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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD 
APPLICATION FOR PERMIT 

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

 
Facility/Project Identification 
Facility Name:      Springfield Clinic-Peoria Ambulatory Surgery Center f/k/a Peoria Day Surgery Center 
Street Address:             7309 North Knoxville Avenue 
City and Zip Code:        Peoria, IL 61614 
County:           Peoria                              Health Service Area:      2      Health Planning Area:  C-01/143 
 
Applicant(s) [Provide for each applicant (refer to Part 1130.220)] 
Exact Legal Name: Springfield Clinic, LLP 
Street Address: 1025 S. 6th Street 
City and Zip Code: Springfield, IL 62703 
Name of Registered Agent: Ray Williams 
Registered Agent Street Address: 1025 S. 6th Street 
Registered Agent City and Zip Code:  Springfield, IL 62703 
Name of Chief Executive Officer: Ray Williams 
CEO Street Address: 1025 S. 6th Street 
CEO City and Zip Code: Springfield, IL 62703 
CEO Telephone Number: 217/528-7541 
 
Type of Ownership of Applicants 
 

 Non-profit Corporation                Partnership 
 For-profit Corporation    Governmental 
 Limited Liability Company   Sole Proprietorship   Other 

 
o Corporations and limited liability companies must provide an Illinois 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:    Joe Ourth 
Title:       Attorney 
Company Name:       Saul Ewing Arnstein & Lehr LLP 
Address:                    161 N. Clark Street, Chicago, IL 60601 
Telephone Number:  312/876-7815 
E-mail Address:         joe.ourth@saul.com 
Fax Number:              312/876-6215 
Additional Contact [Person who is also authorized to discuss the application for permit] 
Name: 
Title: 
Company Name: 
Address: 
Telephone Number: 
E-mail Address: 
Fax Number: 
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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:                              Jennifer Boyer 
Title:                                 Senior Vice Present of Operations 
Company Name:              Springfield Clinic, LLP 
Address:                           1025 South 6th Street, Springfield, IL 62703 
Telephone Number:          217/306-6194 
E-mail Address:                jboyer@springfieldclinic.com 
Fax Number:                     217/528-7294 
 
Site Ownership 
[Provide this information for each applicable site] 
Exact Legal Name of Site Owner:   Springfield Clinic, LLP 
Address of Site Owner:               1025 South 6th Street, Springfield, IL 62703    
Street Address or Legal Description of the Site: 
Proof of ownership or control of the site is to be provided as Attachment 2.  Examples of proof of ownership 
are property tax statements, tax assessor’s documentation, deed, notarized statement of the corporation 
attesting to ownership, an option to lease, a letter of intent to lease, or a lease. 
 
APPEND DOCUMENTATION AS ATTACHMENT 2, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
 
Operating Identity/Licensee 
[Provide this information for each applicable facility and insert after this page.] 
Exact Legal Name:   Springfield Clinic, LLP 
Address:                   1025 South 6th Street, Springfield, IL 62703 
 

 Non-profit Corporation        Partnership 
 For-profit Corporation    Governmental 
 Limited Liability Company   Sole Proprietorship   Other 

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

each partner specifying whether each is a general or limited partner. 
o Persons with 5 percent or greater interest in the licensee must be identified with the % of      

ownership. 
 
APPEND DOCUMENTATION AS ATTACHMENT 3, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
 
Organizational Relationships 
Provide (for each applicant) an organizational chart containing the name and relationship of any person or 
entity who is related (as defined in Part 1130.140).  If the related person or entity is participating in the 
development or funding of the project, describe the interest and the amount and type of any financial 
contribution. 
 
APPEND DOCUMENTATION AS ATTACHMENT 4, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
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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 Illinois Executive Order #2006-5 (http://www.hfsrb.illinois.gov).  NOTE: A 
SPECIAL FLOOD HAZARD AREA AND 500-YEAR FLOODPLAIN DETERMINATION 
FORM has been added at the conclusion of this Application for Permit that must be 
completed to deem a project complete.  
 
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 : 
 

        Substantive 
 

        Non-substantive 
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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. 
 
 
 

Springfield Clinic, LLP proposes an extensive modernization of the surgery center formerly 
known as Peoria Day Surgery Center (“PDSC”). 
 

On March 15, 2022 the Review Board approved a Certificate of Exemption for the change of 
ownership of PDSC.  On March 25 Springfield Clinic closed on the purchase of PDSC and is renaming 
that center as “Springfield Clinic - Peoria (“Springfield Clinic – Peoria”).  Peoria Day Surgery Center had 
previously been in bankruptcy and ceased operations after a prior prospective purchaser notified PDSC 
that it would not complete the purchase.  PDSC subsequently provided notice of Temporary Suspension 
to the Review Board. 
 

The surgery center is located in a medical office building that is owned in a condominium 
ownership arrangement. Springfield Clinic also acquired the real estate as part of a related transaction 
from an unrelated owner.  As part of the surgery center purchase, Springfield Clinic also acquired a 
related separately licensed Recovery Care Center.  The recovery care center was part of an Department of 
Public Health pilot program that has since been discontinued with no new centers being allowed, but with 
several existing recovery centers being “grandfathered” and continuing to be licensed by IDPH.   
 
 The surgery center facility is approximately 36 years old and is in need of extensive renovation.  
Work on the facility will include replacement of mechanical systems, mold remediation and structural 
repairs.  Clinical and common areas will be extensively remodeled and upgraded.  Construction work will 
require approximately one year to complete.  During this period Springfield Clinic – Peoria will have a 
“provisional” license from IDPH and not see patients during this time.   
 
 The facility is licensed for four operating rooms and one procedure room.  There will be no 
change in the number of rooms and no change in the approved specialties.  Because this Project does not 
create a new facility or new services it is classified as “non-substantive” under Review Board 
Regulations. 
 
 Springfield Clinic is large physician practice group serving patients in many communities in 
central Illinois. Springfield Clinic presently owns and operates Springfield Clinic – Springfield 
Ambulatory Surgery Center, a multi-specialty surgery center in Springfield. 
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Project Costs and Sources of Funds 
 
Complete the following table listing all costs (refer to Part 1120.110) associated with the project.  When a 
project or any component of a project is to be accomplished by lease, donation, gift, or other means, the 
fair market or dollar value (refer to Part 1130.140) of the component must be included in the estimated 
project cost.  If the project contains non-reviewable components that are not related to the provision of 
health care, complete the second column of the table below. Note, the use and sources of funds must be 
equal.   
 

Project Costs and Sources of Funds 
USE OF FUNDS CLINICAL NONCLINICAL TOTAL 

Preplanning Costs $56,859 $63,141 $120,000 
Site Survey and Soil Investigation $0 $0 $0 
Site Preparation $173,026 $26,974 $200,000 
Off Site Work $0 $0 $0 
New Construction Contracts $0 $0 $0 
Modernization Contracts $3,249,081 $3,608,047 $6,857,128 
Contingencies $227,436 $252,563 $479,999 
Architectural/Engineering Fees $275,018 $305,403 $580,422 
Consulting and Other Fees $411,702 $40,798 $452,500 
Movable or Other Equipment (not in construction 
contracts) $2,315,217 $24,131 $2,339,348 

Bond Issuance Expense (project related) $0 $0 $0 
Net Interest Expense During Construction (project 
related) $0 $0 $0 

Fair Market Value of Leased Space or Equipment $0 $0 $0 
Other Costs to Be Capitalized $299,378 $46,671 $346,049 
Acquisition of Building or Other Property (excluding 
land) $0 $0 $0 

 TOTAL USES OF FUNDS $7,007,718 $4,367,728 $11,375,446 
SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL 

Cash and Securities $7,007,718 $4,367,728 $11,375,446 
Pledges    
Gifts and Bequests    
Bond Issues (project related)    
Mortgages    
Leases (fair market value)    
Governmental Appropriations    
Grants    
Other Funds and Sources     
TOTAL SOURCES OF FUNDS $7,007,718 $4,367,728 $11,375,446 

NOTE: ITEMIZATION OF EACH LINE ITEM MUST BE PROVIDED AT ATTACHMENT 7, IN NUMERIC SEQUENTIAL ORDER AFTER 
THE LAST PAGE OF THE APPLICATION FORM. 
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Related Project Costs 
Provide the following information, as applicable, with respect to any land related to the project that will 
be or has been acquired during the last two calendar years: 

 
         
 Land acquisition is related to project             Yes          No 
 Purchase Price:      $_________________ 
 Fair Market Value:  $_________________ 
 
The project involves the establishment of a new facility or a new category of service 
                                                 Yes          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 $                               . 
 

 
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): __May 31, 2023_________  
 
Indicate the following with respect to project expenditures or to financial commitments (refer to 
Part 1130.140): 
 

  Purchase orders, leases or contracts pertaining to the project have been executed.  
  Financial commitment is contingent upon permit issuance.  Provide a copy of the 

contingent “certification of financial commitment” document, highlighting any language 
related to CON Contingencies  

              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? 
 Cancer Registry 
 APORS       N/A 
 All formal document requests such as IDPH Questionnaires and Annual Bed Reports 

been submitted 
 All reports regarding outstanding permits  

Failure to be up to date with these requirements will result in the application for 
permit being deemed incomplete. 
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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. 
 
Not Reviewable Space [i.e. non-clinical]: means an area for the benefit of the patients, visitors, staff or employees of a health 
care facility and not directly related to the diagnosis, treatment, or rehabilitation of persons receiving services from the health care 
facility.  "Non-clinical service areas" include, but are not limited to, chapels; gift shops; newsstands; computer systems; tunnels, 
walkways, and elevators; telephone systems; projects to comply with life safety codes; educational facilities; student housing; 
patient, employee, staff, and visitor dining areas; administration and volunteer offices; modernization of structural components (such 
as roof replacement and masonry work); boiler repair or replacement; vehicle maintenance and storage facilities; parking facilities; 
mechanical systems for heating, ventilation, and air conditioning; loading docks; and repair or replacement of carpeting, tile, wall 
coverings, window coverings or treatments, or furniture.  Solely for the purpose of this definition, "non-clinical service area" does not 
include health and fitness centers.  [20 ILCS 3960/3] 
 

  Gross Square Feet Amount of Proposed Total Gross Square 
Feet That Is: 

Dept. / Area Cost Existing Proposed New 
Const. Modernized As Is Vacated 

Space 
REVIEWABLE        
ASTC        
        
        
        
Total Clinical        
        
NON-
REVIEWABLE        
Public Spaces        
Building Support 
Systems        

Structural Repairs 
and Moisture 
Mitigation 

       

Building Envelope 
& Roofing        

Total Non-clinical        
TOTAL        
  
APPEND DOCUMENTATION AS ATTACHMENT 9, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
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Facility Bed Capacity and Utilization 
 
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 
totals for each bed service.  Any bed capacity discrepancy from the Inventory will result in the 
application being deemed incomplete. 
Not Applicable – ASTC Only 
 
FACILITY NAME: Springfield Clinic - Peoria 
Ambulatory Surgery Center 

 
CITY:   Peoria 

 
REPORTING PERIOD DATES:                   From:                                         to: 
 
Category of Service 

 
Authorized 
Beds 

 
Admissions 

 
Patient Days 
 

 
Bed 
Changes 

 
Proposed 
Beds 

 
Medical/Surgical 

     

 
Obstetrics 

     

 
Pediatrics 

     

 
Intensive Care 

     

 
Comprehensive Physical 
Rehabilitation 

     

 
Acute/Chronic Mental Illness 

     

 
Neonatal Intensive Care 

     

 
General Long-Term Care 

     

 
Specialized Long-Term Care 

     

 
Long Term Acute Care 

     

 
Other ((identify) 

     

 
TOTALS: 
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SECTION III.  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. 
 

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

 
3. For the following questions, please provide information for each applicant, including corporate officers or 

directors, LLC members, partners and owners of at least 5% of the proposed facility.  A health care facility is 
considered owned or operated by every person or 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 certified listing of each applicant, identifying those individuals that have been cited, arrested, 

taken into custody, charged with, indicted, convicted or tried for, or pled guilty to the commission of 
any felony or misdemeanor or violation of the law, except for minor parking violations; or the 
subject of any juvenile delinquency or youthful offender proceeding.  Unless expunged, provide 
details about the conviction and submit any police or court records regarding any matters 
disclosed. 

 
c. A certified 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. 
 

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

 
4. 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. 

 
5. 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 can submit amendments to previously 
submitted information, as needed, to update and/or clarify data. 

 
 
APPEND DOCUMENTATION AS ATTACHMENT 11, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST 
PAGE OF THE APPLICATION FORM. EACH ITEM (1-4) MUST BE IDENTIFIED IN ATTACHMENT 11.   
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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 regulatory citations, if any.  For equipment being 
replaced, include repair and maintenance records. 
 
NOTE:  Information regarding the “Purpose of the Project” will be included in the State Board Staff Report. 
 
APPEND DOCUMENTATION AS ATTACHMENT 12, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST 
PAGE OF THE APPLICATION FORM.  EACH ITEM (1-6) MUST BE IDENTIFIED IN ATTACHMENT 12.   
 
 
ALTERNATIVES 
 

1) Identify ALL the alternatives to the proposed project:   
 

Alternative options must include:  
 

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

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

 
C) Utilizing other health care resources that are available to serve all or a portion of 

the population proposed to be served by the project; and 
 
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 completion) and long-term.  This may 
vary by project or situation. FOR EVERY ALTERNATIVE IDENTIFIED, THE TOTAL PROJECT 
COST AND THE REASONS WHY THE ALTERNATIVE WAS REJECTED MUST BE 
PROVIDED.   

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

improved quality of care, as available. 
 

 
 
APPEND DOCUMENTATION AS ATTACHMENT 13, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST 
PAGE OF THE APPLICATION FORM. 
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SECTION IV.  PROJECT SCOPE, UTILIZATION, AND UNFINISHED/SHELL SPACE 
 
Criterion 1110.120 - Project Scope, Utilization, and Unfinished/Shell Space 
 
READ THE REVIEW CRITERION and provide the following information: 
SIZE OF PROJECT: 
 

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

 
2. If the gross square footage exceeds the BGSF/DGSF standards in Appendix B, justify the discrepancy by 

documenting one of the following: 
 

a. Additional space is needed due 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 
BGSF/DGSF 

STATE 
STANDARD  

DIFFERENCE MET 
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 Ill. Adm. Code 1100.  
 
Document that in the second year of operation, the annual utilization of the service or equipment shall meet or exceed the 
utilization standards specified in 1110.Appendix B.  A narrative of the rationale that supports the projections must be 
provided.  
 
A table must be provided in the following format with Attachment 15. 
 

UTILIZATION 
 DEPT./ 

SERVICE 
HISTORICAL 
UTILIZATION 

(PATIENT DAYS) 
(TREATMENTS) 

ETC. 

PROJECTED 
UTILIZATION 

STATE 
STANDARD 

MEET 
STANDARD? 

YEAR 1      
YEAR 2      
      

 

 
APPEND DOCUMENTATION AS ATTACHMENT 15, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
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UNFINISHED OR SHELL SPACE: 
 
Provide the following information: 
 

1. Total gross square footage (GSF) of the proposed shell space. 
 

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

 
3. Evidence that the shell space is being constructed due to: 

a. Requirements of governmental or certification agencies; or 
b. Experienced increases in the historical occupancy or utilization of those areas proposed 

to occupy the shell space. 
 
       4.  Provide: 

a. Historical utilization for the area for the latest five-year period for which data is available; 
and 

b. Based upon the average annual percentage increase for that period, projections of future 
utilization of the area through the anticipated date when the shell space will be placed 
into operation. 

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

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

 
2. The estimated date by which the subsequent CON application (to develop and utilize the subject 

shell space) will be submitted; and 
 

3. The anticipated date when the shell space will be completed and placed into operation. 
  
 
APPEND DOCUMENTATION AS ATTACHMENT 17, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
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SECTION VI.  SERVICE SPECIFIC REVIEW CRITERIA 
 
 
This Section is applicable to all projects proposing the establishment, expansion or 
modernization of categories of service that are subject to CON review, as provided in the Illinois 
Health Facilities Planning Act [20 ILCS 3960].  It is comprised of information requirements for each 
category of service, as well as charts for each service, indicating the review criteria that must be 
addressed for each action (establishment, expansion, and modernization).   
 
 
A. Criterion 1110.200 - Medical/Surgical, Obstetric, Pediatric and Intensive Care  
 

1. Applicants proposing to establish, expand and/or modernize the Medical/Surgical,  
 Obstetric, Pediatric and/or Intensive Care categories of service must submit the following  
 information:  

 
2. Indicate bed capacity changes by Service:             Indicate # of beds changed by action(s): 

 
   

                           
  Medical/Surgical   

  

 
  Obstetric      

  

 
  Pediatric 

  

 
  Intensive Care 

  

 
 3. READ the applicable review criteria outlined below and submit the required   
  documentation for the criteria:  
 
APPLICABLE REVIEW CRITERIA Establish Expand Modernize 
1110.200(b)(1) -   Planning Area Need - 77 Ill. Adm. Code 1100                                          
                            (formula calculation) 

X   

1110.200(b)(2) -   Planning Area Need - Service to Planning Area  
                             Residents 
 

X X  

1110.200(b)(3) -   Planning Area Need - Service Demand -  
                             Establishment of Category of Service 
 

X   

1110.200(b)(4) -   Planning Area Need - Service Demand - Expansion  
                             of Existing Category of Service 

 X  

1110.200(b)(5) -   Planning Area Need - Service Accessibility 
 

X   

1110.200(c)(1) -    Unnecessary Duplication of Services 
 

X   

1110.200(c)(2) -    Maldistribution 
 

X 
 

X  

1110.200(c)(3) -    Impact of Project on Other Area Providers 
 

X   

1110. 200(d)(1), (2), and (3) -   Deteriorated Facilities  
 

  X 

1110.200(d)(4) -    Occupancy 
 

  X 

1110.200(e) -     Staffing Availability 
 

X X  
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APPLICABLE REVIEW CRITERIA Establish Expand Modernize 
1110.200(f) -     Performance Requirements 
 

X X X 
 

1110.200(g) -     Assurances X 
 

X  

 
APPEND DOCUMENTATION AS ATTACHMENT 19, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM.  
 
 



  #22-012 
 

 39884962.5 
Page 16 

 
  

G. Non-Hospital Based Ambulatory Surgery 
 

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

 
  Cardiovascular    
  Colon and Rectal Surgery 
  Dermatology 
  General Dentistry 
  General Surgery 
  Gastroenterology 
  Neurological Surgery 
  Nuclear Medicine 
  Obstetrics/Gynecology 
  Ophthalmology 
  Oral/Maxillofacial Surgery 
  Orthopedic Surgery 
  Otolaryngology 
  Pain Management 
  Physical Medicine and Rehabilitation 
  Plastic Surgery 
  Podiatric Surgery 
  Radiology 
  Thoracic Surgery 
  Urology 
  Other____________________________________ 

 
3.         READ the applicable review criteria outlined below and submit the required  
 documentation for the criteria:  

 
APPLICABLE REVIEW CRITERIA Establish New 

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 
 

 X 

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

X X 

1110.235(c)(6) – Service Accessibility 
 

X  

1110.235(c)(7)(A) – Unnecessary Duplication/Maldistribution 
 

X  

1110.235(c)(7)(B) – Maldistribution 
 

X  

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

X  

1110.235(c)(8) – Staffing 
 

X 
 

X 
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1110.235(c)(9) – Charge Commitment 
 

X X 

1110.235(c)(10) – Assurances 
 

X X 

 
APPEND DOCUMENTATION AS ATTACHMENT 25, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE 
OF THE APPLICATION FORM. 
 
 
 
 
APPEND DOCUMENTATION AS ATTACHMENT-33, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
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The following Sections DO NOT need to be addressed by the applicants or co-applicants responsible for 
funding or guaranteeing the funding of the project if the applicant has a bond rating of A- or better from 
Fitch's or Standard and Poor's rating agencies, or A3 or better from Moody's (the rating shall be affirmed 
within the latest 18-month period prior to the submittal of the application): 
 

• Section 1120.120 Availability of Funds − Review Criteria 
• Section 1120.130 Financial Viability − Review Criteria 
• Section 1120.140 Economic Feasibility − Review Criteria, subsection (a) 
 

VII.  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]: 
 

  
$11,375,446 

 
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 timetable 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 timetable 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 
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terms and conditions. 
 

 
________ 
 

e) Governmental Appropriations − a copy of the appropriation Act or ordinance 
accompanied by a statement of funding availability from an official of the governmental 
unit.  If funds are to be made available from subsequent fiscal years, a copy of a 
resolution or other action of the governmental unit attesting to this intent; 
 

 
________ 
 

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

 
 
________ 
 

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

 
 
$11,375,446 TOTAL FUNDS AVAILABLE 

       

APPEND DOCUMENTATION AS ATTACHMENT 34, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM.  
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SECTION VIII.  1120.130 - FINANCIAL VIABILITY 
 

All the applicants and co-applicants shall be identified, specifying their roles in the project funding or 
guaranteeing the funding (sole responsibility or shared) and percentage of participation in that funding. 
 
Financial Viability Waiver 
 
The applicant is not required to submit financial viability ratios if: 
1. “A” Bond rating or better 
2. All the project’s 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 35, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
 
 
The applicant or co-applicant that is responsible for funding or guaranteeing funding of the project shall 
provide viability ratios for the latest three years for which audited financial statements are available 
and for the first full fiscal year at target utilization, but no more than two years following project 
completion.  When the applicant's facility does not have facility specific financial statements and the 
facility is a member of a health care system that has combined or consolidated financial statements, the 
system's viability ratios shall be provided.  If the health care system includes one or more hospitals, the 
system's viability ratios shall be evaluated for conformance with the applicable hospital standards.   

 
 Historical  

3 Years  
Projected 

  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 
obligations should the applicant default. 

 
APPEND DOCUMENTATION AS ATTACHMENT 36, IN NUMERICAL ORDER AFTER THE LAST PAGE OF THE APPLICATION 
FORM. 
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SECTION IX. 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 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 available; 
 
2) That the selected form of debt financing will not be at the lowest net cost 

available, but is more advantageous due to such terms as prepayment privileges, 
no required mortgage, access to additional indebtedness, term (years), financing 
costs and other factors; 

 
3) That the project involves (in total or in part) the leasing of equipment or facilities 

and that the expenses incurred with leasing a facility or equipment are less costly 
than constructing a new facility or purchasing new equipment. 

 
C.     Reasonableness of Project and Related Costs 

 
  Read the criterion and provide the following: 
 

1. Identify each department or area impacted by the proposed project and provide a cost 
and square footage allocation for new construction and/or modernization using the 
following format (insert after this page). 
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COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE 

 
Department 
(list below) 

A B C D E F G H  
Total 
Cost 

(G + H) 
Cost/Square Foot       
New            Mod. 

Gross Sq. Ft. 
New         Circ.* 

Gross Sq. Ft. 
Mod.        Circ.* 

Const. $ 
(A x C) 

Mod. $ 
(B x E) 

ASTC          

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 dollars per 
equivalent patient day) for the first full fiscal year at target utilization but no more than two years 
following project completion. 

APPEND DOCUMENTATION AS ATTACHMENT 37, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
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SECTION X.  SAFETY NET IMPACT STATEMENT 
 
 
SAFETY NET IMPACT STATEMENT that describes all the following must be submitted for ALL SUBSTANTIVE 
PROJECTS AND PROJECTS TO DISCONTINUE HEALTH CARE FACILITIES [20 ILCS 3960/5.4]: 
 
1. The project's material impact, if any, on essential safety net services in the community, including the 
impact on racial and health care disparities in the community, to the extent that it is feasible for an 
applicant to have such knowledge. 
 
2. The project's impact on the ability of another provider or health care system to cross-subsidize safety 
net services, if reasonably known to the applicant. 
 
3. How the discontinuation of a facility or service might impact the remaining safety net providers in a 
given community, if reasonably known by the applicant. 
 
Safety Net Impact Statements shall also include all of the following: 
 
1. For the 3 fiscal years prior to the application, a certification describing the amount of charity care 
provided by the applicant. The amount calculated by hospital applicants shall be in accordance with the 
reporting requirements for charity care reporting in the Illinois Community Benefits Act. Non-hospital 
applicants shall report charity care, at cost, in accordance with an appropriate methodology specified by 
the Board. 
 
2. For the 3 fiscal years prior to the application, a certification of the amount of care provided to Medicaid 
patients. Hospital and non-hospital applicants shall provide Medicaid information in a manner consistent 
with the information reported each year to the Illinois Department of Public Health regarding "Inpatients 
and Outpatients Served by Payor Source" and "Inpatient and Outpatient Net Revenue by Payor Source" 
as required by the Board under Section 13 of this Act and published in the Annual Hospital Profile. 
 
3. Any information the applicant believes is directly relevant to safety net services, including information 
regarding teaching, research, and any other service. 
 
A table in the following format must be provided as part of Attachment 37. 
 

Safety Net Information per PA 96-0031 

CHARITY CARE 

Charity (# of patients) Year Year Year 
Inpatient    

Outpatient    

Total    
Charity (cost in dollars)    

Inpatient    

Outpatient    
Total    

 
 

MEDICAID 
Medicaid (# of patients) Year Year Year 

Inpatient    

Outpatient    

Total    

Medicaid (revenue)    

Inpatient    

Outpatient    
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Total    
    

 

 
APPEND DOCUMENTATION AS ATTACHMENT 38, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
 
 



  #22-012 
 

 39884962.5 
Page 25 

 
  

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 operation. 

 
Charity care" means care provided by a health care facility for which the provider does not expect 
to receive payment from the patient or a third-party payer (20 ILCS 3960/3).  Charity Care must be 
provided at cost. 
 
A table in the following format must be provided for all facilities as part of Attachment 39.  
 

CHARITY CARE 

 Year Year Year 

Net Patient Revenue    

Amount of Charity Care (charges)    

Cost of Charity Care    

    
 

 
APPEND DOCUMENTATION AS ATTACHMENT 39, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
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SECTION XI -SPECIAL FLOOD HAZARD AREA AND 500-YEAR FLOODPLAIN 
DETERMINATION FORM 
 

In accordance with Executive Order 2006-5 (EO 5), the Health Facilities & Services Review Board 
(HFSRB) must determine if the site of the CRITICAL FACILITY, as defined in EO 5, is located in a 
mapped floodplain (Special Flood Hazard Area) or a 500-year floodplain.  All state agencies are 
required to ensure that before a permit, grant or a development is planned or promoted, the proposed 
project meets the requirements of the Executive Order, including compliance with the National Flood 
Insurance Program (NFIP) and state floodplain regulation.  

1. Applicant:  Springfield Clinic, LLP, 1025 S. 6th Street  
  (Name) (Address) 

 (City) Springfield (State) IL (ZIP Code) 62703 (Telephone Number)  
 
2. Project Location:  7309 North Knoxville,  Peoria, IL   
  (Address) (City) (State) 
  Peoria    
  (County)  (Township) (Section) 
3. You can create a small map of your site showing the FEMA floodplain mapping using the FEMA 

Map Service Center website (https://msc.fema.gov/portal/home) by entering the address for the 
property in the Search bar. If a map, like that shown on page 2 is shown, select the Go To 
NFHL Viewer tab above the map. You can print a copy of the floodplain map by selecting the 

 icon in the top corner of the page. Select the pin tool icon  and place a pin on your site. 
Print a FIRMETTE size image.  

If there is no digital floodplain map available select the View/Print FIRM icon above the aerial 
photo. You will then need to use the Zoom tools provided to locate the property on the map and 
use the Make a FIRMette tool to create a pdf of the floodplain map. 

IS THE PROJECT SITE LOCATED IN A SPECIAL FLOOD HAZARD AREA:   Yes___ 
No   X  
IS THE PROJECT SITE LOCATED IN THE 500-YEAR FLOOD PLAIN? 
If you are unable to determine if the site is in the mapped floodplain or 500-year floodplain, contact 
the county or the local community building or planning department for assistance.   
If the determination is being made by a local official, please complete the following: 

FIRM Panel Number:   Effective Date:  

Name of Official:   Title:     

Business/Agency:    Address:   

      
(City) (State) (ZIP Code) (Telephone Number) 

Signature:   Date:     
NOTE: This finding only means that the property in question is or is not in a Special Flood Hazard Area 
or a 500-year floodplain as designated on the map noted above. It does not constitute a guarantee that 
the property will or will not be flooded or be subject to local drainage problems. 

If you need additional help, contact the Illinois Statewide Floodplain Program at 217/782-4428 
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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  
2 Site Ownership  
3 Persons with 5 percent or greater interest in the licensee must be 

identified with the % of ownership. 
 

4 Organizational Relationships (Organizational Chart) Certificate of 
Good Standing Etc.   

 

5 Flood Plain Requirements  
6 Historic Preservation Act Requirements  
7 Project and Sources of Funds Itemization  
8 Financial Commitment Document if required   
9 Cost Space Requirements  

10 Discontinuation  
11 Background of the Applicant  
12 Purpose of the Project  
13 Alternatives to the Project  
14 Size of the Project  
15 Project Service Utilization  
16 Unfinished or Shell Space  
17 Assurances for Unfinished/Shell Space  

   
 Service Specific:  

18 Medical Surgical Pediatrics, Obstetrics, ICU  
19 Comprehensive Physical Rehabilitation  
20 Acute Mental Illness   
21 Open Heart Surgery  
22 Cardiac Catheterization  
23 In-Center Hemodialysis  
24 Non-Hospital Based Ambulatory Surgery  
25 Selected Organ Transplantation  
26 Kidney Transplantation  
27 Subacute Care Hospital Model  
28 Community-Based Residential Rehabilitation Center  
29 Long Term Acute Care Hospital   
30 Clinical Service Areas Other than Categories of Service  
31 Freestanding Emergency Center Medical Services  
32 Birth Center  

   
 Financial and Economic Feasibility:  

33 Availability of Funds  
34 Financial Waiver  
35 Financial Viability  
36 Economic Feasibility   
37 Safety Net Impact Statement  
38 Charity Care Information  
39 Flood Plain Information  
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Section I, Type of Ownership of Applicant/Co-Applicant 

 

Attachment 1 

 

Springfield Clinic, LLP (“Springfield Clinic”) is an Illinois limited liability partnership.  A copy 
of Springfield Clinic’s Certificate of Good Standing is attached. 
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Section I, Site Ownership 

 

Attachment 2 

 

Attached is the Bill of Sale showing that Springfield Clinic acquired the property effective 
March 25, 2022.   
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Section I, Operating Identity/Licensee 

 

Attachment 3 

 

Springfield Clinic, LLP is a limited liability partnership.  
 
 
 
 



 

ATTACHMENT 4 
35 

39884962.5 

Section I, Organizational Relationships 

 

Attachment 4 

 

A copy of Springfield’s Clinic organizational chart is attached. 
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Springfield Clinic, LLP 

Organizational Chart 

 
 
 

 
 
 
 
 
 
 
 
 
         
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Springfield Clinic, LLP is the sole owner of the two surgery centers shown above. The two 
surgery centers are not separately incorporated. 
 
 

Springfield Clinic, LLP 
 
 
 
 
 

Springfield Clinic – 
Springfield Ambulatory Surgery  

 
 

 
 
 
 

Springfield Clinic – 
Peoria Ambulatory Surgery Center 

 
 

 
 
 
 
 
 



 

ATTACHMENT 5 
37 

39884962.5 

Section I, Flood Plain Requirements 

 

Attachment 5 

 
Attestation that the site of the Project is not located in a flood plain and that the Project complies 
with the Flood Plain Rules under Illinois Executive Order #2005-5 is attached. 
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SECTION XI -SPECIAL FLOOD HAZARD AREA AND 500-YEAR FLOODPLAIN 
DETERMINATION FORM 
 

In accordance with Executive Order 2006-5 (EO 5), the Health Facilities & Services Review Board 
(HFSRB) must determine if the site of the CRITICAL FACILITY, as defined in EO 5, is located in a 
mapped floodplain (Special Flood Hazard Area) or a 500-year floodplain.  All state agencies are 
required to ensure that before a permit, grant or a development is planned or promoted, the proposed 
project meets the requirements of the Executive Order, including compliance with the National Flood 
Insurance Program (NFIP) and state floodplain regulation.  

1. Applicant:  Springfield Clinic, LLP, 1025 S. 6th Street  
  (Name) (Address) 

 (City) Springfield (State) IL (ZIP Code) 62703 (Telephone Number)  
 
2. Project Location:  7309 North Knoxville,  Peoria, IL   
  (Address) (City) (State) 
  Peoria    
  (County)  (Township) (Section) 
3. You can create a small map of your site showing the FEMA floodplain mapping using the FEMA 

Map Service Center website (https://msc.fema.gov/portal/home) by entering the address for the 
property in the Search bar. If a map, like that shown on page 2 is shown, select the Go To 
NFHL Viewer tab above the map. You can print a copy of the floodplain map by selecting the 

 icon in the top corner of the page. Select the pin tool icon  and place a pin on your site. 
Print a FIRMETTE size image.  

If there is no digital floodplain map available select the View/Print FIRM icon above the aerial 
photo. You will then need to use the Zoom tools provided to locate the property on the map and 
use the Make a FIRMette tool to create a pdf of the floodplain map. 

IS THE PROJECT SITE LOCATED IN A SPECIAL FLOOD HAZARD AREA:   Yes___ 
No   X  
IS THE PROJECT SITE LOCATED IN THE 500-YEAR FLOOD PLAIN? 
If you are unable to determine if the site is in the mapped floodplain or 500-year floodplain, contact 
the county or the local community building or planning department for assistance.   
If the determination is being made by a local official, please complete the following: 

FIRM Panel Number:   Effective Date:  

Name of Official:   Title:     

Business/Agency:    Address:   

      
(City) (State) (ZIP Code) (Telephone Number) 

Signature:   Date:     
NOTE: This finding only means that the property in question is or is not in a Special Flood Hazard Area 
or a 500-year floodplain as designated on the map noted above. It does not constitute a guarantee that 
the property will or will not be flooded or be subject to local drainage problems. 

If you need additional help, contact the Illinois Statewide Floodplain Program at 217/782-4428 
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Section I, Historic Resources Preservation Act Requirements  

 

Attachment 6 

 

Attached is a letter to the Illinois Department of Natural Resources requesting confirmation that 
no historic, architectural or archaeological sites exists within the Project area. 
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Section I, Project Costs and Source of Funds 

 

Attachment 7 

Section 1120.110, Project Costs and Sources of Funds 

 
 

Project Costs and Sources of Funds 
USE OF FUNDS CLINICAL NONCLINICAL TOTAL 

Preplanning Costs $56,859 $63,141 $120,000 
Site Survey and Soil Investigation $0 $0 $0 
Site Preparation $173,026 $26,974 $200,000 
Off Site Work $0 $0 $0 
New Construction Contracts    
Modernization Contracts $3,249,081 $3,608,047 $6,857,128 
Contingencies $227,436 $252,563 $479,999 
Architectural/Engineering Fees $275,018 $305,403 $580,422 
Consulting and Other Fees $411,702 $40,798 $452,500 
Movable or Other Equipment (not in construction 
contracts) $2,315,217 $24,131 $2,339,348 

Bond Issuance Expense (project related) $0 $0 $0 
Net Interest Expense During Construction (project 
related) $0 $0 $0 

Fair Market Value of Leased Space or Equipment $0 $0 $0 
Other Costs to Be Capitalized $299,378 $46,671 $346,049 
Acquisition of Building or Other Property (excluding 
land) $0 $0 $0 

 TOTAL USES OF FUNDS $7,007,718 $4,367,728 $11,375,446 
SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL 

Cash and Securities $7,007,718 $4,367,728 $11,375,446 
Pledges    
Gifts and Bequests    
Bond Issues (project related)    
Mortgages    
Leases (fair market value)    
Governmental Appropriations    
Grants    
Other Funds and Sources     
TOTAL SOURCES OF FUNDS $7,007,718 $4,367,728 $11,375,446 

NOTE: ITEMIZATION OF EACH LINE ITEM MUST BE PROVIDED AT ATTACHMENT 7, IN NUMERIC SEQUENTIAL ORDER AFTER 
THE LAST PAGE OF THE APPLICATION FORM. 
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Cost Detailed 

 Item Total Clinical Non-Clinical Total 

Preplanning Costs  $       120,000   $        56,859   $         63,141   

 Facility Condition Survey   $        48,330   $         53,670   $       102,000  

 Code Analysis   $          8,529   $           9,471   $          18,000  

      

      

Site Survey and Soil Investigation  $                   -     $                 -     $                  -     

      

      

      

Site Preparation  $       200,000   $     173,026   $         26,974   

 Parking Lots, Grading & Drainage   $     129,770   $         20,230   $       150,000  

 Landscaping   $        43,257   $           6,743   $          50,000  

j      

      

      

      

New Construction  $                   -     $                 -     $                  -     

 ASTC   $                 -     $                  -     $                   -    

 Public Spaces   $                 -     $                  -     $                   -    

 "In-Kind" and Emergency Repairs   $                 -     $                  -     $                   -    

 Building Support   $                 -     $                  -     $                   -    

 Structural Repairs   $                 -     $                  -     $                   -    

 Bldg Envelope    $                 -     $                  -     $                   -    

 Mold & Moisture Mitigation   $                 -     $                  -     $                   -    

      

Modernization Contracts  $    6,857,128   $  3,249,081   $   3,608,047   

 ASTC   $  2,365,872   $                  -     $    2,365,872  

 Public Spaces   $                 -     $         85,000   $          85,000  

 "In-Kind" and Emergency Repairs   $     883,209   $       743,180   $    1,626,389  

 Building Support   $                 -     $       683,028   $       683,028  

 Structural Repairs   $                 -     $       374,224   $       374,224  

 Bldg Envelope    $                 -     $   1,336,988   $    1,336,988  

 Mold & Moisture Mitigation   $                 -     $       385,628   $       385,628  

      

Contingencies  $       479,999   $     227,436   $       252,563   

 New Construction   $                 -     $                  -     

 Modernization   $     227,436   $       252,563   

      

Architectural/Engineering Fees  $       580,422   $     275,018   $       305,403   

 Space Programming   $        13,751   $         15,270   $          29,021  

 Schematic Design   $        41,253   $         45,810   $          87,063  

 Design Development   $        55,004   $         61,081   $       116,084  

 Construction Documents   $     110,007   $       122,161   $       232,169  
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 Construction Observation   $        55,004   $         61,081   $       116,084  

      

      

Consulting and Other Fees  $       452,500   $     411,702   $         40,798   

 City Permit Fees   $          6,488   $           1,012   $            7,500  

 IDPH Review Fees   $        38,931   $           6,069   $          45,000  

 CON Related Fees    $        43,257   $           6,743   $          50,000  

 Test & Balance   $        17,303   $           2,697   $          20,000  

 Legal   $        25,954   $           4,046   $          30,000  

 Commissioning   $        43,257   $           6,743   $          50,000  

 Equipment Planning   $     150,000   $                  -     $       150,000  

 Interior Signage Design   $        17,303   $           2,697   $          20,000  

 Landscape Design   $        25,954   $           4,046   $          30,000  

 Agency Interaction   $        43,257   $           6,743   $          50,000  

      

      

      

      

Movable and Other Equipment  $    2,339,348   $  2,315,217   $         24,131   

 Wifi System   $        12,045   $           1,878   $          13,922  

 Furniture   $        64,885   $         10,115   $          75,000  

 Signage   $        43,257   $           6,743   $          50,000  

 Artwork   $        34,605   $           5,395   $          40,000  

 Olympus Scopes   $     125,000   $                  -     $       125,000  

 Laryngoscope Set, Video - Anesthesia   $        15,500   $                  -     $          15,500  

 Electrosurgical Unit, Bipolar/Monopolar    $        11,400   $                  -     $          11,400  

 Anesthesia Machine, General    $     162,500   $                  -     $       162,500  

 Surgical OR Table   $        70,000   $                  -     $          70,000  

 Light, Surgical, Single, Ceiling, w/Monitor Arm   $        60,000   $                  -     $          60,000  

 Instruments, Surgical, Allowance   $     250,000   $                  -     $       250,000  

 Integration System, Surgical, Video   $     175,000   $                  -     $       175,000  

 Video System   $     165,000   $                  -     $       165,000  

 Ultrasound, Imaging, Multipurpose, Portable   $        33,500   $                  -     $          33,500  

 Waste Disposal, Surgical Fluid Collection   $        29,436   $                  -     $          29,436  

 Liposuction Machine   $        43,000   $                  -     $          43,000  

 Tourniquet System, General   $        13,129   $                  -     $          13,129  

 Table, Surgical, Accessories, Allowance   $          5,000   $                  -     $            5,000  

 Table, Overbed, General   $          2,814   $                  -     $            2,814  

 Stirrups, Universal   $          2,623   $                  -     $            2,623  

 Cabinet, Storage, Clinical, Narcotic   $     100,000   $                  -     $       100,000  

 Stainless Steel Backtable   $          3,250   $                  -     $            3,250  

 Table, Surgical, Radiopaque   $          9,000   $                  -     $            9,000  

 Storage Cabinets, GI Scope   $          6,000   $                  -     $            6,000  

 OER PRO   $        34,000   $                  -     $          34,000  

 Sterilizer, Steam (Electric), Large Capacity   $     100,000   $                  -     $       100,000  

 Washer / Disinfector, Electric   $        75,000   $                  -     $          75,000  
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 Sterilizer, Hydrogen Peroxide, Mobile   $        51,000   $                  -     $          51,000  

 Table, Adjustable Height Instrument Workstation  $          7,500   $                  -     $            7,500  

 Table, Stainless Steel Wrap Table   $          2,500   $                  -     $            2,500  

 Board, Stainless Steel Instrument Mounting   $          7,500   $                  -     $            7,500  

 EKG, 12-lead   $          5,750   $                  -     $            5,750  

 Monitor, Physiologic, Bedside, Portable   $        71,500   $                  -     $          71,500  

 Cart, Procedure, General   $          7,852   $                  -     $            7,852  

 Cart, Supply, Linen, 60"   $          2,502   $                  -     $            2,502  

 Cart, Supply, Allowance   $          2,500   $                  -     $            2,500  

 Cabinet, Warming, Dual, Freestanding   $        12,820   $                  -     $          12,820  

 Ice/Water dispenser   $          4,100   $                  -     $            4,100  

 Refrigerator, Domestic   $          1,500   $                  -     $            1,500  

 Freezer, Commercial, Undercounter/ Tissue   $          5,250   $                  -     $            5,250  

 Defibrillator, Monitor, w/Pacing   $        12,000   $                  -     $          12,000  

 Stretcher, Procedure / Recovery   $        59,800   $                  -     $          59,800  

 Cart, Metro   $        16,101   $                  -     $          16,101  

 Cart, Anesthesia, 6-drawer   $          6,600   $                  -     $            6,600  

 OEC 9900   $     150,000   $                  -     $       150,000  

 Microscope, Floor Standing   $     150,000   $                  -     $       150,000  

 X-Ray Unit, C-Arm, Mini   $        85,000   $                  -     $          85,000  

 Pump, Infusion, Syringe   $          7,500   $                  -     $            7,500  

      

      

Net Interest Expense During Construction  $                   -     $                 -     $                  -     

      

      

Other Costs to be Capitalized  $       346,049   $     299,378   $         46,671   

 Security   $        82,187   $         12,813   $          95,000  

 Network Closets   $        28,104   $           4,381   $          32,486  

 Telephone System   $        16,060   $           2,504   $          18,563  

 Computers, Printers & End User Devices   $     108,141   $         16,859   $       125,000  

 IT Cabling   $        64,885   $         10,115   $          75,000  

      

      

      

TOTAL   $  11,375,446   $  7,007,718   $   4,367,728   $                   -    
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Section I, Cost Space Requirements 

Attachment 9 

Cost Space Requirements 

  Gross Square Feet Amount of Proposed Total Gross Square 
Feet That Is: 

Dept. / Area Cost Existing Proposed New 
Const. Modernized As Is Vacated 

Space 
REVIEWABLE        
ASTC $7,007,718 11,370 11,370  11,370 N/A N/A 
        
        
        
Total Clinical $7,007,718 11,370 11,370  11,370   
        
NON-
REVIEWABLE        
Public Spaces $201,847 769 1,143  1,143   
Structural Repairs $953,226 N/A      
Building Support 
Systems $1,655,319 N/A N/A N/A N/A N/A N/A 

Building Envelope 
& Roofing $1,557,337 N/A      

Total Non-clinical $4,367,728       
TOTAL $11,375,446  $11,370  $11,370   
 
APPEND DOCUMENTATION AS ATTACHMENT 9, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
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Section III, Background of Applicant   

 

Attachment 11 

 

Following its acquisition of Peoria Day Surgery Center, Springfield Clinic applied for a 
provisional license from IDPH and will obtain normal licensure once the project is complete. 
 
Section 1110.230, Background, Purpose of the Project and Alternatives 
 
1. A listing of all health care facilities owned by the applicant, including licensing, and 

certification if applicable. 
 

Springfield Clinic – Peoria Ambulatory Surgery Center’s ASTC provisional license 
#7003247, issued by the Illinois Department of Public Health (“IDPH”), is attached.  We 
note, however, that Peoria Day Surgery Center will seek new accreditation at the conclusion 
of this Project. 
 
Springfield Clinic also owns Springfield Clinic and Springfield Clinic Surgery Center, an 
ambulatory surgery treatment center.  Springfield Clinic’s Ambulatory Surgery Treatment 
center license is also attached. 

 
2. A certified listing of any adverse action taken against any facility owned and/or 

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

There have been no adverse actions taken against Springfield Clinic within the prior three 
years.  A letter attesting to this fact is attached. 

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

information submitted, including, but not limited to: official records of DPH or other 
State agencies; the licensing or certification records of other States; when applicable; 
and the records of nationally recognized accreditation organizations. 

 
A letter granting the Review Board and the IDPH access to information to verify information 
in the application is attached. 
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Section III, Purpose of Project 

 

Attachment 12 

 

Overview of Purpose 
 
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. 

Springfield Clinic expanded into the Peoria market in August 2019 with the affiliation of Peoria 
Surgical Group, now known as Springfield Clinic Peoria.  Over the last year and half, Springfield 
Clinic has continued to grow its provider group and services needed within the Peoria area to 
over 9 locations.  These locations provide the community with options in primary, specialty and 
surgical care. Springfield Clinic continues to recruit quality providers to meet the need of the 
market and to ensure patients have local access to care by providing care close to home. We are 
successful in retaining quality physicians in the market that are looking for a partnership practice 
model instead of an employed model.  This fundamental option enables us to partner with health 
systems to stabilize care in the community.   
 
Within the Peoria market we offer - 
 
Surgical Services:  

• colon & rectal surgery 
• breast surgery 
• plastic and reconstructive surgery 
• general surgery 
• bariatric surgery 
• trauma/acute care surgery 

Specialty/Primary Care Services: 
• women’s health services (obstetrics and gynecology) 
• cancer care 
• allergy and asthma 
• genetics 
• primary care 
• pediatrics 

With the planned Project, Springfield Clinic will increase access to community -based surgical 
services to serve a patient population that encompasses patients for not only Springfield Clinic 
providers but for those in the communities we serve in partnership/collaboration. The Project 
will meet the evolving landscape of the healthcare delivery system in Peoria and the surrounding 
cities giving patients a nonhospital-based options for their surgical care.  
 
Ambulatory surgery centers are driven by efficiency, patient choice, convenience and a keen 
focus on driving down total medical expenses which is frequently absorbed by patients. ASTCs 
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receive a smaller reimbursement for the same service that can be performed at a hospital or 
facility that is billing as a Hospital Outpatient Department (“HOPD”).  Per Becker’s Healthcare, 
more than $2.3 billion a year is generated in savings when patients have certain preventive and 
surgical procedures at ASTCs instead of HOPDs.   
 
The ASTC will serve patients of all ages and socio-economic strata.  In addition, as the patient 
population demographics continue to change and evolve, patients will require greater access to 
care types of lower acuity procedures.  
 
Patients see ASTCs as safer than hospitals, with the added benefits of shorter stays, minimally 
invasive techniques, faster recovery, and lower costs. The planned Project will help in providing 
the most appropriate and convenient access and care to patients in the communities we serve.  
 
The continuously evolving healthcare delivery landscape has resulted in a shift in the provision 
of outpatient surgical procedures from hospital to an ASTC settings.  According to a 2019 study 
by Health Care Cost Institute, healthcare services performed in outpatient settings accounted for 
11.1% of visits in 2009, growing to 12.9% by 2017. In many ways, the shifting landscape helps 
to reduce healthcare spending - where hospitals encompass operating costs of a wide breadth of 
services and staff in many cases is passed onto the patient.   
 
2. Define the planning area or market area, or other, per the applicant’s definition. 

The planned project will provide services for patients in Peoria and their surrounding counties. 
Within the tri-county of Peoria (Peoria, Woodford, Tazewell) approximate 76% of Springfield 
Clinic Peoria’s surgical patients reside. Our Springfield Clinic Peoria offices provides care to 
patients well outside of a 30 mile radius of Peoria, IL - (see map below). 
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3. Identify the existing problems or issues that need to be addressed, as applicable and 
appropriate for the project. 

Springfield Clinic engaged professional architects and engineers and performed a detailed on-site 
inspection to document existing facility conditions.  The inspection identified numerous 
conditions that failed to meet Title 77: Public Health, Chapter 1: Department of Public Health 
Subchapter b: Hospital and Ambulatory Care Facilities Part 205 Ambulatory Surgical Treatment 
Center Licensing Requirements.  Operating an ASTC under these existing facility conditions 
would put patients, staff and visitors at risk.  In addition, the inspection also documented 
numerous instances of poorly maintained facility conditions that need to be corrected.  Staff from 
our currently licensed ASTC in Springfield performed a detailed and thorough inspection of the 
sterile processing and other medical equipment.  Many pieces of equipment were determined to 
be non-functional or beyond end of life. 

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

• https://www.beckersasc.com/asc-news/ascs-vs-hopds-12-insights-on-the-federal-
reimbursement-gap.html 

• See Attachment 19 for detailed inspection reports. 
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5. Detail how the project will address or improve the previously referenced issues or 
problems. 

The project scope includes the development of architectural and engineering construction 
documents to correct conditions that do not meet IDPH standards.  If the Project is approved, the 
problems that will be addressed include indoor air quality and infection control, ADA 
accessibility, emergency power, building envelope and water infiltration, roof structure repairs, 
required fire separations, fire alarm system, ASTC patient comingling with non ASTC patients 
and replacement of end of life flooring, wall coverings and ceiling materials.  New sterile 
processing and other medical equipment will be procured in order to provide a proper and safe 
environment for patient care. 

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

Our timeframe to reach our objection have the following key dates: 

IDPH Design and Construction Permit Approval - Q3 2022 
IDPH Licensing Inspection - Q1 2023 
First patient procedure in the ASTC - Q2 2023 
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Section III, Alternatives 

Attachment 13 

 

Alternatives 

1. Project of Greater or Lesser Scope and Cost 
 

We considered the possibility of constructing a new free standing ASTC with 4 ORs, but 
rejected it because of the high cost.  For example, a recent new 4 OR ASTC recently 
approved by the Illinois Review Board, had a cost of $17,764,000 compared to our 
$11,375,446 .  This project of greater scope would increase expenses by $6.4 million. 

 
We also considered a project of a smaller scope such as updating the current facility to meet 
the minimal standards for licensure by IDPH.  Such a project would cost less than the 
proposed modernization, however would not meet the quality standards set forth by 
Springfield Clinic for our patient experience.   

 
2. Joint Venture with Other Providers 

 
We also actively explored a joint venture project with another health care system even 
conducting a feasibility study.  Based upon this feasibility study, we rejected the joint venture 
alternatives because it limited the specialties which could be performed at the ASTC.   
 

3. Utilize Other Available Health Resources 

While utilizing other available health resources is a $0 cost option, obstacles exist making 
this a less desirable option.  Obstacles such as longer wait times for patient’s surgery due to 
access to Operating Room availability presents frequently.  Different quality control than the 
integrated system of Physician owners presents challenges as well. 

 
4. Proposed Alternative 

The proposed project is the alternative selected.  Springfield Clinic has chosen to making a 
substantial commitment to the patients of the Peoria area by completing the modernization of 
the existing facility.  This project utilizes existing infrastructure which is a known resource 
within the community.  The project also aligns with Springfield Clinic’s focus of enhancing 
the patient’s experience.  It also allows for alignment in quality standards thru physician 
engagement.   
 

Alternative Cost Pros Cons 
Project of 
Greater Scope: 
New 
Construction 

$17,764,000 • New facility- meet 
new construction 
requirements 

• Delay opening of the 
ASTC 

• Increase cost 
 

Project of Lesser $6,000,000 • Less cost • Facility would not meet 
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Alternative Cost Pros Cons 
Scope: 
Update facility 
to minimal 
licensure 
standards 

• Facility may open 
sooner 

SC standards for patient 
or physician experience 

• Would result in 
potential operational 
disruption in the future 
when further updates 
would need complete. 

 
Joint Venture: 
Feasibility Study 
complete 

N/A • Opportunity to 
partner with a local 
Healthcare system. 

• Shared risk/losses 
• Gain experience of 

other partners 

• JV study resulted in 
restrictions of specialties 
which would negatively 
impact viability of the 
center 

• May limit access to 
lower cost for the 
patients. 

• Challenge to manage 
 

Utilize Existing 
Facilities 

Greater cost to 
patient, zero 
capital cost to 
organization 

• Modernization 
process would not be 
necessary 
 

• Longer wait times for 
surgeries appointments 
and services 

• Access/ Scheduling OR 
unavailable or 
dominated by others 
within market 

• Different quality control 
than the integrated 
system of Physician 
owners 

 
Proposed Project $11, 375, 446 • Utilizes existing 

infrastructure and 
licensure 

• Known resource 
within the community 

• Investment in the 
community 

• Physician 
engagement  

• Efficiently and 
effectively utilize 
remaining square 
footage in the 
attached MOB 

• Cost to update beyond 
the minimum 
expectation 

• Timeline to complete 
the work 
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Section IV, Project Scope, Utilization, and Unfinished/Shell Space 

Attachment 14 

 

Project Scope, Utilization and Unfinished/Shell Space 

 
The amount of proposed physical space is necessary and not excessive.   

 
 

SIZE OF PROJECT 
DEPARTMENT/SERVICE PROPOSED 

BGSF/DGSF 
STATE 
STANDARD * 

DIFFERENCE MET 
STANDARD? 

 
ASTC 11,730 12,100 (370) Yes 

     
 
 
* Four ORs at 2,750 sf/room and one procedure room at 1,100 equals 12,100 sf of clinical 

space. 
 
 



 

ATTACHMENT 15 
57 

39884962.5 

Section IV, Project Services Utilization 

Attachment 15 

 

Appendix B, Project Services Utilization 

1110.120 c) Project Size Utilization – For areas for which there are utilization standards as 
shown in Appendix B 
 
 
As this application is for modernization of an existing ASTC we understand that this section is 
inapplicable. 
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Section IV, Service Specific Review Criteria 

Attachment 19 

 
 

Included with these attachments are reports from our architects, engineers and consultants 
evidencing that the facility has deterioration in its physical. 
 
 It is our understanding from Review Board Staff that utilization need not be addressed in 
an application for ASTC Modernization. 
 
 A letter of Assurance is attached. 
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Non-Hospital Based Ambulatory Surgery 

 

Attachment 25 

 
Current Review Board regulations and the current application for permit form does not contain 
provisions for the Modernization of an ASTC.  Upon advice from Review Board staff, we 
addressed Hospital Modernization provisions Attachment in 19 of this application. 
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Section VIII, 1120.130 – Financial Viability 

 

Attachment 35 

 

Because all of the capital expenditures for this Project are funded through internal sources, this 
Section is not applicable. 
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Section IX.  1120.140 - Economic Feasibility 

 
Attachment 37 

 
Economic Feasibility 

 
A. Reasonableness of Financing Arrangements. 

The Project will be financed through cash on hand and securities.   
 
B. Conditions of Debt Financing. 

The Project is being paid for through cash and securities and therefore, these 
criteria do not apply. 

 
C. Reasonableness of Project and Related Costs. 

 
COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE 

 
Department 
(list below) 

A B C D E F G H  
Total Cost 

(G + H) 

Cost/Square Foot       
New            Mod. 

Gross Sq. Ft. 
New         Circ.* 

Gross Sq. Ft. 
Mod.        Circ.* 

Const. $ 
(A x C) 

Mod. $ 
(B x E) 

 

ASTC  $285.76   11,370   $3,249,081 $3,249,081 

Contingency  $20.00      $227,400 $227,400 

TOTALS  $305.76   11,370   $3,476,481 $3,476,481 
* Circulation is 32% 
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We believe the Project meets all state standards for project costs. 
 
D. Project Operating Costs 
  2024    
Operating Costs $10,120,086  
    
Number of Procedures 3,461  
    
Annual Operating Cost Per 
Unit $2,924  
    
2022 Dollars    
    
 
      

 
E. Total Effect of Project on Capital Costs 
Annual Project Depreciation  $777,759   
No. Procedures 3,461   
Capital Cost per Procedure $224.72   
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Section X, Safety Net Impact Statement 

 

Attachment 38 

 

Because the proposed Project is a non-substantive project, the safety net impact statement is not 
applicable.   
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Charity Care Information 

 

Attachment 39 

 

Shown below is the amount of charity care provided by Peoria Day Surgery Center 

 

CHARITY CARE 
  FY19 FY20 FY21 
Net Patient Revenue $1,534,008 $921,477 $314,208 
Amount of Charity Care (charges) 0 0 0 
Cost of Charity Care 0 0 0 
Ratio of Charity Care Cost to Net Patient Rev. 0 0 0 

 
 
Shown below is the amount of charity care provided by Springfield Clinic Surgery Center in 
Springfield. 
 

CHARITY CARE 
  FY19 FY20 FY21 
Net Patient Revenue $46,593,756 $40,243,897 $46,146,731 
Amount of Charity Care (charges) 0 0 0 
Cost of Charity Care 0 0 0 
Ratio of Charity Care Cost to Net Patient Rev. 0 0 0 
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