#E-061-21
ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR CHANGE OF OWNERSHIP EXEMPTION
SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be compieted for all projects.

Facility/Project identification

Facility Name: Midwestern Regionai Medical Center---Real Estate
a/k/a Cancer Treatment Centers of America, Chicago
Street Address: 2520 Elisha Avenue
City and Zip Code: Zion, IL 60099
County: Lake Health Service Area:  VIii Health Planning Area: A-09
Legislators
State Senator Name. Melinda Bush
State Representative Name: Joyce Mason
Applicant(s) [Provide for each applicant (refer to Part 1130.220})]
Exact Legal Name:. Midwestern Regional Medical Center, LLC
Street Address: 2520 Elisha Avenue
City and Zip Code: Zion, I 60099
Name of Registered Agent: Angela S. Minghali
Registered Agent Street Address: 2610 Sheridan Road
_Registered Agent City and Zip Code: Zion, IL_60099
Name of Chief Executive Officer. Pete Govorchin
CEQ Stireet Address: 2520 Elisha Avenue
CEQ City and Zip Code: Zion, IL 60099 847/872-6309
CEO Telephone Number: 847/872-6309

Type of Ownership of Applicants

O Non-profit Corporation O Partnership

! For-profit Corporation O Governmental

X Limited Liability Company ] Sole Proprietorship ]
Other

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

standing.
o Partnerships must provide the name of the state in which 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, RS ey

Primary Contact [Person to receive ALL correspondence or inquiries]
Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address: 675 North Court, Suite 210 Palatine, IL 60067
Telephone Number: 847/776-7101

E-mail Address: jacobmaxel@msn.com

Fax Number:
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#E-061-21
ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR CHANGE OF OWNERSHIP EXEMPTION
SECTION |. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Midwestern Regional Medical Center---Real Estate
a/k/a Cancer Treatment Centers of America, Chicago

Street Address: 2520 Elisha Avenue

City and Zip Code: Zion, IL 60099

County: Lake Health Service Area. Viii Heaith Planning Area: A-09
Legislators

State Senator Name: Melinda Bush

State Representative Name: Joyce Mason

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

Exact Legal Name: Sheridan Trust U/A/D 4/1/12

Street Address: cfo Dennis P. Lynde, Trustee 20 N. Martingdale Road Ste 180
City and Zip Code: Schaumburg, IL 60173

Name of Registered Agent: N/A

Registered Agent Street Address: N/A

Registered Agent City and Zip Code:  N/A

Name of Chief Executive Officer: N/A

CEOQ Street Address: N/A

CEO City and Zip Code: N/A

CEQ Telephone Number: N/A

Type of Ownership of Applicants

Non-profit Corporation 'l Partnership
] For-profit Corporation ] Governmental
| Limited Liabitity Company ] Sole Proprietorship
X Other

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

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

and address of each partner specifying whether each is a general or limited partner.

. APPEND DOCUMENTATION AS ATTACHMENT*; IN NUMERIC SEQUENTIAL ORDER AFI'ER
| THE LAST PAGE OF THE APPLICATION FORM.

Primary Contact [Person to receive ALL correspondence or inquiries]

Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address: 675 North Court, Suite 210 Palatine, IL 60067
Telephone Number: 847/776-7101

E-mail Address: jacobmaxel@msn.com

Fax Number:
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#E-061-21

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR CHANGE OF OWNERSHIP EXEMPTION

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

Facility/Project Identification

Facility Name: Midwestern Regional Medical Center---Real Estate
afl/a Cancer Treatment Centers of America, Chicago

Street Address: 2520 Elisha Avenue

City and Zip Code: Zion, IL 60099

County. Lake Health Service Area:  Vili Health Planning Area: A-09
Legislators

State Senator Name: Meiinda Bush

State Representative Name: Joyce Mason

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

Exact Legal Name: Northeast lllinois Medical Properties L.P.

Street Address: 2520 Elisha Avenue

City and Zip Code: Zion, IL 60099

Name of Registered Agent: Angela 3. Minshall

Registered Agent Street Address: 2610 Sheridan Road

Registered Agent City and Zip Code:  Zion, IL 60099

Name of Chief Executive Officer: Robert Mayo, General Partner

CEQ Street Address: ¢/o Dennis P. Lynne 201 N. Martingale Road Suite 180
CEQ City and Zip Code: Schaumburg, IL 60173

CEOQO Telephone Number: 847/342-6881

Type of Ownership of Applicants

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

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

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

and address of each partner specifying whether each is a general or limited partner.

APPEND DDCUMENTATION AS ATTACHMENT 1IN NUMERIC SEQUENTIAL ORDER AFTER |
THE LAST PAGE OF THE APPLICATION FORM. SRRt _ |

Primary Contact [Person to receive ALL correspondence or inquiries]
Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address: 675 North Court, Suite 210 Palatine, L 60067
Telephone Number: 847/776-7101

E-mail Address: jacobmaxel@msn.com

Fax Number:
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#E-061-21
ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR CHANGE OF OWNERSHIP EXEMPTION
SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Midwestern Regional Medical Center-—-Real Estate
a/k/a Cancer Treatment Centers of America, Chicago

Street Address: 2520 Elisha Avenue

City and Zip Code: Zion, IL 60099

County: Lake Health Service Area:  Vill Health Planning Area: A-09
Legisiators

State Senator Name: Melinda Bush

State Representative Name: Joyce Mason
Applicant(s) [Provide for each applicant (refer to Part 1130.220)]

Exact Legal Name: RJS Capital Investment Company

dfb/a International Capital Investment Company

Street Address: ¢/o Dennis Lynde 20 N. Martingdale Lane Suite 180

City and Zip Code: Schaumburg, IL 60173

Name of Registered Agent. Dennis Lynde

Registered Agent Street Address: 20 N. Martingdale Lane Suite 180
| Registered Agent City and Zip Code: Schaumburg, IL 60173

Name of Chief Executive Officer: Dennis Lynde, President

CEO Street Address: 20 N. Martingdale Lane, Suite 180

CEO City and Zip Code: Schaumburg, IL 60173

CEO Telephone Number; 847/342-6881

Type of Ownership of Applicants

] Non-profit Corporation O Partnership

X For-profit Corporation (] Governmental

] Limited Liability Company ] Sole Proprietorship
[l Other

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

standing.
o Partnerships must provide the name of the state in which 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 orinquiries]

 Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc. - -
Address: 675 North Court, Suite 210 Palatine, IL 60067
TT\eIephone Number: 847/776-7101 . !
| E-mail Address: jacobmaxel@msn.com

[ Fax Number:
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#E-061-21
ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR CHANGE OF OWNERSHIP EXEMPTION
SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Midwestern Regional Medical Center---Real Estate
a/kfa Cancer Treatment Centers of America, Chicago

Street Address: 2520 Elisha Avenue

City and Zip Code: Zion, IL 60099

County: Lake Health Service Area: Vil Health Planning Area:. A-09
Legislators

State Senator Name: Melinda Bush

State Representative Name: Joyce Mason
Applicant(s) [Provide for each applicant (refer to Part 1130.220)]

Exact Legal Name: Robert W. Mayo

Street Address: 20 N. Martingale Road Suite 180

City and Zip Code: Schaumburg, IL 60173

Name of Registered Agent: N/A

Registered Agent Street Address: N/A

Registered Agent City and Zip Code:  N/A

Name of Chief Executive Officer: N/A

CEO Street Address: 201 N. Martingale Road Suite 180

CEO City and Zip Code: Schaumburg, IL. 60173

CEQ Telephone Number: 847/342-6881

Type of Ownership of Applicants

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

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

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

and address of each partner specifying whether each is a general or limited partner.

=

APPEND DOGUMENTATION As ATTACHMENT 1 N numsmc SEQUENTIAL ORDER AFTER
| THE LAST PAGE OF THE APPLICATION FORM. - bl S

Primary Contact [Person to receive ALL correspondence or inquiries]
Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address: 675 North Court, Suite 210 Palatine, iL 60067
Telephone Number: B847/776-7101

E-mail Address: jacobmaxel@msn.com

Fax Number:
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#E-061-21

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR CHANGE OF OWNERSHIP EXEMPTION

SECTION 1. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION

This Section must be completed for all projects.

Facility/Project Identification

Midwestern Regional Medical Center---Real Estate

Facility Name:
a/k/a Cancer Treatment Centers of America, Chicago
Street Address: 2520 Elisha Avenue
City and Zip Code: Zion, IL 60099
County: Lake Heaith Service Area: VIl Health Planning Area: A-09
Legislators
State Senator Name: Melinda Bush

State Representative Name:; Joyce Mason

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

Exact Legal Name: COH HoldCo Inc.

1500 East Duarte Road

Street Address:

City and Zip Code: Duarte, CA 91010

Name of Registered Agent: The Corporation Trust Company
Registered Agent Street Address: 1209 Orange Street

Registered Agent City and Zip Code: Wilmington, DE 19801

Name of Chief Executive Officer: Robert Stone

CEQ Street Address: 1500 East Duarte Road

CEQ City and Zip Code: Duarte, CA 91203

CEOQO Telephone Number: 626/256-4673

Type of Ownership of Applicants

X Non-profit Corporation 0 Partnership
O For-profit Corporation O Governmental
O Limited Liability Company ! Sole Proprietorship O
Other
o Corporations and limited fiability companies must provide an Itlinois certificate of good
standing.

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 DOCUHENTATION AS ATTACHMENT 1 lN NUMERIC SEQUENTIAL ORDER AFTER

THE LAST PAGE OF THE APPLICATION FORM. h e

Primary Contact [Person to receive ALL correspondence or inquiries]

Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, [nc.

Address: 675 North Court, Suite 210 Palatine, IL 60067

847/776-7101

Telephane Number:
jacobmaxel@msn.com

E-mail Address:.
Fax Number:
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#E-061-21
ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR CHANGE OF OWNERSHIP EXEMPTION
SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Midwestern Regional Medical Center---Real Estate
a/k/a Cancer Treatment Centers of America, Chicago

Street Address: 2520 Elisha Avenue

City and Zip Code: Zion, iL 60099

County: Lake Health Service Area; VI Health Planning Area: A-09
Legislators

State Senator Name: Melinda Bush

State Representative Name: Joyce Mason
Applicant(s) [Provide for each applicant (refer to Part 1130.220)]

Exact Legal Name: City of Hope

Street Address: 1500 East Duarte Road

City and Zip Code: Duarte, CA 91010

Name of Registered Agent: C T Corporation System

Registered Agent Street Address: 330 N. Brand Bivd. Suite 700

Registered Agent City and Zip Code: Glendale, CA 91203

Name of Chief Executive Officer: Robert Stone

CEOQ Street Address: 1500 East Duarte Road

CEOQO City and Zip Code: Duarte, CA 91203

CEO Telephone Number: 626/256-4673

Type of Ownership of Applicants

X Non-profit Corporation 0 Partnership

] For-profit Corporation | Governmental

'l Limited Liability Company O Sole Proprietorship O
Other

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

standing.
o Partnerships must provide the name of the state in which they are crganized and the name

and address of each partner specifying whether each is a general or limited partner.

APPEND DOOUMENTATION AS A TTAC_I:_IMEET IN NUMERIC SEQUENTIAL ORDER AFTER il
THE LAST PAGE OF THE APPLICATION FORM. .

Primary Contact [Person to receive ALL correspondence or inquiries]
Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address: 675 North Court, Suite 210 Palatine, IL 60067
Telephone Number: 847/776-7101

E-mail Address: jacobmaxel@msn.com

Fax Number:
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#E-061-21

Additional Contact [Person who is also authorized to discuss the Application]

Name: Monica Hon

Title: Vice President & Director of Client Solutions
Company Name: Advis, Inc.

Address: 7840 Graphics Drive, Ste 100 Tinley Park, IL 60477
Telephone Number: 708/478-7030

E-mail Address: mhon@advis.com

Fax Number: 708/478-7094

Post Exemption Contact
[Person to receive all correspondence subsequent to exemption issuance-THIS
PERSON MUST BE EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS

DEFINED AT 20 ILCS 3960]
Name: to be named prior to transaction’s closing
Title: CEO
Company Name: Midwestern Regional Medical Center
Address: 2520 Elisha Avenue Zion, Il 60099

Telephone Number: 847/872-6309

E-mail Address: .

| Fax Number:

Site Ownership after the Project is Complete
Provide this information for each applicable site]

Exact Legal Name of Site Owner: Northeast |llinois Medical Properties, LLC*

Address of Site Owner: 1500 East Duarte Road Duarte, CA 81010

Street Address or Legal Description of the Site: 2520 Elisha Avenue Zion, IL 60099

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 [IOCUMENTATION AS ATTACHMENT 2, IN NUMERIC SEQUENTIAL ORDER AFTER ,
. THE LAST PAGE OF THE APPLICATION FORM. |

*converted from an L.P. prior to the closing of the proposed transaction

Current Operating ldentity/Licensee
Provide this information for each applicable facility and insert after this page.]
Exact Legal Name: Midwestern Regional Medical Center, LLC

Address: 2520 Elisha Avenue Zion, IL 60099

] Non-profit Corporation OJ Partnership

OJ For-profit Corporation dJ Governmental

X Limited Liability Company 0 Sole Proprietorship ]
Other

Page 8 of 47




#E-061-21
Operating Identity/Licensee after the Project is Complete

[Provide this information for each applicable facility and insert after this page.]
Exact Legal Name: Midwestern Regional Medical Center, LLC

Address: 2520 Elisha Avenue Zion, IL 60099

] Non-profit Corporation ] Partnership

] For-profit Corporation ] Governmental

X Limited Liability Company 1 Sole Proprietorship
Other

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

Standing.

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

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

of ownership

=

APPEND DQCUHENfATION AS A TTACHMENT 3, IN NUMERIC SEQUENTIAL ORDER AFTER
THE LAST PAGE OF THE APPLICATION FORM. - L IR ,

Organizational Relationships
| Provide (for each applicant) an organlzatlcnal 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
| financiat contribution. |

| APPEND DOCUMENTATION AS ATTACHMENT 4, IN NUMERIC SEQUENTIAL ORDER AFTER
THE LAST PAGE OF THE APPLICATION FORM. A
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#E-061-21

Narrative Description
In the space below, provide a brief narrative description of the change of ownership. 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.

This Certificate of Exemption (“COE”) application addresses the change of ownership and control
of the real estate associated with Midwestern Regional Medical Center (“MRMC”) a/k/a Cancer
Treatment Centers of America, Chicago, located in Zion, [llinois.

Upon the completion of the proposed transaction addressed in this application, the real estate will
be owned and controlled by a subsidiary of City of Hope (“COH”), Northeast IHinois Medical
Properties, LLC (converted from an L.P. prior to the transaction’s closing). The changes of
ownership addressed in this COE application and the accompanying application addressing
MRMC’s licensee are part of a larger transaction addressing COH’s acquisition of the Cancer
Treatment Centers of America’s three hospitals in Georgia, Arizona and Illinois.

The applicants are: 1) Midwestern Regional Medical Center, LLC, the current and post-
transaction licensee of the hospital; 2) Sheridan Trust U/A/D 4/1/12, which currently controls
MRMC by virtue of its 70% Class A Voting interest in MRMC; 3) Northeast Illinois Medical
Properties L.P. (“NIMP”), which currently owns the real estate; 4) RIS Capital Investment
Company d/b/a International Capital Investment Company, which holds final control over
NIMP; 5) Robert W. Mayo, general partner of NIMP, and who has the authority to direct the sale
of NIMP assets; 6) COH HoldCo Inc., which will own the real estate in its entirety, following the
closing of the proposed transaction; and 7) City of Hope, which will have final control over COH

HoldCo Inc.
Concurrent to the filing of this COE application, a second COE application is being filed,

addressing the change of ownership of the MRMC, the hospital/licensee. The changes of
ownership addressed in the two COE applications are intended to occur simultaneously.

Page 10 of 47



#E-061-21

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

Land acquisition is related to project X Yes [] No
Purchase Price.  §

included in identified acquisition cost identified in response
to review criterion 1130.520.(b)(1)(G)

Fair Market Value: $

Project Status and Completion Schedules
Outstanding Permits: Does the facility have any projects for which the State Board issued a permit

that is not complete? Yes __ No _X_. If yes, indicate the projects by project number and whether the
project will be complete when the exemption that is the subject of this application is complete.

Anticipated exemption completion date (refer to Part 1130.570): _within 60 days of the receipt of
the requested Certificate of exemption___

State Agency Submittals

Are the following submittals up to date as applicable:
X Cancer Registry
X AFORS
X All formal document requests such as IDPH Questionnaires and Annual Bed Reports been
submitted
X Ali reports regarding outstanding permits
Failure to be up to date with these requirements will result in the Application being deemed
incomplete.
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#E-061-21

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

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

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

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

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

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

This Application is filed on the behaif of ___ Midwestern Regional Medical

Center, LLC * in accordance with the requirements and procedures of the
Hiinote Health Faciiities 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
cortifies that the data and Information provided herein, and appended hereto, are complete and
correct to the best of his or her knowledge and beflef. The undersigned also certifies that the
fen required for this application Is sent herewlth or will be pald upon request.

B £ Lot

SIGNATURE SIGNATURE
Dennis P. Lynde
PRINTED NAME PRINTED NAME
Soie Manager
PRINTED TITLE PRINTED TITLE
Nobarlzaﬂon Notarization:
and swom to befora me Subscribed and swom to before me

e a__dayof_nmws_qa@/ this ___ day of

Si of Notary Signature of Notary

Seal

KAREN E SCHELL
Official Seal

Naotary Public - State of itHnots
My Commission Explres Sep 15, 2024

*“Insert the EXACT legal name of the applicant
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#E-061-21

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

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

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

o inthe case of a parinership, two of its general pariners {or the scle generat partner, when two
or more general partners do not exist);

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

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

This Application is filed on the behalfof ___Sheridan Trust U/A/D 4/1/12 W

in accordance with the requirements and procedures of the llinols Health Facilities Planning
Act. The undersigned certifies that he or she has the authority to execute and file this
Application on bahaif of the applicant entity. The undersigned further certifies that the data and
information provided herein, and appended hereto, are complete and cormrect to the best of his
or her knowledge and bellef. The undersigned also certifies that the fee required for this

appli i sont harowith or will be pald upon request.

SIGNATURE
Richaid J Stephenson Ann Stephenson Hostetler
PRINTED NAME PRINTED NAME
_Baneficiary Beneficlary
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:
Su b“e‘af and swom to before me Subscribed and sworn to before me
this 3 day of is day of
§£nature of Notary Signature of Notary
Seal Seal

KAREN E SCHELL
Official Sea!
Notary Public - State of Illinois
My Commission Expires Sep 15, 2024

*insert the EXACT legal name of the applicant
eg3
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#E-061-21

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

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

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

o inthe case ofa partnership, two of its general partners (or the sole general partner, when twa
or more generai partners do not exisf);

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

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

This Application is filed on the behaif of ___Sheridan Trust U/A/D 4/1/12 *

in accordance with the requirements and procedures of the lllinois Health Facilittes 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 dafa and
informdtion provided hereln, and appended hereto, are complete and correct to the best of his
or her knowletge and belief. The undersigned aiso certifies that the fee required for this
application is sent hierewith or will be pald upon request. .

.

SIGNATURE SIGNATURE

Richard J Stephenson Ann Stephenson Hostetler

PRINTED NAME PRINTED NAME

Beneficiary_ Beneficiary

PRINTED TITLE PRINTED TITLE

Notarization. Notarization:

Subscribed and swern to before me Subscribed and sworn o before me
this _day of this 20 day of D¢ ponlnec 30D

Signature-of Notary

"1,

~ & %

P s -
Seal Seal s &, NOTARY <y 2
- PUBLIC =
E o &~ =
- My Commn Expires -
. Aug 15, 2022 5

" S B Y
#5240 0TGN\

2K g0
’J“?'F‘?‘\\\

*Insert the EXACT lega! iame of the applicant
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#E-061-21

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

representatives are:

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

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

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

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

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

This Application is filed on the behalf of Northeast lllinois Medical

Properties L.P. * in accordance with the requirements and procedures of the lllinois
Heaith Facliities Planning Act. The undersigned certifies that he or she has the authority to
execute and file this Application on behaif of the applicant entity. The undersigned further
certifies that the data and information provided hereln, and appended hereto, are complete and
corract to the best of his or her knowiedge and belief. The undersigned also certifies that the
fee requifed for this application Is sent herewith or will be paid upon request.

y%ég‘-:'\memwns

Robert W. Mayo Dennis P. Lynde
PRINTED NAME PRINTED NAME
General Partner Authorized Signer
PRINTED TITLE PRINTEDR TITLE
Notarization: Notarization:

Subsgriped and sworn to before me Subscribed and sworn to before me
this (AQ day of f this day of
Signatirs of Notary Signature of Notary

Seal

Seal
e, AJA SAMMONS
MY COMMISSION # G302
S XPIRES oy 16, 2023

*insert the EXACT legal name of the applicant
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#E-061-21

CERTIFICATION

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

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

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

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

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

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

This Application is filed on the behalf of Northeast lllinois Medical

Properties L.P. * in accordance with the requirements and procedures of the Hlincis
Heaith 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 wili be paid upon request.

i p Lt

SIGNATURE SIGNATURE

Robert W. Mayo Dennis P, Lynde

PRINTED NAME PRINTED NAME

General Partner Authorized Si_g_ler

PRINTED TITLE PRINTED TITLE

Notarization; Notarization:

Subscribed and sworn to hafare me Subacribed and sworn to before me
this day of this 2 day ofw

. Dhe—"""

Signature of Notary Signature of Notary

Seal

KAREN E SCHELL
Official Seal
Notary Public - State of lilinois
My Commission Expires Sep 15, 2024

“ingert the EXACT legal name of the appiicant
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CERTIFICATION

#E-061-21

{ The Application must be signed ty the authorized representatives of the appiicant entity. Authorized

Eraprmmaﬁva:m:
i

or mare general partners do not exdsit);

more beneficiaries do not exdst); and

o In the case of a corporation, any two of iis officers or members of lts Board of Dirsctors;

¢ inthe case of a limited fabililly company, any two of ita managars or members (or tha sole
manager or imember when two or mora managers or members do not exist);

o Inthe case of a parinership, wo of s general parinera (or the eole general pariner, when twa

o Inthe case of estates and trusts, two of Re beneficlaries (or the sole beneficiary when two or

In the case of a sole proprietor, the Individua! that Is the propristor.

This Application is filed on tha behaif of _RJS Capital investment Company dib/a

| International Capital investment Company_* In sccordance with the requirements
i and procedurea of tha iflincis Heafth Facilittes Planning Act. The undersigned certifiss that he
or she has the suthority to executs and fits this Application on behalf of the appiicant entity.
The undersigned further certifies that the data and information provided herein, and appended

i heroto, are compiste and correct to the hest of his or her imowiedge and beilef, The

| undessigned also certifies that the fes required for this is sent herewith or will be
I['pluuponmqum
|
g 2., £ é&z (/ W
QSIGNATURE TURE
_Dennis P. Lynde Sresy L KLl
PRINTED NAME PRINTED NAME
Global Managing Director SEIReTAEY
PRINTED TITLE PRINTED TITLE
gumm: Notartzation:
i and to me and ma
| e 2Ly o DAz, 203 | s A oy of
i
| Signature of Notary Signatura of Notary
| Soal

KAREN E SCHELL
Official Seal
Notary Publc - State of ifingls

My Commistion Expires Sep 15, 2024

*“Insert the EXACT legal name of the applicant

KAREN E SCHELL
Official Seal
Notary Public - State of |llingis
My Commission Expires Sep 15, 2024
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CERTIFICATION

[}

s

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

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

in the case of & 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 cage 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 of
more beneficiaries do not exist); and

in the case of a sole proprietor, the individuat that is the propriefor.

This Application is filed on the behaif of ___Robert W. Mayo >

in accordance with the requirements and procedures of the illinols Health Facliities Planning
Act. The undersigned certifies that he or she has the authority to execute and file this
Appiication 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
applicatig//is sent herewith or will be paid upon request.

this

SIGNATURE |
Robert W. Mayo I
PRINTED NAME PRINTED NAME
Geneal thotner
PRINTED TITLE PRINTED TITLE
Notarization: Notarization.
Subscribed and

sworn to before Subscribed and swom to before me
CXe cy ot cerney, 20! this___ day of

Seal

Sign% Signature of Notary

S TR AJA SAMMONS
MY COMMISSION # GGI 30512

@ﬁ/ FAPIRIS uly 6, 2023

*Insert the EXACT legal name of the applicant

Seal

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

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

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

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

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

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

This Application is filed on the behaif of City of Hope * in accordance with
the requirements and procedures of the lliinois Heaith 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 pald upon request.

/)zi-iih Clin.xf%uh.,cwj (23'; YL am gﬂdL—‘

S{GNATURE SIGNATU

Jennifer Ann Parkhurst Robert William Stone

PRINTED NAME PRINTED NAME

Treasurer and Chief Financial Officer President and Chief Executive Officer

PRINTED TITLE PRINTED TITLE ’f
) I3 § 7 Z- ? 4-7’1"({‘\.
Deﬁa-rﬁrg bord \-A"’ AlTEk T C ﬂ

Nd&tarization: Notarization:

Subsbribed and sworn to before me Subscribed and sworn to before

this ¢{ of this day of /rue

Signature of Notary \ Siyaw(e of Notary

Seal fSeaI

*Ingert the EXACT legal name of the applicant
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A notary public or other officer completing this certificate verifies only the identity of
the individual who signed the document to which this certificate is attached, and not
the truthfulness, accuracy, or validity of that document.

State of California

County of Ll}) AT)E;:’ {5?5

Subscribed and sworn to (or affirmed) before me on this 72 day of D’ P e VY8 ol

-

. \ | PR N S SN P S
20_A] by e Apn Gekhypsl — G

proved to me on the basis of satisfactory evidence to be the person(s) who appeared

before me.
il VICTORIA TAYLOR-MCKINLEY
p _l S o) Notary Sublic - California [
, g = §oee it Los angetes County ]
4 _ l AP Lo CESYY  commission # 2376310
. ,‘ ’j‘rq'j:l/\- Y}J ™y ~< 2 Qﬂ My Carr, Expires Sep 25, 2025
J,.;.‘ S Y i/ TS FANAWEL S
Signature '} /] Sl
. [ P SIS 'I_'_/II S = - . -
OPTIONAL INFORMATION INSTRUCTIONS
The wording of alt Jurats compleled in California after January 1. 2015 must be i the form
as set forth within this Jure!. There are no exceplions, If a Jurat to be completed does not
follow this form, the notary must corract the verbiage by using a jurat stamp containing the
cofract wording or attaching & separate jurat form such as this one with does contain the
proper wording. In addition, the notary must requira en oath or affirmation from the
DESCRIPTION OF THE ATTACHED DOCUMENT document signer regarding the truthfulvess of the conlents of the document. The
£ . document must be signed AFTER the osth or affirmation. If the document was previously
__{L J_f_ JM ¥, h it Ie signed. it must b re-signed in fron! of the notery public during the jurst process
(Title o description of attached documeHit)
e # State and county information must be the state and county where the

document signer{s) parsonally appeared before tha notary public.

8 Date of notarization must be the date the signer(s) personally
appeared which must also be the same date the jurat process is
completed

e B Print the name(s) of the document signer(s) who personally appear at

the time of notarization.

Signalure of the notary public must match the signature on file with the

Additiona! information office of the county clerk.

& The notary seal impression must be clear and photographically
reproducible. Impression must not cover text or lines. i seal impression
smudges, re-seal if a sufficient area permits, otherwise complete a
different jurat form.

&  Additional information 13 not required but could help
to ensure this jurat is not misused or attached 1o a
different documeni.

Z Indicate tifle or type of attached document, number of
pages and date.

d Securely attach this document to the signed document with a staple.

{Tiﬂg B-r'aes_criptz'oﬁ'af altached document ‘c_ontinued }

Document Date

Number of Pages

2

= __-. " ' _ A7
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CALIFORNIA JURAT WITH AFFIANT STATEMENT QOVERNMENT GODE § 6202

B A A I R L A A A e e e A i A A e R T E e e e e e B e P A D v e S R v

See Attached Document (Notary to cross out lines 1-6 below)
T See Statement Below (Lines 1-6 to be comptleted only by document signer{s], otary)

- f//
el
- - Signature of Document Signer Na. 1 Signature of Document Signer Mo. 2 (if any)
State of Califgy% Subscribed and swom to {or affirmed) before me
County ofﬂ/f!’ ///fﬂ i on thISL day of)dtft’{ﬂﬁ,{k- 20 "Q /
y Cate Month
o dovrt-Uilhan Shne.
Name of Signer

proved to me on the basis of satisfactory evidence

to be the person who appeared b (Y {2

d
Notary Public - California (;]1/ -
LOs Angeles County s

LS commission # 236036 i le. ey )
e My Comm. Expires Jun 8, 2028 proved to me on the Ifaas of satisfactory evidence
to be the pe i before me.)
t :

Signature

MARTHA YALENZUELA

Placa Notary Seal Above

OPTIONAL

HIGHT THUMBPRINT

OF SIGNEH #1 OF SIGHNER &2
Though the information below is not required by law, it may prove valuablo Taop of thumb here Top of thumb hare
te persons relying on the document and could prevent fraudulent removal

and reattachrment of this form t0 another document.

Further Description of Any Attached Docum

Tiia or Type of Document: ﬁ /’A/ { /— bl / / /7(1, a'%/ ?‘]JE

Document Date: Number of Pa 1218

Signer(s) Other Than Named Above:

= o - g =, e = e B Ty v S B § L Do P R i T SO A P e e, B R S B, et e P *
Q 2010 Natlonal Nolary Assor.laﬁon . NationalNomry org = 1-800-US NOTAFW (‘l 8(1)—878—5827] ftemn #5910
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CERTIFICATION
The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are:

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

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

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

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

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

This Application Is filed on the behatfof ___ COH HoldCo Inc. __ * in accordance with
the requirements and procedures of the lilincis Heaith Facllities 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
hereln, and appended hereto, are complate and correct to the best of his or her knowiedge and
bellef. The undersigned also certifies that the fee required for this application is sent herewith

or will be pald upon request.
MMW C(—BL“ 7/
NATURE .

Signature of Notary \

Seal

*Insert the EXACT legal name of the applicant

SIGNATURE

Jennifer Ann Parkhurst Robert William Stone

PRINTED NAME PRINTED NAME

Treagurer President

PRINTED TITLE PRINTED TITLE

o Serdhd i TS AL

Su and sworn to before me Subscribed and sworn to me
this this day of

Sigrfature of Notary
Seal
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JURAT

A notary public or other officer completing this certificate verifies only the identity of
the individual who signed the document to which this certificate is attached, and not
the truthfulness, accuracy, or validity of that document.

State of California

County of Lpﬁ 14775\4’#5

Subscribed and sworn to (or affirmed) before me on this 2 _dayof D{d{m!ﬂf//
20 A2 by TJenniter Ann Q{JK}’)M <t 4‘

proved to me on the basis of satisfactory evidence to be the person(s) who appeared
before me.

VACTORLA TAYLOR-MCKINLEY

f i Notary Public - Latifornia
<7 Los Angetes County i
Niimy Commission # 2376110

My Carr. Expires Sep 29, 2025

OPTIONAL INFORMATION INSTRUCTIONS

The wordiing of all Jurats completed in California after January 1, 2015 must be in the form
as sol forth within this Jurat. There are no exceptions. if a Jurat o be complaled does nol
foliow this form, the nolary must comect the varbiage by using & jurs! siamp containing the
correct wording or attaching a separate jurel form such as this one with does contain the
proper wording. In addition, the nolery must require an oath or afimation from the

DESCRIPTION OF THE ATTACHED DOCUMENT document signer reganding the truthfubess of the conlents of the document. The
\ B document must be signed AFTER the cath or affirmation. If the document was previcusly
—WM—M&M' signod, it must be ro-signed in ront of the nolary puble during the juret process.
{Tithe or descnplion of attaché! document)
< 18 State and county information must be the state and county where the
______ ——— e T T document signer(s) personally appeared before the nolary public.
(Tite or desceiption of atfached document continued) ® Date of notarization must be the date the signer(s) personally
appeared which must also be the same date the jurat process is

completed.
_ Number of Pages _____ DocumentDate 8 Print the name(s) of the documant signer(s) who personally appear at |
1 S the time of notarization. |
' - Signature of the notary public must maich the signature on file with the 1
A Additional information office of the county clerk.

B The notary seal impression must be clear and photographicafly
reproducible. Imprassion must not cover text or iines. if seal impression
smudges, re-seal if a sufficient area permits, otherwise complete a
different jurat form,

B Additional information Is not required but could heip
to ensure this jurat is not misused or altached 1o a
different document.

B Indicate title or type of attached document, number of
pages end date.

8 Securely attach this document to the signed document with a staple.

Page orar
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CALIFORNIA JURAT WITH AFFIANT STATEMENT = commwmr cooe o sso

&ze Antached Document (Notary 10 cross out fines 1-6 below)
[1'Ses Statement Below (Lines 1-6 to be completed only by document signer{s], not Notary)

- Signature of Docurmont Signes No. 1 Sigrature of Dacumant Signer No. 2 (1 any)

State of Caljfol Subscribed and swom to (or affirmed) before me

County o JO on this (&Dlg\ day of

by ‘g
(1) / /
Name of Sigher

proved to me on the basis of satisfactory evidence
to be the person who appeared be

Los Angeles
PN Commission # 2160266
=EEE" My Comen. Explres Jun 8, 2023

OPTIONAL

RIGHT THULIBPRNT HBISHT THURBPHIN )
Qr SIGHER a O SIGHER =2
Though the information below Is not required by faw. it may prove valuable Top of thumb here
to parsons relying on the document and could prevent fraudulant removel
and reattachment of this form to another document.

Further Description of Atjached Document

Titte or Typs of

Document Date:

Signer(s) Other Than Named Ab

N N A A A S A A R R R A R A R R O A R R R R A A A R S N R R S R i o
© 2010 Nationa! Notary Association « NationaiNotary.ong = 1-800-US NOTARY (1-800-878-6827) Hem #5910
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SECTION il. BACKGROUND.

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.

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

Authorization permitting HFSRB and DPH access to any documents necessary to verify the
information submitted, including, but not fimited 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, the
documentation provided with the prior applications may be utilized to fulfill the information
requirements of this criterion. In such instances, the appiicant 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 5, IN NUMERIC SEQUENTIAL ORDER AFTER
THE LAST PAGE OF THE APPLICATION FORM. EACH ITEM (1-4) MUST BE IDENTIFIED IN
ATTACHMENT 5.
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SECTION lll. CHANGE OF OWNERSHIP (CHOW)

Transaction Type. Check the Following that Applies to the Transaction:

Purchase resulting in the issuance of a license to an entity different from current licensee.

O

Lease resulting in the issuance of a license to an entity different from current licensee.
Stock transfer resulting in the issuance of a license to a different entity from current licensee.
Stock transfer resulting in no change from current licensee.

Assignment or transfer of assets resulting in the issuance of a license to an entity different from
the current licensee.

Assignment or transfer of assets not resulting in the issuance of a license to an entity different
from the current licensee.

Change in membership or sponsorship of a not-for-profit corporation that is the licensed entity.

Change of 50% or more of the voting members of a not-for-profit corporation’s board of directors
that controls a health care facility's operations, license, certification or physical plant and assets.

O OO0 0O 0000

Change in the sponsorship or control of the person who is licensed, certified or owns the physical
plant and assets of a governmental health care facility.

>

Sale or transfer of the physical plant and related assets of a health care facility not resulting in a
change of current licensee.

Change of ownership among related persons resulting in a license being issued to an entity
different from the current licensee

[

[} Change of ownership among related persons that does not result in a license being issued to an
entity different from the current licensee.

[] Any other transaction that results in a person obtaining contro! of a health care facility's operation
or physical plant and assets and explain in “Narrative Description.”
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1130.520 Requirements for Exemptions Involving the Change of Ownership of a
Health Care Facility

1. Prior to acquiring or entering into a contract to acquire an existing health care facility, a
person shall submit an application for exemption to HFSRB, submit the required
application-processing fee (see Section 1130.230) and receive approval from HFSRB.

2 If the transaction is not completed according to the key terms submitted in the exemption
application, a new application is required.
St READ the applicable review criteria outlined below and submit the required
documentation {key terms) for the criteria:
' APPLICABLE REVIEW CRITERIA CHOW
1130.520(b)(1){(A) - Names of the parties X
1130.520(b)(1)(B) - Background of the parties, which shall X

include proof that the applicant is fit, willing, able, and has the
qualifications, background and character to adequately provide a
proper standard of health service for the community by certifying
that no adverse action has been taken against the applicant by
the federal government, licensing or certifying bodies, or any
other agency of the State of Illinois against any health care
facility owned or operated by the applicant, directly or indirectly,
within three years preceding the filing of the application.

1130.520(b)(1)(C) - Structure of the transaction X

1130.520(b)(1)(D) - Name of the person who will be licensed or
certified entity after the transaction

1130.520(b){(1)}{E) - List of the ownership or membership X
interests in such licensed or certified entity both prior to and after
the transaction, inciuding a description of the applicant's
organizational structure with a listing of controlling or subsidiary

persons.
1130.520(b)}{(1)(F) - Fair market value of assets to be X
transferred.

1130.520(b)(1}(G) - The purchase price or other forms of X
consideration to be provided for those assets. [20 ILCS

3960/8.5(a))

1130.520(b}{2) - Affirmation that any projects for which permits X

have been issued have heen completed or will be completed or
altered in accordance with the provisions of this Section

1130.520(b)(3) - If the ownership change is for a hospital, X
affirmation that the facility will not adopt a more restrictive charity
care policy than the policy that was in effect one year prior to the
transaction. The hospital must provide affirmation that the
compliant charity care policy will remain in effect for a two-year
period following the change of ownership transaction

1130.520(b)(4) - A statement as to the anticipated benefits of X
the proposed changes in ownership to the community

1130.520(b}(5) - The anticipated or potential cost savings, if X
any, that wilt result for the community and the facility because of
the change in ownership,

L
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1130.520(b)(6) - A description of the facility's quality % |
improvement program mechanism that will be utilized to assure -
quality control; |

1130.520(b)(7) - A description of the selection process that the X
acquiring entity will use to select the facitity's governing body;

1130.520(b)(9)- A description or summary of any proposed X
changes to the scope of services or levels of care currently
provided at the facility that are anticipated to occur within 24
months after acquisition.

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

b
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SECTION IV.CHARITY CARE INFORMATION
NOT APPLICABLE, APPLICATION IS LIMITED TO REAL ESTATE

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

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

individual facility located in lllinois. If charity care costs are reported on a consolidated basis,

the applicant shall provide documentation as to the cost of charity care; the ratio of that charity
care to the net patient revenue for the consolidated financial statement; the allocation of charity
care costs; and the ratio of charity care cost to net patient revenue for the facility under review.

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

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

A table in the following format must be provided for all facilities as part of Attachment 7.

CHARITY CARE
2018 2019 2020
Net Patient Revenue
Amount of Charity Care
(charges)
Cost of Charity Care

APPEND DOCUMENTATION AS ATTACHMENT 7, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM.
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File Number 0948484-1

'E

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

MIDWESTERN REGIONAL MEDICAL CENTER, LLC, HAVING ORGANIZED IN THE STATE
OF ILLINOIS ON DECEMBER 31, 2020, APPEARS TO HAVE COMPLIED WITH ALL
PROVISIONS OF THE LIMITED LIABILITY COMPANY ACT OF THIS STATE, AND AS OF
THIS DATE IS IN GOOD STANDING AS A DOMESTIC LIMITED LIABILITY COMPANY IN

THE STATE OF ILLINOIS.

InTestimony Whereof, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 14TH

day of OCTOBER A.D. 2021

" ‘= ‘ 'l'u--
B S e
’
Authentication #: 2128702072 verifiable until 10/14/2022 M

Authenticate at: http://www.ilsos.gov
secreTARy oF sTaTE ATTACHMENT 1

A A S )
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\ Secretary of State
j Certificate of Status

|, SHIRLEY N. WEBER, Ph.D., Secretary of State of the State of California, hereby certify:

Entity Name: CITY OF HOPE

File Number: €0948790

Registration Date: 01/01/1980

Entity Type: DOMESTIC NONPROFIT CORPORATION
Jurisdiction: CALIFORNIA

Status: ACTIVE (GOOD STANDING)

As of November 10, 2021 (Certification Date), the entity is authorized to exercise all of its powers, rights
and privileges in California.

This certificate relates to the status of the entity on the Secretary of State's records as of the Certification
Date and does not reflect documents that are pending review or other events that may affect status.

No information is available from this office regarding the financial condition, status of licenses, if any,
business activities or practices of the entity.

IN WITNESS WHEREOF, | execute this certificate
and affix the Great Seal of the State of California
this day of November 11, 2021.

A7

SHIRLEY N. WEBER, Ph.D.
Secretary of State

Certificate Verification Number: RG6V3GZ

To verify the issuance of this Certificate, use the Certificate Verification Number above with the Secretary
of State Certification Verification Search available at bebizfile.sos.ca.qgov/certification/index.

ATTACHMENT 1
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File Number 5756-626-4

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

RIS CAPITAL INVESTMENT COMPANY, INCORPORATED IN DELAWARE AND LICENSED
TO TRANSACT BUSINESS IN THIS STATE ON NOVEMBER 24, 1993, AND MUST
CONDUCT ALL BUSINESS IN THIS STATE UNDER THE ASSUMED NAME OF
INTERNATIONAL CAPITAL INVESTMENT COMPANY, APPEARS TO HAVE COMPLIED
WITH ALL THE PROVISIONS OF THE BUSINESS CORPORATION ACT OF THIS STATE,
AND AS OF THIS DATE, IS A FOREIGN CORPORATION IN GOOD STANDING AND
AUTHORIZED TO TRANSACT BUSINESS IN THE STATE OF ILLINOIS.

InTestimony Whereof, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 1ST

day of DECEMBER A.D. 2021 .

4 1 iV T .l L 3
3 ’
Authentication #: 2133503512 verifiable untit 12/01/2022 M

Authenticate at: hitp:/iwww.ilsos.gov
secretary of sTate ATTACHMENT 1
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File Number C006090

To all to whom these Presents Shall Come, Greeting:

1, Jesse White, Secretary of State of the State of Illinois, do
hereby certify that

NORTHEAST ILLINOIS MEDICAL PROPERTIES L.P., HAVING REGISTERED IN THE
STATE OF ILLINOIS ON APRIL 03, 1991, APPEARS TO HAVE COMPLIED WITH ALL
PROVISIONS OF THE UNIFORM LIMITED PARTNERSHIP ACT (2001) OF THIS STATE,
AND AS OF THIS DATE IS IN GOOD STANDING AS A DOMESTIC LP/LLLP IN THE STATE
OF ILLINOIS, HAVING FULFILLED ALL REQUIREMENTS OF SAID ACT WITH REGARD
TO PAYMENT OF FEES, THE FILING OF ANNUAL REPORTS (IF APPLICABLE) AND
NEITHER HAVING BEEN ADMINISTRATIVELY DISSOLVED BY THE SECRETARY OF
STATE NOR HAVING VOLUNTARILY FILED A STATEMENT OF TERMINATION.

In Testimony Whereof, 1 hereto set
my hand and cause to be affixed the Great Seal of
the State of Illinois, this 12TH

day of NOVEMBER A.D. 2021

q L1 4 .:"I..
Authentication #: 2431602990 M

Authenticate at: https:/iwww.llsos.gov secreTARY OF sTAfel TACHMENT |
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Delaware

The First State

I, JEFFREY W. BULLOCK, SECRETARY OF STATE OF THE STATE OF
DELAWARE, DO HEREBY CERTIFY "COH HOLDCO INC." IS DULY INCORPORATED
UNDER THE LAWS OF THE STATE OF DELAWARE AND IS IN GOOD STANDING AND
HAS A LEGAL CORPORATE EXISTENCE SO FAR AS THE RECORDS OF THIS
OFFICE SHOW, AS OF THE NINETEENTH DAY OF NOVEMBER, A.D. 2021.

AND I DO HEREBY FURTHER CERTIFY THAT THE AFORESAID CORPORATION

IS AN EXEMPT CORPORATION.

Jelfeay W Outiock, Seceatiry of Stils

6373565 8300C
SR# 20213858663

You may verify this certificate online at corp.delaware.gov/authver.shtml

Authentication: 204751088
ATTACHR#HS ¥ 19-21
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SITE OWNERSHIP

With the signatures on the Certification pages of this Certificate of Exemption application,
the applicants attest to the fact that the site of Midwestern Regional Medical Center (“MRMC”),
that being 2520 Elisha Avenue in Zion, Iilinois, is currently owned by Northeast Illinois Medical
Properties L.P.; and, prior to the proposed transaction’s closing, Northeast Illinois Medical
Properties L.P. will be converted to an LLC, Northeast Illinois Medical Properties, LLC.
Northeast Illinois Medical Properties, LLC will be owned by COH HoldCo Inc. upon the closing
of the transaction addressed in the Certificate of Exemption and the accompanying application,

addressing MRMC’s licensee.

ATTACHMENT 2
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POST-TRANSACTION OPERATING IDENTITY/LICENSEE

The hospital’s current licensee, Midwestern Regional Medical Center, LLC, will remain as

the licensee following the closing of the proposed transaction.

ATTACHMENT 3
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File Number 0948484-1

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 Depatrtment of

Business Services. I certify that

MIDWESTERN REGIONAL MEDICAL CENTER, LLC, HAVING ORGANIZED IN THE STATE
OF ILLINOIS ON DECEMBER 31, 2020, APPEARS TO HAVE COMPLIED WITH ALL
PROVISIONS OF THE LIMITED LIABILITY COMPANY ACT OF THIS STATE, AND AS OF
THIS DATE IS IN GOOD STANDING AS A DOMESTIC LIMITED LIABILITY COMPANY IN
THE STATE OF ILLINOIS.

InTestimony Whereof, 1 nereto set
my hand and cause to be affixed the Great Seal of

the State of Illinois, this 14TH
day of OCTOBER A.D. 2021

’
Authentication #: 2128702072 verifiable until 10/14/2022 M WENT 3

Authenticate at: hitp:/Awww.ilsos.gov

SECRETARY O ATE -
B s e DR ST ch sy A LS eI QS (s 16 Lot v i 1
He Bt o A Cal

L P G AR Tl o - 1 NEEE P M R R L0, b S TS
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Pre-Closing Organizational Chart
Real Estate

Various Limited and General
Partners

RIS Capital Investment
Company

d/b/a International Capital
Investment Company

Northeast [llinois Medical
Properties L.P.
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BACKGROUND OF APPLICANTS

With the exception of Midwestern Regional Medical Center, LLC, no applicant owns
and/or operates any hospitals, skilled care nursing facilities, ambulatory surgical treatment centers,

or end stage renal dialysis facilities in Illinois.

Applicant RJS Capital Investment Company d/b/a International Capital Investment
Company, holds a 50.194% ownership interest in Northeast Illinois Medical Properties L.P.
(“NIMP L.P.”). Richard J. Stephenson Revocable Trust U/A/D 9/14/93 holds a 45.926% interest

in NIMP L.P., and two trusts and one individual each own less than a 2% share.

Entities related to an applicant own and operate Cancer Treatment Center of America
hospitals in Atlanta and Phoenix, and City of Hope owns and operates City of Hope National

Medical Center in Duarte, California.

ATTACHMENT 5
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BACKGROUND OF THE APPLICANTS

With the signatures provided on the Certification pages of this Certificate of Exemption
(“COE™) application, each of the applicants attest that, to the best of their knowledge, no adverse
action has been taken against any Illinois health care facility owned and/or operated by them,
during the three years prior to the filing of this COE application. Further, with the signatures
provided on the Certification pages of this COE application, each of the applicants authorize the
Health Facilities and Services Review Board and the Illinois Department of Public Health access
to any documents which it finds necessary to verify any information submitted, including, but not
limited to: official records of IDPH or other State agencies and the records of nationally recognized

accreditation organizations.

ATTACHMENT 5
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e o DISPLAY THIS PART IN A

CONSPICUOUS PLACE

Exp. Date 06/30/2022
Lic Number 0002956

Date Printed 05/14/2021

Midwestern Regional Medical Center

2520 Elisha Ave
Zion, IL 60098

FEE RECEIPT NO.

ATTACHMENT 5
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P  The Joint Commission

October 28, 2019
Re: # 7448

CCN: #140100
Program: Hospital
Accreditation Expiration Date: August 30, 2022

Pete Govorchin

CEQ

CTCA at Midwestern Regional Medical Center
2520 Elisha Avenue

Zion, Illinois 60099

Dear Mr. Govorchin:

This letter confirms that your August 26, 2019 - August 29, 2019 unannounced full resurvey was conducted
for the purposes of assessing compliance with the Medicare conditions for hospitals through The Joint
Commission’s deemed status survey process.

Based upon the submission of your evidence of standards compliance on October 16, 2019 and the
successful on-site unannounced Medicare Deficiency Follow-up event conducted on October 11, 2019, the
areas of deficiency listed below have been removed. The Joint Commission is granting your organization an
accreditation decision of Accredited with an effective date of August 30, 2019. We congratulate you on
your effective resolution of these deficiencies.

§482.51 Surgical Services

The Joint Commission is also recommending your organization for continued Medicare certification
effective August 30, 2019. 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}:

CTCA at Midwestern Regional Medical Center
2520 Elisha Avenue, Zion, 1L, 66099

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,

Headquartors
Wi Bengbssatter Bundey on
Enakbread: Foorce 1 0l 5§

T S Yk

ATTACHMENT 5
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P The Joint Commission

Dt (R,

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

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

Hondquariers
Che Henareaai Basles g
Eakbrew ks Temmooe, 10 ot

VL 20 i L
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REQUIREMENTS FOR EXEMPTIONS INVOLVING
THE CHANGE OF OWNERSHIP OF A HEALTH CARE FACILITY
SECTION 1130.520

Criterion 1130.520(b)(1)(A) Names of the parties
The parties named as an applicant are:
e Midwestern Regional Medical Center, LLC, the current and post-transaction licensee;
¢ Sheridan Trust U/A/D 4/1/12, which holds a majority voting control over Midwestern
Regional Medical Center, LLC;
e Northeast Illinois Medical Properties, L.P., (“NIMP”) which owns the real estate
being addressed in this Certificate of Exemption application;
e RIS Capital Investment Company d/b/a International Capital Investment Company
holds final control over NIMP by virtue of a 50.194% ownership interest in NIMP;
o Robert W. Mayo, general partner of NIMP, who has the authority to direct the sale of
NIMP assets;
¢ COH HoldCO Inc., which will have operational control of the real estate; and
¢ City of Hope, which will hold final control over COH HoldCO Inc., and the real
estate
Criterion 1130.520(b)(1)(B) Background of the parties
Provided in ATTACHMENT 1 are Certificates of Good Standing for each applicant identified
above. Provided in ATTACHMENT 5 are:
1. A listings of each applicant’s licensed health care facilities
2. An identification of each applicants’ licensed health care facilities outside of Itlinois, and
3. The applicants’ authorization permitting HFSRB, the State Agency, and IDPH access to
documents necessary to verify the information submitted

Criterion 1130.520(b){1)(C) Structure of transaction

Midwestern Regional Medical Center, LLC holds the IDPH license of Midwestern Regional
Medical Center. Upon the closing of the proposed transaction, COH HoldCo Inc., a nonprofit
Delaware corporation of which City of Hope is the sole corporate member, will acquire 100% of
the membership interests in Midwestern Regional Medical Center, LLC. The IDPH license
holder, Midwestern Regional Medical Center, LLC will remain responsible for the day-to-day
operations of the Hospital. Thus, the licensee, as well as, the scope of the license, will remain
unchanged. This organizational change will have no impact on Midwestern Regional Medical
Center, LLC’s legal name, federal tax identification number, location, supervising personnel,
operating procedures, or services.

In order to finance the purchase of the equity interests in Midwestern Regional Medical Center,
LLC (the “Acquisition”), COH HoldCo Inc. plans to enter into a temporary bridge loan to
finance the Acquisition, which loan will be guaranteed by City of Hope on behalf of itself and
other members of the City of Hope Obligated Group. The purchase of both Midwestern
Regional Medical Center’s real estate (addressed in this COE application) and the licensee
(addressed in an accompanying COE application) by COH HoldCo Inc. are to be addressed in

Page 45 of 47



#E-061-21

the same transaction; and prior to the closing of the transaction, Northeast Illinois Medical
Properties, L.P., will be converted to an LLC.

Criterion 1130.520(b)(1)(D) Name of the person who will be licensed or certified entity
after the transaction

This Certificate of exemption application is limited to the change of ownership of real estate,

Please refer to the accompanying application addressing the change of ownership of the

operating entity.

Criterion 1130.520(b)(1)(E) List of the ownership or membership interests in such licensed
or certified entity both prior to and after the transaction, including a description of
the applicant’s organization structure with a listing of controlling or subsidiary
persons.

This Certificate of exemption application is limited to the change of ownership of real estate, and

does not address the change of ownership of a licensed or certified entity.

Criterion 1130.520(b)(1)(F) Fair market value of assets to be transferred

The health care facility’s fair market value is the allocated purchase price identified below, that
being $7,883,000. This amount is identified as the facility’s fair market value for purposes of this
Certificate of Exemption application, exclusively.

Criterion 1130.520(b)(1)(G) The purchase price or other forms of consideration to be
provided for these assets

The purchase price allocated to the assets addressed in this COE application is $7,883,000.*
*to potentially be adjusted upon closing

City of Hope’s YE September 30, 2020 Audited Financial Statement and confirmation of its
bond rating are provided as appendixes to the accompanying Certificate of Exemption
application addressing the change of ownership of the hospital’s operating entity.

Criterion 1130.520(b)(2) Affirmation that any projects for which Permits have been issued
have been completed or will be completed or altered in accordance with the
provisions of this Section.

By its respective signatures on the Certification Pages of this Certificate of Exemption

application, the applicants affirm that none of the applicants hold Illinois COEs or Certificate of

Need (“CON™) Permits that have not been completed.

Criterion 1130.520(b)(3) If the ownership change is for a hospital, affirmation that the
facility will not adopt a more restrictive charity care policy than the charity care
policy that was in effect one year prior to the transaction. The hospital must
provide affirmation that the compliant charity care policy will remain in effect for a
two-year period following the change of ownership transaction.

This Certificate of exemption application is limited to the change of ownership of real estate,

Please refer to the accompanying application addressing the change of ownership of the

operating entity.
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Criterion 1130.520(b)(4) A statement as to the anticipated benefits of the proposed changes
in ownership to the community

This Certificate of exemption application is limited to the change of ownership of real estate.

Please refer to the accompanying application addressing the change of ownership of the

operating entity.

Criterion 1130.520(b)(5) The anticipated or potential cost savings, if any, that will result
for the community and facility because of the change in ownership.

This Certificate of exemption application is limited to the change of ownership of real estate.
Please refer to the accompanying application addressing the change of ownership of the

operating entity.

Criterion 1130.520(b)(6) A description of the facility’s quality improvement mechanism
that will be utilized to ensure quality control

This Certificate of exemption application is limited to the change of ownership of real estate.
Please refer to the accompanying application addressing the change of ownership of the

operating entity.

Criterion 1130.520(b)(7) A description of the selection process that the acquiring entity
will use to select the facility’s governing body

This Certificate of exemption application is limited to the change of ownership of real estate.
Please refer to the accompanying application addressing the change of ownership of the

operating entity.

Criterion 1130,520(b)(9) A description or summary of any proposed changes to the scope
of services or levels of care currently provided at the facility that are anticipated to eccur
within 24 months after acquisition.

This Certificate of exemption application is limited to the change of ownership of real estate.
Please refer to the accompanying application addressing the change of ownership of the

operating entity.
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