
RECEIVED 
ILLINOIS HEAL TH FACILITIES AND SERVICES REVIEW BOARD MAR - 4 2024 

APPLICATION FOR PERMIT 
HEALTH FACILITIES & 

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICA'1flNCESREVIEWBOMI 
This Section must be completed for all projects. 

Facilitv/Proiect Identification 
Facilitv Name: NANI Vascular South ASC 
Street Address: 12250 South Cicero Avenue 
City and Zip Code: Alsip 60803 
Countv: Cook Health Service Area: 7 Health Plannina Area: 

Annficant(s) !Provide for each aoolicant <refer to Part 1130 220)]

Exact Legal Name: NANI Vascular South ASC LLC 
Street Address: 120 West 22nd Street 
Citv and Zip Code: Oak Brook 60523 
Name of Registered Agent: Illinois Corooration Service Comoanv 
Reaistered Aaent Street Address: 801 Adlai Stevenson Drive 
Reaistered Agent Citv and Zip Code: Sorinafield 62703-4261 
Name of Manaaer: Brian O'Dea 
Manaaer Street Address: 120 West 22nd Street 
Manager City and Zip Code: Oak Brook 60523 
Manaaer Teleohone Number: 630-573-5000 

T 

□ 
□ 
IZI 

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 artner s eci in whether each is a eneral or limited artner.

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

Primarv Contact !Person to receive ALL corresoondence or inauiriesl

Name: Juan Morado Jr. and Mark Silberman 
Title: CON Counsel 
Comoanv Name: Benesch Friedlander Coolan & Aronoff LLP 
Address: 71 S. Wacker Dr., Suite 1600 Chicaoo, IL 60606 
Telephone Number: 312-212-4952 / 312-212-4967 
E-mail Address: JMorado@Beneschlaw.com & MSilberman®Beneschlaw.com
Fax Number: 312-767-9192

Additional Contact {Person who is also authorized to discuss the aoolication for oermitl

Name: 
Title: 
Comcanv Name: 
Address: 
Telephone Number: 
E-mail Address:
Fax Number:
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ILLINOIS HEAL TH FACILITIES AND SERVICES REVIEW BOARD 
APPLICATION FOR PERMIT 

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

Facilitv/Project Identification 
Facilitv Name: NANI Vascular South ASC 
Street Address: 12250 South Cicero Avenue 
Citv and Zip Code: Alsip 60803 
County: Cook Health Service Area: 7 Health Planning Area: 

Annlicant(s) (Provide for each aoolicant (refer to Part 1130 220)] 
Exact Leaal Name: Neohroloav Associates of Northern Illinois, Ltd. 
Street Address: 120 West 22nd Street 
Citv and Zip Code: Oak Brook 60523 
Name of Rei;:iistered AQent: Brian J. O'Dea 
Reaistered Agent Street Address: 120 West 22nd Street 
Reaistered Aaent Citv and Zip Code: Oak Brook 60523 
Name of Chief Executive Officer: Brian O'Dea 
CEO Street Address: 120 West 22nd Street 
CEO Citv and Zip Code: Oak Brook 60523 
CEO Telephone Number: 630-573-5000 

T 

□ 
l8I 
□ 

licants 

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 artner s eci in whether each is a eneral or limited artner.

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 inauiriesl 
Name: Juan Morado Jr. and Mark Silberman 
Title: CON Counsel 
Comoanv Name: Benesch, Friedlander Coplan & Aronoff LLP 
Address: 71 S. Wacker Dr., Suite 1600 Chicago, IL 60606 
Telephone Number: 312-212-4952 / 312-212-4967 
E-mail Address: JMorado<@Beneschlaw.com & MSilberman@Beneschlaw.com
Fax Number: 312-767-9192

Additional Contact (Person who is also authorized to discuss the aoolication for pennit] 
Name: 
Title: 
Company Name: 
Address: 
Teleohone Number: 
E-mail Address:
Fax Number:

23721764 v1 
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ILLINOIS HEAL TH FACILITIES AND SERVICES REVIEW BOARD 
APPLICATION FOR PERMIT 

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION 

This Section must be completed for all projects. 

Facilitv/Project Identification 
Facilitv Name: NANI Vascular South ASC 
Street Address: 12250 South Cicero Avenue 
Citv and Zip Code: Alsip 60803 
Countv: Cook Health Service Area: 7 

Aoolicant(sl !Provide for each aoolicant (refer to Part 1130 220)] 
Exact Leaal Name: NANI Vascular ASC LLC 
Street Address: 120 West 22nd Street 
Citv and Zip Code: Oak Brook 60523 
Name of Reaistered Aaent: Illinois Corooration Service Comoanv 
Reaistered Aaent Street Address: 801 Adlai Stevenson Drive 
Reaistered Aaent Citv and Zip Code: Sprinafield 62703-4261 
Name of Manaaer: Brian O'Dea 
Manaaer Street Address: 120 West 22nd Street 
Manager Citv and Zip Code: Oak Brook 60523 
Manaaer Telephone Number: 630-573-5000 

Tvoe of Ownershio of Aoolicants 

Partnership 
Governmental 

Health Planning Area: 

Non-profit Corporation 
For-profit Corporation 
Limited Liability Company 

□ 
□ 
□ 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. 

Primarv Contact [Person to receive ALL corresoondence or inauiriesl 
Name: Juan Morado Jr. and Mark Silberman 
Title: CON Counsel 
Company Name: Benesch Friedlander, Coplan & Aronoff LLP 
Address: 71 S. Wacker Dr. Suite 1600, Chicago IL 60606 
Telephone Number: 312-212-4952 / 312-212-4967 
E-mail Address: JMorado®Beneschlaw.com & MSilberman@Beneschlaw.com
Fax Number: 312-767-9192
Additional Contact rPerson who is also authorized to discuss the application for oermit]
Name:
Title:
Company Name:
Address:
Telephone Number:
E-mail Address:
Fax Number: 
23721764v1 
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ILLINOIS HEAL TH FACILITIES AND SERVICES REVIEW BOARD 
APPLICATION FOR PERMIT 

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION 

This Section must be completed for all projects. 

Facilitv/Proiect Identification 
Facilitv Name: NANI Vascular South ASC 
Street Address: 12250 South Cicero Avenue 
City and Zip Code: Alsip 60803 
Countv: Cook Health Service Area: 7 

Aoollcant(s) ,Provide for each aonlicant {refer to Part 1130 220)) 
Exact Leaal Name: Willow Sprinas Suraerv Center Ltd. 
Street Address: 120 West 22nd Street 
Citv and Zip Code: Oak Brook 60523 
Name of Registered Aaent: Illinois Corooration Service Companv 
Reaistered Aaent Street Address: 801 Adlai Stevenson Drive 
Reaistered Aaent Citv and Zip Code: Sprinafield 62703-4261 
Name of President: Arthur Morris M.D. 
President Street Address: 120 West 22nd Street 
President Citv and Zip Code: Oak Brook 60523 
President Telephone Number: 630-573-5000 

Tv1>e of OwnershiD of Aoolicants 

Partnership 
Governmental 

Health Planning Area: 

□ 
□ 
IZI 

Non-profit Corporation 
For-profit Corporation 
Limited Liability Company 

□ 
□ 
□ 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 inauiriesl 
Name: Juan Morado Jr. and Mark Silberman 
Title: CON Counsel 
Comoanv Name: Benesch. Friedlander, Coplan & Aronoff LLP 
Address: 71 S. Wacker Dr. Suite 1600, Chicago IL 60606 
Telephone Number: 312-212-4952 / 312-212-4967 
E-mail Address: JMorado@Beneschlaw.com & MSilberman@Beneschlaw.com
Fax Number: 312-767-9192
Additional Contact (Person who is also authorized to discuss the application for permit)
Name:
Title:
Comoanv Name:
Address:
Telephone Number:
E-mail Address:
Fax Number:
23721764v1 
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Flood Plain Reauirements !Refer to aoolication instructions., 
Provide documentation that the project complies with the requirements of Illinois Executive Order #2006-5 
pertaining to construction activities in special flood hazard areas. As part of the flood plain requirements, 
please provide a map of the proposed project location showing any identified floodplain areas. Floodplain 
maps can be printed at www.FEMA.gov or www.illinoisfloodmaps.org. This map must be in a 
readable format. In addition, please provide a statement attesting that the project complies with the 
requirements of Illinois Executive Order #2006-5 (http://www.hfsrb.illinois.gov). NOTE: A SPECIAL 
FLOOD HAZARD AREA AND 500-YEAR FLOODPLAIN DETERMINATION FORM has been added at 
the conclusion of this Aoolication for Permit that must be completed to deem a project complete . 

. APPEND DOCUMENTATION AS ATTACHMENT 5, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 

Historic Resources Preservation Act Requirements {Refer to aoolication instructions.) 
Provide documentation regarding compliance with the requirements of the Historic Resources 
Preservation Act. 
APPEND DOCUMENTATION AS ATTACHMENT 6, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 

DESCRIPTION OF PROJECT 

1. Project Classification
fCheck lhose aoollcable - refer to Part 1110.20 and Part 1120.2D� 

Part 1110 Classification 

l:8l Substantive 

n Non-substantive 

23721764v1 
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2. Narrative Description

In the space below, provide a brief narrative description of the project. Explain WHAT is to be done in 
State Board defined terms, NOT WHY it is being done. If the project site does NOT have a street 
address, include a legal description of the site. Include the rationale regarding the project's classification 
as substantive or non-substantive. 

NANI Vascular South ASC, LLC ("NVC") is proposing to establish a single-specialty surgery center 
located at 12250 South Cicero Avenue in Alsip, Illinois 60803, as replacement for the Willow Springs 
Surgery Center. As an establishment of a new ambulatory surgical treatment center, this is classified as 
a substantive project. NVC is wholly owned by NANI Vascular ASC, LLC, itself wholly owned by 
Nephrology Associate of Northern Illinois, Ltd. ("NANI"), thus making NANI the appropriate applicant. 
Concurrently, NANI is filing a CON application to discontinue the Willow Springs Surgery Center, also an 
entity wholly owned by NANI. 

The facility will be licensed for the "General/Other" category of service with the focus being on vascular 
access procedures to support and maintain end-stage renal dialysis ("ESRD") patients. The facility will 
have two operating rooms and provide the full spectrum of general surgical procedures supporting the 
vascular health of ERSD patients. 

23721764 V1 
----------------- Page 6 
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Project Costs and Sources of Funds 

Complete the following table listing all costs (refer to Part 1120.110) associated with the project. When a 
project or any component of a project is to be accomplished by lease, donation, gift, or other means, the 
fair market or dollar value (refer to Part 1130.140) of the component must be included in the estimated 
project cost. If the project contains non-reviewable components that are not related to the provision of 
health care, complete the second column of the table below. Note, the use and sources of funds must be 
equal. 

Project Costs and Sources of Funds 

USE OF FUNDS CLINICAL NONCLINICAL TOTAL 

Preplanning Costs - - -

Site Survey and Soil Investigation - - -

Site Preparation - - -

Off Site Work - - -

New Construction Contracts $2,048,742 $926,777 $2,975,519 

Modernization Contracts - - -

Contingencies $159,777 $72,728 $232,055 

Architectural/Engineering Fees $132,003 $59,713 $191,716 

Consulting and Other Fees $280,166 $126,737 $406,903 

Movable or Other Equipment (not in construction contracts) $482,635 $34,920 $517,555 

Bond Issuance Expense (project related) - - -

Net Interest Expense During Construction (project related) - - -

Fair Market Value of Leased Space or Equipment $1,172,238 $317,549 $1,489,786 

Other Costs to Be Capitalized - - -

Acquisition of Building or Other Property (excluding land) - - -

TOTAL USES OF FUNDS $4,275,561 $1,537,973 $5,813,534 

SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL 

Cash and Securities $3,103,323 $1,220,424 $4,323,748 

Pledges - - -

Gifts and Bequests - - -

Bond Issues (project related) - - -

Mortgages - - -

Leases (fair market value) $1,172,238 $317,549 $1,489,786 

Governmental Appropriations - - -

Grants - - -

Other Funds and Sources - - -

TOTAL SOURCES OF FUNDS $4,477,258 $1,336,276 $ 5,813,534 

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

23721764v1 
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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 

Purchase Price: $ NIA 
-��---

Fair Market Value: $ N/A 

□ Yes � No 

The project involves the establishment of a new facility or a new category of service 
� Yes D 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$ $1,489,786 

Project Status and Completion Schedules 

For facilities in which prior permits have been issued please provide the permit numbers. 

Indicate the stage of the project's architectural drawings: 
D None or not applicable D Preliminary 
� Schematics 0 Final Working 

Anticipated project completion date (refer to Part 1130.140): Jul� 1, 2026 

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

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

D Financial commitment is contingent upon permit issuance. Provide a copy of the 
contingent "certification of financial commitment" document, highlighting any 
language related to CON Contingencies 

� Financial Commitment will occur after permit issuance. 

APPEND DOCUMENTATION AS ATTACHMENT 8, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 

State Aaency Submittals [Section 1130.620(c}I 

Are the following submittals up to date as applicable? 

0 Cancer Registry- NOT APPLICABLE 

0 APORS- NOT APPLICABLE 
� All formal document requests such as IDPH Questionnaires and Annual Bed Reports 

been submitted 
� All reports regarding outstanding permits 

Failure to be up to date with these requirements will result in the application for permit 
being deemed incomplete. 

23721764v1 
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Cost Space Requirements 

Provide in the following format, the Departmental Gross Square Feet (DGSF) or the Building Gross 
Square Feet (BGSF) and cost. The type of gross square footage either DGSF or BGSF must be 
identified. The sum of the department costs MUST equal the total estimated project costs. Indicate if any 
space is being reallocated for a different purpose. Include outside wall measurements plus the 
departments or area's portion of the surrounding circulation space. Explain the use of any vacated 
space. 

Not Revtewable Space [I.e., non-clinical): means an area for the benefit of the patients, visitors, staff, or employees of a heallh 
care facility and not directly related to the diagnosis. treatment, or rehabilitation of persons receiving se,vices from the health care 
facility. "Non-clinical se,vice areas· inctvde, bvt are not limited to. chapels; gift shops; newsstands; computer systems: tunnels. 
walkways, and elevators; telephone systems; projects to comply with life safety codes: educational facilities; student housing; 
patient, employee, staff. and visitor dining areas, administration and volunteer offices; modernization of structural components ( svch 
as roof replacement and mason,y work); boiler repair or replacement; vehicle maintenance and storage facilities: parking facilities; 
mechanical systems for heating, ventilation, and air conditioning; loading docks; and repair or replacement of carpeting, tile, wall 
coverings, window coverings or treatments. or furniture. Solely for the purpose of this definition. ·non-clinical selVice area· does not 
include health and f,tness centers. (20 ILCS 3960131 

Gross Square Feet 
Amount of Proposed Total Gross Square 

Feet That Is: 

Dept./ Area Cost Existing Proposed 
New 

Modernized Asls 
Vacated 

Const. Space 

REVIEWABLE 

ASTC $4,275,561 - - 5,500 - - -

Total Clinical $4,275,561 - - 5,500 - - -

NON-
REVIEWABLE 

Administrative $1,537,973 - - 2,488 - - -

Total Non-clinical $1,537,973 - - 2,488 - - -

TOTAL $5,813,534 - - 7,988 - - -

APPEND DOCUMENTATION AS ATTACHMENT 9. IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 

APPLICATION FORM. 

23721764 v1 
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Facility Bed Capacity and Utilization - NOT APPLICABLE 

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 

Medical/Surgical 

Obstetrics 

Pediatrics 
I 

Intensive Care 

Comprehensive Physical 
Rehabilitation 

Acute/Chronic Mental Illness 

Neonatal Intensive Care 

General Long-Term Care 

Specialized Long-Term Care 

Long Term Acute Care 

Other ((identify) 

TOTALS: 

23721764 v1 
----------------- Page10 

#24-005



23721764 v1 

CERTIFICATION 

Applcation must be signed by the authorized repreeenlallves of the applk::anl entity. Authoflzed 
repreaentallvea an,: 

o In the cased a corpomtlon, any two of Ill ol&es, or meM>etl of Ila Board d Oteclor8;

o in 1h11 case of a lnited Balillty company, 81f/ IM> of 1111 managars or meni>enl (or the sole 
mmageror ffl8ll'ber when hw or more ma1111gers or merrbeni do not exist);

o in the case of a partnnlip, two of Its gmeral par1netl (or the IOle ganenll partner. when tv.o or 
moregenerd partners do not e>d&1); 

o In lhe mse d estates and trusts, two of its benelclsiea (a the sole bffldlclary when two or 
mxu beneft:fades do not exist); met 

o In the case of a aole prq,riefor, the individual Chai ts lhe puprtetor. 

'TIiis AppOcatlon Is ltod on the beftalf of NANI Yncuter ASC, LLC, NANI V•cutar South ABC, 
LLC, WIiow Sptngs SulgefYCent«, Uct.. and Nophrology AAOdatn of Nol1hom nllnofs LTD, 
In accordanco with tho n,quftlMllts 1111d proc:edunta ol 111• n■noi. Hoallh Fac:lllln Pllllnlng 
Act. Th• und919lgnod cer1lfloe that he or lhe ha tho authorllV to OXGC:Uto and mo this 
Appllc:alon on blhalf of the applicant cmOty. The undonlgnod furthercoltlno. that the data and 
Information pn,vldod horaln, and appended hentto, are complete and corract to the 11..t of his 
or her knowledge and bdel. Th• undcalgnod also certlfiea that the fN roqgrod for this 
l:Pl)llcaton Is .. nt hlllllWlth or wm be paid upon rolJl•L 

an�\� 
SIGNATURE 

_ Mariah Tanna MD., ______ _ 
PRNTEDNAME 

_M-a•-------------�--
PRNTB) TITLE 

Ncterlt9Ucn: 
SUbltrbld and to INIIDre me 
Nt .i:J_dayd.=..==-.....,_= .... 

SI 

Sea 

•tnsert the EXACT

� �--,-,.,: #b. 
SIGNATLR 

...,llrtluMcwl11,M.O. ______ _ 
PRINTEONAAIE 

.J,taraoar 
PAINTEDee,TIT"'LE"=" _______ _ 

Seal 

Ill 

Vlotori. llryllnt 
Ml,lary Putillo stat• Of Ill �Ole 
� CcalnllUlm Elflt•U2!2fl02f 
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SECTION Ill. 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 followini;i required information: 

BACKGROUND OF APPLICANT 

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

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

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

a. A certified listing of any adverse action taken against any facility owned and/or operated
by the applicant, directly or indirectly, during the three years prior to the filing of the
application.

b. A certified listing of each applicant, identifying those individuals that have been cited,
arrested, taken into custody, charged with, indicted, convicted, or tried for, or 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 of any duty or obligation imposed by a judgment, decree, order or directive of
any court or governmental agency.

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

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

APPEND DOCUMENTATION AS ATTACHMENT 11, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. EACH ITEM (1-4) MUST BE IDENTIFIED IN ATTACHMENT 11. 

23721764 v1 
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Criterion 1110.110(b) & (d) 

PURPOSE OF PROJECT 

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

2. Define the planning area or market area, or other relevant area, per the applicant's definition.

3. Identify the existing problems or issues that need to be addressed as applicable and appropriate for the
project.

4. Cite the sources of the documentation.

5. Detail how the project will address or improve the previously referenced issues, as well as the population's
health status and well-being.

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

For projects involving modernization, describe the conditions being upgraded, if any. For facility projects, include 
statements of the age and condition of the project site, as well as regulatory citations, if any. For equipment being 
replaced, include repair and maintenance records. 

NOTE: lnfonnatlon 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 ATTACHMENT 12. 

ALTERNATIVES 

1) Identify ALL the alternatives to the proposed project:

Alternative options must include:

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

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

C) Utilizing other health care resources that are available to serve all or a
portion of the population proposed to be served by the project; and

D) Provide the reasons why the chosen alternative was selected.

2) Documentation shall consist of a comparison of the project to alternative options. The
comparison shall address issues of total costs, patient access, quality, and financial
benefits in both the short-term (within one to three years after project completion) and
long-term. This may vary by project or situation. FOR EVERY ALTERNATIVE

IDENTIFIED, THE TOTAL PROJECT COST AND THE REASONS WHY THE
ALTERNATIVE WAS REJECTED MUST BE PROVIDED.

3) The applicant shall provide empirical evidence, including quantified outcome data that
verifies improved quality of care, as available.

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

READ THE REVIEW CRITERION and provide the following information: 

SIZE OF PROJECT: 

1. Document that the amount of physical space proposed for the proposed project is necessary and not
excessive. This must be a narrative and it shall include the basis used for detennlning 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 fonnat with Attachment 14. 

DEPARTMENT/SERVICE 

ASTC 

SIZE OF PROJECT 
PROPOSED STATE 
BGSF/DGSF STANDARD 
5 500 GSF 5 500 GSF 

DIFFERENCE MET 
STANDARD? 

YES 

APPEND DOCUMENTATION AS ATTACHMENT 14, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 

PROJECT SERVICES UTILIZATION: 

This criterion is applicable only to projects or portions of projects that involve services, functions, or equipment 
for which HFSRB has established utilization standards or occupancy targets In 77 Ill. Adm. Code 1100. 

Document that in the second year of operation, the annual utilization of the service or equipment shall meet or exceed the 
utilization standards specified in 1110.Appendix B. A narrative of the rationale that supports the projections must be 
provided. 

A table must be provided in the following fonnat with Attachment 15. 

UTILIZATION 
DEPT./ HISTORICAL PROJECTED STATE MEET 

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

ETC. 
YEAR1 ASTC 2,408 2,408 >1500 YES 

Procedures Procedures 
Hours

YEAR2 ASTC 2,408 2,528 >1500 YES 

Procedures 
Procedures Hours

APPEND DOCUMENTATION AS ATTACHMENT 15, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF 
THEAPPLICATION FORM. 
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UNFINISHED OR SHELL SPACE: 

Provide the following information: 

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

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

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

a. Requirements of governmental or certification agencies; or

b. Experienced increases in the historical occupancy or utilization of those areas proposed
to occupy the shell space.

4. Provide:

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

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

APPEND DOCUMENTATION AS ATTACHMENT 16, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 

ASSURANCES: 

Submit the following: 

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

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

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

APPEND DOCUMENTATION AS ATTACHMENT 17, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 

23721764 v1 
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G. Non-Hospital Based Ambulatory Surgery

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

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

APPLICABLE REVIEW CRITERIA Establish New Expand 
ASTC or Service Existing Service 

1110.235(c)(2)(B)- Service to GSA Residents X X 

1110.235(c)(3)-Service Demand -Establishment of an ASTC or Additional X 

ASTC Service 

1110.235(c)(4)- Service Demand -Expansion of Existing ASTC Service X 

1110.235(c)(5)-Treatment Room Need Assessment X X 

1110.235(c)(6)-Service Accessibility X 

1110.235(c)(7)(A)- Unnecessary Duplication/Maldistribution X 

1110.235(c)(7)(B)-Maldistribution X 

1110.235(c)(7)(C)-Impact to Area Providers X 

1110.235(c)(8)- Staffing X X 

1110.235(c)(9)- Charge Commitment X X 

1110.235(c)(10)-Assurances X X 

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

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

SECTION VII. 1120.120 - AVAILABILITY OF FUNDS 

The applicant shall document those financial resources shall be available and be equal to or exceed the 
estimated total project cost plus any related project costs by providing evidence of sufficient financial 
resources from the following sources, as applicable [Indicate the dollar amount to be provided from the 
following sources]: 

$4,323,747 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.

$1,489,786 d) Debt - a statement of the estimated terms and conditions (including the debt 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.

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. lffunds 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.

$5,813,533 TOTAL FUNDS AVAILABLE 

APPEND DOCUMENTATION AS ATTACHMENT 34, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
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