STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I. IDENTIFICATION

Name (Please Print) BY \an G\r&jﬁ (‘f 4 COU I"'-? ‘*-‘JF A(‘L‘ﬂl i Wﬂh{

City SRILCQMG{"L State 'l\|mm\ Zip 00l78

Contact Phone Number
8IT -8% - (L3¢

Contact E-Mail Address

J&g@qﬂkﬂib -C.-J_kéhﬂ} . W(a]

[I. REPRESENTATION
(This section is to be filled if the witness is appearing on beholf of any group, organization or other ennty.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

ﬂ‘fj.

Ill.  POSITION (Circle appropriate position)

@ Opponent Neutral

This form must be returned to John Kniery at john.kniery@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2" Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I. IDENTIFICATION

Name (Please Print) b QU 6 Y‘O\\{@ S

City S\C\Jcamo(e state. LL 2ip. 0017 &

Contact Phone Number
R16-T75|- %212
Contact E-Mail Address

Penguuin 90 & Comcast. et

Il. REPRESENTATION
(This section is to be filled if the witness is appearing on behalf of ony group, organization or other entr'ty.)

Entity, Organization, etc. represented in this appearance {i.e., ABC Concerned Citizens for
Heaith Care)

Covcpened es==toe C/tizen of the

resldonts Hhat Ceside there as well

0s. Q2 ncawu'h(/ nember oF 0 Yesident

lll. POSITION {Circle appropriate position)

Proponent Neutral

This form must be returned to John Kniery at john.kniery@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2* Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.
Fhs




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

l.  IDENTIFICATION
Name (Please Print) % Mar sH
City chﬂﬁ MoR € state ' C zip 0O/ 25

Contact Phone Number

515- 9o/~ 703/

Contact E-Mail Address

Il. REPRESENTATION
(This section is to be filled if the witness is appearing on behalf of any group, organization or other entity.}
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for

Health Care) )
Con Cerned BelaTFive oFf

o -
ACS /ﬁi‘n A

. POSITION (Circle appropriate position)

Proponent Opponent Neutral

This form must be returned to John Kniery at john.knieryi@illinois.pov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2™ Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting,

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.

Pus

[+ 8




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

. IDENTIFICATION
Name (Please Print) /l//’///— %AZ&Z

City &gﬂﬁ/ﬂé‘ﬂt State __/ /_ Zip_ 0/ 75

Contact Phone Number

630-335 -0 )9

Contact E-Mail Address

_Zlic’}f.f; 174

l. REPRESENTATION
(This section is to be filled if the witness is appearing on behaif of any group, organization or other entr'ty.)

Entity, Organization, etc. represented in this appearance {i.e., ABC Concerned Citizens for
Health Care}

Onééfrmo/ @Muj b) ? O/J/ﬂaj

Ill. POSITION (Circle appropriate position)

Proponent Opponent Neutral

This form must be returned to John Kniery at john.kniery@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2" Floor; Springfield, [llinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

- emecnoy R0 Deta o
City h’l1”rnh§’}‘ﬁ/ State :Ij Zipm

Contact Phone Number

Contact E-Mail Address

_Aa

Il. REPRESENTATION
(This section is to be filled if the witness is appearing on behalf of any group, organization or other ent:ty.)

Entity, Organization, etc. represented in this appearance {i.e., ABC Concerned Citizens for

Tocesneh seldhive of n Recibend—

Il.  POSITION (Circle appropriate position)

Proponent Neutral

This form must be returmed to John Kniery at john.kniery@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2™ Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

L e B

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.

PG 2




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

. IDENTIFICATION

Name (Please Print) m < CF £ [\I 4| /d@/ Sorn

/ :
City D{l‘@”q sute_ 2] Jlirnys 7o (AON5

Contact Phone Number

N5 - 7156-3a7Y

Contact E-Mail Address

Vh('} nelson@, niv, edy

Il. REPRESENTATION

(This section is to be filled if the witness is oppearing on behalf of any group, organization or other enn‘ty.)

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for

Health Care)
Se (£

. POSITION (Circle appropriate position)

Proponent Opponent Neutral

This form must be returned to John Kniery at john.kniery@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2" Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

. IDENTIFICATION :
Name {Please Print) &iﬁ/ ;_Ben }la_ mivr

City YD( Kvi ”f’ state L L Zip N/ Xe)

Contact Phone Number
Q5 -37%- S fLHf
Contact E-Mail Address

o (20176 & hotwacl, com

Il. REPRESENTATION
(This section is to be filled if the witness is appearing on behalf of any group, organization or other entity.)

Entity, Organization, etc. reprgsented in this appearance (i.e., ABC Concerned Citizens for
Health Care 7

Ill. POSITION (Circle appropriate positign

g

Proponent Neutral

__—-_/‘
This form must be retumed to John Kniery at john.kniervi@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2" Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.

Qr7




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form

Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

ommromon (W) (S Ao
Citviv WA ) X Stati\-/k Zip m 54

Contact Phone Number
Bis- 3782427

Contact E-Mail Address

Il. REPRESENTATION
(This section is to be filled if the witness is appearing on behalf of ony group, organization or other ermty.)

Entity, Organization, etc. represented in this appearanc (i.eY ABC Concerned Citizens for

kbR & 5.
%(\Qsﬂv:. AN @eéﬁbewsrffl; ¢

Il. POSITION (Circle appropriate position

-~
Opponent

This form must be returned to John Kniery at john. 7 5.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2™ Floor; Springfield, [llineis 62761 at least 24 hours prior to the HFSRB meeting,

Proponent Neutral

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I.  IDENTIFICATION _
Name (Please Print) @:&LLP!&]L&[_MW i
City _Kiaﬂdwr? state | Zip éﬁ{ 4 5

Contact Phone Number
Rls - 1151 - 030

Contact E-Mail Address

< O 2

il. REPRESENTATION
{This section is to be filled if the witness is appearing on behalf of any group, organizotion or other entity.)

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for

Health Care) g 1
; Th . . -,

Ill.  POSITION (Circle appropriate position)

f-:""'_ S "'--.\_\_\_‘_\

Proponent < Opponent " Neutral

e )

This form must be returned to John Kniery at john.kniery(@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2" Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.

Qfxf'/?




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form

Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I. IDENTIFICATION —~
Name (Please Print) lL._"f-“R}ﬂ'r’Y"\ i'y\ .\ll—QIE

city [V )& state 1| _ zin LoD
Contact Phone Number
X452 - RS
Contact E-Mail Address
\Neacd g+ @}mhm Cm

Il. REPRESENTATION

(This section is to be filled if the witness is appearing on behalf of any group, organization or other entr'ty.)

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

i !

E«Lm N }f [Y\e r’n'hpﬁ_,__ﬁp o g,ll,'i;\ s

[Il.  POSITION (Circle appropriate position)

-

Proponent M) Neutral

This form must be returned to John Kniery at john.knierviaillinois.zov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2™ Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting,

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.

Qpe”




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

. IDENTIFICATION h
Name (Please Print) CIH A\l/ L—O’f‘ll'hbu £Q,
City &,{Cdmnﬂ? State Zip énf)l'_?g

Contact Phone Number

IS-T157-5077

Contact E-Mail Address

W === Y /OQ/?Duse.dcﬁ 9\90/)@2/, COA

Il. REPRESENTATION
(This section is to be filled if the witness is appearing on beholf of any group, organization or other enmy.}
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

lli. POSITION (Circle appropriate position)

Proponent Opponent Neutral

This form must be retumed to John Kniery at john.kniervi@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2™ Floor; Springfield, Nlinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRE Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.

PAs”




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I. IDENTIFICATION
Name (Please Print) F\“.’ V\Ql 1 ’%ﬂ' /\/a-"f
City DGMQ”? state__ L zio_ Lol

Contact Phone Number

Fg-Go(- 2160

Contact E-Mail Address
Plorya £010- )

li. REPRESENTATION
(Thr’s section is to be filled if the witness is appearing on behalf of any group, orgaenization or other entity. )

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for

ealth.Care}
i t/%r‘aauﬂ wmeuther o' HO PeHaly (w«{A‘/ V[yqu'a!([, Uowt ¢

@aar/ Bor Rve yeurs

l. POSITION (Circle appropriate position)

Proponent Opponent Neutral

This form must be returned to John Kniery at john. kniery@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2" Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.

e




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

[.  IDENTIFICATION

Name (Please Print) W'(\\Qm t—‘ L6€+L0U=&Q_-
City i'-v\c-umoﬂf state | [ zip_ 60 118

Contact Phone Number

L5 IS1-0922

Contact E-Mail Address

[_o'@r{(:*{" 13 comcard At

. REPRESENTATION
(This section is to be filled if the witness is appearing on behalf of any group, orgonization or other ennty.)

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

[Il.  POSITION (Circle appropriate position)

Proponent Opponent

This form must be returned to John Kniery at john.kniery@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2 Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.

o7




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I, IDENTIFICATION

Name (Please Print) Q_“A(LL?_S A SW)CX—B
City QMULL,LL State_I Lr Zip {ZQI QLQ ! )

Contact Phone Number
RIS 193-02 67
Contact E-Mail Address

0 e 24761 € Ao 2

II. REPRESENTATION
(This section is to be filled if the witness Is appearing on behalf of any group, organization or other entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

Ill. POSITION (Circle appropriate position)

Cﬂ/%) @ Neutral

This form must be returned to John Kniery at john.knieryi@illingis.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2™ Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

{. IDENTIFICATION By .
Name (Please Print)(_ EB*' 6 | \.{"u\ —C'-;:"L T‘i,\-"{':)‘_:;f? A

City Qg‘k;p\\&'u State—— Zip Lo ! %

Contact Phone Number

ST b4

Contact E-Mail Address Ca fo6 | N W , O)qu oy Qo],co Vh ‘
QW Chestno™™ ARba Lo gy, )

II. REPRESENTATION
(This section is to be filled if the wilness is appearing on behalf of any group, organization or other entr'ty.)

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

ll.  PPSITION (Circle appropriate position)

Proponent \f. QOpponent Neutral

This form must be returned to John Kniery at john.kniery@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2™ Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I.  |IDENTIFICATION !
Name (Please Print)Q téane L olh s ‘\“

City ) eld all State | A L— zi0 (o O S

Contact Phone Number

SIS -754 ~BFR?

Contact E-Mail Address
ddtelkoest @ stroail. conn

li. REPRESENTATION

(This section is to be filled if the witness is appeoring on behalf of any group, organization or other entr‘ty.)

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

pnaerngo C&"k‘z?a_z .

Itl. POSITION (Circle appropriate position)

Proponent @one@ Neutral

This form must be returned to John Kniery at john.kniery@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2™ Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

e Mary Lee Cozal
City —DQKJ Ib State TIA, Zip éﬁf/?’/_gd

Contact Phone Number

g5~ #SU 1104
Contact E-Mail Address
mary COZ@// @ 4 sl Com
I REPRESENTATION

(This section is to be filled if the witness is appearing on behalf of any group, organization or other ennty.)

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for

e Defall County [purd

IIl. POSITION (Circle appropriate position)

Proponent Opponent Neutral

This form must be returned to John Kniery at john.kniery(@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2™ Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

[.  IDENTIFICATION

Name (Please Print) _D'&.:.\M Ba[:ﬂk'%?:-

City 5 MQL_UL\ ? 'il"_.l!\1 State :ir—- }'1 Zip 1.'&25 g g&r

Contact Phone Number

KIS 893 — YA

Contact E-Mail Address

R‘:Gm“(hs 269 S f{(o+mm;L~ Conl__

Il. REPRESENTATION
(This section is to be filled if the witness is appearing on behglf of any group, organization or other enrity.)

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

Q;:m:&r%{_} Cib, 28NS
MeoThey Altes theyd

Il POSITION (Circle appropriote position)

Proponent @- e Neutral

This form must be returned to John Kniery at john. knieryiwillinois.gov or 217-785-4111 {fax) or 525 West
Jefferson Street, 2™ Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form

Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I. IDENTIFICATION

Name (P!easePn‘ntLj L/ Aﬁi_ﬁt}” ) D = e -
cty £ /4 ko state _/ LA~ Zio (Ol 2

Contact Phone Number

14/ ,7%?3/ 24 ¢

4
.,

Contact E-Mail Address i

I

Sovtvnar Qs NB @ W0l Cow

-

II. REPRESENTATION
(This section is to be filled if the witness is oppearing on behalf of any group, organization or other entity.)

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

Ill. POSITION (Circle appropriate position)

n \ Opponent Neutral

This form must be returned to John Kniery at john.knierymillineis.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2™ Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

. IDENTIFICATION
Name (Piease Print) ()L\(\.‘S‘TT/U& f Wﬂ’( CQ
Cityc’g—‘/\/cf} wiole State _._7_:— L\ Zipéo /7 k

Contact Phone Number

79 WD RS2

Contact E-Mail Address
f&LJA'(cQ Wi, ede

. REPRESENTATION
(Thr's section is to be filled if the witness is appearing on behalf of any group, organization or other entity.)

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

Ill.  POSITION (Circle appropriate position)

Proponent Opponent Neutral

This form must be returned to John Kniery at john.kniery@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2™ Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I. IDENTIFICATION

Name (Please Print) é@y Zg klali;\h S

City éﬂﬂ(pﬂ State | L. Zip Lo (35

Contact Phone Number

241~ 33~ 4987
Contact E-Mail Address

OagohawhinGS 362 el oW~
I J

II. REPRESENTATION
(Th.is section is to be filled if the witness is eppearing on behalf of any group, organizotion or other entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care}

Felohve b Dikalh County Vavs/y homo  Ropcdon”

lIl. POSITION (Circle appropriate position)

Proponent Opponent Neutral

This form must be returned to John Kniery at john.kniery@ illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2" Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.

QV/’




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I.  IDENTIFICATION

Name {Please Print) é—ﬁ I"/\/ %Gh/%//ﬂs
City Genos state_ /L. zing2l/ 35

Contact Phone Number

Ey72- 20 3-478&

Contact E-Mail Address

/‘Nzé whows 2/ St @220

Il. REPRESENTATION
(Thr‘s section is to be filled if the witness is appearing on behalf of any group, organization or other entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

relative &€ Lesident Helen Hoatops

Il. POSITION (Circle appropriate position)
N

Proponent o Opponent Neutral

This form must be returned to John Kniery at john.kniery@@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2™ Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




T

STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I.  IDENTIFICATION

Name {Please Print) CICEQJI D?_M _
City b.d(a,.]_b state ol zip. U5

Contact Phone Number
15- 762~ U3

Contact E-Mail Address

QC.C-*.Eew@ a.D[ . Comns

ll. REPRESENTATION

(This section is to be fitled if the witness is appearing on behalif of any group. organization or other enn‘ty.)

Entity, Organization, etc. represented in this appearance {i.e., ABC Concerned Citizens for
Health Care)

Ill. POSITION (Circle appropriate position)

Proponent Ca;ponents Neutral

This form must be returned to John Kniery at john.kniery@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2" Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

. IDENTIFICATION
Name (Please Print) /“dl’]l[t}l 3/[' /78}\-}
City Deka }6 state 2/ Zio pO 45
Contact Phone Number

¥/5-8/~ 7765

Contact E-Mail Address

Wewak bq/ @ com<n5)f . hest

il. REPRESENTATION
(This section is to be filled if the witness is appearing on behalf of any group, organization or other entity.)

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

Ill.  POSITION (Circle appropriate position)

Proponent Opponent Neutral

This form must be returned to John Kniery at john.knieryimillinois.zov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2" Floor; Springfield, Ilinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.

o




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

- wmmenon  Wante Gotin
ay Dekalb sote LLNAS 40 bullS
Contact Phone Number
FIS- Shb- 0405

Contact E-Mail Address

Mende x-S0 [{v o GEnte rep Vecfnack@ym all. Conn

[I. REPRESENTATION
(This section is to be filled if the witness is appearing on behaif of any group, orgenization or other entity.)

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for

N el Defalb pis briet offica

ot Stafe [e pm;cnﬁh'l/b
Lonce  Yednoe K

Il POSITION {Circle appropriate position)

Proponent Opponent @

This form must be returned to John Kniery at john.kniery@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2" Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.

QE&CJ




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

. IDENTIFICATION

Name (Please Print) fﬁ. ﬁefclj / té&— @05‘ A

City ,/7@ Lol stte 7/ ihols Zio_bosl S

Contact Phone Number

s dal o2 Y

Contact E-Mail Address

oS/ 78 LD C/a/{oo- C o N

Il. REPRESENTATION
(This section is to be filled if the witness is oppearing on behalf of any group, organization or other entr'ty.)

Entity, Organization, etc. represented in this appearance {i.e., ABC Concerned Citizens for

Health Care) _
7/A)—nu/¢}4 e o he s sn i

/("a_/fﬂ aare 4@1//'/7

lIl.  POSITION (Circle appropriate position)

Proponent Opponent Neutral

This form must be returned to John Kniery at john.knieryi@illinpis.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2™ Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I. IDENTIFICATION

Name {Please Print) ’0( Y. /é /& 100 Sf‘l
City ,Z)? /{Ja. /}J State [LL/ AQ/S Zip 60’/1 5

Contact Phone Number

dﬂ/:,' 4 70 0‘20'104/

Contact E-Mail Address

S/M/ /518 & f/a_/(ao . Cp 1

II. REPRESENTATION
(This section is to be filled if the witness is appearing on behalf of any group, organization or other entr‘ty.)

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for

Health Care} ) ‘
76)-401///./ INE_ 58/" /A /[rS‘

/l/roalfk Care é@/(“//{/

Il.  POSITION (Circle appropriate position)

Proponent Neutral

This form must be retumed to John Kniery at john.kniervi@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2" Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I. IDENTIFICATION

Name (Please Print) k/myéew F)e‘R /LO w@

City [_-_E H}g& )5 State -:E' LL’ Zip @O//é

R/E - TL)-071 2

Contact E-Mail Address

Il. REPRESENTATION
(This section is to be filled if the witness is appearing on behalf of any group, organization or other entr’ty.)

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

(Il POSITION (Circle appropriate position)

Proponent Neutral

This form must be returned to John Kniery at john.knieryiwillinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2" Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I.  IDENTIFICATION

Name {Please Print) DOFZ rz e C{@OIH} e"l v
cy_LeKa (s State Ié/ zin OIS

Contact Phone Number

%32 7al 473

Contact E-Mail Address
deoliwlo @ G mal . aom

Il. REPRESENTATION
(This section is to be filled if the witness is appearing on behalf of eny group, organization or other entity.)

Entity, Organization, etc. represented in this appearance {i.e., ABC Concerned Citizens for
Health Care)

IIl.  POSITION (Circle appropriate position)

Proponent @ Neutral

This form must be returned 10 John Kniery at john.kniery@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2" Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.

¥




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I. IDENTIFICATION
Name (Please Print) ‘M\m Rﬁﬂ/{( ql"\o,g‘ \Q’!

City g ﬁglé 2“ ) State ]L— Zip“?_f 1”52

QS-T9M-4 4y 7

Contact E-Mail Address

Il. REPRESENTATION
(This section is to be filled if the witness is appearing on beholf of any group, organization or other enrr'ty.)

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

lIl.  POSITION {Circle appropriate position)

Proponent pponent Neutral

This form must be retumed to John Kniery at john.kniery@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2" Floor; Springfield, [llinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

. IDENTIFICATION Lﬂ'/(‘
Name (Please Print) ‘ ‘M &M

City State Zip

Contact Phone Number

Contact E-Mail Address

Il. REPRESENTATION

(Thr’s section is to be filled if the witness is appearing on behalf of any group, organization or other entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

Ill.  POSITION (Circle appropriate position)

Proponent Opponent Neutral

This form must be returned to John Kniery at-johaenteryia illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2™ Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form

Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I. IDENTIFICATION

Name (Please Print) f(: j—[ O /\J ‘& ﬂ 1!-/‘ 6 N K é’

City (7( ﬂ KE State [L zZio_ @GO/ )

Contact Phone Number

SIS 761 =21 (D

Contact E-Mail Address

Il. REPRESENTATION
(This section is to be filled if the witness is appearing on behalf of any group, organization or other entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

1. POSITION (Circle appropriate position)

Proponent Opponent Nl;?ral

This form must be returned to John Kniery at john.kniervi@illinois.zov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2" Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an oppertunity to speak at a Board meeting.




STATE OF ILLINOIS

HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I.  IDENTIFICATION

Name (Please Print) 660# (;’;H/dé | ( ,
cy_DeKalb state___L {

Zip éo[ 1S

Contact Phone Number

708 305 Y4/

Contact E-Mail Address

5&««/0‘7&” @ de fa/éCau.//f;:- avg

II. REPRESENTATION

(This section is to be filled if the witness is oppearing on behalf of any group, organization or other entrty.)

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for

Health Care)

Dekalb County Boant

. POSITION (Circle appropriate position)

Proponent Opponent

Neutral

This form must be returned to John Kniery at john kniery@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2™ Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines

will not have an opportunity 1o speak at a Board meeting.

o




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I.  IDENTIFICATION

Name (Please Print) '/)y_{ £ 4?5? \0? S éﬂ Ct

city_ Do Ln/b State _ /{ Zin oo N

Contact Phone Number

§/5- 7254~ £39

Contact E-Mail Address

Afelolbdr <4 o fr it et comr—

Ii. REPRESENTATION
(Thrs section is to be filled if the witness is appearing on behalf of any group. organization or ather entity.)

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

Ill. POSITION (Circle appropriate position)

Proponent CO pponent } Neutral
T

This form must be retumned to John Kniery at john.kniery(@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2™ Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form

Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I. IDENTIFICATION
Name (Please Print) QA K[ Sh o GKCOQU a7

City D,e 'Zﬂ [b State_ LA zip. O!/ J

Contact Phone Number
(crz) G95-4e’O
Contact E-Mail Address

[Zéﬂc: [ 114@ jﬁha’o-éor’m

1. REPRESENTATION
(This section is to be filled if the witness is appearing on behalf of any group, organization or other enn‘ty.)

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for

Health Care) ,
COMMM/% (-\QMCNM// /)/'5?/44\

lIl. POSITION (Circle appropriate position)

Proponent Opponent Neutral

This form must be returned to John Kniery at john. knieryiaittifiols.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2" Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting,

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I. IDENTIFICATION
Name (Please Print) 5 TE vE ﬂ.j / <}:) A ITAJ\J
aty D& K ALR State At zp 6//S

Contact Phone Number
Y13 B 0Y-09C

Contact E-Mail Address

gfﬂi/e )("b.’c ./. 7&"' Jai @/‘/ﬁﬁoé)z@dﬂ/‘}

il. REPRESENTATION
(Tm's section is to be filled if the witness is appearing on behalf of any group, organization or other enn‘ty.)

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

/ T/’;’Ef\v,

lll. POSITION (Circle appropriate position)
_"“_fflx‘?’—)
Proponent Opponell; Neutral
This form must be returned to John Kniery at john.knieryiillinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2™ Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting,




b STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

1. IDENTIFICATION Z ) _7/ ‘Z'{
Name (Please Print) O od o ndil R Oq
aw_Sycumpre stote_L 4 o 0178
Contact Phone Number

18- T/ - 165

Contact E-Mail Address

Dr‘f. /. ,,/6
) fleonl Q}}ﬁfﬁ Lor)

Il. REPRESENTATION
(Tm‘s section is Lo be filled if the witness is appearing on behalf of ony group, organization or other ent:ty.)

Entity, Organization, etc. represented in this appearance {i.e., ABC Concerned Citizens for
Health Care)

ﬁ 976‘/@0/ Jocia) chiKer- 28 yrs Service |
200)7 - fﬁ@;}? AD)7-_/ fzﬁz{f’r 7o Qai}f}/mﬁm
9 Cp-fgf% égg (d 2T St Jous Company Was

. Posﬁ%&\ﬂﬁ s J%QBJ‘)}ZID!DM)Q / Llﬁr.’l[f})r/. :

Circle appr&priate position)

Proponent Opponent Neutral

This form must be returned to John Kniery at john.kniery@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2™ Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

. IDENTIFICATION

Name (Please Print) DO(’ { AVI_ A 6, g O (:i

City ;%\r(c(\/\ State ((“\ [ Zip 60 (S

BIS- 50R- 9296

Contact E-Mail Address

I\LOV\Q/

Il. REPRESENTATION

(This section is to be filled if the witness is appearing on behalf of any group, organization or other enn’ty.)

Entity, Organization, etc. represented in this appearance {i.e., ABC Concerned Citizens for
Health Care)

lIl. POSITION (Circle appropriate position)

Proponent Opponent Neutral

This form must be returned to John Kniery at john.kniery@illinois.zov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2" Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

i. IDENTIFICATION

Name (Please Print} f?z"' ve -pa C Ar‘ < L

City 23 /ﬁ‘/ 4 state __Z . zip_ 4 0//8”

Contact Phone Number
S/ 74/-19/7

Contact E-Mail Address

f/&cérow- e ya ﬁoo. Lpdn_

II. REPRESENTATION
(Thrs section is to be filled if the witness is appearing on behalf of any group, organization or other entr'ty.)

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

[l. POSITION (Circle appropriate position)

Proponent Neutral

This form must be returned to John Kniery at john.kniervi@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2" Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meelting,

L vl o addres +hat £ 606";1 s ”QUQ'@:




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I. IDENTIFICATION
Name {Please Print) WW @mw
City ﬁ\ < K\D./L()’ StateQ/X ,?M—LM Zip ZOO / 2 5

Contact Phone Number
15V 211-n5%4 2\ 251~ 0596

Contact E-Mail Address

Il. REPRESENTATION
(This section is to be filled if the witness is appearing on behalf of any group, organization or other entity.)

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

prebs diit = D {alb Crvmts Hehok
Gl Virviniq Moms

lIl. POSITION (Circle appropriate position)

mp:nent ) Opponent Neutral

This form must be returned to John Kniery at john.kniery@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2" Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I. IDENTIFICATION

Name (Please Print) %T'O‘H'\EY‘ E\-"’J/QM\G.Q—

City :Deka-ﬂo State T Zip ﬁo us

Contact Phone Number

BBy 2\7-7¢6 - 5390

Contact E-Mail Address

ll. REPRESENTATION

(Thas section is to be filled if the witness is appearing on behalf of any group, organization or other entr'ty.)

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

Ill. POSITION (Circle appropriate position)

Proponent \ Opponent Neutral\
This form must be returmed to John Kniery at john.kniervi@i linui%lﬂf%l a

Jefferson Street, 2" Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB

or 525 West
eeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form

Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

[. IDENTIFICATION

Name (Please Print)
£
City 2&%%43 State __-777., Zip_ & Ittt

Contact Phone Number

M & 5/8-9/8-5303

Contact E-Mail Address

— Wlkax

. REPRESENTATION
(Thrs section is to be filled if the witness is appeoaring on behalf of any group, organization or other entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

7?55,. LpENT

. POSITION {Circle appropriate position)

Proponent Neutral

This form must be returned to John Kniery at john.kniery@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2" Floor; Springfield, [tinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form

Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I.  IDENTIFICATION ;) &
Name (Please Print) H l \ QO Q (%*ﬁ\df AN N E AN /
City gg:-__ﬁ,(_(}d_g‘{ State M Zip i::, f OQ g

Q5- ¢N) (0O

Contact E-Mail Address

M%M@W covn

II. REPRESENTATION

(Thr’s section is to be filled if the witness is appearing on behalf of any group, organization or other erm'ty.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

. POSITION (Circle appropriate pasition)
Proponent Opponent Neutral

This form must be returned to John Kniery at john.kniery@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2" Floor; Springfield, [linois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.

Lori @uﬂ@*\
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STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I. IDENTIFICATION

Name (Please Print) (L )\ V\ﬂLU‘\)KDzu M{‘)[i IL

city Sy la move state zip (LO178

Contact Phone Number

Contact E-Mail Address

deeﬁ Ke2 98 @cﬁmat | tom

. REPRESENTATION
(Tm's section is to be filled if the witness is appearing on behalf of any group, organization or other entiry.)

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for

Health Care)
-Fbmi‘b} embor of res dent

lIi. POSITION (Circle appropriate position) \Q
O

Proponent Opponen Neutral

This form must be returned to John Kniery at john.kniery@illinois.gov or 217-785-4111 {fax) or 525 West
Jefferson Street, 2™ Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form
Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

I.  IDENTIFICATION

i\ T
Name {Please Frint} [j L'h\ 3\‘{{, e 6} LR RNy

City D- EE,&S- SELD State s, Zip C.QED o

Contact Phone Number
o) 2 NG N i YR |
Contact E-Mail Address

SV ey & YENEcon \awe - Coarl

I). REPRESENTATION
(This section is to be filled if the witness is appearing on behalf of any group, organization or other entity.)

Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for

Health Care}
R A =

lIl.  POSITION (Circle appropriate position)

Proponent Opponent Neutral

This form must™be.re ed4t John Kniery at john.kniery@illinois.gov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2™ Floor Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




STATE OF ILLINOIS
HEALTH FACILITIES AND SERVICES REVIEW BOARD

Public Participation Form

Facility or Project Name: DeKalb Nursing and Rehabilitation

Project Number: #23-024

seemeney A onds (U Walleg
City @16003, State ]L_ Zip (/QZ )Lig

841 - HO9-Y[p&E5

Contact E-Mail Address

' 0D. L)

Il. REPRESENTATION
(This section is to be filled if the witness is appearing on behalf of any group, organization or other entity.)
Entity, Organization, etc. represented in this appearance (i.e., ABC Concerned Citizens for
Health Care)

Tl il

Il.  POSITION (Circle appropriate position)

Proponent Opponent Neutral

This form must be returned to John Kniery at john.kniery@illinois.zov or 217-785-4111 (fax) or 525 West
Jefferson Street, 2™ Floor; Springfield, Illinois 62761 at least 24 hours prior to the HFSRB meeting.

Please note that anyone who does not pre-register in accordance with the HFSRB Public Participation Guidelines
will not have an opportunity to speak at a Board meeting.




