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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. 

Facititv/Proiect Identification 
Facility Name: Advocate Outpatient Center - Hoffman Estates 
Street Address: 4847 Hoffman Estates Boulevard 
Citv and Zio Code: Hoffman Estates, IL 60192 

....f.ount:z:: Cook Health Service Area: HSA-7 Health Planning Area: A-.!E....._ 

Aoolicant(s) [Provide for each aoolicant (refer to Part 1130.220)] 
Exact Legal Name: Advocate Health and Hosoitals Corooration d/b/a Advocate Medical Grouo 
Street Address: 3075 Hiqhland Parkway 
City and Zip Code: Downers Grove 60515 
Name of Registered Aaent: Michael Kerns 
Reaistered Aoent Street Address: 3075 Hiqhland Parkway 
Reqistered A!lent City and Zip Code: Downers Grove 60515 
Name of President: James H. Skoasberah 
President Street Address: 3075 Hiqhland Parkway 
President City and Zip Code: Downers Grove 60515 
President Teleohone Number: 630-572-9393 

Tvoe of Ownershlo of Aonlicants 

□ 
□ 
□ 

Non-profit Corporation 
For-profit Corporation 
Limited Liability Company 

□ 
□ 
□ 

Partnership 
Governmental 
Sole Proprietorship □ 

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

Other 

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 NUMERlC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 

Primary Contact [Person to receive ALL correspondence or inQuiriesJ 
Name: Lanndon Rose 
Title: Vice President, Advocate Aurora Medical Grouo Ooerations and Service Lines, Northern Illinois 
Company Name: Advocate Aurora Health Inc 
Address: 450 West Highwav 22, Administration, Barrington, IL 60010 
Teleohone Number: 847-840-5593 
E-mail Address: lanndon.rose@aah.om
Fax Number: 

Additional Contact Person who is also authorized to discuss the a 
Name: M ndee Balkan 

Com an Name: Advocate Aurora Health, Inc 
Address: 
Tele hone Number 847 721-0376 

---------------------------� 
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ILLIN0IS HEAL TH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT• 06/'2021 • Edition 

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

--

Name: Trent Gordon 
Title: Vice President, Business Develooment, Northern Illinois 
Company Name: Advocate Aurora Health, Inc 
Address: 450 West Hiahwav 22. Administration, Barrinaton, IL 60010 
Telephone Number:: 847-530-9336 
E-mail Address: trent.aordon@aah.ora
Fax Number:
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ILLINOIS HEAL TH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 0612021 • Edition 

Facilitv/Proiect Identification 
Facility Name: Advocate Outpatient Center - Hoffman Estates 
Street Address: 4847 Hoffman Estates Boulevard 
Citv and Zip Code: Hoffman Estates IL 60192 
County: Cook Health Service Area: HSA-7 Health Plannino Area: A-07 

ADDlicant(s) [Provide for each aoolicant (refer to Part 1130.220)] 
Exact Leoal Name: Advocate Aurora Health Inc. 
Street Address: 3075 HiQhland Parkway, Suite 600 
City and Zip Code: Downers Grove, IL 60515 
Name of Reoistered Agent: The Corooration Trust 
Reaistered Aoent Street Address: Corporation Trust Center 1209 Oranoe Street 
Reoistered Aoent City and Zip Code: Wilminoton DE 19801 
Name of Chief Executive Officer: James H. Skoasberoh 
CEO Street Address: 3075 Hiohland Parkway Suite 600 
CEO City and Zic Code: Downers Grove 60515 
CEO T eleohone Number: 630-572-9393 

Type of OwnershiD of Aoolicants 

181 
□ 
□ 

Non-profit Corporation 
For-profit Corporation 
Limited Liability Company 

□ 
□ 
□ 

Partnership 
Governmental 
Sole Proprietorship □ 

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

Other 

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: Lanndon Rose 
Title: Vice President, Advocate Aurora Medical Grouo Ooerations and Service Lines, Northern Illinois 
Company Name: Advocate Aurora Health, Inc 
Address: 450 West HiQhwav 22, Administration, Barrinoton, IL 6001 O 
Teleohone Number: 847-840-5593 
E-mail Address: lanndon.rose@aah.org
Fax Number: 

Additional Contact [Person who is also authorized to discuss the aoolication for permit) 
Name: Mvndee Balkan 
Title: Health Facility Plannino, Director 
Comoanv Name: Advocate Aurora Health, Inc 
Address: 
Telephone Number (847) 721-0376 
E-mail Address: myndee.balkan@aah.oro
Fax Number:
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ILLINOIS HEAL TH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT· 06/2021 • Edition 

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

Name: Trent Gordon 
Title: Vice President, Business Development, Northern Illinois 
Comoanv Name: Advocate Aurora Health, Inc 
Address: 450 West Highway 22, Administration, Barrington, IL 60010 
Teleohone Number:: 847-530-9336 
E-mail Address: trent.gordon@aah.org
Fax Number: 
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT• 06/2021 • Edition 

Facilitv/Proiect Identification 
Facility Name: Advocate Outeatient Center - Hoffman Estates 
Street Address: 4847 Hoffman Estates Boulevard 
City and Zip Code: Hoffman Estates, IL 60192 
Countv: Cook Health Service Area: HSA-7 Health Planning Area: A-07 

Anollcant(s} IProvide for each aoolicant (refer to Part 1130.220)1 
Exact Legal Name: Advocate Health Inc. 
Street Address: 3075 Hiohland Parkway 
City and Zip Code: Downers Grove, IL 60515 
Name of Registered Agent: CT Corooration System 
Reoistered Aoent Street Address: 208 S. LaSalle Street Suite 814 
Registered Agent City and Zip Code: Chicago, IL 60604 
Name of Co-Chief Executive Officer: James Skoasberah 
Co-CEO Street Address: 3075 Highland Parkway Suite 600 
Co-CEO City and Zip Code: Downers Grove, IL 60515 
Co-CEO Telephone Number: 630-572-9393 

Type of Ownership of Aoolicants 

181 
□ 
□ 

Non-profit Corporation 
For-profit Corporation 
Limited Liability Company 

□ 
□ 
□ 

Partnership 
Governmental 
Sole Proprietorship □ 

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

Other 

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 corresoondence or inauiries) 
Name: Lanndon Rose 
Title: Vice President, Advocate Aurora Medical Groue Oeerations and Service Lines, Northern Illinois 
Comoanv Name: Advocate Aurora Health Inc 
Address: 450 West Hiohwav 22, Administration, Barrinaton, IL 6001 O 
Telephone Number: 847-840-5593 
E-mail Address: lanndon.rose@aah.ora
Fax Number: 

Additional Contact [Person who is also authorized to discuss the aoolication for oermit) 
Name: Mvndee Balkan 
Title: Health Facility Planninq, Director 
Comoany Name: Advocate Aurora Health, Inc 
Address: 
Telephone Number (847) 721-0376 
E-mail Address: mvndee.balkan@aah.org
Fax Number:
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT• 0612021 • Edition 

Name: Trent Gordon 
Tille: Vice President Business Development, Northern Illinois 
Companv Name: Advocate Aurora Health, Inc 
Address: 450 West Highwav 22, Administration, Barrinaton IL60010

Telephone Number:: 847-530-9336 
e 

E-mail Address: trent.aordon@aah.ora
Fax Number:
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ILLINOIS HEAL TH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT• 06/2021 • Edition 

Post Permit Contact 
{Person to receive all correspondence after permit issuance-THIS PERSON MUST BE EMPLOYED BY 
THE LICENSED HEALTH CARE FACILITY AS DEFINED AT 20 ILCS 3960] 
Name: Scott Nelson 
Title: Vice President, Planning, Design & Construction 
Comoanv Name: Advocate Aurora Health, Inc 
Address: 3075 Highland Parkway Suite 400, Downers Grove, IL 60515 
Teleohone Number: (630) 929-5575 
E-mail Address: scott.nelson@aah.ora
Fax Number: (630) 990-4798 

Site Ownership 
rProvide this information for each aoolicable site] 
Exact Legal Name of Site Owner: Advocate Health and Hosoitals Corooration 
Address of Site Owner: 3075 Hiahland Parkway, Ste 600, Downers Grove, IL 60515 
Street Address or Legal Description of the Site: 
LOT 5c.1£ AND A PORTION OF LOT 5C.lD IN THE FINAi. PLAT OF RESl/8/)/VISION OF LOT 5C3 IN SEARS BUSINESS 

PARK AMENDED PLAT OF SUBDIVISION PHASE 2, BEING A RESUBDIVIS/ON OF PART OF SEC/JONS 32 AND .U, 

TOWNSHIP 42 NORTH. RANG£ 9 EAST OF THE THIRD PRINCIPAL MERIDIAN, ACCORDING TO THE PLAT THEREOF 

RECORDED JULY 17, 2008AS DOCUMENT0B/9934058, IN COOK COUNTY, /LUNOIS. 

l'.m:d l'IN II - 202, IU: ta, hill• .t8.J7 lloff111an Es1a1cs Bo111c\atd l'I� #01 ·n l0-1 ()()8-0000 

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 aoolicable facility and insert after this page.} 
Exact Leaal Name: Advocate Health and Hosoitals Corooration d/b/a Advocate Medical Grouo 
Address: 3075 Hiohland Parkway, Suite 600 Downers Grove, IL 60515 

l8J Non-profit Corporation D Partnership 
For-profit Corporation □ Governmental

□ Limited Liability Company □ Sole Proprietorship □ Other

0 Corporations and limited liability companies must provide an Illinois Certificate of Good Standing.
0 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.
0 Persons with 5 percent or greater interest in the licensee must be identified with the o/o of

ownership.

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

Oraanizational Relationships 
Provide (for each applicant) an organizational chart containing the name and relationship of any person or 
entity who 1s 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 AUACHMENT 4, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
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ILLINOIS HEAL TH FACILITIES AND SERVICES REVIEW BOARD 

Flood Plain Requirements 
1 Refer to a. lication instructions.) 

APPLICATION FOR PERMIT• 06/2021 • Edition 

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 ol 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:f/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 
com leted to deem a ro·ect com lete. 

APPEND DOCUMENTATION AS ATTACHMENT 61 IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 

Historic Resources Preservation Act Requirements 
Refer to aoolicalion in_st_ru_c ____ tio�n�s�-1 _____________________ -----.
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)J 

Part 1110 Classification 

0 Substantive 

181 Non-substantive 

Advocate Hoffman Estates MOB 
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ILLINOIS HEAL TH FACILITIES AND SERVICES REVIEW BOARD 

2. Narrative Descri1otion

APPLICATION FOR PERMIT• 06/2021 • Edition 

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. 

Advocate Health and Hospitals Corporation ("AHHC") doing business as Advocate Medical 
Group (AMG), Advocate Aurora Health, Inc. and Advocate Health, Inc. (together, the 
"applicants") propose to construct an outpatient medical office building at 4847 Hoffman Estates 
Boulevard, Hoffman Estates, IL. The land, building and operations will be wholly owned by 
AHHC. 

The project will include a newly constructed, single-story building, which will house primary care 
and specialty care clinician offices for Advocate Medical Group and non-hospital-based 
outpatient services including immediate care, physical therapy, lab, and imaging. 

The total cost of the project, including land purchase, is $44,205,553 with an anticipated 
completion date of April 30, 2025. 

The project is classified as non-substantiative because it does not establish a new category of 
service nor facility as defined in 20 IL CS 3690/3. 

Advocate •fottman Estates MOB 
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ILLINOIS HEAL TH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT-06/2021 • Edition 

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 

Site Survey and Soil Investigation 

Site Preparation 

Off Site Work 

New Construction Contracts 

Modernization Contracts 

Contingencies 

ArchitecturaVEngineering Fees 

Consulting and Other Fees 

Movable or Other Equipment (not in construction 
contracts) 

Bond Issuance Expense (project related) 

Net Interest Expense During Construction (project 
related) 

Fair Market Value of Leased Space or Equipment 

Other Costs to Be Capitalized 

Acquisition of Building or Other Property (excluding 
land) 

TOTAL USES OF FUNDS 

SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL 

Cash and Securities 

Pledges 

Gifts and Bequests 

Bond Issues (project related) 

Mortgages 

Leases (fair market value) 

Governmental Appropriations 

Grants 

Other Funds and Sources 

TOTAL SOURCES OF FUNDS 

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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ILLINOIS HEALTH FACILITIES ANO SERVICES REVIEW BOARD APPLICATION FOR PERMIT· 0612021 • Edition 

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

Land acquisition is related to project 
Purchase Price: $4.176.315 
Fair Market Value: $4,176.315 

[8J Yes 0 No 

The project involves the establishment of a new facility or a new category of service 
D Yes [8J 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 $ ------� 

roJect ta us an p . s t dC omp1e 10n C u esI f S hed I 

For facilities in which prior nermits have been issued please orovide the Permit numbers. 
Indicate the stage of the project's architectural drawings: 

D None or not applicable D Preliminary 

181 Schematics 0 Final Working 

Anticipated project completion date (refer to Part 1130.140): April 30. 2025 

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

181 Purchase orders, leases or contracts pertaining to the project have been executed. 

-

0 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 
n Financial Commitment will occur after oermit issuance 

APPEND DOCUMENTATION AS ATTACHMENT 81 IN NUMERIC SEQUENTIAL ORDER AFTER THE 
LAST PAGE OF THE APPLICATION FORM. 

State A enc Submittals Section 1130.620 c 
--:-:--:---:""'-�------------------

Are the following submittals up to date as applicable? 
181 Cancer Registry 
r8I APORS 
r8I All formal document requests such as IOPH Ouestlonnaires and Annual Bed Reports been 
submitted 
181 All reports regarding outstanding permits 
Failure to be up to date with these requirements will result in the application for permit being
deemed incom lete. 
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT-06/2021 • Edition 

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 
departments or area's portion of the surrounding circulation space. Explain the use of any vacated 
space. 

Not Reviewable Space (i.e, non•clinical): means en area for th� benefit of the patients visitors. staff or employees of a hP·1Ith 
cere facility and not d,rectly related to the diagnosis treatmenl 01 rehab1hta/1on ol persons rece1v1ng services from the health care 
facihly "Non-clmiClll service areas• include. but are not limited to. chapels. gift shops. newsstands. computer systems. tunnels 
walkways and elevators telephone systems, proJccts to comply with l,fe safely codes. educa/lonal fac1hl1es. sludent housing 
patient. employee. staff and v1s1tor dining areas administration and volunteer otf,ces. modem1zat1on of structural components (such 
as roof wplacement and masonry work). boiler repair or replacement, vehicle mmntenance and storage faci/t/1es. parking fac1/1ties 
mecha111cal systems for heating. vent1Jat1on and a,r cond111onmg loadmg docks and repa,r or replacement of carpeting /1/tJ wall 
coverings, wmdow coveungs or treatments or lurmture Solely for the purpose of lhis defmition ·non-clm1cal seNIce area· does no/ 
include health and Illness centers [20 ILCS 396013· 

Gross Square Feet 
Amount of Proposed Total Gross Square Feet 

That Is: 

Dept./ Area Cost Existing Proposed 
New 

Modernized As Is 
Vacated 

Const. Space 
REVIEWABLE 
Medical Suroical 
Intensive Care 
Diagnostic 
Radioloav 
MRI 
Total Clinical 

NON-
RE VIEWABLE 
Administrative 
Parkino 
Gift Shop 

Tota\ Non-clinical 
TOTAL 

APPEND DOCUMENTATION AS ATTACHMENT 9, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
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ILLINOIS HEALTH FACILITIES ANO SERVICES REVIEW BOARD APPLICATION FOR PERMIT• 0612021 • Edition 

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. 

FACILITY NAME: I CITY: 

REPORTING PERIOD DATES: From: to: 

Category of Service Authorized Admissions Patient Days Bed Proposed 
Beds Changes Beds 

MedicaVSuroical 

Obstetrics 

Pediatrics 

Intensive Care 
./ 

I 
Comprehensive Physical I I Rehabilitation 

., 

Acute/Chronic Mental Illness 

Neonatal Intensive Care 

General Long-Term Care 

Specialized Lona-Term Care I 

Lono Term Acute Care 

Other Wdentifv} I 
I 

TOTALS: 
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CERTIFICATION 

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

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

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

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

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

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

This Application Is flied on the behalf of Advocate Health and Hospitals Corporation• In 
accordance with the requirements and procedures of the Illinois Health Facilities Planning Act. 
The undersigned certifies that he or she has the authority to execute and file this Application on 
behalf of the applicant entity. The undersigned further certifies that the data and information 
provided herein, and appended hereto, are complete and correct to the best of his or her 
knowledge and belief. The undersigned also certifies that the fee required for this application Is 
sent herewith or will be paid upon request. 

SIGNATURE 

James H" Skogsbergh 
PRINTED NAME 

President 
PRINTED TITLE 

Notarization: 
Subscrir and s�i 

3this� day of Ol. 

OfflCIAI.SEAL 
JOSELYN W DELEON 

NOTARY PUBLliC STATE Of ILLINOIS 
•1 sert•theJ�H the 

84240674.2 

licant 

��� . SIGNATURE 

W1'///4M f'. 5�nfu//,· 
PRINTED NAME 

PR�,1r�� 
�wtl½½ Of P,cw

Notarization: 
Subscribed and sworn to before me 
this Jo7'f day of PtPR..t<c �0-ri.J' • 

��/ 
'•OFFJCIAL SEAL" 
MICHAEL E. KERNS 

Notary Publlc, State Of Ulinols 
My Commission Expires OS/2&/2026 
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CERTIFICATION 

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

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

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

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

o in the case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or 

more beneficiaries do not exist); and

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

This Application Is filed on the behalf of Advocate Aurora Health, Inc.* In accordance with the 
requirements and procedures of the llllnols Health Facllltles Planning Act. The undersigned 
certifies that he or she has the authority to execute and file this Application on behalf of the 
applicant entity. The undersigned further certifies that the data and Information provided herein, 
and appended hereto, are complete and correct to the best of his or her knowledge and belief. 
The undersigned also certifies that the fee required for this application Is sent herewith or will be 
paid upon request. 

James H. Skogsbergh
PRINTED NAME

President and Chief Executive Officer
PRINTED TITLE

Notarization;
s�:1,� 

and sw�m.; ., •th1 day of .LO�

84240674.2 

SIGNATURE

W't'{/,"p rJ /'. �,, �11, ·
PRINTED NAME

e/1 ,if Opu'-� b/11CJ.¥"
PRINTED TITLE 

Notarization:
Subscribed and SW9(TI to befo

� 
me 

this 4" U11f day of H f1/?1 L 0., l

.dLiM.f r. � Signature of Notary

Seal "OFFICIAL SEAL .. 
MICHAEL E. KERNS 

Notary Public, State Of Illinois 
My Commission Expires 05/26/2026
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CERTIFICATION 

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

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

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

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

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

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

This Application is filed on the behalf of Advocate Health, Inc.* In accordance with the 
requirements and procedures of the Illinois Health Facilities Planning Act. The undersigned 
certifies that he or she has the authority to execute and file this Application on behalf of the 
applicant entity. The undersigned further certifies that the data and Information provided herein, 
and appended hereto, are complete and correct to the best of his or her knowledge and belief. 
The undersigned also certifies that the fee required for this application Is sent herewith or will be 
paid upon request. 

SIGNATURE 

James H. Skogsbergh
PRINTED NAME 

Co-Chief Executive Officer
PRINTED TITLE 

Notarization: 
S�b55i,ril!!f' and SW9ffi� "WM a_this_ ,I_ day of __,l.!J.'-L�=-:.i-----.::...;.. /.N4_.'/I.-' 

gnureNota� 

Sea - - _ _ _ _ _ _ 
OFFICIAL SEAL 

1 JOSELYN W DELEON 
*Ins rt thm�I1 •---• ---�·.af.J.be a1 ollcant

' ll'f COMMISSION EXPIRES 01114/2028 1 

��-� SIGNATURE 7 

w,·11,·&t,,.,, f', s-�,.,, ht/I,·
PRINTED NAME 

. '

fr-'!s,,lrif- Mcd�.st- !.'<81011
PRINTED TITLE 

Notarization: 
Subscribed and sw� to before me 
thisq)O'ffl day of �flllk df.bil'.3

AtJJr,A/� 
Signature of Notary 

Seal �-----.,__.,.....,_,Wlrl'-ww�,.OFFICIAL SEAL" 
MICHAEL E. KERNS 

Notary Public, State Of UUnols 
My Commission Expires 0S/26/2026

Commission No. 286069 
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 0612021 · Edition 

SECTION 111. 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 followina reauired information: 
BACKGROUND OF APPLICANT 

1. A listing of all health care facilities owned or operated by the applicant, including licensing, and certificahon 1f
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 pied 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 ol
any duty or obligation imposed by a judgment, decree, order or directive of any court or 
governmental agency.

4. Authorization permitting HFSAB and DPH access to any documents necessary to verify the information 
submitted, including, but not limited lo 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. II. 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 l1-4) MUST BE IDENTIFIED IN ATTACHMENT 11. 
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT• 06/2021 • Edition 

Criterion 1110.110(b) & (d) 

PURPOSE OF PROJECT 

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

2. Deline the planning area or market area, or other relevant area, per the applicant's delinilion.

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 ol the age and condition of the project site, as wen as regulatory citations, if any. For equipment being 
replaced, include repair and maintenance records. 

NOTE: Information regarding the "Purpose of the Project" wlll 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 ATIACHMENT 12. 

ALTERNATIVES 

1) Identify ALL the alternatives to the proposed project:

Alternative options !!!!!!!..include: 

A) Proposing a project ol 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 alt 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

0) 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 ATIACHMENT 13. IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST 
PAGE OF THE APPLICATION FORM. 
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT-06/2021 • Edition 

SECTION IV. PROJECT SCOPE, UTILIZATION, AND UNFINISHED/SHELL SPACE 

Criterion 1110.120 - Project Scope, Utilization, and Unfinished/Shell Space 

READ THE REVIEW CRITERION and nrovide the fol:.:..:lo:..:cw.:..:.in:..:.;10L.:..:..in:.:..:fo:..:.r.:..:.m;.;;a;.;.;.ti,;;,;on;.;.;: ___________ _____
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. 

DEPARTMENT/SERVICE PROPOSED 
BGSF/DGSF 

SIZE OF PROJECT 
STATE 
STANDARD 

I 

DIFFERENCE MET 
STANDARD? 

APPEND DOCUMENTATION AS ATTACHMENT 141 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 tn 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 
DEPTJ HISTORICAL PROJECTED STATE MEET 

SERVICE UTILIZATION UTILIZATION STANDARD STANDARD? 
(PATIENT DAYS) 
(TREATMENTS) 

ETC. 
YEAR 1 
YEAR2 

APPEND DOCUMENTATION AS ATTACHMENT 15, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT-06/2021 • Edition 

-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 161 IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 

ASSURANCES: 

Submit the following: 

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

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

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

APPEND DOCUMENTATION AS ATTACHMENT 17, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
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ILLINOIS HEAL TH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT· 06/2021 • Edition 

M. Criterion 1110.270 - Clinical Service Areas Other than Categories of Service

1. Applicants proposing to establish, expand and/or modernize Clinical Service Areas Other than
categories of service must submit the following information:

2. Indicate changes by Service: Indicate# of key room changes by action(s): 

# Existing # Proposed 
Service Key Rooms Key Rooms 

□ 

□ 

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

Project Type Required Review Criteria 

New Services or Facility or Equipment (b) - Need Determination - Establishment

Service Modernization (c)(1) - Deteriorated Facilities 

AND/OR 

(c)(2) - Necessary Exoansion 
PLUS 

(c)(3)(A) - Utilization - Major Medical Equipment 

OR 

(c)(3)(B) - Utilization - Service or Facility 

1APPEND DOCUMENTATION AS ATTACHMENT 31, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 

N. 
APPEND DOCUMENTATION AS ATTACHMENT 32, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT· 06/2021 • Edition 

The following Sections DO NOT need to be addressed by the applicants or co-applicants responsible for 
funding or guaranteeing the funding of the project if the applicant has a bond rating of A· or better from 
Fitch's or Standard and Poor's rating agencies, or A3 or better from Moody's (the rating shall be affirmed 
within the latest 18-month period prior to the 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. 1120.12O-AVAILABILITY OF FUNDS

The applicant shall document those financial resources shall be available and be equal to or exceed the estimated 
total projecl cost plus an y 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]: 

114,722,729 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
i29,482,825 time. variable or permanent interest rates over the debt time, and the

anticipated repayment schedule) for any interim and for the permanent
financing proposed to fund the project, including:

1) For general obligation bonds, proof of passage of the required
referendum or evidence that the governmental unit has the
authority to issue the bonds and evidence of the dollar amount
of the issue, including any discounting anticipated.

2) For revenue bonds, proof of the feasibility of securing the
specified amount and interest rate.

3) For mortgages, a letter from the prospective lender attesting to
the expectation of making the loan in the amount and time
indicated, including the anticipated interest rate and any
conditions associated with the mortgage, such as, but not
limited to, adjustable interest rates, balloon payments, etc.

4) For any lease, a copy of the lease, including all the terms and
conditions, including any purchase options, any capital
improvements to the property and provision of capital
equipment.

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

--- -- -
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT• 06/2021 • Edition 

----

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.

$44,205,554 TOTAL FUNDS AVAILABLE 

APPEND DOCUMENTATION AS ATTACHMENT 34. IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT-0612021 · Edition 

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

1 
IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 

APPLICATION FORM. 

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

Historical Projected 
3 Yeare 

Enter Hlstorical and/or Projected 
Yeare: 

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 38. IN NUMERICAL ORDER AFTER THE LAST PAGE OF THE APPLICATION 
FORM. 
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ILLINOIS HEAL TH FACILITIES AND SERVICES REVIEW BOARD 

SECTION IX. 1120.140 • ECONOMIC FEASIBILITY 

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

A. Reasonableness of Financing Arrangements

APPLICATION FOR PEAMIT-06/2021 • Edition 

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 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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ILLINOIS HEAL TH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT• 0612021 • Edllion 

COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE 

A B C D E F G H 
Department Total 
(List below) Cost/Square Foot Gross Sq. Ft. Gross Sq. Ft. Const.$ Mod.$ Cost 

New Mod. New Circ.• Mod. Circ.• (Ax C) (Bx E) (G + H) 

Contingency 

TOTALS 
• Include the oercentaoe (%) of space for circulation

o. 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 
followino proiect comoletion. 

APPEND DOCUMENTATION AS ATTACHMENT 37, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 06/2021 - Edition 

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 CAR� 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 each
community, if reasonably known by the applicant.

Safety Net Impact Statements shall also Include all 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 applrcant 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. 

I Safety Net Information per PA 96-0031 

CHARITY CARE 

Charitv (# of oatients) Year Year Year 
-

' 

Inpatient 

Outpatient · 

Total 

Charity (cost in dollars) 
- -

Inpatient 

-

Total 
ou1eatient 

-

MEDICAID 

Medicaid (# of patients) Year Year Year 
-

Inpatient 

,._ 
Outi:>atient 

Total 

Medicaid (revenue) 

Inpatient I 
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ILLINOIS HEAL TH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT• 06/2021 • Edition 

Outoatient I 
Total I 

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

Not applicable - Non•substantive project 
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ILLINOIS HEALTH FACILITIES ANO SERVICES REVIEW BOARD 

SECTION X. CHARITY CARE INFORMATION 

APPLICATION FOR PERMIT• 0612021 • Edition 

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 faclUty 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 ol Charitv Care (charaes) 
-

Cost of Charitv Care 

APPEND DOCUMENTATION AS ATTACHMENT 39. IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 06/2021 • Edition 

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 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. 

I. Applicant: -----------------------------------
(Name) (Address) 

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

2. Project Location: --------------------------------
(Address) (City) (State) 

(County) (Township) (Section) 
1 You can create a small map of your site showing the FEMA floodplain mapping using the FEMA 

Map Service Center website (https://msc.lema.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 El 
icon in the top corner of the page. Select the pm tool icon Q 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_1 

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 S00·year floodplain, contact 
the county or the local community building or planning department for assistance. 
If the determination 1s 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) 
Signature ___________________ _ 

(Telephone Number) 
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. 
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT• 06/2021 - Edition 

Type of Ownershio of Annlicants 

� 
D 
D 

Non-profit Corporation 
For•profil Corporation 
Limited Liability Company 

□ 
□ 
□ 

Partnership 
Governmental 
Sole Proprietorship □ 

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

Other 

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 
APPUCATiON FORM. 

Provided for Attachment #1 : 
Advocate Health and Hospitals Corporation 

IL Certificate of Good Standing 
Advocate Aurora Health, Inc. 

IL Certificate of Good Standing 
DE Certificate of Good Standing 

Advocate Health, Inc. 
IL Certificate of Good Standing 
DE Certificate of Good Standing 
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ILLINOIS HEALTH FACILITIES ANO SERVICES REVIEW BOARD APPLICATION FOR PERMIT· 06/2021 • Edition 

File Number 1004-695-5 

To all to whom these Presents Shall Come, Greeting: 

I, Alexi Giannoulias, Secrl'lary of State of the St,,tc of 1/liuois, ,to

ltert•l,y ct•rl ify tltal I 11111 //,{' kt•ep,•r of tl1t• records of tl,e 

Dep11rl11lt'11I of B11sim•ss Sen,ices. I artif11 tlwt 
AD\'UC I\ Tl: I Ir.AL TH AND IIOSl'IT ALS CORPORA TIU:-... A OOMl:STIC C'ORl'Olli\ I lo:--. 

IM oRPORA Tl:D L't-.DI.R TIii· LA\\ S Of- 1111S !:) TA Tl: O'! Sl:l'TI-MBI]{ 11. li,tl<,. APPl·ARS 

TO ltA \'I- CO�IPLll:D \\ ITII ALL TIii; PRO\'ISIU�S OI TIii: <il.\,J.RAl. �01 I-OR PROI IT 

CURPURA Tio:-- A( TUI- TIIIS STA 11.. AM),\� 01· lJIJS DI\ Tl-. IS I.S (,()OJ)!:) TA �DIM,,\'> 

A ll01'tl STll CORPORA no:-. 1:-- TIii � 1 ATI. 01 11.u,01s 

In Testimony Whereof, I l,aeto set 

my l,aud a111i ct111se to be affixt•tl tlu• Grt•11t Se,1/ of 

f/,r State of llli11ois, tlris 3RD 

day of MARCH A.D. 2023 

Aulho,,1lula1 • 2X6:>0lJ8,I >t-f•II.Jb., 16\,I 03'01-702( 

lwll.,.,t.cai., al 11np,, "-• ""°' 9"' 
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT• 06/2021 • Edition 

Delaware 
The First State 

.1. JZTl'RB'/f "· BULLOCIC. UCU'l'AR'lf OT S'l'Af'll OT 7'11£ S'l'Af'll or

DBI.AfiARE, DO HZIUUJ'/f Cl!Rf'ITY "ADVOCA'J'B AURORA ll&AL'J'H, INC � IS DUL'/f 

INCORPORAT•D UNDllR 'l'HK LA#S OF 'l'HE Sf'A'l'E OF Dlll.AJIARB AND IS IN GOOD 

Sf'ANDING AND HAS A UGAL CORPORATE llXIS'f'BNCJl SO TAR AS 'l'H£ UCORDS 

OT 'l'HIS OTTICll SHOii, AS or 'l'HE SIXf'H M'lf or HARCH, A. D 2023. 

AND I DO HllMIJ'/f TVR'tHU aR'l'IrY THA'l' THE AFQMSA.ID CORP<JRATION 

IS AN UDO'I' COJU>ORA'I'IOH. 

AND I DO HEMBY TVR'l'HU aRTITY 'l'HA'l' 'I'll£ ANNUAL .REPORTS HAVE 

SUN TILED 'l'O OA'l'B. 

AND I DO HE/UtB'/f nlRTHER CERTIF'/f THAT THE SA.ID "ADVOCATB AURORA 

HBALTH, INC " ltAS INCORPORA'tllD ON 'l'HE FOURTH .DAY OT DECZIIBER, A D. 

2017 

664S600 8300( 

SR# 20B087S743 

Authent,c,1t,on 20284193 l 

O.1te Ol 06 23 
Yc,u ITlh � .. ,, lhli (f(l1f,utp ooh�., (O<p.d� ... ,,. ,ovt•u11,.tr.f,/l[ml 
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File Number 7155-851-7 

To all to whom these Presents Shall Come, Oreetlng: 

I, Alexi Giannoulias, Secrl'l11ry of State of tire Stal£' of llli11ois, rfo 

lwrt'b!f cerli/11 tlrnt I am lltt' kt•e11erof the records of tl,e 

Dep11rlme11t of Busim•ss S,•n1ices. l certify tlwt 
AD\'O<..ATI: AURORA lll·AI.TII 1,c . INCORPORAT!'.0 I'- Dl.LA\\ARI A\l>Lll I 'lSI D 

10 cot-.Dlll1 AH AIRS l'l THIS STA Tl- U\ APRIi OJ. 201M APPI.ARS TO II,\ \'I 

t'U�trl IFD \\ ITII Al I TIil: PIW\'ISIO�� OJ- TIii· liL:-..1 RAL 'IOT FOR PRoHT 

CORPOR,\ TIO:-. Al.T Of- THIS STA Tl-. Al\D AS UI- TIIIS DATE. IS A 1-0Rl:l<,:'I. 

CORPORA Tll l'.\ IS l,OOD STAt\UII\Ci Al\0 AL TIIORIZI I) TO CO'I.DL C. T Al I-AIRS I\. flll· 

STAT! OI IU.l!\OIS 

In Testimony Whereof, l l,ert'fo set

my h1111d ,wd c,ws,• to be affi.wrl tl,r Gn•at s,,,,J of 

ti,,, St11t,• of llliuoi�, tllis 3RD 

d,1 y of MARCH A.D. 2023 

""U,ento<4t.,on • 2300203'64 .,.,,,n�t.,i,, ... ,al Ol,'03!2024 

""1no!tl•c11i.. �, l111J>O """"' '°' yw 
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ILLINOIS HEAL TH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT-06/2021 • Edition 

Delaware Pagt 1 

The First State 

I, .RTFRZ'Jf "· BULLOCK, SECRETARY or S'l'A2'.i: OF THE STATE OF 

DJlLAWARE, DO HEREBY CllR.'l'IT'Jf •ADVOCATB' HBA.LTH, INC." IS DULY 

INCORPORATED UNDJlR 'l'Hll LAfiS OF 'l'Hll STATE OF DBLAFfAIU! AND IS IN GOOD 

STANDING AND HAS A LEGAL CORPORAT/l EXISTBNCE SO FAR AS THE RECORDS 

OF THIS orrICI: SRON, AS or THE NIN'l'H DA'Jf OF NOVZHBllR, A.D. 2022. 

AND I DO R£REBY FURTHER CIUU'IFr THAT Tia AFORESAID CORPORATION 

IS AN E.XBHPT CORPORATION. 

AND I DO IIBRBB'Jf FURTHER CERTIFY THAT THE SAID "ADVOCATE HEALTH, 

INC." J,iAS INCORPORATED ON THE NINTH llA'Jf OF HAY, A.D. 2022. 

6784998 8300< 

SR# 20223974042 

Authentication 204813661 

Date 11 09 22 
Yoo may •trify !hi\ cortrfoeate onhne at corp delaw•re eov/•uth""' ,ht� 
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- 0612021 • Edition 

File Number 7376-313-4 

.. , 

To all to whom these Presents Shall Come, Greeting: 

l, Alexi Giannoulias, S(•crt'lary of St nit' of flit• St,1l t• of 1/liuois, do 

herl'l1y catify tlwt I nm t/,e keeper of tltL' n•cords of lhl' 

Deparlmcut of B11si1tt•ss St'n,ices. l catify //,at 
,\0\'0CJ\ Tr Ill \L Tll. l'lt . 11\CORPORA Tr.D II\ DI I.,\\\ A Rf AM) LICl-!\!>l·D TO 
co,nuc f Al·I AIRS I!\ THI!>� T /\ Tr 0:-1 JU!\I 2X. 2011. APf'h\RS TO If,\\ I ("OMPLIH)
\\ ITII ALI 1 HI- PRU\ ISIO!\!> Of- Till: (il:!\I.RAI. !\OT I OR l'R<>f-lT ('()RN.IRA r10, Al l 
Of THIS ST\TI A!\D AS Of- Tills D\Tf. IS A FORrn,, CORPORATION I\: GOOD 
S 1 AI\DIM, J\l\lJ AlJIIIORl71 D TO l o:-..DUCT MI AIR!> ll\ TIii ST,\ Tl Of- II 111\0IS 

In Testimony Whereof, I l,erL'lo set 

my 111111d ,m,i c,r11sr to be 11/fi.\t•d fl,c Gret1t ',c,r/ of 

tl1t• State of lllitwis, this 3RD 

,lily of t-.-tARCH A.D. 2023 

llulhtt>h:a<a, • 1�20),4 t S vet h.o!J'r ,-11>1 Ol/Ol'20N 

/w.t""'h<•'- al lo� ,_.,. h>s 90• 
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT-06/2021 • Edition 

Site Ownership 
[Provide this information for each applicable site] 

Exact Legal Name of Site Owner: Advocate Health and Hospitals Corporation 

Address of Site Owner: 3075 Highland Parkway, Ste 600, Downers Grove, IL 60515 

Street Address or Legal Description of the Site: 4847 Hoffman Estates Boulevard, Hoffman Estates, IL 
60192 
LOT SC3E AND A PORTION OF LOT 5C3D IN THE FINAL PLAT OF RESUBDIVISION OF LOT SC3 IN SEARS BUSINESS PARK AMENDED 

PLAT OF SUBDIVISION PHASE 1, BEING A RESUBDIVISION OF PART OF SECTIONS 32 AND 33, TOWNSHIP 42 NORTH, RANGE 9 

EAST OF THE THIRD PRINCIPAL MERIDIAN, ACCORDING TO THE PLAT THEREOF RECORDED JULY 17, 2008 AS DOCUMENT 

0819934058, IN COOK COUNTY, IWNOIS 

Parcel PIN#• 2023 RE tax bill 4847 Hoffman Estates Blvd as the address. PIN 1101·33-304-008-0000 

Proof of ownership or control of the site la to be provided as Attachment 2. Examples of proof of ownership 
are property tax statements, tax aeaessor'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. 

A copy of the deed that outlines the terms and provides evidence of control over the 
Premises is provided as Attachment 2 Exhibit 1. 
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