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SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION 

This Section must be completed for all projects.

Facilitv/Prolect Identification
Facility Name: Barrington Pain and Spine Institute 
Street Address: 600 Hart Road, Suite 300 
City and Zip Code: Barrington, Illinois 60010 
Countv: Lake Health Service Area: 8 Health Plannina Area: NIA 

Aoolicantf s) IProvide for each aoolicant (refer to Part 1130 220)1
Exact Legal Name: DxTx Pain and Spine LLC 
Street Address: 431 Summit Street, Suite 101 
City and Zip Code: Elgin, Illinois 60120-3861 
Name of Reaistered Aaent: CT Corooration Svstem 
Registered Agent Street Address: 208 South LaSalle Street, Suite 814 
Reaistered Aaent Citv and Zio Code: Chicaao, Illinois 60604-1101 
Name of Chief Executive Officer: Owen Prunskis 
CEO Street Address: 431 Summit Street, Suite 101 
CEO City and Zip Code: Elain, Illinois 60120-3861 
CEO Teleohone Number: 847-707-8899 

Tvoe of OwnershiD of Aoolicants

□ 
□ 
� 

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: Francine Norman 
Title: Director of Operations 
Company Name: DxTx Pain and Spine 
Address: 600 Hart Road, Suite 320, Barrinaton, Illinois 60010 
Telephone Number: 847-852-2000 
E-mail Address: frn®illinoisoain.com
Fax Number:
Additional Contact rPerson who is also authorized to discuss the aoolication for oermit)
Name: 
Title: 
Company Name: 
Address: 
Telephone Number: 
E-mail Address:
Fax Number:
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Faci litv/Project Identification 

Facility Name: Barrington Pain and Soine Institute 
Street Address: 600 Hart Road, Suite 300 
City and Zip Code: Barrington, Illinois 60010 
Countv: Lake Health Service Area: 8 Health Plannino Area: NIA 

Applicant(s) £Provide for each aoolicant (refer to Part 1130 220)1 
Exact Leaal Name: Barrinaton Pain and Seine Institute, L.L.C. 
Street Address: 431 Summit Street 
City and Zip Code: Elgin, Illinois 60120-3861 
Name of Reoistered Aaent: John V. Prunskis, M.D. 
Reaistered Aaent Street Address: 431 Summit Street 
Reoistered Aaent Citv and Zip Code: Elain, Illinois 60120 
Name of Chief Executive Officer: John V. Prunskis, M.D. 
CEO Street Address: 431 Summit Street Suite 101 
CEO Citv and Zio Code: Elain, Illinois 60120-3861 
CEO Teleohone Number: 

Type of Ownership of Aoolicants 

□ 
□ 
1:81 

Non-profit Corporation 
For-profit Corporation 
Limited Liability Company 

□ 
□ 
□ 

Partnership 
Governmental 
Sole Proprietorship □ 

o Corporations and limited liability companies must provide an llllnois 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: Francine Norman 
Title: Director of Operations 
Companv Name: DxTx Pain and Soine 
Address: 600 Hart Road, Suite 320, Barrington, Illinois 60010 
Teleohone Number: 847-852-2000 
E-mail Address: frn®illinoisoain.com
Fax Number:
Additional Contact £Person who is also authorized to discuss the application for permit]
Name: 
Title: 
Company Name: 
Address: 
Telephone Number: 
E-mail Address:
Fax Number:
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Post Permit Contact 
[Person to receive all correspondence after permit issuance-THIS PERSON MUST BE EMPLOYED BY 
THE LICENSED HEALTH CARE FACILITY AS DEFINED AT 20 ILCS 39601 
Name: Francine Norman 
Title: Director of Operations 
Comoanv Name: DxTx Pain and Soine 
Address: 600 Hart Road Suite 320 Barrinaton Illinois 60010 
Teleohone Number: 847-852-2000 
E-mail Address: frnl'Rlillinoisoain.com
Fax Number:

Site Ownership 
I Provide this information for each aoolicable site] 
Exact Legal Name of Site Owner: Hart Road LLC 
Address of Site Owner: 300 Park Boulevard, Itasca Illinois 60143 
Street Address or Legal Description of the Site: 600 Hart Road, Suite 300, Barrington, Illinois 6001 O 
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 0aae.J 
Exact Leaal Name: Barrinaton Pain and Soine Institute, L.L.C. 
Address: 600 Hart Road Suite 300, Barrington, Illinois 60010 

□ Non-profit Corporation □ Partnership
□ For-profit Corporation □ Governmental
181 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% of 

ownership. 

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

Organizational Relationships 
Provide (for each applicant) an organizational chart containing the name and relationship of any person or 
entity who is related (as defined in Part 1130.140). If the related person or entity is participating in the 
development or funding of the project, describe the interest and the amount and type of any financial 
contribution. 

APPEND DOCUMENTATION AS ATTACHMENT 4, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
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