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

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION 

This Section must be completed for all projects. 

Street Address: 1002 West Interstate Drive 

004 Health Plannin Area: 019 

Le istators 

A licant refer to Part 1130.220 
uites, LLC 

Street Address: 1002 West Interstate Drive 

Name of Chief Executive Officer: Sidne Rohrscheib, MD, Administrator 
Administrator Street Address: 1002 West Interstate Drive 

T 

□ 
□ 

I [81 

licants 

Non-profit Corporation 
For-profit Corporation 
Limited Liability Company 

D 
D 
D 

Partnership 
Governmental 
Sole Proprietorship D Other 

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

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

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

Primary Contact [Person to receive ALL correspondence or inquiries] 
Name: Sidney Rohrscheib, MD 
Title: Administrator 
Company Name: Olympian Surgical Suites, LLC 
Address: 1002 West Interstate Drive Champaign 61822 
Telephone Number: 217-693-5700 

E-mail Address: sid@illinoisbariatric.com

Fax Number: 217-693-5711 
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Additional Contact (Person who is also authorized to discuss the Application] 
Name: Julie Root, RN 
Title: Director 
Comoanv Name: Olvmoian Suraical Suites, LLC 
Address: 1002 West Interstate Drive ChampaiQn 61822 
Telephone Number: 217-693-5700 
E-mail Address: iuliel@illinoisbariatric.com
Fax Number: 217-693-5711
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ILLINOIS HEAL TH FACILITIES AND SERVICES REVIEW BOARD 
APPLICATION FOR CHANGE OF OWNERSHIP EXEMPTION 

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION 

This Section must be completed for all projects. 

Facili /Pro·ect Identification 

Street Address: 1002 West Interstate Drive 

004 Health Plannin Area: 019 

islators 
State Senator Name: Scott Bennett 
State Re resentative Name: Carol Ammons 

Applicant(s) [Provide for each applicant (refer to Part 1130.220)1 
Exact Legal Name: OSF Healthcare System 
Street Address: 124 S.W. Adams Street 
City and Zip Code: Peoria 61602 
Name of Registered Agent: Danielle McNear 
Registered Agent Street Address: 124 S.W. Adams Street 
Registered Agent City and Zip Code: Peoria 61602 
Name of Chief Executive Officer: Robert C. Sehring 
CEO Street Address: 124 S.W. Adams Street 
CEO City and Zip Code: Peoria 61602 
CEO Telephone Number: 309-655-2850 

Type of Ownershil> of ADDlicants 

181 
□ 
□ 

Non-profit Corporation 
For-profit Corporation 
Limited Liability Company 

□ 
□ 
□ 

Partnership 
Governmental 
Sole Proprietorship □ Other

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

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

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

Primary Contact [Person to receive ALL correspondence or inQuiriesl 
Name: Mark Hohulin 
Title: Senior Vice President, Healthcare Analytics 
Company Name: OSF Healthcare System 
Address: 124 S.W. Adams Street Peoria 61602 
Telephone Number: 309-308-9656 
E-mail Address: mark.e.hohulin@osfhealthcare.org
Fax Number: 309-308-0530

Page3 

#E-020-23



Additional Contact [Person who is also authorized to discuss the Application] 
Name: Michael Henderson 
Title: Senior Coroorate Counsel 
Company Name: OSF Healthcare Svstem 
Address: 124 S.W. Adams Street Peoria 61602 
Teleohone Number: 309-655-2402 
E-mail Address: michael. b. henderson@osfhealthcare. ora
Fax Number: 309-308-5098 
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ILLINOIS HEAL TH FACILITIES AND SERVICES REVIEW BOARD 
APPLICATION FOR CHANGE OF OWNERSHIP EXEMPTION 

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION 

This Section must be completed for all projects. 

Facili /Pro·ect Identification 

Street Address: 1002 West Interstate Drive 

Health Service Area: 004 Health Plannin Area: 019 

Le islators 
State Senator Name: Scott Bennett 
State Re resentative Name: Carol Ammons 

Aoolicant(s) [Provide for each applicant (refer to Part 1130.220)] 
Exact Leaal Name: Sidney Rohrscheib, MD 
Street Address: 1002 West Interstate Drive 
City and Zip Code: Champaign 61822 
Name of Reaistered Aaent: N/A 
ReQistered AQent Street Address: NIA 
Registered AQent City and Zip Code: N/A 
Name of Chief Executive Officer: NIA 
CEO Street Address: N/A 
CEO City and Zio Code: N/A 
Telephone Number: 217-693-5700 

Type of Ownership of Applicants 

□ 
□ 
□ 

Non-profit Corporation 
For-profit Corporation 
Limited Liability Company 

/ 

Partnership 
Governmental 
Sole Proprietorship □ Other

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

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

APPEND DOCUMENTATION AS ATTACHMENT 1 IN NUMERIC SEQUENTIAL ORDER AFTER 
THE LAST PAGE OF THE APPLICATION FORM. 
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Post Exemption Contact 
[Person to receive all correspondence subsequent to exemption issuance-THIS 
PERSON MUST BE EMPLOYED BY THE LICENSED HEAL TH CARE FACILITY AS 
DEFINED AT 20 ILCS 3960) 

Name: Mark Hohulin 
Title: Senior Vice President, Healthcare Analytics 
Companv Name: OSF Healthcare System 
Address: 124 S.W. Adams Street Peoria 61602 
Telephone Number: 309-308-9656 
E-mail Address: mark.e.hohulin@osfhealthcare.on:i
Fax Number: 

Site Ownership after the Project is Complete 
Provide this information for each aoolicable site] 
Exact Legal Name of Site Owner: Champaign Healthcare Investors, LLC c/o MedCraft Investment 
Partners, LLC 
Street Address or Legal Description of the Site: 1002 West Interstate Drive Champaign 61822 
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. 

Current Operating Identity/Licensee 
Provide this information for each a licable facilit and insert after this a e. 

Non-profit Corporation 
For-profit Corporation 
Limited Liability Company 
Other 

□ 
□ 
□ 

---------------- Page6 

Partnership 
Governmental 
Sole Proprietorship □

#E-020-23



Operating Identity/Licensee after the Project is Complete 
Provide this information for each a licable facili and insert after this · a e. 

Non-profit Corporation 
For-profit Corporation 
Limited Liability Company 
Other 

□ 
□ 
□ 

Partnership 
Governmental 
Sole Proprietorship □ 

o Corporations and limited liability companies must provide an Illinois Certificate of Good
Standing.

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

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

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 is related (as defined in Part 1130.140). If the related person or entity is participating in 
the development or funding of the project, describe the interest and the amount and type of any 
financial contribution. 

APPEND DOCUMENTATION AS ATTACHMENT 4, IN NUMERIC SEQUENTIAL ORDER AFTER 
THE LAST PAGE OF THE APPLICATION FORM. 
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Narrative Description 
In the space below, provide a brief narrative description of the change of ownership. Explain WHAT is 
to be done in State Board defined terms, NOT WHY it is being done. If the project site does NOT 
have a street address, include a legal description of the site. 

This Certificate of Exemption ("COE") application addresses the change of ownership and change in 
control of the Olympian Surgical Suites, LLC ("ASTC") located at 1002 West Interstate Drive, 
Champaign, IL 61822. The ASTC is currently owned by Sidney Rohrscheib, MD. 

As a result of the proposed change of ownership, OSF Healthcare System will be acquiring 75% 
ownership interest and Sidney Rohrscheib, MD will retain 25% ownership interest in Olympian Surgical 
Suites, LLC. 

The underlying property will be owned by Champaign Healthcare Investors, LLC, c/o MedCraft 
Investment Partners, LLC and there will be a lease between Champaign Healthcare Investors, LLC, c/o 
MedCraft Investment Partners, LLC and Olympian Surgical Suites, LLC (Licensee) for the facility. The 
facility will not be changing the categories of service that it is currently approved for and will continue to 
offer patients procedures in following specialties: Gastroenterology, General Surgery and Plastic Surgery. 

This transaction addresses the change of ownership of existing categories of services. Any changes 
and/or additions of categories of services will be requested in a future Certificate of Need application. 
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Related Project Costs 
Provide the following information, as applicable, with respect to any land related to 
the project that will be or has been acquired during the last two calendar years: 

Land acquisition is related to project □ Yes [8J No 
Purchase Price: $ 989,700 

Fair Market Value: $ 989,700 

Proiect Status and ComDletion Schedules 
Outstanding Permits: Does the facility have any projects for which the State Board issued a permit 
that is not complete? Yes X No_. If yes, indicate the projects by project number and whether the 
project will be complete when the exemption that is the subject of this application is complete. 

- Permit 19-057: OSF Saint Francis Medical Center Establish a Comprehensive Cancer Care
Center, Peoria, expected completion date 6/30/24 

- Permit 22-016: OSF Comprehensive Cancer Center- 3rd Floor Build Out, Peoria, expected
completion date 6/30/24 

Anticipated exemption completion date (refer to Part 1130.570): Upon approval by the IHFSRB 

Are the following submittals up to date as applicable: 
[8J Cancer Registry 
[8J APORS 
[8J All formal document requests such as IDPH Questionnaires and Annual Bed Reports been 
submitted 
[8J All reports regarding outstanding permits 
Failure to be up to date with these requirements will result in the Application being deemed 
incom lete. 
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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 OSF Healthcare System 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 applica ion i ent herewith 
or will be paid upon request. 

SIG�� 

Robert Sehring 
PRINTED NAME 

Chief Executive Officer 
PRINTED TITLE 

Notarization: 
SubscnbJ� 8nd sw�e me

J3 this� day of i2A_,d (ltJ 

'jrQIY'fM c'.A°Jlmoo Signature of Notary 

Seal 
TONDA L. STEWART 

*Insert th EXACT l�ICM.�e applica

My Commission Expires Sep 18, 2024
6"-olil"""I ___ ... 

-

Mike Cruz MD 
PRINTED NAME 

Chief Operating Officer 
PRINTED TITLE 

Notarization: 
S�besr�d and sw

� 
b� m�0

�
3 this llday of Ll--4,t o<. 

1� 
Signature of Notary 

Seal 
TONDA L. STEWART 

OFFICIAL SEAL 

My Commission Expires Sep 18, 2024
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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 OSF Healthcare System 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 
f will be paid upon request. 

��� 

Carol Friesen 
PRINTED NAME

Chief Executive Officer. Eastern Region
PRINTED TITLE 

Notarization: 
S�b�ri� and s7.c;rn to �ro/.e m�?this day of . 41d; /J O , 

J 
-

jfJJJYY}c}, ±J Affi 
Signature of Notary 

Seal 
TONDA L. STEWART

*Insert th

My Commission Expires Sep 18, 2024 

SIGNATURE 

PRINTED NAME 

PRINTED TITLE 

Notarization: 
Subscribed and sworn to before me 
this __ day of ______ _ 

Signature of Notary 

Seal 

---------------
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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 Olympian Surgical Suites, LLC and Sidney Rohrscheib, 
MD 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 erewith or will be paid upon request. 

Sidney Rohrscheib. MD 
PRINTED NAME 

Administrator 
PRINTED TITLE 

Notarization: 
Subscribed and swo 
this ,Id._ day of �4'!!:�,L.._-"'.:..::.::�

"OFFICIAL seAL" 

LOlJ l!LUHJ MOI.LF.T 
"-OTARY PUBLIC, STA,E O� ILL ,�o,s

�ttlo IIM(KJX]NlegalfTWO"-Jt, tb,s plicant 

SIGNATURE 

PRINTED NAME 

PRINTED TITLE 

Notarization: 
Subscribed and sworn to before me 
this __ day of ______ _ 

Signature of Notary 

Seal 
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SECTION II. BACKGROUND. 

BACKGROUND OF APPLICANT 

1. A listing of all health care facilities owned or operated by the applicant, including licensing, and certification
if applicable.

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

3. A certified listing of any adverse action taken against any facility owned and/or operated by the applicant,
directly or indirectly, during the three years prior to the filing of the application. Please provide information
for each applicant. including corporate officers or directors, LLC members, partners and owners of at least
5% of the proposed facility. A health care facility is considered owned or operated by every person or entity
that owns, directly or indirectly, an ownership interest.

4. Authorization permitting HFSRB and IDPH access to any documents necessary to verify the
information submitted, including, but not limited to: official records of IDPH or other State
agencies; the licensing or certification records of other states, when applicable; and the records
of nationally recognized accreditation organizations. Failure to provide such authorization
shall constitute an abandonment or withdrawal of the application without any further
action by HFSRB.

5. If, during a given calendar year, an applicant submits more than one Application, the
documentation provided with the prior applications may be utilized to fulfill the information
requirements of this criterion. In such instances, the applicant shall attest that the information
was previously provided, cite the project number of the prior application, and certify that no
changes have occurred regarding the information that has been previously provided. The
applicant is able to submit amendments to previously submitted information, as needed, to
update and/or clarify data.

APPEND DOCUMENTATION AS ATTACHMENT 5. IN NUMERIC SEQUENTIAL ORDER AFTER 
THE LAST PAGE OF THE APPLICATION FORM. EACH ITEM (1-4) MUST BE IDENTIFIED IN 
ATTACHMENT 5. 
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SECTION Ill. CHANGE OF OWNERSHIP (CHOW) 

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

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

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

D Stock transfer resulting in the issuance of a license to a different entity from current licensee. 

D Stock transfer resulting in no change from current licensee. 

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

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

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

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

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

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

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

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

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

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

2. If the transaction is not completed according to the key terms submitted in the exemption
application, a new application is required.

3. READ the applicable review criteria outlined below and submit the required
documentation (key terms) for the criteria:

APPLICABLE REVIEW CRITERIA CHOW 
1130.520(b)(1 )(A) - Names of the parties X 

1130.520(b)(1 )(B) - Background of the parties, which shall X 

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

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

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

1130.520(b)(1 )(E) - List of the ownership or membership X 

interests in such licensed or certified entity both prior to and after 
the transaction, including a description of the applicant's 
organizational structure with a listing of controlling or subsidiary 
persons. 

1130.520(b)(1 )(F) - Fair market value of assets to be X 

transferred. 

1130.520(b)(1 )(G) - The purchase price or other forms of X 

consideration to be provided for those assets. (20 I LCS 
3960/8.S(a)] 

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

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

1130.520(b)(3) - If the ownership change is for a hospital, X 

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

1130.520(b)(4) - A statement as to the anticipated benefits of X 

the proposed changes in ownership to the community 
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APPLICABLE REVIEW CRITERIA CHOW 

1130.520(b)(5) - The anticipated or potential cost savings, if X 

any, that will result for the community and the facility because of 
the change in ownership; 

1130.520(b)(6) - A description of the facility's quality X 

improvement program mechanism that will be utilized to assure 
quality control; 

1130.520(b)(7) A description of the selection process that the X 

acquiring entity will use to select the facility's governing body; 

1130.520(b)(9)- A description or summary of any proposed X 

changes to the scope of services or levels of care currently 
provided at the facility that are anticipated to occur within 24 
months after acquisition. 

APPEND DOCUMENTATION AS ATTACHMENT 6
1 

IN NUMERIC SEQUENTIAL ORDER AFTER THE 

LAST PAGE OF THE APPLICATION FORM. 

Page 16 

#E-020-23



SECTION IV.CHARITY CARE INFORMATION 

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

2. If the applicant owns or operates one or more facilities, the reporting shall be for each
individual facility located in Illinois. If charity care costs are reported on a consolidated basis,
the applicant shall provide documentation as to the cost of charity care; the ratio of that charity
care to the net patient revenue for the consolidated financial statement; the allocation of charity
care costs; and the ratio of charity care cost to net patient revenue for the facility under review.

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

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

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

Net Patient Revenue 
Amount of Charity Care 
(charges) 

Cost of Charitv Care 

a, 

CHARITY CARE 

Year Year Year 

APPEND DOCUMENTATION AS ATTACHMENT 7, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST 
PAGE OF THE APPLICATION FORM. 
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After paginating the entire completed application indicate, in the chart below, the page 
numbers for the included attachments: 

INDEX OF ATTACHMENTS 

ATTACHMENT 

NO. PAGES 

1 Aoolicant Identification includina Certificate of Good Standina 19-20
2 Site Ownership 21-51

3 Persons with 5 percent or greater interest in the licensee must be 52 
identified with the % of ownership, 

4 Organizational Relationships (Organizational Chart) Certificate of 53-54
Good Standina Etc. 

5 Backaround of the Aoolicant 55-63
6 Chanae of Ownershio 64-66
7 Charitv Care Information 67-77
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Certificate of Good Standing 
Olympian Surgical Suites, LLC 

File Number 0195070-3 

�----
0 

• 
.t-�-= =•=-��§ � 

� ',/' \\' . I ( ,,, 

l � ., 
l \0t � 

�o 

To all to whom these Presents Shall Come, Greeting: 

I, Alexi Giannoulias, Secretary of State of the State of ll/i11ois, do 

hereby certifiJ that I am the keeper of the records of the 

Department of Business Services. I certiftJ that 
OLYMPIAN SURGICAL SUITES. LLC. HA VINO ORGANIZED IN THE ST ATE OF ILLINOIS 

ON AUGUST 24. 2006. APPEARS TO HAVE COMPLIED WITH ALL PROVISIONS OF THE 

LIMITED LIABILITY COMPANY ACT OF THIS STATE. AND AS OF THIS DATE IS IN GOOD 

STANDING AS A DOMESTIC Lh'1ITED LIABILITY COMPANY IN THE STATE OF ILLINOIS. 

In Testimony Whereof,1 hereto set 

my lta11d and cause to be affixed tl1e Great Seal of 
tlte State of lllinois, this 24TH

day of JANUARY A.D. 2023

AulllenucatiOO II 2302402320 verifiable unbl o 1/2412024 

AUlhentlc.ite at https /l'WWw ilSos gov 
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Certificate of Good Standing 
OSF Healthcare System 

File N11111ber 

� 

�• -_-=-"'°!!l'tii G 

l\' . - (11

0107-41-l-8 

. 

To all to whom these Presents Shall Come, Greeting: 

1, Jesse White, Secretary of State of the State of llli11ois, do hereby 
cert�fy tlwt 1 am tl,e keeper of the records of tl,e Department of 
Business Sen,ices. l certifiJ that 
OSF HEAL THC ARE SYSTH.-1. A DOMESTIC CORPORATION. INCORPOR.\ TED U�"DER 

THE LA \VS OF THIS STATE O� JANUARY 02. 18S0 . .-\PPE.-\RS TO HA \'E COMPLIED WITH 

ALL THE PRO\'IS.IONS OF THE GE�R..U �OT FOR PROFIT CORPORA TIO� ACT OF THIS 

STATE. A�D AS OF THIS DA TE. IS IN GOOD STA�D�G AS A DOMESTIC CORPORA TIO:-J 

IN THE STATE OF ILL�OIS. 

In Testimony Whereof, I hereto set

my ha11d 1111d cause to l,e affixed tl,e Great Seal of 

the State of llli11ois, this 28TH 

d,iy of SEPTEMBER A.D. 2022 .

Authent1ca11on # 2227102514 venliable 1.11u 09128/2023. 

Authenticate at httpsJlwww ilsos gov 
SECRETARY OF 91 ATE 

Attachment 1 
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Site Ownership 

The land where the facility is located is owned by Champaign Healthcare Investors, LLC, c/o MedCraft 
Investment Partners, LLC, who in turn leases the facility to Olympian Surgical Suites, LLC. Included as 
evidence of site ownership is copy of the building lease between Champaign Healthcare Investors, LLC 
c/o MedCraft Investment Partners, LLC and Olympian Surgical Suites, LLC. 

Attachment 2 
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Site Ownership 

each square foot of Gross Building Arca of Medical Office Space, each increased 
on a cumulative basis by 2% per year on each anniversal)' of the Commencement 
Dute. Notwithstanding the fon:going, if the Conuncnccmcnt Dute is not the filst 
day ofa month, the first Rase Rcntmljustmcnt dale will he the first day ufthc month 
next following the first anniversary of lhc Conuncm:cmcnl Dale and subsequent 
Base Rent adjLL,;tmcnts will he made on each annual annivcTSllry of such Base Rent 
mJj ustmcnl tittle. As such, the Buse Rent payable under lhis Lcm;c is shuwn in the 
following tables: 

Surw,ical Center Space 
Dase Rent 

1.cr r;q1111rc foot of 
Period Gross Buildinl! Anm Anmml Bm1e Rent 

Year I $30.00 S339 000.00 
Ycar2 SJ0.60 $345,780.00 
Ycar3 SJ 1.21 $352.(iTJ.00 
Ycar4 SJl.83 $359,679.00 
Year 5 $32.47 $36(i_911.00 
Ycnr6 $3J.12 $374,256.00 
Yenr7 $31.78 $1Rl,714.00 
Ycur8 $34.46 $389,398.00 
Yenr9 $1.S.15 $197,195.00 
Ycnr 10 $35.85 $405 IOS.00 

Mfilical Office Space 
Hn!lt' Kent 

per !Ill uarc root or 
Period (iroH Building Area Annual 8nsc Rent 
YeJ1r I $25.00 $! 12,500.00 
Yciu-2 $25.50 $! 14,750.00 
Yea.-J $26.01 $117,045.00 
Yciu-4 $26.5] $119,185.00 
Years $27.06 $121,770.011 
Ycur6 $27.(i() $12,t 200.011 
Year? $211 IS $126 675,00 
Yc1tr 8 $28.66 $128.970,00 
Ycar9 $29.23 $131,535.00 

Year 10 $29.81 $J4 MS.00 

Monthly ln�tnlhnent 

- -

-

-

of Base Rl'nl 

$28 250.00 
$28,81 S.00 
$29 )89.42 
$29,973.25 
$30 575 92

$)1,1811.00 
$11,809.50 
$32,449.83 
$33,099.58 
$33 7SK.75 

-

Monthl)' lnslallmcnt 
of Base t«nt 
$9,375.00 
$9,562.S0 

$9 753.75 
$9,948.75 
$10,147.50 
$10,350.110 
$10,556.25 
$10,747.50 
$10,961.25 
$11 178.75 

(t) ADDITIONAL RENT: As Additionnl Rene due hereunder, Tenant shall reimburse
l .andlorcl on nn annual basis for I ,andlord's Insurance Costs (as such term is defined
hereafter).

l. �XIIIBITS. '11lc exhibits to this ducumcn1 nrc ,1 part uf this Lease und consist of:

llxhihit A 
Exhibit B 
ExhibitC 

Description or I .and

Building Rcgul11tions 
Pinn of Premises 
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Site Ownership 

Exhihit 0 Additional Terms 

3. DJi�Jo'INITIONS. In this Lease:

(a) "Alliliate" means a person ur entity which controls, h, conlrullcd by, or is under
common control with a pa11y (where ''control" means direct or indirect ownership
of al least 50% of chc voling inlcrcsls in an entity; or where control of the decision
making of such entity's governing bourd i!t exercised 1hrough the pmvisiun!t of
organi7A1tional or contrnctual documents; or where a nrn_jority of the hoard of
din.."t:tors of an entity consists of persons who arc simultaneously a majority of the 
board of directors oflhc affilialc<l entity).

(h) "I\uilding" means the building now or hereafter located on tlte r .and (i11clmli11g nny
expansions thereof).

(c) "Gross Uuikling Arca" means the gross building area oflhc Hmlding dctcm1incd as
set out in the llOMA Standard Method fur Mcm,uring Floor J\rc11 in Office
Buildings, ANSIIBOMA l'..65.1-20l0

(d) ''H:v..irdous Malcrials" means uny substance, including asbestos or any substance
containing asbcl!los, lhc group of mganic compounds known as polychlorinatcd
biphcnyls, flammable explosives, radioactive materials, medical waslc, chemicals,
pollutnnts, effiucuts, contarninanls, emissions or llll) otJ1cr or related materials and
items included in Che definition of lmzardous or toxic wuslcs, matcric1ls or
suhstances under any applicable laws.

(c) "Land" mclills the property described in Exhibit A and any additiom1l properly that
may he lletfUircd or lensed by Landlord for the Pruj(,-el.

(f) "Landlord's Insurance Costs" means the insurance premiums paid hy Landlord for
the insurance I .and lord is required to mainlain under Section 22�} of this I ,case.

(g) "Landlord Pnrtk--s" meims Lnndlord, its propcl'ly and nssct managc1·, their affiliates,
and their respective officers, directors, pn11ners, shareholders, members and
employees.

(h) ''Morlgagc" means any morlgagc, deed of trnsl, security dcc<l, ur other security
agreement from rime to time on all or any purl of or inlcrcst in the Prujccr and any
underlying lease under which I .andlord from lime to time holds ils interest in the
I ,and or other portions of the Pr�jcct, and the "holder" of nny Mortgage wi II include
the trustee and hcncficiary under :my such deed of lrusl or security dcc<l and the
lessor under any such underlying lease and the "foreclosure" uf any Mortgage will
include conveyance in lieu of foreclosure of any such mortgage, deed of trust or
security deed, tcrminnlion of any such underlying lease for dcfoult, or repossession
in lieu or any such tenninntion.
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