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ILLINOIS HEALTH FACILITIES AND sErvices Review BOARIRECEIVED
APPLICATION FOR CHANGE OF OWNERSHIP EXEMPTION . ),

SECTION |. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICAT|QN ry rACILTIES &
SWACES REVIEW PO

This Section must be completed for all projects.

Facility/Project Identification
Facility Name: Presence Chicago Hospitals Network
d/b/a Presence Saint Francis Hospital a/k/a Ascension Saint Francis

Street Address: 355 Ridge Avenue
City and Zip Code: _ Evanston, IL 60202
County: Cook Health Service Area: VI Heaith Planning Area: A-08
Legislators
State Senator Name: Laura Fine
State Representative Name: Robyn Gabel
Applicant(s) [Provide for each applicant (refer to Part 1130.220)]
Exact Legal Name: Prime Healthcare Foundation, inc.
Street Address: 3480 E. Guasti Road
City and Zip Code: Ontario, CA 91761
| Name of Registered Agent: Cogency Global, Inc.
Registered Agent Street Address: 850 New Burton Road, Suite 201
Registered Agent City and Zip Code: _ Dover, DE 19904
Name of Chief Executive Officer: Dr. Prem Reddy, Chairman/CEQ
CEQ Street Address: 3480 E. Guasti Road
CEO City and Zip Code: Ontario, CA 91761
CEO Telephone Number: (909) 235-4400

Type of Ownership of Applicants

X Non-profit Corporation ] Partnership

il For-profit Corporation 1 Governmental

] Limited Liability Company | Sole Proprietorship O
Other

o Corporations and limited liability companies must provide an Hlinois 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: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address: 348 Chicory Lane Buffalo Grove, I 60089
Telephone Number:  312/969-4759

E-mail Address: jacobmaxel@msn.com

Fax Number:




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

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

Facility/Project Identification

Facility Name: Presence Chicago Hospitals Network
d/b/a Presence Saint Francis Hospital a/k/a Ascension Saint Francis

Street Address. 355 Ridge Avenue

City and Zip Code:  Evanston, IL 60202

County: Cook Health Service Area: VII Health Planning Area:  A-08
Legislators

State Senator Name: Laura Fine

State Representative Name: Robyn Gabel

Applicant{s) [Provide for each applicant (refer to Part 1130.220)]

Exact Legal Name: Ascension Health

Street Address: 4600 Edmundson Road

City and Zip Code: St. Louis, MO 63134

Name of Registered Agent: Corporation Service Company

Registered Agent Street Address: 221 Bolivar Street
Registered Agent City and Zip Code: _ Jefferson City, MO 65101

Name of Chief Executive Officer: Joseph Impicciche, CEQ

CEOQ Street Address: 4600 Edmundson Road

CEQ City and Zip Code: St. Louis, MO 63134

CEOQ Telephone Number: 314/733-8000

Type of Ownership of Applicants

X Non-profit Corporation R Partnership

O For-profit Corporation ] Governmental

] Limited Liability Company ] Sole Proprietorship O
Other

o Corporations and limited liability companies must provide an lllinois 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: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address: 348 Chicory Lane Buffalo Grove, iL 60082
Telephone Number:  312/969-4759

E-mail Address: jacobmaxel@msn.com

Fax Number:




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

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

Facility/Project Identification

Facility Name: Presence Chicago Hospitals Network
dfbfa Presence Saint Francis Hospital a/k/a Ascension Saint Francis

Street Address: 365 Ridge Avenue

City and Zip Code:  Evanston, IL 60202

County: Cook Health Service Area. VIl Heaith Planning Area: A-08
Legislators

State Senator Name: Laura Fine

State Representative Name: Robyn Gabel

Applicant(s) [Provide for each applicant (refer to Part 1130.220)]

Exact Legal Name. Presence Chicago Hospitals Network
Street Address: 355 Ridge Avenue

City and Zip Code; Evanston, IL 60202

Name of Registered Agent: CT Corporation System

Registered Agent Street Address: 208 South LaSalle Street

Registered Agent City and Zip Code:  Chicago, IL 60604

Name of Chief Executive Officer: Eric Rhodes

CEOQ Street Address: 355 Ridge Avenue

CEOQ City and Zip Code: Evanston, IL 60202

CEO Telephone Number: 847/316-3152

Type of Ownership of Applicants

X Non-profit Corporation Il Partnership

[ For-profit Corporation [l Governmental

O Limited Liability Company O Sole Proprietorship O
Other

o Corporations and limited liability companies must provide an lllinois 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: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address: 348 Chicory Lane Buffalo Grove, IL 60089
Telephone Number:  312/969-4759

E-mail Address: jacobmaxel@msn.com

Fax Number:;




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

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

Facility/Project Identification

Facility Name: Presence Chicago Hospitals Network
d/b/a Presence Saint Francis Hospital a/k/a Ascension Saint Francis

Strest Address: 355 Ridge Avenue
City and Zip Code:  Evanston, IL 60202
County: Cook Health Service Area: VIl Health Planning Area: A-08
Legislators
State Senator Name: Laura Fine
State Representative Name: Robyn Gabel
Applicant(s) [Provide for each applicant (refer to Part 1130.220)]
Exact Legal Name: Saint Francis Hospital — Evanston, LLC
Street Address: 3480 E. Guasti Road
City and Zip Code: Ontario, CA 91761
Name of Registered Agent: Cogency Global, Inc.
Registered Agent Street Address: 850 New Burton Road, Suite 201
Registered Agent City and Zip Code:  Dover, DE 19904
Name of Chief Executive Officer: Dr. Prem Reddy, Chairman/CEQ
CEQ Street Address: 3480 E. Guasti Road
CEOQ City and Zip Code: Ontario, CA 91761
CEO Telephone Number: (909) 2354400

Type of Ownership of Applicants

] Non-profit Corporation ] Partnership

O For-profit Corporation [] Governmental

X Limited Liability Company OJ Sole Proprietorship ]
Other

o Corporations and limited liability companies must provide an lllinois 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: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address: 348 Chicory Lane Buffalo Grove, IL_ 60089
Telephone Number:  312/969-4759

E-mail Address: jacobmaxel@msn.com

Fax Number:




ILLINOIS HEALTH 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.

Facility/Project Identification

Facility Name: Presence Chicago Hospitals Network
d/b/a Presence Saint Francis Hospital a’k/a Ascension Saint Francis

Street Address: 355 Ridge Avenue

City and Zip Code:  Evanston, IL 60202

County: Cook Health Service Area: Vil Health Planning Area: A-08
Legislators

State Senator Name: Laura Fine

State Representative Name: Robyn Gabel

Applicant(s) [Provide for each applicant (refer to Part 1130.220)]

Exact Legal Name: Presence Care Transformation Corporation

Street Address: 200 8. Wacker Drive

City and Zip Code: Chicago, IL_60606

Name of Registered Agent: CT Corporation System

Registered Agent Street Address: 208 South LaSalle Street Suite 814
__Registered Agent City and Zip Code: __ Chicago, IL 60604

Name of Chief Executive Officer; Dana Gilbert

CEQ Street Address: 200 S. Wacker Drive

CEQ City and Zip Code: Chicago, IL 60606

CEQ Telephone Number: {773) 339-0449

Type of Ownership of Applicants

X Non-profit Corporation ] Partpership

] For-profit Corporation ' Governmental

] Limited Liability Company O Sole Proprietorship A
Other

o Corporations and limited liability companies must provide an lllinois 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 generai or limited partner.

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

Primary Contact [Person to receive ALL correspondence or inguiries]

Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address: 348 Chicory Lane Buffalo Grove, IL 60089
Telephone Number:.  312/969-4759

E-mail Address: jacobmaxel@msn.com

Fax Number:




Additional Contact [Person who is also authorized to discuss the Application]

Name: none

Title:

Company Name:

Address:

Telephone Number:

E-mazil Address:

Fax Number:

Post Exemption Contact

[Person to receive all correspondence subsequent to exemption issuance-THIS
PERSON MUST BE EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS
DEFINED AT 20 ILCS 3960]

Name: to be named

Title: CEO

Company Name: 5t. Francis Hospital - Evanston
Address: 355 Ridge Avenue Evanston, IL 60202

Telephone Number: {847} 316-4000

E-mail Address:

Fax Number:

Site Ownership after the Project is Complete
Provide this information for each applicable site]

Exact Legal Name of Site Owner: Saint Francis Hospital — Evanston, LLC

Address of Site Owner: 355 Ridge Avenue Evanston, IL 60202

Street Address or Legal Description of the Site: 355 Ridge Avenue Evanston, L 60202

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 applicable facility and insert after this page ]

Exact Legal Name: Presence Chicago Hospitals Network

Address: 200 South Wacker Drive, Floor 12 Chicago, IL 60606

X Non-profit Corporation ] Partnership

I For-profit Corporation ] Governmental

O Limited Liability Company O Sole Proprietorship O

Other




Operating ldentity/Licensee after the Project is Complete

[Provide this information for each applicable facility and insert after this page.]
Exact Legal Name: Saint Francis Hospital - Evanston, LLC

| Address: _ 355 Ridge Avenue Evanston, IL 60202 j
] Non-profit Corporation ] Partnership
1 For-profit Carporation ] Governmentall -
X Limited Liability Company ] Sole Proprietorship
O Other

o Corporations and limited liability companies must provide an Hlinois 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 ownership

k- - - B o = s

APPEND DOCUMENT!TION AS ATTACHMENT 3 IN NUMERIC SEQUENTIAL ORDER AFTER
JTHE LAST PAGE OF THE APPLICATION FORM. i

Organizational Relationships
Provide (for each applicant) an arganizational chart containing the name and relatlonshlp 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.

1

| APPEND DOCUMENTATION AS ATTACHMENT 4, IN NUMERIC SEQUENTIAL ORDER AFTER-
] THE LAST PAGE OF THE APPLICATION FORM. 5




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.

Applicant Ascension Health (“Ascension”), currently directly or indirectly through subsidiary entities,
owns and controls thirteen hospitals in the metropolitan Chicago area, has controlling interests in two
ASTCs and has minority interests in three other ASTCs. This Certificate of Exemption application
addresses the proposed change of ownership of Ascension Saint Francis in Evanston a/k/a Presence
Saint Francis, and applications have concurrently been filed for the change of ownership of eight other
hospitals and the two ASTCs controlled by Ascension. The eleven licensed health care facilities being
addressed are listed below.

Upon the closing of the proposed transaction, Prime Healthcare Foundation, Inc. (“PHF”) will assume
ownership and control of Presence Saint Francis. In addition, Prime Healthcare Services, Inc. will be
acquiring from Ascension the other eight hospitals and the controlling interests in the two ASTCs, as
well as a variety of other programs and facilities, outside of the purview of the HFSRB, including four
long term care facilities, a home care program, a hospice, and medical groups/practices affiliated with
the hospitals to be acquired. The facilities to be acquired are:

Presence Chicago Hospitals Network d/b/a Ascension Resurrection in Chicago

Presence Chicago Hospitals Network d/b/a Ascension Saint Mary-Chicago

Presence Chicago Hospitals Network d/b/a Ascension Saint Elizabeth in Chicago

Presence Chicago Hospitals Network d/b/a Ascension Holy Family in Des

Plaines

e Presence Central and Suburban Hospitals Network d/b/a Ascension Mercy in
Aurora
Presence Chicago Hospitals Network d/b/a Ascension Saint Francis in Evanston
Presence Central and Suburban Hospitals Network d/b/a Ascension Saint Joseph-
Elgin

¢ Presence Central and Suburban Hospitals Network d/b/a Ascension Saint Joseph-
Joliet

¢ Presence Central and Suburban Hospitals Network d/b/a Ascension Saint Mary-
Kankakee

¢ Belmont/Harlem Surgery Center, LLC (51% ownership interest)

s Presence Lakeshore Gastroenterology, LLC d/b/a Des Plaines Endoscopy Center

(51% ownership interest)

Please refer to ATTACHMENT 6, Criterion 1130.520(b}1)YC) Structure of Transaction for a
description of the proposed transaction.



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 refated to project XYes [] No
Purchase Price: &

included in purchase price and fair market values
provided in ATTACHMENT 6

Fair Market Value: $

Project Status and Completion Schedules

Outstanding Permits: Does the facility have any projects for which the State Board issued a permit
that is not complete? Yes _X_ No __. Ifyes, 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.

Applicant Ascension currently has five active CON Permits, which are identified in
ATTACHMENT 6. None of these projects will be complete when the transaction addressed in
this COE application is completed.

Anticipated exemption completion date (refer to Part 1130.570). _within 90 days of HFSRB
approval_

State Agency Submittals

Are the following submittals up to date as applicable:
X Cancer Registry
X APORS
X All formal document requests such as IDPH Questionnaires and Annual Bed Reports been
submitted
X All reports regarding outstanding permits
Failure to be up to date with these requirements will result in the Application being deemed
incomplete.




CERTIFICATION

representatives are:
(o]
o]

or more general partners do not exist).

more beneficiaries do not exist); and

The Application must be signed by the authorized representatives of the applicant entity. Authorized
in the case of a corporation, any two of its officers or members of its Board of Directors.

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

in the case of a partnership, two of its general partners (or the sole general partner, when two

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

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

SIGN
SteEVE ALE mads

PRINTED NAME

0 LFo ~otFicER
PRINTED TITLE
Notarization: /
Subscribed and swormn to ﬁo e me
this day of
Slgnaturg,df Notary See adac 4

Q‘*"J’u(ﬂ-""

Seal//
//

*Insert the EXACT legal name of the applicant

This Application is filed on the behalf of _Prime Healthcare Foundation, 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 pald upon request.

{
r\/\ ‘
SIGNATURE
_Suny Braha
PRINTED NAME Mo f {
O RS ; gl biiee
PRINTED TITLE
Notarization: /
Subscribed and sworn to} re me
this day of

Si??u(e of Notary ,S e M
al

(S CA- —\TJ(M




LR~

t) cchf A"L@A

{and (2) - ).

Namef(s) of Signer(s}

proved to me on the basis of satisfactory evidence to
be the person’ﬁ) who appeared before me.

Signature ad/#%m W

Place Notary Seal and/or Stamp Above Signaturev of Notary Public

OPTIONAL

Completing this information can deter afteration of the document or
fraudulent regttachment of this form to an unintended document,

Description of Attached Document

Title or Type of Document;

Document Date: Number of Pages:

Signer(s) Other Than Named Above:

E&%mmmﬁmmmmm%?&mmm&mﬁ

2019 National Notary Association



CALIFORNIA JURAT GOVERNMENT CODE § 8202
R B S R S T I P R R R T S S T R R S A SR R R PR R AR

A notary public or other officer completing this certificate verifies only the identity of the individual who signed
the document to which this certificate is attached, and not the truthfulness, accuracy, or validity of that document.

State of California

County of \Sﬂ-V\ W%

Subscribed and sworn to {or affirmed) before me on

this %D"u\ day of Jo \ , 20 2/ , by

Date Month Year

) SUY\VL\-‘ 6 hﬂ_’h‘ A
~J ._

s

{and (2) ).
Name(s} of Signer(s)

proved to me o the basis of satisfactory evidence to
be the persoryz; who appeared before me.

¢

Signature W

Place Notary Seal and/or Stamp Above Signature of Notary Public

OPTIONAL

Completing this information can deter afteration of the document or
fraudulent reattachrent of this form to an unintended document.

Description of Attached Document

Titte or Type of Document:

Document Date: Number of Pages:

Signer(s} Other Than Named Above:

B R B B B T R I S A B R S S R R T G SR I IR LR B T B S N T U R R I L T R T
£+2019 National Notary Association



CERTIFICATION

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

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

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

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

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

This Application Is filed on the behalf of Ascension Health .
in accordance with the requirements and procedures of the Hlinols 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 complets and correct to the hest of his
or her knowledge and belief. The undersigned also certifies that the fee required for this
appiication is sent herewith or will be paid upon request.

@Z.JEK MC“C)(' Uhuspbeth. € Toatiagy

SIGNATURE ./ SIGNATURE

Christing McCoy Elizabeth Foshage
PRINTED NAME PRINTED NAME

EVP & Ganeral Counsel EVP & Chief Financial Officer
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:

Subsgribed and s to beE'ore me Subscribed and sworT to bafore me
this 25~ day of FLS WLIET -] day of ﬁi@i}—_—
Y ' K4 \\\\:;:LB ET Hsﬂg 4

S0 A %
W W«w &
il A o
a il /‘ '. =

4

. = T Gk pBY P T
ignlature of Notary =20 \ el Sqs ao“‘ % 6;
EXR O 5 Iz IS

Seal Z D 0OF 3 ER-4I PR
%, & 134003 A I 4y, FUl 3

NG 7 ¥ 3.?.0 & =z o €orF ‘ﬁ"'g SN

s 0-1 e ) 7 -2
TN IO %, o' Rap0% D §
“Insert the EXACT legal name of the applicani 2 10.13-10" o

,;”‘,” " Hll““\\‘



CERTIFICATION
mmmmuwwmmmmmotmwmm Authorized
representatives ars.

¢ inthe case of 8 comoration, any two of iis officers or members of s Board of Directors,

° mhmdawmm}.wmdhmwmﬂnbm(wmm
Wum«mw«mmmwmmdomm

o Inthe case of a partnership, two of ke general partners (or the sole general partner, when two
or mora general pariners do nat exist).

o inthe case of estates and trusts, two of its beneficiaries (or the saje beneficiary when two or
more baneficiarias do not exist); and :

o Inthe case ¢f a eole propriator, the individuyal that ks the proprietor.

This Application Is filed on the betalf of_Presence Chicago Hospitals Network
in accordance with the requiremants and procsdures of the linols Hesith Facilities Ptanning
Act. Tha undersigned cartifiss that he or the has the suthority to executs and flls this
Application on behalf of the spplicant entity. The undersigned further certifles that the data and
information provided hareln, and appendsd hateto, are complete and comact to the best of his
or her knowledge and belisl. The undarsigned also certifies that the fes required for this
application is sent herewith or will be patd upon request.

WM ﬁf_@ PPhmi.

PRINTED RAME

presiry_- ook CEO _
B0 e

PRINTED TITLE




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 inthe 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 behatf of ___Saint Francis Hospital — Evanston,
LLC ”

in accordance with the requirements and procedures of the iliinols 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.
4 ‘2’77 f
SIGNATURE —

SIGNATURE—

S EvE ALE A

Sunny_Bhatial

PRINTED NAME /

mng%e( [cFo -oFE (2
PRINTED TITLE

Notarization: /
Subscribed and sworn toyo € me

this day of

/Siytdfe of Notary See attadt {
eal

0A- Jues

*insert the EXACT legal name of the applicant

PRINTED NAME Moo /
Oresidet avd Ot Ml e

PRINTED TITLE

Notarization: /
Subscribed and swomn to beforé me
this day of

Sig?tur! of Notary A
Sed! el ¥

o




CALIFORNIA JURAT

GOVERNMENT CODE & 8202

e T B R T o B L B B 1 L T L T B B T T S R B S B B IS B e L B S IR T iR SRR

A notary public or other officer completing this certificate verifies only the identity of the individual who signed
the document to which this certificate is attached, and not the truthfulness, accuracy, or validity of that document.

State of California

County o Sun Peanardine

My Comm. Explres Mar 28,

Place Notary Seal andior Stomp Above

CATHERINE JARAMILLO
Notary Public - Califarnla
san Barnardino County

Commission § 2440092

OPTIONAL

Title or Type of Document:

Completing this information can deter alteration of the document or
fraudulent reattachment of this form to an unintended document.

Description of Attached Document

Subscribed and sworn to {or affirmed) before me on

this W day of JU\‘/ . 201‘_; . by

Date Month Year
() (S-ECU"Q e g
/—“-
(and (2) ),
Name(s) of Signer(s}

proved to me on the basis of satisfactory evidence to
be the persongé) who appeared before me.

Stgnature mﬂf\l %Mﬂ()

Signature of ﬁ(dotary Public

Document Date:

Signer({s) Other Than Named Above:

Number of Pages:

e R A B B B B T L B L B A o T P R O T O B B e B S e I L A N T S e G IR r S S I

€2019 National Notary Association



GOVERNMENT CODE § 8202

CALIFORNIA JURAY
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A notary public or other officer completing this certificate verifies only the identity of the individual who signed
the document to which this certificate is attached, and not the truthfuiness, accuracy, or validity of that document.

State of California

County of \?&H Wt\r\b

Subscribed and swomn to {or affirmed} before me on

this ,&‘H\ day of ju l-‘-f . 202"} by
Date Mohth Year
(1) S wf\vb\ B KGC“T 4
/
{and (2) 3
Name(s) of Signer(s)

CATHERINE 4
Notary pypyic ARMMILL
* Laliforniy
the basis of satisfactory evidence to

San

Cmmicno Gty §
92 F]

proved to me ©

be the persongz; who appeared before me,

M
¥ Comm, Expires Mar 28, 2027
Signature Q W

Signature of Notary Public

Place Notary Seal and/or Stamp Above

OPTIONAL

Completing this information can deter alteration of the document or
fraudulent reattachment of this form to an unintended document.

Description of Attached Document

Title or Type of Document:
Document Date: Number of Pages: . i
Signer{s) Other Than Named Above:

EEEE -ﬂa&ﬂm&&@%@&ﬁ@iﬁﬁ%@&ﬁ%&?&ﬁ@@&m&@fﬁ,@%ga%ﬁE{aﬁ'ﬁ?ﬂf‘éﬁaﬁ?

© 2019 National Notary Association



CERTIFICATION
mwmmmwmmmesdmwm Authorized

represantatives are:
o mmausedawmmmdlmdnmmmmmmo!MMo!Dmm.

o mEmmodamwwmw.m\demmwm(uﬂmm
manager of member when {wo oF more managers or members do not exist),

o hﬂnmdammsdﬂp.mwtsgemmm{wmmgmlpmmm
or more generai partners do not exist).

o inthe case of esiales and trusts, two of its bensficiaries (or the sole beneficiary when two or
more bensficisries do nol exdst); and

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

This Application Is filed on the hehalt.of __Presence Care Transformation

in accordance with the requirements and procadures of the lilinois Health Facllities Planning
Act. Tlleundeulgnodcarﬂﬂulh:lhoorshehasmeamrltytoexmuandﬂlethls
Application on behalf of the applicant entity. The undersigned further certifles that the data and
hhmﬁonprwﬂadhwe!n.mﬁapmdadmmmmmmmmmbntdhb
or her knowladge and bellef. The undersigned also certifies that the fee required for this
appiication is sent herewith or will be paid upon request.

V-0 Sy

- —_Julia Roknich
PRINTED NAME : PRINTED NAME

Dana Giibert__
__President_ Sacretary__
PRINTED THLE PRINTED TITLE




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
CHANGE OF OWNERSHIP APPLICATION FOR EXEMPTION- 04/2021 Edition

SECTION ll. BACKGROUND.

[ BACKGROUND OF APPLICANT

1.

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

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

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.

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.

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 appiicant 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, fo
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.

£

Page 7



SECTION ill. CHANGE OF OWNERSHIP (CHOW)

X

g oo o o o og da bO0o0aao

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

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

Stock transfer resulting in the issuance of a license to a different entity from current licensee.
Stock transfer resulting in no change from current licensee.

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.

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

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.

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.

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

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

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

Any other transaction that resuits in a person obtaining control of a health care facility’s operation
or physical plant and assets and explain in “Narrative Description.”




1130.520 Requirements for Exemptions Involving the Change of Ownership of a
Health Care Facility

1. Prior to acquiring or entering into a confract 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 CcHOwW
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 lllinois 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 pricr 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 =i

consideration to be provided for those assets. [20 ILCS
3960/8.5(a)]

1130.520(b)(2) - Affirmation that any projects for which permits ' X
have been issued have been completed or wili 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

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,;




APPLICABLE REVIEW CRITERIA

CHOW |

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 i

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 ﬁQﬂMEﬂT §, iN NUMER!C SEQUENT 1AL GRBER AFTER THE

LAST PAGE OF THE APPLICATION FORM.

B v

v L




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. i

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

Ascension Saint Francis in Evanston

CHARIT_\_' CARE
| . 2020 2021 2022

I — SE— & o =
$155,538,160 | $239,295,475 | $173,436,512

._Net Patient Revenue
' Amount of Charity Care

' (charges) $32,012,535 | $31,818,981 | $21,514,225
| Cost of Charity Care_ $6,227,570 |  $5,800,819 | $3,649,286

APPEND DOCUMENTATION AS ATTACHMENT 7, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM. S it

Y




File Number 3128-198-9

To all to whom these Presents Shall Come, Greeting:

I, Alexi Giannoulias, Secretary of State of the State of Illinois, do
hereby certify that I am the keeper of the records of the

Department of Business Services. I certify that

PRESENCE CHICAGO HOSPITALS NETWORK, A DOMESTIC CORPORATION,
INCORPORATED UNDER THE LAWS OF THIS STATE ON APRIL 27, 1949, APPEARS TO
HAVE COMPLIED WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT
CORPORATION ACT OF THIS STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS
A DOMESTIC CORPORATION IN THE STATE OF ILLINOIS.

In Testimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 8TH

day of NOVEMBER A.D. 2023

0 ; 1 o 5 o
Authentication #: 2331203072 verifiable until 11/08/2024 W g.l ‘

Authenticate at: https://www.ilsos.gov
SECRETARY QF STATE

ATTACHMENT 1



Delaware

The First State

I, JEFFREY W. BULLOCK, SECRETARY OF STATE OF THE STATE OF
DELAWARE, DO HEREBY CERTIFY "PRIME HEALTHCARE FOUNDATION, INC.” IS
DULY INCORPORATED UNDER THE LAWS OF THE STATE OF DELAWARE AND IS IN
GOOD STANDING AND HAS A LEGAL CORPORATE EXISTENCE SO FAR AS THE
RECORDS OF THIS OFFICE SHOW, AS OF THE TWENTY-FOURTH DAY OF JULY,
A.D., 2024.

AND I DO HEREBY FURTHER CERTIFY THAT THE AFORESAID CORPORATION
IS AN EXEMPT CORPORATION.

AND I DO HEREBY FURTHER CERTIFY THAT THE ANNUAL REPORTS HAVE
BEEN FILED TO DATE.

AND I DO HEREBY FURTHER CERTIFY THAT THE SAID "PRIME HEALTHCARE
FOUNDATION, INC." WAS INCORPORATED ON THE THIRTEENTH DAY OF

DECEMBER, A.D. 2006.

4267566 3300C Authentication: 203999595

SR# 20243221498 Date: 07-24-24
You may verify this certificate online at corp.delaware.gov/authver.shiml
ATTACHMENT 1




File Number 6783-860-2

To all to whom these Presents Shall Come, Greeting:

I, Alexi Giannoulias, Secretary of State of the State of 1llinois, do
hereby certify that I am the keeper of the records of the

Department of Business Services. I certify that

ASCENSION HEALTH, INCORPORATED IN MISSOURI AND LICENSED TO CONDUCT
AFFAIRS IN THIS STATE ON JUNE 27, 2011, APPEARS TO HAVE COMPLIED WITH ALL
THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT OF THIS
STATE, AND AS OF THIS DATE, IS A FOREIGN CORPORATION IN GOOD STANDING AND
AUTHORIZED TO CONDUCT AFFAIRS IN THE STATE OF ILLINOIS.

InTestimony Whereof, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 8TH

day of FEBRUARY A.D. 2024 .

e oo
Authentication #: 2403902304 verifiable until 02/08/2025 W d.n z

Authenticate al: hitps:/iwww.ilsos.gov
SECRETARY OF STATE
ATTACHMENT 1



File Number 5380-798-4

5

To all to whom these Presents Shall Come, Greeting:

I, Alexi Giannoulias, Secretary of State of the State of Illinois, do
hereby certify that I am the keeper of the records of the

Department of Business Services. I certify that

PRESENCE CARE TRANSFORMATION CORPORATION, A DOMESTIC CORPORATION,
INCORPORATED UNDER THE LAWS OF THIS STATE ON APRIL 10, 1985, APPEARS TO
HAVE COMPLIED WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT
CORPORATION ACT OF THIS STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS
A DOMESTIC CORPORATION IN THE STATE OF ILLINOIS.

InTestimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 8TH

day of FEBRUARY A.D. 2024

Authentication #: 2403902246 verifiable until 02/08/2025 AM ﬁ‘ f:

Authenticate at; hitps:/iwww.llsos.gov
SECRETARY OF STAT%
TTACCHMENT 1



File Number 1431706-6

To all to whom these Presents Shall Come, Greeting:

1, Alexi Giannoulias, Secretary of State of the State of Illinois, do
hereby certify that I am the keeper of the records of the

Department of Business Services. I certify that

SAINT FRANCIS HOSPITAL - EVANSTON, LLC, A DELAWARE LIMITED LIABILITY
COMPANY HAVING OBTAINED ADMISSION TO TRANSACT BUSINESS IN ILLINOIS ON
MARCH 26, 2024, 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 FOREIGN LIMITED LIABILITY COMPANY ADMITTED TO TRANSACT
BUSINESS IN THE STATE OF ILLINOIS.

InTestimony Whereof, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 22ND

day of JULY A.D. 2024

‘1 1]
Authentication #: 2420403852 verifiable until 07/22/2025 W z. i

Authenticate at: https:/fwww ilsos.gov
SECRETARY OF STATE

ATTACHMENT 1



Prime Healthcare

Saving hospitals. Saving jobs. Saving lives.

Itlinois Health Facilities and
Services Review Board
Springfield, Illinois

To Whom It May Concern:

This letter is being provided to address the requirements of Section 1 of the Change of
Ownership Exemption Application addressing “Site Ownership After the Project is

Complete”.

Please be advised that following the closing of the relevant transaction, the facility site will
be owned consistent with the information provided in the application section referenced

above.

Sincerely,

A notary public or other officer completing this certificate verifies only the
Identity of the individual who signsd the document to which this certificate
s attached, and not the truthfulness, sccuracy, or vafldity of that document.
<z State of C
alifornla

/ comy ot 20 Beriio st
Submihedmdmmwmkmd)wmmmm
Steve Aleman/ ief Financial Officer _,Algl;_ w2 w__Ofve /l(un gin

Printed Name and Title

s proved to me on the basis
of sstisfactory evidance to be Ihe person{s) who appeared before me.

Sigmture _ {Seal)

8 2
Date

Notarized:

CATHERINE JARAMILLO
£ Notary Public - California
= San Bernarding Cou

,» Commission # 2440092
My Camm. Expires Mar 24, 2027

| %

3480 E. Guasti Road, Ontario, CA 91761 | www.primehealthcare.com A TTACHMENT 2
909-235-4400



File Number 1431706-6

=

To all to whom these Presents Shall Come, Greeting:

I, Alexi Giannoulias, Secretary of State of the State of Illinois, do
hereby certify that I am the keeper of the records of the

Department of Business Services. I certify that

SAINT FRANCIS HOSPITAL - EVANSTON, LLC, A DELAWARE LIMITED LIABILITY
COMPANY HAVING OBTAINED ADMISSION TO TRANSACT BUSINESS IN ILLINOIS ON
MARCH 26, 2024, 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 FOREIGN LIMITED LIABILITY COMPANY ADMITTED TO TRANSACT
BUSINESS IN THE STATE OF ILLINOIS.

InTestimony Whereof, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 22ND

day of JULY A.D. 2024 .

q o 1. [ ) :
Authentication #: 2420403852 verifiable until 07/22/2025 W z. :
SECRETARY OF STATE

Authenticate at: hitps:/fwww.ilsos.gov
ATTACHMENT 3



ATTACHMENT 4
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BACKGROUND OF APPLICANTS

Applicant Ascension Health, directly or indirectly, owns approximately 139 hospitals in

19 states. Below is a listing of Ascension Health’s Illinois hospitals:

Presence Chicago Hospitals Network d/b/a Ascension Resurrection in Chicago
Presence Chicago Hospitals Network d/b/a Ascension Saint Mary-Chicago
Presence Chicago Hospitals Network d/b/a Ascension Saint Elizabeth in Chicago
Presence Chicago Hospitals Network d/b/a Ascension Holy Family in Des
Plaines

Presence Central and Suburban Hospitals Network d/b/a Ascension Mercy in
Aurora

Presence Chicago Hospitals Network d/b/a Ascension Saint Francis in Evanston
Presence Central and Suburban Hospitals Network d/b/a Ascension Saint Joseph-
Elgin

Presence Central and Suburban Hospitals Network d/b/a Ascension Saint Joseph-
Joliet

Presence Central and Suburban Hospitals Network d/b/a Ascension Saint Mary-
Kankakee

Alexian Brothers Medical Center, a/k/a Ascension Alexian Brothers in Elk Grove
Village

St. Alexius Medical Center, a/k/a St. Alexius in Hoffman estates

Alexian Brothers Behavioral Health Hospital, a/k/a Ascension Alexian Brothers
Behavioral Health Hospital in Hoffman Estates

Presence Saint Joseph Hospital-Chicago, a/k/a Ascension Saint Joseph-Chicago

Additionally, applicant Ascension Health, holds, at minimum, a 5% ownership interest in

five ASTCs in Illinois; and owns three skilled care facilities and eight other facilities in [llinois.

Those facilities are:

® & & @ & & & o

Hoffman Estates Surgery Center

Presence Lakeshore Gastroenterology, LLC-Des Plaines
Belmont/Harlem Surgery Center-Chicago

PCAC GIJV, L.L.C., d/b/a Lincoin Park Endoscopy Center
Center for Digestive Health, LLC

Ascension Saint Joseph Surgery Center MSK-Chicago
Ascension Living Casa Scalabrini Village

Ascension Living Heritage Village

ATTACHMENT 5



Ascension Living Resurrection Place

Ascension Living Resurrection Village Life Center
Ascension Living Saint Benedict Village
Ascension Village Villa Franciscan Place
Ascension Living Fox Knoll Village

Ascension Living Fox Knoll Village

Ascension Living Saint Anne Place

Ascension Living Saint Joseph Village

* & & & ¢ ¢ o 9

Applicant Prime Healthcare Foundation, Inc. does not own or control any healthcare

facilities in Illinois.

Full listings of all health care facilities owned and or operated by any of the applicants will

be provided to HFSRB staff upon request.

No individuals directly associated with any of the applicants own or are proposed to own

at least 5% of the facility addressed in this Certificate of Exemption (“COE”) application.

With the signatures provided on the Certification pages of this COE application, each of
the applicants attest that, to the best of their knowledge, no adverse action has been taken against
any Illinois health care facility owned and/or operated by them, during the three years prior to the
filing of this COE application. Further, with the signatures provided on the Certification pages of
this COE application, each of the applicants authorize the Health Facilities and Services Review
Board and the Illinois Department of Public Health access to any documents that it finds necessary
to verify any information submitted, including, but not limited to official records of IDPH or other

State agencies and the records of nationally recognized accreditation organizations.

ATTACHMENT 5



ON L4503 33d

12 51/6 WO 100001514 0id « SO 10 90 O 0 AR A0 P PN PEOTD B SBY SRS SUH 0 SR UL i

20209 I ‘unisueA3 20209 | ‘uojsueAl]
enueny eBpid SS€ & :
MOMBN SfsidsoH goussald i s
orea & jeudsol siouel ] e soussald eqp
i yoman siendsoy oBeoiyd 0ussald

ZZ02/82/0) PR HEQ £202/10/1.0 :©AROSY3

1669000 soquinygor} [&31dsoH [58U90

cZoIErRL ra B 1865000 eTOYLERZL

s g . AHOTIIND | SUVT) HOUVILIXE

o mns o At
1o g st s VIN'GI QN 'BRIOA J0oWeS &
HOpq PO T
B2 en fgrpoe su) 1 oBeBus o PERUCWITE Aqeiay =t pUE 7 cuonenBer Pus SO AUPUY SOINIRIS Soul el B
s o sucisiacd By} L Biﬁu 0] sg_cﬁg uo E&% SRUBU FEOUM 33&.8 30 way ‘vossed oE. ._”..._..m".._

NOILYHISIDTIHE _r:.du h ) LN T uhmaJ :

HLTYIH JIT8hd
I jo Eﬁs.a%a SHOUIFIN - W&M

IOV I SNOMDIBNOD
V NI L¥Vd SIHL AV1dSIO

. 29921 4

ATTACHMENT 5



Presence Chicago Hospitals Network

Evanston, IL

The Joint Commission
Which has surveyed this organization and found it to meet the requirements for the

Hospital Accreditation Program

October 8, 2022

Accreditation is customarily valid for up to 36 months.

Q}«L {/;_\ﬁ(& »..x\-/n ¢ ID #4176 Mm}“-\&&w

Englebright, PAD{RN, CENP:EAAN Print/Reptini Date: 01/04/2023 _Pediin, MD, PhD, MSHA, MACP, FACMI
Chair, Board of Commissionets President and Chief Excoutive Officer

The Joint Commission is an independent, not-for-profit national body that oversees the safety and quality of health care and
other services provided in accredited organizations. Information about accredited organizations may be provided directly to
The Joint Commission at 1-800-994-6610. Information regerding accreditation and the accreditation performance of
individual organizations can be obtained through The Joint Commission's web site at www jointcommission.org.

i i
i jr? 4
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REQUIREMENTS FOR EXEMPTIONS INVOLVING
THE CHANGE OF OWNERSHIP OF A HEALTH CARE FACILITY
SECTION 1130.520

Criterion 1130.520(b)(1)(A) Names of the parties
The parties named as an applicant are:

1.

2.

Ascension Health (hereafter referred to as “Ascension”), which currently has “ultimate
control” over the licensee

Prime Healthcare Foundation, Inc., (hereafter referred to as “PHF”) which will have
“ultimate control” over the proposed licensee

3. Presence Chicago Hospitals Network, the current licensee
4.
5. Presence Care Transformation Corporation, a signatory on the transaction

Saint Francis Hospital - Evanston, LLC, the proposed licensee*

*legal name may be subject to change

Criterion 1130.520(b)(1)(B) Background of the parties
Provided in ATTACHMENT 1, as applicable, are Certificates of Good Standing for each
applicant identified above. Provided in ATTACHMENT 35 are:

1.
2.
3.

An identification of each applicant’s [llinois licensed health care facilities

An “adverse action” attestation

The applicants’ authorization permitting the HFSRB and IDPH access to documents
necessary to verify the information submitted

Criterion 1130.520(b)(1)(C) Structure of transaction

The proposed transaction is an asset purchase agreement made and entered into by and
among (i) Presence Care Transformation Corporation, an linois not-for-profit
corporation, either directly or through one or more of its wholly-owned subsidiaries (each
(including Presence) a “Seller Entity” and collectively, “Seller Group”) and Prime
Healthcare Foundation, Inc., a Delaware corporation (“Buyer™), either directly or through
one or more of its wholly-owned Subsidiaries.

Seller Group directly or indirectly through the applicable Seller Entity, owns and operates
(i) acute care hospitals in Des Plaines, Evanston, Aurora, Joliet, Chicago, Elgin and
Kankakee Illinois addressed through the propesed transaction (the “Hospitals™), and (ii)
the Hospitals’ ancillary related healthcare delivery businesses including outpatient
clinics, outpatient surgery centers, medical office buildings, senior housing, physician
offices, and other properties and facilities (collectively, items (i) and (ii) above referred to
as the “Facilities™).

Seller Group wishes to sell, assign, transfer, convey and deliver to Buyer, and Buyer
wishes to purchase, assume, acquire and accept from Seller Group, substantially all of the
assets of Seller Group used or held for use in connection with the operation of the
Facilities, and Buyer is willing to assume from Seller Group certain liabilities relating
thereto.



Criterion 1130.520(b)(1)(D) Name of the person who will be licensed or certified entity
after the transaction
Please see Criterton 1130.520(b)(1)(A), above.

Criterion 1130.520(b){(1)(E) List of the ownership or membership interests in such licensed
or certified entity both prior to and after the transaction, including a description of
the applicant’s organization structure with a listing of controlling or subsidiary
persons.

Current and proposed organizational charts are provided in ATTACHMENT 4.

Criterion 1130.520(b)(1)(F) Fair market value of assets to be transferred
The fair market value of the asset to be transferred is the purchase price identified in the response
to Criterion 1130.520(b)(1)(G).

Criterion 1130.520(b)(1)(G) The purchase price or other forms of consideration to be
provided for those assets

The purchase price for the entire transaction (nine hospitals and applicable interests in two ASTCs)
was arrived at through negotiations between the two parties. The purchase prices assigned to the
various facilities, for purposes of this COE application, were determined based on net revenue for
the twelve-month period ending March 31, 2024, with the net revenue of the ASTCs adjusted for
the ownership interests held by Ascension. Based on that process, a purchase price of $40,134,620
has been allocated to the hospital. Please note, as is customary with transactions of this type, the
consideration agreed upon at or immediately prior to closing may be adjusted based on a variety
of factors such as the value of inventory on hand upon closing.

Criterion 1130.520(b)(2) Affirmation that any projects for which Permits have been issued
have been completed or will be completed or altered in accordance with the
provisions of this Section.

Applicant Ascension Health holds five Certificate of Need Permits:

Permit #20-043 addresses a modernization project at Ascension Mercy in Aurora (f’k/a
AMITA Health Mercy Medical Center Aurora), has been obligated, and the project is
proceeding

Permit #21-013 addresses a modernization project at Ascension Saint Alexius in
Hoffman Estates (f/k/a AMITA Health Saint Alexius Medical Center), has been
obligated, and the project is proceeding

Permit #21-017 addresses a modernization project at Ascension Resurrection in Chicago
(f/k/a AMITA Health Resurrection Medical Center Chicago), does not involve a HFSRB-
designated “Category of Service”, has been obligated, and the project is proceeding



Permit #21-018 addresses a modemization project at Ascension Saint Mary-Chicago
(f/k/a AMITA Health Saint Mary Hospital Chicago), does not involve a HFSRB-
designated “Category of Service”, has been obligated, and the project is proceeding

Permit #21-020 addresses a modernization project at Ascension Alexian Brothers
Medical Center (f/k/a Alexian Brothers Medical Center), does not involve a HFSRB-
designated “Category of Service”, has been obligated, and the project is proceeding.

With the signatures on the certification pages of this Certificate of Exemption (“COE”)
application, the applicants affirm that it is anticipated by the applicants that each of the above-
identified projects will be completed following the completion of the change of ownership
transaction, and in accordance with all applicable provisions of Section 1130.

Criterion 1130.520(b)(3) If the ownership change is for a hospital, affirmation that the
facility will not adopt a more restrictive charity care policy than the charity care 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.

No changes to the charity care policy currently in effect are anticipated; and with the signatures
on the applicable certification page of this COE application, applicant PHF affirms that the
current charity care policy will remain in effect for, at minimum, a two-year period following the
change of ownership transaction.

A copy of the charity care policy that was in effect one year prior to the filing of this Certificate
of Exemption application will be made available to HFSRB staff upon request.

Criterion 1130.520(b)(4) A statement as to the anticipated benefits of the proposed
changes in ownership to the community

The financial commitment on the part of PHF associated with the proposed transaction is
evidence of the buyer’s commitment to the community and the continued provision of services to
the community.

Criterion 1130.520(b)(5) The anticipated or potential cost savings, if any, that will resuit
for the community and facility because of the change in ownership.
To date, no anticipated savings have been quantified by the applicants.

Criterion 1130.520(b)(6) A description of the facility’s quality improvement mechanism
that will be utilized to ensure quality control.

Both PHF and Ascension place great importance in quality control, and implement best practice
models through their individual facilities. Quality improvement mechanisms at the facility will
not initially change, but will be evaluated against paralle]l programs used in other related



facilities, with adjustments being made as appropriate to enhance clinical and non-clinical
opportunities for improvement.

Due to the size of the facility’s quality assurance plan, a copy of the plan will be made available
to HFSRB staff upon request.

Criterion 1130.520(b)(7) A description of the selection process that the acquiring entity
will use to select the facility’s governing body

The hospital’s governing board structure will continue similar to that currently in place, with the
appointment of 9-13 board members by the PHF Corporate Board, composed of community
leaders, physicians and facility administration.

Criterion 1130.520(b)(9) A description or summary of any proposed 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.

This COE application is limited to the acquisition (or in the case of an ASTC, the acquisition of a
controlling ownership interest) in one of the eleven Illinois licensed health care facilities
proposed to be acquired from Ascension by PHF and Prime Healthcare Services, Inc. While
there may be a need or desire for some changes in the services provided in the future or the
manner in which services are provided because of financial conditions in the health care
industry, or other factors, at this time, no changes to the scope of services or the levels of care
provided at the facility are currently anticipated to occur within 24 months of the proposed
transaction. During the proposed licensee’s first 12-18 months of control, hospital/ASTC-wide
assessments of each clinical and non-clinical service provided will be undertaken with the
potential existing of decisions being made to modify the scope of or manner in which certain
services are provided at the facility, the addition of services, or the discontinuation of services at
the facility. Should such a decision(s) be made, and as applicable, all requirements of the
HFSRB and IDPH will be complied with.



