances from MESC to the market area boarders are as follows:

East: Clinton County, lllinois (17 miles)

South: Waterloo, Illinois (17 miles)

West: Eastern Missouri {17 miles)

North: Edwardsville, Illinois {17 miles)

Attachment- 12
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As shown in 1110.235{c)(2)(B)(ii), which is attached as Attachment 124, 88% of the
patients who undergo ambulatory surgery at MESC reside within 17 miles of the ASTC.

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

A. Patients Residing in the GSA are currently undergoing surgical
procedures in the hospital setting despite the fact that the ASTC
represents a lower cost option

Many of the volumes identified in the physician referral letters in Appendix 1 are associated
with outpatient cases that are currently being performed in the hospital setting. By offering
additional ASTC services in Fairview Heights, the Applicant will allow these patients to
obtain this same high quality care in a more convenient, lower cost setting, Doing so aligns
with the preferences of patients, providers and insurance companies,

B. Improve access to safety net services

During Calendar Year 2017, MESC and Physicians’ Surgical Center (PSC), which is a sister
provider to MESC, were the only ASTCs in the GSA for which Medicaid patients constituted a
material portion of their total patients. MESC will welcome Medicaid patients seeking
podiatry, pain management, ophthalmology and orthopedic services as it does with current
specialties, In 2017, MESC saw 1,133 Medicaid patients (27% of patients) and in 2018 it saw
823 Medicaid patients {22% of patients). The Applicant anticipates that a similar
percentage of Medicaid patients will utilize the proposed additional specialties. It is
imperative for patients to be able to obtain safety net services in the ambulatory surgery
center setting particularly in light of the State of Illinois’ budgetary crisis.

C. There is unused capacity at MESC

MESC currently has unused capacity and is expecting to see a decrease in endoscopy cases
as they shift to its sister facility, Physician’s Surgical Center, upon PSC’s relocation to
O’Fallon, MNlinois (Project #19-025). Accordingly, healthcare resources such as operating
rooms and staff are underutilized. Adding additional specialties would allow MESC to lower
the cost of care hy better utilizing its existing space and staffing resources.

Cite the sources of the information provided as documentation.

Letter from ASC Advocacy Committee to Secretary Sebelius available at
http://wasca.net/wp-content/uploads/2010/10/Final-ASCAC-ASCA-VBP-letter-
Sebelius.pdf (last visited july 24, 2019).

United Healthcare’s prior authorization requirements for HOPDs available at

https://www.uhcprovider.com/content/dam/provider/docs/public/policies/protocols/Pri
or Authorization Qutpatient Surgical Procedures FAQ.pdf (last visited July 24, 2019).

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

As discussed in greater detail above, by offering additional surgical specialties, MESC can
better meet the needs of patients residing in the Metro East St. Louis Region of lllinois. Since
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the ASTC is the lowest cost and most convenient setting for these procedures, the addition
of podiatry, pain management, ophthalmology and orthopedic surgery will increase access
to high quality health services for patients residing in MESC's service area,

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

The Applicant’s prevailing objectives are to enhance access to ambulatory surgical care for
patients and to improve the quality of these services. Specifically, the goals of the Project

are:

¢ To meet the demand for lower cost ambulatory surgery services in the defined
service area.

e Toimprove access to safety net services for residents of the GSA.
e To increase utilization of MESC.

These goals can be achieved at the time of project completion.
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ATTACHMENT 12-A

The table below lists the patient origin by zip code for all patients treated at MESC during calendar
year 2018. As documented in Attachment- 24, 3,312 (or 88%) of the cases were from patients

residing in the GSA.
Patient
Home Zip

Code 2018 Volume
62269 449
62226 311
62221 308
62208 279
62234 209
62040 205
62223 161
62220 139
62258 122
62206 91
62232 89
62205 79
62204 76
62203 75
62254 69
62025 59
62207 50
62260 50
62294 49
62060 43
62201 42
62298 39
62034 34
62255 34
62285 33
62243 32
62293 31
62264 30
62249 29
62062 25
62230 25
62231 22
62278 21
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62239

62281

62002

62236

62271

62257

62286

62088

62240

66216

62225

62095

62215

62222

62245

62292

62237

62246

62263

62966

62052

62059

62090

62275

62288

62801

62864

62881

62214

62255

62289

62084

62272

62282

62891

62907

63026

63129

63301
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63303

62018

62024

62035

62046

62202

62248

62882

63031

63116

63121

29412

38316

39772

46311

62241

62244

62256

62274

62414

62553

62828

62832

62853

62888

630035

63021

63038

63080

63088

63102

63105

63108

63111

63118

63119

63125

63128

63130
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63138

63146

63368

63376

23608

23665

38016

60202

60439

60560

61550

62010

62012

62016

62097

62217

62253

62273

62277

62295

62401

62454

62471

62612

62704

62810

62837

62838

62846

62848

62859

62896

62924

162932

63025

63034

63090

63104

63106
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Alternatives to the Proposed Project

The Applicant proposes to add surgical services at its existing ASTC. The Applicant belicves that
the proposed project is the optimal alternative when balancing access and quality with costs. The
following narrative consists of a comparison of the proposed project to an alternative option.

The Applicant has considered the following alternatives:
Do Nothing (30)

This alternative would maintain the status quo, which is to have patients undergo
procedures in the hospital setting and/or travel to Missouri to obtain care. It would not
improve access to high-quality, lower cost ASTC care as described throughout this
application. Furthermore, doing nothing would not improve access to safety net services
for residents of the GSA or increase utilization at Metroeast Endoscopic Surgery Center
(MESCQ). For these reasons, this alternative was rejected.

Add surgical specialties at MESC (Proposed). ($331,000)

To improve access for Fairview Heights area residents to podiatry, pain management,
ophthalmology and orthopedic surgery services in the ASTC setting, the Applicant decided
to add these surgical specialties to its existing multi-specialty ASTC. After weighing this
option against others, it was determined that this alternative would provide the greatest
benefit in terms of increased utilization and increased access to health care services.

For all of these reasons, this was the chosen alternative.
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Size of Project

The applicant proposes to add podiatry, pain management, ophthaimology and orthopedic
surgery services at an existing multi-specialty ASTC. The gross square footage of clinical space
at the existing facility is 2,642 gsf. There is no change in square footage associated with this

planned addition of surgical specialties.
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Project Services Utilization

This criterion is applicable only to projects or portions of projects that involve services, functions
or equipment for which the HFSRB has established utilization standards or occupancy targets in
77 1l. Admin. Code 1100. There are no such standards for the addition of a specialty to an
existing ASTC.

Page 1 of | Attachment-15
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Unfinished or Shell Space

The proposed project does not entail unfinished or shell space, so this section is not
applicable.

Page 1 of 1 Attachments-16 & 17
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Section VII Service Specific Review Criteria

This is project does not involve any of the following services. Therefore the assoctated
sections are not applicable.

® & & & & 5 & ° & & & & o O

Medical/Surgical, Obstetric, Pediatric and Intensive Care
Comprehensive Physical Rehabilitation

Acute Mental Illness and Chronic Mental Illness

Open Heart Surgery

Cardiac Catheterization

In-Center Hemodialysis

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

Attachments-18-23 & 25-32
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Section VI, Service Specific Review Criteria
n-Hospital Based Ambulatory Surgery

No

i 1110.235(c)(2) - § ©G hic Area Resid

1.

# 19-043

Attached as Attachment- 24a is a map outlining the intended geographic service area
(GSA) for the existing ASTC. As set forth in Criterion 1110.235, Metroeast Endoscopic
Surgery Center (MESC) serves residents of Fairview Heights and surrounding
communities within 17 miles of the existing site. Accordingly, the intended GSA

consists of those areas within 17 miles of MESC.

Table 1110.235(c)(2)(B)(i) below lists all of the Illinois zip codes located, in total or
in part, within 17 miles of the existing ASTC as well as 2017 population estimates for
each zip code.

Table 1110.235(c)(2)(B)(i)
2017
2IP City Population

62040 Granite City 42,517
62269 O Fallon 33,265
62234 Collinsville 32,496
62025 Edwardsville 32,008
62226 Belleville 28,550
62221 Belleville 28,460
62220 Belleville 19,510
62223 Belleville 17,204
62208 Fairview Heights 16,822
62298 Waterloo 16,604
62249 Highland 15,705
62206 East Saint Louis 15,233
62294 Troy 14,322
62236 Columbia 13,573
62034 Glen Carbon 13,217
62258 Mascoutah 9,452
62204 East Saint Louis 8,364
62207 East Saint Louis 8,327
62205 East Saint Louis 8,276
62201 East Saint Louis 8,199
62203 East Saint Louis 7,674
62062 Maryville 7,624
62260 Millstadt 7,226
62232 Caseyville 6,942
62254 Lebanon 5,953
62243 Freeburg 5,587
62239 Dupo 4,508
62060 Madison 4,763
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62265 New Baden 4,558
62285 Smithton 4,484
62293 Trenton 4,434
62225 Scott Air Force Base 3,702
62264 New Athens 3,534
62026 Edwardsville 2,757
62281 Saint Jacob 2,640
62257 Marissa 2,623
62087 South Roxana 2,247
62240 East Carondelet 1,782
62084 Roxana 1,773
62048 Hartford 1,671
62061 Marine 1,667
62090 Venice 1,267
62059 Lovejoy 582

Source: 2017 American Community Survey

Table 1110.235(c)(2)(B)(ii) lists the patient origin by zip code for all patients treated
at MESC during calendar year 2018. As documented in Table 1110.235(c)(2)(B)(ii)
below 3,312 (or 88%) of the cases were from patients residing in the GSA.

1110.235(c){2)(B)(ii)
Patient
Home Zip 2018
Code Volume

62269 449
62226 311
62221 308
62208 279
62234 209
62040 205
62223 161
62220 139
62258 122
62206 91
62232 89
62205 79
62204 76
62203 75
62254 69
62025 59
62207 50
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62260 50
62294 49
62060 43
62201 42
62298 39
62034 34
62255 34
62285 33
62243 32
62293 31
62264 30
62249 29
62062 25
62230 25
62231 22
62278 21
62239 20
62281 19
62002 18
62236 16
62271 15
62257 12
62286 12
62088 11
62240 11
66216 10
62225 10
62095 9
62215 8
62222 8
62245 8
62292 8
62237 7
62246 7
62263 7
62966 7
62052 6
62059 6
62090 6
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62275

62288

62801

62864

62881

62214

62255

62289

62084

62272

62282

62891

62907

63026

63129

63301

63303

62018

62024

62035

62046

62202

62248

62882

63031
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38316
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62244

62256
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62414
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62828
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62853

52888

63005

63021

630338

63080

63088

63102

63105

63108

63111

63118

63119

63125

63128
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63368

63376

23608

23665

38016

60202

60439

60560

61550

62010
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62016

62097

62217
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62454
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62612

62704

62810

62837

62838

62846

62848

62859

62896

62924

162932

63025

63034

63090

63104

63106

63112

63115
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Section VII, Service Specific Review Criteria
Non-Hospital Based Ambulatory Surgery

Physician referral letters providing historical utilization data and anticipated case volumes
are attached at Appendix- 1. Zip code data for historical patients is also included with the
letters.

Section VII, Service Specific Review Criteria
Non-Hospital Based Ambulatory Surgery
jteri 1 -

a. The existing ASTC currently operates two procedure rooms. No changes will be made
to the current facility. In 2018, 3,763 cases (1,381 surgical hours) were performed at
MESC. There is sufficient capacity to accommodate the additional cases identified in
Appendix- 1.

b. The estimated time per procedure including clean-up and set-up time is shown in the
table below. These figures are based on the CY2017 ASTC questionnaire state

summary.
Specialty | Average Case Time (Hours)
Podiatry 1.86
Pain Management 0.62
Ophthalmology 0.78
Orthopedic Surgery 3.85

Section V11, Service Specific Review Criteria
Non-Hospital Based Ambulatory Surgery

This project would expand access to care in the ASTC setting for residents of the GSA and
address the exodus of healthcare services from the Fairview Heights/Belleville area as
discussed in Attachment- 12. Further, by adding surgical specialties at its existing ASTC, the
Applicant will be able to shift procedures appropriate for an ASTC setting away from hospital
outpatient departments (HOPDs). Doing so is important since HOPDs are more costly, less
efficient and less convenient than ASTCs.

As described in Attachment- 12, ASTCs provide high quality surgical care, excellent outcomes
and high levels of patient satisfaction at a lower cost than HOPDs. Surgical procedures
performed in an ASTC are reimbursed atlower rates than HOPDs and result in lower out-of-
pocket expenses for patients. Furthermore, patients often report an enhanced experience at
ASTCs compared to HOPDs due, in part, to easier access to parking, shorter waiting times
and ease of access into and out of the operating rooms. Finally, surgeons are more efficient
due to faster turnover of operating rooms, designated surgical times without risk of delay
due to more urgent procedures and specialized nursing staff. As a result of these efficiencies,

more time can be spent with patients thereby improving the quality of care.
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With the above in mind, adding specialties at MESC would benefit local communities and
keep patients in Illinois.

Section Vi, Service Specific Review Criteria
Non-Hospital Based Ambulatory Surgery

1. Unnecessary Duplication of Services

a. The existing ASTC will remain in its current location in Fairview Heights. A map of the
facility’s market area is attached at Attachment- 24a. Table 1110.235(c)(7)(A) below
lists the zip codes that comprise the GSA as well as the corresponding populations.

Table 1110.235(c)(7)(A)
2017
2IP City Population

62040 Granite City 42,517
62269 O Fallon 33,265
62234 Collinsville 32,496
62025 Edwardsville 32,008
62226 Belleville 28,550
62221 Belleville 28,460
62220 Belleville 19,510
62223 Belleville 17,204
62208 Fairview Heights 16,822
62298 Waterloo 16,604
62249 Highland 15,705
62206 East Saint Louis 15,233
62294 Troy 14,322
62236 Columbia 13,573
62034 Glen Carbon 13,217
62258 Mascoutah 9,452
62204 East Saint Louis 8,364
62207 East Saint Louis 8,327
62205 East Saint Louis 8,276
62201 East Saint Louis 8,199
62203 East Saint Louis 7,674
62062 Maryville 7,624
62260 Millstadt 7,226
62232 Caseyville 6,942
62254 Lebanon 5,953
62243 Freeburg 5,587
62239 Dupo 4,908
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62060 Madison 4,763
62265 New Baden 4,558
62285 Smithton 4,484
62293 Trenton 4,434
62225 Scott Air Force Base 3,702
62264 New Athens 3,534
62026 Edwardsvilte 2,757
62281 Saint Jacob 2,640
62257 Marissa 2,623
62087 South Roxana 2,247
62240 East Carondelet 1,782
62084 Roxana 1,773
62048 Hartford 1,671
62061 Marine 1,667
62090 Venice 1,267
62059 Lovejoy 582

Source: 2017 American Community Survey

# 19-043

b. Alist of all existing and approved health care facilities located within the MESC GSA
is attached at Attachment- 24b.

2. Maldistribution of Services
Ratio of Stations to Population
As shown in Table 1110.235(c)(7}(B), the ratio of operating rooms to population is below
the state average. Since access to operating rooms is more limited than in other parts of the
state, it is important that MESC is able to offer additional specialties to increase access to
surgical services. This is particularly true because there are far more operating rooms in
the hospital setting than in the lower cost ASTC setting, which is the more appropriate
setting for simple surgical procedures. Specifically, there will be 102 surgical suite rooms
in the GSA and 79.4% of those rooms will be operated under a hospital license with a much
higher cost to patients, the government, employers and private payors.

Table 1110.235(c){7)(B)
Ratio of Stations to Population

Operating & Rooms to

Population | Procedure Rooms Population
Geographic Service Area 481,577 102 1:4,721
State 12,854,526 2,778 1:4,627

Sources: 2017 American Community Survey, lllinois HFSRB Hospital and ASTC Profiles

3. Impact to Other Providers

The Project will not have an adverse impact on existing facilities in the GSA or lower
utilization of other area providers that are operating below the occupancy standards. As
discussed throughout the application, MESC is seeking authority from the State Board to add
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surgical specialties at its existing ASTC. The volumes involved in adding these specialties are
nominal and would have a very limited impact on any single provider.

Section VlI, Service Specific Review Criteria

Non-Hospital Based Ambulatory Surgery

The Applicant does not anticipate issues with hiring Registered Nurses and Certified Surgical
Technologists as needed. Dr. Ahmed routinely recruits for various clinical staff and offers fair
wages and if necessary, sign-on and referral bonuses for newly hired clinical employees.

The Applicant anticipates that MESC’s current Medical Director, Dr. Shakeel Ahmed, will
continue to function as Medical Director, Dr. Ahmed’s CV can be found at Attachment- 24d.
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Non-Hospital Based Ambulatory Surgery
Criterion 1110,235(c)(9) - Ck C i
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Table 1110.1540{c}{9)

Name of Procedure Primary CPT|Max Charge |
Blepharoplasty Upper Eyelid W/Excessive Skin 15823 $10,843
Injection Tendan Origin/Insertion 20551 $5,500
Trigger Point 1-2 Muscles 20552 45,500
Drain/Inj Joint/Bursa 20605 $5,500
Drain/Inj Joint/Bursa W/O Us 20610 $5,500
Remove Part Of Neck Vertebra 22100 539,897
Remove Part Thorax Vertebra 22101 $18,363
Remove Part Lumbar Vertebra 22102 $39,897
Closed Tx Vert Fx W/O Manj 22310 55,500
Closed Tx Vert Fx W/Manj 22315 $18,363
Manipulation Of Spine 22505 $9,193
Perg Cervicothoracic Inject 22510 $18,363
Perq Lumbosacral Injection 22511 $18,363
Perg Vertebral Augmentation 22513 $39,897
Spine Surgery Procedure 22899 $18,363
Tenotomy Shoulder Area 1 Tendon 23405 539,897
Tenodesis Long Tendon Biceps 23430 539,897
Open Tx Clavicular Fracture Internal Fixation 23515 539,897
Arthrt Elbow Capsular Excision Capsutar Rls Spx 24006 $18,363
Excision Olecranon Bursa 24105 518,363
Partial Excision Bone Humerus 24140 518,363
Partial Excision Bone Olecranon Process 24147 $18,363
Tenolysis Triceps 24332 $18,363
Rinsj Rptd Biceps/Triceps Tdn Dstl W/Wo Tdn Grf 24342 $39,897
Tnot Elbow Lateral/Medial Debride Open 24358 $18,363
Tnot Elbow Lateral/Medial Debride Open Tdn Rpr 24359 $18,363
Achillles Lenngthening 27612 $18,363
Achilles Repair 27650 518,363
Peroneal Or Post Tibial Trnsfer/ Repair 27658 $18,363
Tarsal Tunnel Release 28035 $11,420
Heel Spur Sx With Exostectomy And Fascial Releas/Excision 28119 $18,363
Fusion, Tendon Lengthening Transfer 28240 518,363
Tendon Transfer Exestectomy 28288 $18,363
Buionectomy W Ostetomy Or Multiple Osteotomy 28296 518,363
Calcaneal Osteotomy 28300 $39,897
Open Reduction Internal Fracture Fixation, Great Toe 28505 518,363
Open Reduction Internal Fracture Fixation, Phalanx Or Philanges Other Than Great Toe 28525 $18,363
Open Reduction Internal Fracture Fixation, Tarsal Bone Dislocation 28555 $39,897
Open Reduction Internal Fracture Fixation, Talotarsal Joint Dislocation 28585 $39,897
Digital Arthroplasty Fusion 28899 $5,500
Arthroscopic Procedures 28899 85,500
Arthroscopy Shouider Surgical Capsulorrhaphy 29806 $39,897
Arthroscopy Shoulder Surgical Repair Slap Lesion 29807 $39,897
Arthroscopy Shoulder Surgical Removal Loose/Fb 29819 $18,363
Arthroscopy Shoulder Surg Debridement Extensive 29823 $18,363
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Table 1110.1540(c){9)

Name of Procedure Primary CPT|Max Charge |
Arthroscopy Shoulder Distal Claviculectomy 29824 $18,363
Arthroscopy Shoulder Ahesiolysis W/Wo Manipj 29825 $18,363
Arthroscopy Shoulder W/Coracoacrm Ligmnt Release 29826 $19,527
Arthroscopy Shoulder Biceps Tenodesis 20828 $39,897
Arthroscopy Elbow Surgical W/Remaval Loose/Fb 29834 $18,363
Arthroscopy Elbow Surgical Debridement Extensive 29838 518,363
Arthroscapy Knee Osteochondral Agrft Mosaicplast 29866 $39,897
Arthroscopy Knee Removal Loose/Foreign Body 29874 $18,363
Arthroscopy Knee Synovectomy 2/>Compartments 29876 $18,363
Arthrs Kne Surg W/Meniscectomy Med/Lat W/Shvg 29881 518,363
Cervical Epidural, Thoracic Epidural {Neck) 62320 55,500
Lumbar Epidural Block {Back} 62322 $5,500
Supraorbital Nerve Block {Forehead) 64400 $5,500
Trigeminal Nerve Blocks (Face) 64402 $5,500
Cervical Plexus Block {Shoulder} 64413 $5,500
Brachial Plexus Block, Elbow Block, And Wrist Block {Shoulder/Arm/Hand/Elbow, And Wrist) 64415 45,500
Ophthalmic Nerve Block (Eyelids And Scalp} 64450 $5,500
Maxillary Nerve Block {Upper Jaw) 64450 $5,500
Inj. Foramen Epidural C/T 64479 $5,500
Inj. Foramen Epidural L/S 64483 $5,500
Cervical Paravertebral Block {Upper Neck) 64490 $5,500
Inj. Paravert FInt L/S 1 Lev 64493 $5,500
Sphenopalatine Nerve Block {Nose And Palate) 64505 $5,500
Injection Treatment Of Nerve 64640 $5,500
Traheculoplasty Laser Surg 1+ Sess 65855 $5,500
Ciliary Bdy Dstrj Cyclope Ndsc 66711 $13,420
Iridotomy/Irdec Laser Surg 1+ Sess 66761 55,500
Post-Cataract Laser Surgery 66821 $5,500
Xcapsl Ctre Rmvl Insj Lens Prosth 1 Stg 66982 $13,420
Cataract Removal, Insertion Of Lens 66984 $13,420
Unlis Ant Sgm Eye 66999 $13,420
Intravitreal Njx Pharmacologic Agt Spx 67028 $5,500
Rpr Blpos Levator Rescj/Advmnt Xtrn! 67904 512,689
Ankle Pathology 88307 $5,500
Office Consultation 99244 $4,106
Metarsal Osteotomy With Bunionectomy 28296 518,363
Metatarsal Osteotomy 28306 $39,897
Arthroscopy Shoulder Rotator Cuff Repair 20827 $39,897
Subarachnoid Block And Celiac Plexus Block (Abdomen And Pelvis) 62321-62327| $5,500

Table 1110.235(c)(9) above is a non-exhaustive list of the procedures by primary CPT code
that will be typically performed within the new specialties. Each line shows anticipated
maximum charges for two years for a surgical case with the primary CPT code shown.
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Section VII, Service Specific Review Criteria
Non-Hospital Based Ambulatory Surgery
Criterion 1110.235(c)(10) - A

Attached as Attachment- 24c is a letter from MESC that contains assurances as outlined in
1110.235(c)(10).
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ATTACHMENT- 24a
Ff -Old Jame%hm"r 3 ksl
e B -Edwa ,ﬂ
ol
+Florissant -Spanish Lal i
*Hazel @ —_— 5
= «Ferguson -Be '.oiﬁime Neighbors “Glen Carbon -Heghland
ad HelghtsJ\-\\_‘ :.J'E ,
. rland ¥ .Granite City :
! ~Collinsville :
Cc |
+Shiloh
Swansea, g Clair ShilohlVallev ILLINOIS
*Believille S
c L A I R B —
h"
oy
! e
;- _;.:":
-Freeburg
s
£ A 5

/

‘Waterloo "‘““--._.h_ e

Attachment- 24

79



ATTACHMENT- 24b

# 19-043

Travel Travel
Facility Name Address City County Zlp Distance Time
{Miles) | {Minutes)

Memarial Haspital Belleville 4500 Memorial Dr. Belleville St. Clair | 62226 4 10
Bel-Clair Ambulatory Surgical Treatment Center 325 W. Lincoln Belleville St. Clair | 62220 5 11
Physicians’ Surgical Center 311 W. Lincoln Belleville St. Clair | 62220 5 11
St. Elizabeth's Hospital 1 5t. Elizabeth's Blvd. O'Fallon St. Clair | 62269 5 12
Memorial Hospital - East 1404 Cross 5t. Shitoh St. Clair | 62226 5 13
Touchette Regional Hospital 5500 Bond Ave. Centreville St. Clair | 62207 9 17
Anderson Hospital 6800 State Route 162 Maryville Madison | 62062 13 24
Gateway Regional Medical Center 2100 Madison Ave. Granite City | Madison | 62040 17 24
Edwardsville Ambulatory Surgery Center, LLC. 12 Ginger Creek Parkway C(a;:::n Madison | 62034 22 26
Monroe County Surgical Center 501 Hamacher Waterloo Monroe | 62298 23 36
St. Joseph's Hospital 12866 Troxler Ave, Highland Madison | 62249 28 39
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Richard Sewell, Vice Chair

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

Springfield, Illinois 62761

RE: Non-Hospital Based Ambulatory Surgical Treatment Center Assurances
Dear Vice Chair Sewell:

Pursuant to 77 Ill. Admin. Code § 1110.235(c)(10), I hereby certify the following;:

e Metroeast Endoscopic Surgery Center will continue its existing peer review
program that evaluates whether patient outcomes are consistent with quality
standards established by professional organizations for surgical services. If
outcomes do not meet or exceed those standards, a quality improvement plan will
be initiated.

¢ By the second year of operation after the project completion date, the annual
utilization of the surgical rooms at Metroeast Endoscopic Surgery Center will, by
the addition of the anticipated cases, be optimized to exceed its current utilization.

Sincerely,

Sl

Shakeel Ahmed, MD
President

Notarization:

Subscribed and sworn to before
me this @™ day of Sofx /7

e ,) o
_,g"""',—"’" /_:._ 7 3
= - -
. e l
o g% al ) _.a%' ——
= oy ,r o

Signature of Notary
seal Mm 8. GIIcK
Siata of Missouri, msgglumy
#15418554
My Commission Expires: October 14, 201
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Richard Sewell, Vice Chair

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

Springfield, Illinois 62761

RE: Charge Commitment

Dear Vice Chair Sewell:

# 19-043

Pursuant to 77 Ill. Admin. Code § 1110.235(c)(9), I hereby certify the charge schedule
included in this certificate of need application will not be increased, at a minimum, for
the first two years of operation unless a permit is first obtained pursuant to 77 Il. Admin.

Code § 1130.310(a).

Sincerely,

Shakeel
President

ed, MD

Notarization:

Subscribed and sworn to before

Signature of Notary
seal
THOMAS G, GLICK

Notary Public - Notary See)
Gtate of Missouri, St. Louis County
Commission #156418564
My Commission Expires: October 14, 2019

Attachment-24c
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SHAKEEL AHMED, M.D., FACP, FACG

5023 North lllinois Street, Fairview Heights, IL 62208-0678 618-239-0678 shakeelahmedgi@gmail.com

INTERVENTIONAL GASTROENTEROLOGIST/HEPATOLOGIST

Board Certified Physician affiliated with multiple illinois and 5t. Louis area hospitals. Expert medical specialist
skilled in cultivating rapport with patients and building strong working relationships with referring physicians.

EDUCATION

Dow Medical College — Karachi, Pakistan 1995
Maedical Doctor - MB, BS

MEDICAL TRAINING

University of Montreal — Montreal, Canada 2002
Advanced Training in Endoscopic Ultrasonography

University of Louisville — Louisville, KY 2000-2002
Fellow - Interventional Gastroenterology

University of Louisville — Louisville, KY 1999-2000
Fellow - Transplant Hepatology

Flushing Hospital, Affiliate of Cornell University Medical Center — Queens, NY 1996-1999
Resident - Internal Medicine

CERTIFICATION

BOARD CERTIFICATION

Diplomat — American Board of Gastroenterology/Hepatology, 2002
Diplomat — American Board of Internal Medicine, 1999

Diplomat — American Board of Aesthetic Medicine, 2018

CLINICAL CERTIFICATION
Certified in Endoluminal Gastroplication (ELGP), 2003

PROFESSIONAL EXPERIENCE

Center for Gastrointestinal Health — Fairview Heights, IL 2004 - Present
Interventional Gastroenterologist/Hepatologist
®  Founded and operates practice specializing in advanced therapeutic endoscopy and interventional
pancreato-biliary endosonography.
= Consult with and treat patients referred from general practice physicians and primary gastroenterologists
for complicated pancreato-biliary disorders

Apollo Ambulatory Surgery Center — St. Louis, MO 2018-Present
Medical Director and Endoscopist
Founded and operates a multi speciality Surgery Center specializing in all branches of surgery.

Attachment- 24d
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Metroeast Endoscopic Surgery Center — Fairview Heights, IL 2010-Present
Medical Director and Endoscopist
*  Founded and operates a Joint Commission accredited surgery center specializing in gastrointestinal
endoscopic procedures and therapeutic endoscopy.
= Endoscopic management of complicated pancreato-biliary disorders performed at the center, with
referral base extending over 4 states.
= Center performing the highest volume of gastric balloon placements for obesity in the Midwest.

University Digestive Disease Center — Chicago, IL 2002-2003

LEADERSHIP & TEACHING APPOINTMENTS

Apollo Ambulatory Surgery Center - St. Louis, MO 2018-Present
Maedical Director

Metroeast Endoscopic Surgery Center — Fairview Heights, lllinois
2010-Present
Medical Director

Physician’s Surgical Centre — Belleville, lllinois 2010-2011
Maedical Director

St. Louis University — 5t. Louis, Missouri 1995-Present
Assistant Clinical Professor of Medicine

Committee of Interns and Residents {CIR} — New York, New York 1998-1999
Etected Representative

Civil Hospital, Department of Vascular Surgery — Karachi, Pakistan 1995-1996
Resident House Officer

HONORS

Dow Medical College — Merit No. 3 in Final Professional MB, BS with Gold Medal for Academic Excellence, Grade A,
and Distinctions in Gynecological/Obstetrics and ENT.

Dow Medical College—Merit No. 2 in Third Professional MB, BS with Gold Medal for Academic Excellence, Grade A,
and Distinctions in Pathology, 1993.

RESEARCH

Ahmed, 5. “ORBERA Post-Approval Study: A prospective, multicenter, open-label, post-approval study of the
safety and effectiveness of ORBERA™ as an adjunct to weight reduction for obese adults; sponsored by Apollo
Endosurgery, Inc., Principal Investigator: June 2017-Present.

Ahmed, $. and Wright, R. — Chief of Gl, University of Louisville. “A randomized clinical triai (120 patients comparing
rabeprazole with lansoprazole in patients with erosive GERD.” 2000.

Ahmed, S. “Cardiac findings in a patient with Kleinfelters Syndrome.” Case report, 1997.

Ahmed, S. “Incidence of carotid stenosis in patients with hypertension.” 1996.
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# 19-043

AFFILIATIONS

American College of Gastroenterology (ACG)

American Society of Gastrointestinal Endoscopy (ASGE)
American Gastroenterological Association (AGA)
American College of Physicians (ACP)

International Anesthesia Research Society {IARS)
Ambulatory Surgery Center Association (ASCA)

NON-CLINICAL RECOGNITION

Member — American MENSA
Black Belt in Chinese Kenpo
Assistant Manager — American Red Cross; Levittown, PA (1996)
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Section 1120.120 Availability of Funds

The Project will be funded by cash on hand. Because Metroeast Endoscopic Surgery
Center, LLC is owned 100% by a single owner, there are no audited financial statements
available. To support the fact that there are sufficient funds to cover the cost of the
proposed project, the Applicant provides the enclosed letter from Mr. Aaron Vickar from
Buckingham Strategic Wealth noting the sufficiency of cash available for the Project.

Attachment-33
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BUCKINGHAM
STRATEGIC WEALTH

AVAYA
AVAYAYA
VAVAVLY

VAVAY

September 12, 2019

To Whom It May Concern:

# 19-043

8182 Maryland Ave.
Suite 500
5t. Louis, MO 63105

800.711.2027
314.725.0455

My name is Aaron Vickar and | serve as the Weaith Advisor for Dr. Shakeel Ahmed. | can confirm that he
has well in excess of $331,000 available that has not been earmarked for another project and can be

accessed, in cash, within 24 hours.
If you have any questions, please let me know.

Thank you.

Aaron Vickar (//p

Aaron Vickar

Wealth Advisor

BUCKINGHAM STRATEGIC WEALTH

avickar@bamadvisor.com | 314.743.2241 (direct) | 800,711.2027, ext. 241
8182 Mayland Ave. Suite 500, St. Louis, MO 63105

Aftachment- 33a
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Section VII, 1120.130 Financial Viability
Financial Viability Waiver

The Project will be funded through internal resources (cash on hand). Therefore, the
project qualifies for a financial viability waiver and financial viability ratios are not
required to be computed or provided.

Attachment-34
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Section VII, 1120.140 Financial Viability
Financial Viability Waiver

This project will be funded entirely with cash on hand. A copy of a letter from Aaron
Vickar evidencing sufficient funds to finance the proposed project is attached as
Attachment- 35a.

Attachment-35
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LA
203 BUCKINGHAM
w STRATEGIC WEALTH

September 12, 2019

To Whom It May Concern:

# 19-043

8182 Maryland Ave.
Suite 500
St. Louis, MO 63105

800.711.2027
314.725.0455

My name is Aaron Vickar and | serve as the Wealth Advisor for Dr. Shakeel Ahmed. | can confirm that he
has well in excess of $331,000 available that has not been earmarked for another project and can be

accessed, in cash, within 24 hours.
If you have any questions, please let me know.

Thank you.

Aaron Vickar (/‘/?

Aaron Vickar

Wealth Advisor

BUCKINGHAM STRATEGIC WEALTH

avickar@bamadvisor.com | 314.743.2241 (direct) | 800.711.2027, ext. 241
8182 Mayland Ave. Suite 500, St. Louis, MO 63105
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Section 1120.140 Economic Feasibility
A. Reasonableness of Financing Arrangements

Attached at Attachment- 36A is a letter from the Applicant attesting that the total
estimated project costs will be funded entirely with cash.

Attachment-36a

91



# 19-043

Richard Sewell, Vice Chair

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

Springfield, 1llinois 62761

Reasonableness of Financing Arrangements

Dear Vice Chair Sewell:

I hereby certify under penalty of perjury as provided in § 1-109 of the Illinois Code of
Civil Procedure, 735 ILCS 5/1-109 and pursuant to 77 Iil. Admin. Code § 1120.140(a)

that there will be no long term debt associated with the project and all project costs and
related costs will be funded in total with cash on hand.

Sincerely,

Ahmed, MD

Notarization:

Subscribed and swom to before
me this -'f:‘ﬂ day of ot Z“"/ ?

: / : £
g 7
7

Signature of Notary

seal THOMAS G GL]
18554
My Commission Expires: Oictober 14, 2019

Attachment-36a
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Section VIII, Economic Feasibility Review Criteria
Criterion 1120.140(B), Conditions of Debt Financing

The Project will be funded in total with cash. Accordingly, this criterion is not applicable.

Attachment- 36b
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# 19-043

1120.140 Economic Feasibility
C. Reasonableness of Project and Related Costs

1. The proposed project is for the addition of surgical specialties to an existing
multi-specialty ASTC. There will be no construction or modernization associated
with the proposed project. Accordingly, this criterion is not applicable.

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

3. The proposed project does not anticipate a capital expenditure to exceed
$3,585,250, and there is otherwise no standard applicable to the purchase of
medical equipment by an existing ASTC. The anticipated capital costs are
identified below:

Pain Management $19,000
Podiatry $27,000
Ophthalmology $105,000
Orthopedic Surgery $180,000
Total Movable or Other Equipment (not in construction contracts) $331,000

Attachment- 36C
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Section 1120.140 Economic Feasibility
D. Projected Operating Costs
E. Total Effect of the Project on Capital Costs

The Applicant seeks to add surgical specialties to an existing multi-specialty ASTC.

The table below provides information regarding costs as they relate to 1,221 units of
service.

Line 5 of the table addresses criterion 1120.140(d), Projected Operating Costs.

Line 4 of the table addresses criterion 1120.140(e), Total Effect of the Project on Capital
Costs.

Review Criteria Relating to Economic Feasibility
1 | Additional Units of Service (2021 Projected) 1,221
2 | Totat Capital Cost (2021 Projected) $47,286
3 | Total Operating Cost (2021 Projected) $750,549
4 | Capital Cost per Unit of Service $38.73
5 | Operating Cost per Unit of Service $614.70

Page 1 of 1 Attachment-36D



# 19-043

Safety Net Impact Statement

The Applicant seeks to add surgical specialties at its existing ASTC. No services are being
eliminated. The Project will enhance access to care at Metroeast Endoscopic Surgery Center
(MESC), and is not expected to have any adverse impact on safety net services in the community
or on the ability of any other health care provider to deliver services.

This Safety Net Impact Statement addresses the following requirements:

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.

Adding additional specialties at MESC will improve safety net services in the community.
In CY2018, 823 Medicaid patients (21.9% of patients) underwent procedures at MESC.
By expanding the range of surgical speciaities offered at MESC, the Project will improve
access to high quality, lower cost surgical care for this population.

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.

The addition of specialties at MESC will not adversely impact the ability of other providers
or health care systems to serve patients seeking safety net services. The Applicant does not
believe there will be any adverse impact on other providers or health care systems, as the
Project involves nominal case volumes.

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.

The proposed project involves adding additional specialties. As a result, an analysis
regarding how reduced services will impact the community is not applicable.

Safety Net Impact Statements shall also include:

1. For the three fiscal years prior to the application, the applicant must also
provide certification describing the amount of charity care provided by the
applicant;

2. For the three fiscal years prior to the application, a certification of the amount
of charity care provided to Medicaid patients;

3. Any information the applicant believes is directly relevant to safety net
services.

Attachment-37
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Safety Net Impact Statement

1. MESC Charity Care Information

FY 16 FY 17 FY 18
Charity Care (# of patients) 0 5 0
Charity Care (cost in dollars) $9,850 $16,500 $0
2. MESC Medicaid Information
FY 16 FY 17 FY 18
Medicaid (# of patients) 1,415 1,133 823
Medicaid (Revenue) $415,704 $397,044 $303,081

3. Additional Information Relevant to Safety Net Services

Over the last three years (2016 to 2018), Metroeast Endoscopic Surgery Center provided
Medicaid services in 3,371 encounters out of a total of 12,796 procedures, which is 26.3% of
the cases in that three year period. The Applicant anticipates that a similar percentage of
Medicaid patients will utilize the proposed additional specialties. Compare this to the payor
mix of area hospitals, which is about 3% Medicaid.

Attachment-37
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Charity Care Information

# 19-043

Charity care figures for MESC for the latest three audited fiscal years are provided in the

table below:

Metroeast Endoscopic Surgery Center

Charity Care
2016 2017 2018
1 | Net Patient Revenue $3,971,552 $2,705,717 $2,343,762
2 | Amount of Charity Care (charges) $9,850 $16,500 $0
3 | Cost of Charity Care $9,850 $16,500 $0
4 Ratio ofN t;epcac:is; r(l)tf lfel:,aér;tli Care to 0% 1% 0%

Attachment-38
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Physician Letters

Required documentation of anticipated physician referrals is found in the Appendix of this
application,

Appendix A
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# 19-043

ADVANCED Jal.nes D. Ta.ylor, DPM
ANKLE & FOOT Jennifer A. Schwigen, FNP-BC

lllinois Health Facilities and Services Review Board
525 West Jefferson St., 2™ Floor
Springfield, IL 62761

Dear Review Board:

t am a physician specializing in Podiatry. | 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 upen approval of the pending application to add Pediatry.

During the past 12 months, | have performed a total of 322 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 MES
Memorial Hospital 322 150
Total ‘

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.

!r______ . Table 2 - Patient Location B |
| Zip Code of Patient Residence ‘ Number of Patients
62221 v ] B2
62269 _ _ 67
62223 } 64
| 62220 56
62208 53

4600 Memorial Drive - Memorial Office Center Two - Suite 80 - Belleville, IL 62226-5359
4905 Stone Falls Center Drive + Suite B . O’Fallon, IL 62269
Phone 618.277.0001 . Fax 618.277.7339



# 19-043

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 specialties at Metroeast Endoscopic Surgery Center and
urge the Health Facilities and Services Review Board to approve this application.

Sincerely,

C]M_Mawre)

James D. Taylor,gPM

4905 Stone Falls Center Dr
Ste B
O’Fallon, IL 62269

Subscribed and sworn to me

Thisﬁ day of H_(l(}%’ , 2019

omsed Mg~

Notary Public U

LAURIE L CRAIG
Offictal Seal

Notary Public - State of illinols
My Commission Expires Sep 26, 2022
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Felix F. Ungacta, M.D., Board Certified Orthopedic Surgeon
Derek Lambert, NP-BC

MIDWEST

BONE AND JOINT SURGERY

September 10, 2019

lllinois Health Facilities and Services Review Board
525 West Jefferson St., 2" Floor
Springfield, IL 62761

Dear Review Board:

We are surgeons specializing in Orthopedic Surgery. We write to you in support of the
expansion of Metroeast Endoscopic Surgery Center. Please accept this letter to verify our
anticipated referrals to Metroeast Endoscopic Surgery Center upon approval of the pending
application to add Orthopedic Surgery.

During the past 12 months, we have performed a total of 410 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 our surgical practice, and we expect
similar or larger case volume going forward. With the addition of these specialties at Metroeast
Endoscopic Surgery Center, we expect to refer patient volume in Table 1 below.

Table 1 - Historical and Projected referrals

Projected Referrals to
Name and Location of Licensed Outpatient Cases Metroeast Endoscopic Surgery

Facility (8/1/2018 to Center
8/30/2019 (Outpatient Cases)
'HSHS ST JOSEPH HIGHLAND 372 200
HSHS ST JOSEPH BREESE 36 20
HSSH HOLY FAMILY 2 1
Total ' 410 221

30 Apex Dr, Suite 1 | Highland, IL 62249 | Office: (618)-654-5400 ! Fax: (618)-654-8700




# 19-043

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.

Patient by Zip Code Number of Patients

62249 108
62230 64
62293 45
62246 28
62216 18
62231 18
62245 14
62275 12
Other 103

Total | 410 |

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

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

W

Felix
Boar

gacta, MD
rtified Orthopedic Surgeon

T,  ANGELA M, BRUEGGEMANN
9 OFFICIAL SEAL

i Notary Publie, State of Iliinols

My Commission Enplres §

.Julv;l.a. 2022

i
J}?//@y/m /0 29
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Ilinois Health Facilities and Services Review Board
525 West Jefferson St., 2" Floor
Springfield, IL 62761

Dear Review Board:

| am a physician specializing in pain management. | 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 pain
management.

During the past 12 months, | have performed a total of 1200 surgical procedures at the hospitals and
surgery centers identified in Table 1 betow. 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

Historical No. of Cases | Projected No. of
Procedure Location Referred Referrals to MESC
Center for Interventional Pain Management.

505 Buckeye, Troy, IL 62294 — elt

Total ' ] 1200 600

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

62294 389
62234 938
62232 124
62208 290
62269 121
62062 111
62254 67

Total 1200
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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.

I support the proposed expansion of surgical specialties at Metroeast Endoscopic Surgery Center and
urge the Health Facilities and Services Review Board to approve this application,

Sincerely,

g

Mark Belcher, MD
Center for Interventional Pain Management
505 Buckeye, Troy, IL 62294

Subscribed and sworn to me

Thi;g_%l\ay ofﬂi@{& 2019

W&mgyﬂ
@)

Notary Public

LAURIE L cRAIG

R Obﬂ‘icfal Seal
ary Public - State of Ilinei
My Commission Expires Sep 26, 25022
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IDEAL EYE
SURGERY

Hlinois Health Facilities and Services Review Board
525 West Jefferson St., 2™ Floor
Springfield, IL 62761

Dear Review Board:

1 am a physician specializing in Ophthalmology. 1 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 Ophthalmology.

During the past 12 months, | have performed a total of 571 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
Historical No. of Cases Projected No. of
Procedure Location Referred Referrals to MESC
Eves of lllinois Surgery Center, Maryville, IL 429 250
5t. Anthony’s Hospital, Effingham, IL 112 0
Monroe County Surgery Center, Waterloo, IL | 30 0
Total 571 350

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 wil!
primarily come from the geographic service area of Metroeast Endoscopic Surgery Center

Table 2 - Patient Location

Zip Code of Patient Residence Number of Patients
62221 48
62269 95
62223 43
62220 38
62208 32

Ideal Eye Surgery LLC
1660 Essex Way, Ste A, O’Fallon, IL 62269
Phone: 618-391-1660
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IDEAL EYE
SURGERY

This information contained in this {etter 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 specialties at Metroeast Endoscopic Surgery Center and
urge the Health Facilities and Services Review Board to approve this application.

Sincerely,

P firk_

Name: Michael Stock, MD

Practice Address: 1660 Essex Way, Ste A, O'Fallon, IL 62269

Subscribed and sworn to me

This 9N day of &%b@r 12019

LAURIE L CRAIG
Official Seal

Notary Public - State of lilinois
My Commission Expires Sep 26, 2022

Ideal Eye Surgery LLC
1660 Essex Way, Ste A, O’Falion, Il. 62269
Phone: 618-391-1660
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n
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Kara Friedman
Polsinelli PC
312-873-3639

kfriedman(@polsinelli.com

Mr. Michael Constantino

Illinois Health Facilities and Services Review Board
525 West Jefferson Street

Springfield, Illinois 62761

Re: Certificate of Need Application
Dear Mr. Constantino:

Metroeast Endoscopic Surgery Center, LLC hereby submits the attached Certificate of Need
application to add podiatry, orthopedic surgery, ophthalmology and pain management as surgical
specialties at its existing surgery center located at 5023 N. Illinois St. Suite 3 Fairview Heights,
IL 62208. For your review, I have attached the following:

1. An original and one copy of the completed application for permit

2. A check for $2,500 for the application processing fee

Thank you for your time and consideration of the Applicant’s application for permit. If you have
any questions or need any additional information to complete your review of the application for

permit, please feel free to contact me.

Sincerely,

Kara Friedman
Attorney, Polsinelli PC





