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Supplemental Forms

In addition to completing this Main Form and Financial Woirksheet (A, B or C), the
applicant(s) must complete the appropriate Supplemental Form listed below. All CON
forms can be found on the OHCA website at OHCA Forms.

Conn. Gen. Stat.
Section Supplemental Form
19a-638(a}
) Establishment of a new health care facility (mental health and/or
substance abuse} - see note below*
2) Transfer of ownership of a health care facility (excludes transfer of
ownership/sale of hospital — see “Other” below)
(3) Transfer of ownership of a group practice
{4) Establishment of a freestanding emergency department
Termination of a service: '
(5) - inpatient or outpatient services offered by a hospital
(7) - surgical services by an outpatient surgical facility**
(8) - emergency department by a short-term acute care general hospital

- inpatient or outpatient services offered by a hospital or other facility

(15) or institution operated by the state that provides services that are
eligible for reimbursement under Title XVIill or X!X of the federal
Social Security Act, 42 USC 301, as amended

(6) Establishment of an outpatient surgical facility

(9) Establishment of cardiac services

(10) Acquisition of equipment: '

- acquisition of computed tomography scanners, magnetic resonance
imaging scanners, positron emission tomography scanners or
positron emission tomography-computed tomography scanners

(11) - acquisition of nonhospital based linear accelerators
(12) Increase in licensed bed capacity of a health care facility
(13) Acquisition of equipment utilizing [new] technology that has not
previously been used in the state
Other Transfer of Ownership / Sale of Hospital

*This suppiemental form should be included with all applications requesting authorization for the establishment of a
mental heaith andfor substance abuse treatment facility. For the establishment of other “health care facilities,” as
defined by Conn. Gen. Stat § 19a-630(11) - hospitals licensed by DPH under chapter 386v, specialty hospitals, or a
central service facility - complete the Main Form only.

*If termination is due to insufficient patient volume, or it is a subspecialty being terminated, a CON is not required.
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Checklist

instructions:

1. Please check each box below, as appropriate; and
2. The completed checklist must be submitted as the first page of the CON
application.

) Attached is a paginated hard copy of the CON application including a
completed affidavit, signed and notarized by the appropriate individuals.

%} (*New*). A completed supplemental application specific to the proposal
type, available on OHCA’s website under “OHCA Forms.” A list of
supptemental forms can be found on page 2.

| Attached is the CON application filing fee in the form of a certified, cashier
or business check made out to the “Treasurer State of Connecticut” in the
amount of $500.

%] Aftached is evidence demonstrating that public notice has been published
in a suitable newspaper that relates to the location of the proposal, 3 days
in a row, at least 20 days prior to the submission of the CON application
to OHMCA. (OHCA requests that the Applicant fax a courtesy copy to
QOHCA (860) 418-7053, at the time of the publication)

Attached is a completed Financial Attachment

Submission includes one (1) original hardcopy in a 3-ring binder and a
USB flash drive containing:

1. A scanned copy of each submission in its entirety, including all
attachments in Adobe (.pdf) format.

2 An electronic copy of the applicant’s responses in MS Word (the
applications} and MS Excel (the financial attachment).

For OHCA Use Only:
Docket No.: 7@ 521 iﬁ ¢ GU Check No,: 4322

OHCA Verified by: éQ Date: 0\ T'&@!é
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Docket Number:

Applicant: New Era Rehabilitation Center

Contact Person: Deolu Kolade

Contact Person's Title: Director of Operations

Contact Person's Address: 38 Crawford Road, Westport, CT, 06880
Contact Person's Phone Number: 203.372.3333

Contact Person’s Fax Number: 203.374.7515

Contact Person's Email Address: akolade@newerarehab.com
Project Town: Bridgeport, CT

Project Name: New Era Mental Health

Statute Reference: Section 19a-638, C.G.S.

Estimated Total Capital Expenditure: $0
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General Information

Name of Applicant:

Name of Co-Applicant:

[ New Era Rehabilitation Center, INC |

Connecticut Statute Reference:

MEDICAID TYPE OF
MAIN SITE PROVIDER ID| FACILITY MAIN SITE NAME
QO
= _
. STREET & NUMBER
= 3851 Main Street
TOWN ZIP CODE
Bridgeport 06606
MEDICAID TYPE OF

o | PROJECT SITE |PROVIDER ID} FACILITY PROJECT SITE NAME
=
‘g STREET & NUMBER
‘13851 Main Street :
0. TOWN ZIP CODE

Bridgeport 06606

OPERATING CERTIFICATE TYPE OF LEGAL ENTITY THAT WILL OPERATE OF
NUMBER FACILITY THE FACILITY (or proposed operator)
=
£ STREET & NUMBER
Q.“ R
@]
TOWN ZIP CODE

NAME TITLE
o Ebenezer Kolade Dr
S STREET & NUMBER
§ 38 Crawford Road
W |TOWN STATE ZIP CODE
G Westport CT 06606
5 TELEPHONE FAX E-MAIL ADDRESS

Akolade@newerarehab.com
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Title of Attachment:

Is the applicant an existing facility? If yes, attach a copy of the YES H
resolution of partners, corporate directors, or LLC managers,
- : NO [
as the case may be, authorizing the project.
Does the Applicant have non-profit status? if yes, attach YES []
documentation. NO
PC []  Other: S Corp ™
|dentify the Applicant’s ownership type. LLC L]
Corporation  [_]

Applicant's Fiscal Year (mm/dd)

Start: January

End: December

Contact:

Identify a single person that will act as the contact between OHCA and the Applicant.

| NAME:

[TITLE

Adeoluwa Kolade

r.

STREET & NUMBER

38 Crawford Road

TOWN

STATE

ZIP CODE

Westport

CT

06880

TELEPHONE

FAX

E-MAIL ADDRESS

Contact Information

203-543-8950

akolade@newerarehab.com

RELATIONSHIP TO
APPLICANT

Employee

Identify the perscn primarily responsible for preparation of the application (optional):

NAME TITLE
STREET & NUMBER

Fy

B [TOWN STATE ZIP CODE

2

£ [TELEPHONE FAX E-MAIL ADDRESS

RELATIONSHIP TO
APPLICANT

vi
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Affidavit

Applicant: sy ©00 28Ry BTl
Project Title: \EAL WMETw AL ST W(EnHE

| EL2ne 22 KDLC{LQQ![/LLQ CEO

(Name) “(Position — CEO or CFO)

ofed era [elel C@ML‘/ being duly sworn, depose and state that the
(Facility Name) said facility complies with the appropriate and applicable criteria as set
forth in the Sections 19a-630, 19a-637, 19a-638, 19a-639, 19a-486 and/or 4-181 of the
Connecticut General Statutes.

_enlolod 7/v] te,

Signature Date

Subscribed and sworn to before me on 0? /// /d d/é.

-
T
. AL X

— :
Notary Public/Commissioner of Superior Court

My Commission Expires
My commission expires: ___ Mavember 30, 2078




Executive Summary

The purpose of the Executive Summary is to give the reviewer a conceptual
understanding of the proposal. In the space below, provide a succinct overview
of your proposal (this may be done in bullet format). Summarize the key elemenis
of the proposed project. Details should be provided in the appropriate sections of
the application that follow.

With the advent of spending cuts to the state grant program for
community mental health providers there is an increased need for facilities to
address the states mentally ill and indigent. Individuals suffering from co-
occurring substance abuse and mental abuse disorders are finding it
increasingly difficult to find providers that can accept state insurance. The
purpose of this proposal is to obtain a mental health license in order to increase
the access to and the continuum of care, of patients currently being freated in
New Era Rehabilitation Center as well as the greater Bridgeport Area.

According to the NSDUH, in 2014, about 1 in 5 adults aged 18 or older
(18.1 percent, or 43.6 million adults) had any mental illness (AMI) in the past
year, and 4.1 percent (9.8 million adults) had serious mental illness (SMI). This
equals about 170,649 people suffering from mental iliness in Fairfield County.
The capacity for treatment is dwindling and more and more people are finding it
difficult to find the necessary treatment that they need. To assistin the allewatron
of this burden 1o the state.

NERC proposes granting the facility a mental health license. The
expansion of services will cost the facility nothing in capital expenditure as it
already runs a full service behavioral health facility. The target market are clients
already enrolled in the facility, therefore there will be little to no duplication of
sefvices.
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Pursuant to Section 19a-639 of the Connecticut General Statutes, the Office of Health
Care Access is required to consider specific criteria and principles when reviewing a
Certificate of Need application. Text marked with a “§” indicates it is actual text from the
statute and may be helpful when responding to prompts.

Project Description

1. Provide a detailed narrative describing the proposal. Explain how the
Applicant(s) determined the necessity for the proposal and discuss the
benefits for each Applicant separately (if muitiple Applicants). Include all key
elements, including the parties involved, what the proposal will entail, the
equipment/service focation{s), the geographic area the proposal will serve, the
implementation timeline and why the proposal is needed in the community.

New Era Rehabilitation Center, ("NERC"), a for-profit organization registered to conduct
business in Connecticut, proposes to expand its current substance abuse and behavioral
health services to include a full suite of mental health services in Bridgeport, Connecticut.
NERC currently operates 2 outpatient behavioral health facilities, licensed by the
Connecticut Department of Public Health (DPH) and accredited by the Council on
Accreditation of Rehabilitation Facilities (CARF) and The Joint Commission, at both of its
facilities in Bridgeport, Connecticut and New Haven Connecticut, respectively The new
service will primarily serve~ existing clients suffering from addiction who receive other
substance abuse treatment at NERC.

NERC has been operating addiction treatment programs since 2002, providing services
to approximately 1000 clients annually, the majority of which are Medicaid recipients.. The
proposed service will address the need to provide adequate mental health services and
continuing treatment for the vast majority of NERC's client population - one-half of which
is from Fairfield County. In order to maximize client outcomes and to reduce relapse to
addiction, NERC will offer increase access to desperately needed mental health services.
The proposed service expansion will take place at NERC's already existing location in
Bridgeport, CT, the center provides a convenient location for clients as they are already
receiving other services at the location. The location will also provide increased
accessibility for mental health services within the greater Bridgeport Area.

The need for substance abuse services within the state of Connecticut far exceeds
capacity. The current epidemic of opiate (e.g., heroin, prescription opioids) addiction is
amplifying this need as well as changing the landscape of the treatment industry. Heroin
has exceeded alcohol as the primary drug for which clients seek treatment. Accidental
deaths associated with heroin overdose have reached an all-time high, creating a major
public health crisis. According to the National Survey on Drug Use and Health (NSDUH)',
it is estimated that up to 39.1 percent of people with substance abuse issues also suffer
from a co-occurring mental iliness disorder. This statistic become increasingly meaningful
when coupled with the National Institute of Drug Abuse (NIDA) fact that of all of the adults
who go through addiction treatment, only about 7 percent are treated for both their
substance abuse and their co-occurring disorder. Also, by expanding the client scope
away from individuals with co-occurring SUD and AMI, we find that 52.5% of individuals
with AMI did not receive treatment, according to The Behavioral Health Barometer:
Connecticut 2015.
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The proposed expansion of service will begin immediately upon award of a certificate of
need (CON) and issuance of a license by the Department of Public Heaith (DPH).

Existing clients suffering from co-occurring issues will be referred to the in house
specialists to receive the treatment that they so desperately need. With a minimal capital
outlay, and benefitting from administrative efficiencies of its existing infrastructure, NERC
projects operating with a modest margin from start-up, and will be cost-effective. A gradual
increase in both client volume and fees will ensure continued viability. Within the proposed
space, NERC will be able to expand services to meet actual demand as it is presented.
The proposed outpatient service will improve health care services in the area, improve
client outcomes including reduced recidivism and reduced medical costs and costs to
society by enabling clients to increase the likelihood of achieving sustained recovery. The
introduction of this service will have minimal impact on the existing licensed providers in
the area. ‘
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2. Provide the history and timeline of the proposal (i.e., When did discussions
begin internally or between Appllcant(s)‘? What have the Applicant(s)
accomplished so far?).

In the early spring of 2014, NERC transitioned from referring clients suffering from co-
occurring disorders fo local mental health agencies to evaluating and stabilizing them
in-house. The initial intention was to stabilize clients and then slowly triage them to
regular mentai health providers outside of NERC. After piloting this service, NERC
quickly found that segmenting the treatment of behavioral and mental health led to a
lack of continuity of care. To better serve our clientele the agency intends to expand
its service capability to include the full gamut of mental health services. NERC has
already employed a psychiatrist who will have the ability to manage our clientele and
help establish a robust mental health program.

3. Provide the following information:
a. utilizing QHCA Table 1, list all services to be added, terminated or modified,

their physical location (street address, town and zip code), the population
to be served and the existing/proposed days/hours of operation;

b. identify in OHCA Table 2 the service area towns and the reason for their
inclusion (e.g., provider availability, increased/decreased patient demand
for service, market share);

4. L.ist the health care facility license(s) that will be needed to implement the
proposal;

e Mental Health Facility
¢ Psychiatric Outpatient Facility

5. Submit the following information as attachments to the application:

a. a copy of all State of Connecticut, Department of Public Health license(s)
currently held by the Applicant(s);

b. a list of all key professional, administrative, clinical and direct service
Personnel related to the proposal and attach a copy of their Curriculum
Vitae;

e Ebenezer Koiade, MD- Executive Director

« Adeoluwa Kolade, MPH- Director of Operations
e Maxine Cartwright, MD

e Donna Rivera- LADC MATS

c. copies of any scholarly articles, studies or reports that support the need to
establish the proposed service, along with a brief explanation regarding the
refevance of the selected articles;

D
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d. letters of support for the proposal;

e. the protocols or the Standard of Practice Guidelines that will be utilized in
relation to the proposal. Attach copies of relevant sections and briefly
describe how the Applicant proposes to meet the protocols or guidelines.

f. copies of agreements (e.g., memorandum of understanding, transfer
agreement, operating agreement) related to the proposal. If a final signed
version is not available, provide a draft with an estimated date by which the
final agreement will be available.

Public Need and Access to Care

§ “Whether the proposed project is consistent with any applicable
policies and standards adopted in regulations by the Department
of Public Health;” (Conn.Gen. Stat. § 19a-639(a)(1))

6. Describe how the proposed project is consistent with any applicable policies
and standards in regulations adopted by the Connecticut Department of Public
Health. :

§ “The relationship of the proposed project fo the statewide heaith
care facilifies and services plan;” (Conn.Gen.Stat. § 19a-
63%(a}(2))

7. Describe how the proposed project aligns with the Connecticut Department of
Public Health Statewide Health Care Facilities and Services Plan, available on
OHCA’s website.

According to the CT Dept. of Public Health Statewide Health Care facilities and
Services Plan, "More than one-half of the assessments identified substance abuse
and mental health care as priority health needs in the community” as a key issue as
well as “the need for the coordination of mental health and substance abuse care”,
This proposal is aligned with these issues directly. As a comprehensive behavioral
health facility serving a drug dependent population of over 850 clients adding a mental
health license will be a great help to the community. It will expand services to a
population that is struggling to have proper access to care. It will also allow NERC to
better coordinate its care for clients who are suffering from substance abuse issues as
well as mental health issues by co-locating the two services. This is directly in line with
a recommendation in the CT Dept. of Public Health Statewide Health Care facilities
and Services Plan, to “Provide more focus in future plans which specifically discuss
the coordination, interrelation, provision or co-location of mental health, primary care
and/or oral health services within the various settings and how such interrelationship
will benefit the behavioral health patient population,” The granting of this proposal will
help execute this recommendation and ultimately lead to better engagement of those
clients and better health outcomes.

Xii
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§ “Whether there is a clear public need for the health care facility or
services proposed by the applicant;” (Conn.Gen.Stat. § 19a-
639(a)(3))

8. With respect to the proposal, provide evidence and documentation to support
clear public need: ‘

a.

identify the target patient population to be served:;

The target patient population to be served includes adults, (18 years of age and
above) suffering from any mental iliness (AMI) and/or substance use disorders
(SUD), who reside in Fairfield County, Connecticut. The most current national data
available is for 2014 from the Substance Abuse and Mental Health Services
Administration (SAMHSA) based upon results from the National Survey on Drug
Use (NSDUH). According to the NSDUH, in 2014, about 1 in 5 adults aged 18 or
older (18.1 percent, or 43.6 million adults) had any mental illness (AMI) in the past
year, and 4.1 percent (8.8 million adults) had serious mental iliness (SMI). About
3.3 percent of all adults in 2014 had both AMI and an SUD in the past year, and
1.0 percent had both SMI and an SUD.

Figure.1 Past Year Substance Use Disorders and Mental lliness among Adults

Aged 18 or Older: 2014
: &0 and

“ilental lness

Merial
- Hingss,

Ne SUL

\

#£3.6 Millicr Adufts
Had Wenta! Hinass

0.2 Million
Adelts Had SUD

According to the United States Census Bureau, the population of Fairfield County
in 2015 was 948,053, (about 26% of the total population of Connecticut}. It reports
that 76.1% of those are aged 18 and over - placing this estimate of the aduit
population in Fairfield County at 721,468. Extrapolating by applying the NSDUH
prevalence estimate of 3.3%, the census data would suggest there are about
23,808 adults with SUD and AMI in Fairfield County,

It is important to recognize that actual data from Connecticut is not available. For
example, DMHAS needs data reflect services only within the public-funded

Xiii
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tfreatment system and do not include data from private, for-profit providers who
primarily serve selfpay clients. In addition, high net-worth clients who often receive
treatment in programs located elsewhere across the country are not included in
these statistics. Therefore, the estimate of 3.3% for the general United States
population will be Source: SAMHSA, Center for Behavioral Health Statistics and
Quality, National Survey on Drug Use and Health (NSDUH), 2014. used for
projections.

. discuss how the target patient population is currently being served;

NERC has defined the current target population as the co-occurring population
currently being served at NERC. From our internal reports, the majority of
individuals suffering from mental health issues in this population are largely going
untreated. The majority of the population receive partial services from facility
through the resident psychiatrist however as NERC does not have a mental
health license the inability to bill for these services limits the amount that can
actually be done to help patients.

document the need for the equipment and/or service in the community;

NERC plans to establish this new service in Bridgeport, CT. According to the US
Census Bureau, 23.9% of that Bridgeport population is currently living in poverty.
This is in comparison to the national average of 14.8%. The majority of the city
utifizes a combination of Medicaid or state insurance to fund their healthcare
needs. This fact makes it extremely difficult to receive mental health services as
the majority of psychiatrists do not accept Medicaid or make low-incorne patients
pay cash out of pocket. NERC plans to alleviate this burden by providing patients
with an accessible and affordable alternative. -

explain why the location of the facility or service was chosen;

The main rationale for locating an outpatient treatment facility in Bridgeport, CT is
to enable us to better meet NERC's existing outpatient clients’ continuing care
needs; and to improve client health outcomes including reduced rates of relapse.
By offering an industry- and client-preferred level of continuing care services (i.e.,
mental health and psychiatric services near their home communities within
reasonable driving distance and on a public bus line, we will be better able to
ensure that our clients' treatment is comprehensive and can be implemented with
greater certainty through a lower level-of-care, delivered by the same provider. We
chose Bridgeport because it is geographically, fogistically and population-based at
the center of Fairfield County -- where the highest concentration (70% of total) of
our substance abuse clients live (see map in Figure 1 below). More specifically,
the following factors were central to the choice of location:

Accessibility - NERC'’s Bridgeporf facility is located on Bus Route 8 (North Main
Street} -- a major bus line through Fairfield County. It is situated one (1) mile from
exit 48 of the Merritt Parkway (Route 15} -- the primary east-west State highway
XIv
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through the center of lower Fairfield County.

Proximity - Since clients will travel to the fability car up to six fimes per week, drive
time is an important factor. Our central location makes it possible to drive from
virtually anywhere in the county within about 30 minutes.

Privacy - We are located in an attractive yet relatively non-descript commercial
office mall to house our new services, rather than a dedicated building, in order to
maximize client anonymity and privacy. Clients will share the main building
entrance that serves several other businesses, ensuring that clients will not be
seen walking directly into NERC's counseling offices. The parking area is large, as
it is shared by occupants and visitors of a cluster of office buildings - removing the
possible assumption by others that an individual is one of our clients.

. provide incidence, prevalence or other demographic data that
demonstrates community need;

The general population segment within which the target population rests includes
adults (18 years of age and above} with co-occurring substance use and mental
health disorders who reside in Fairfield County, Connecticut. The most current
national data are available for 2014 from the Substance Abuse and Mental Health
Services Administration (SAMHSA]} based upon results from the National Survey
on Drug Use and Health (NSDUH}. 2 The 2014 (most recent} NSDUH estimates
the prevalence of SUD and AMI (including alcohol and illicit drugs} among adults
in the United States at 3.3%.

According to the United States Census Bureau, the population of Fairfield County
in 2015 was 948,053, (about 26% of the total population of Connecticut}. It reports
that 76.1% of those are aged 18 and over - placing this estimate of the adult
population in Fairfield County at 721,468. Extrapolating by applying the NSDUH
prevalence estimate of 3.3%, the census data would suggest there are about
23,808 adults with SUD and AMI in Fairfield County. Actual data from Connecticut
is not available. For example, DMHAS needs data reflect services only within the
public-funded treatment system and do not include data from private, for-profit
providers who primarily serve self-pay clients. In addition, high net-worth clients
often receive freatment in programs located elsewhere across the country.
Therefore, the estimate of 3.3% for the general United States population will be
Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National
Survey on Drug Use and Health (NSDUH), 2014. used for projections.

In reference to the need for treatment in Fairfield County, Connecticut, perhaps the
most compelling, recent evidence available to demonstrate treatment need in
Connecticut comes from the Behavioral Health Barometer- Connecticut 2014,
issued by the federal Substance Abuse and Mental Health Services Administration
(SAMHSA) in 2015. '

The following excerpt validates the extrapolated estimate of treatment need
suggested above [note that the figures below only include Serious Mental lliness
(SMi) and excludes Any Mental lliness (AMI), the former is a subset of AMI's
implying the statistics will be under reporting the total prevalence], and also
(dentifies the percentage of those in need who are not served in any given year:
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"According to SAMHSA's National Survey on Drug Use and Heaith (NSDUH), 23.2
million persons (9.4 percent of the U.S. population aged 12 or older) needed
treatment for an illicit drug or alcohol use problem in 2007. Of these individuals,
2.4 million (10.4 percent of those who needed treatment) received treatment at a
specialty facility (i.e., hospital, drug or alcohol rehabilitation or mental health
center). Thus, 20.8 million persons (8.4 percent of the population aged 12 or older)
needed treatment for an illicit drug or alcohol use problem but did not receive it.
These estimates are similar to those in previous years™.1

discuss how low income persons, racial and ethnic minorities, disabled
persons and other underserved groups will benefit from this proposal;

NERGC plans to establish this new service in Bridgeport, CT. According to the US
Census Bureau, 23.9% of the Bridgeport population is currently living in poverty
and 72.8% of the population is either African-American or Hispanic. The majority
of the city utilizes a combination of Medicaid or state insurance to fund their
healthcare needs. This fact makes it extremely difficult to receive mental health
services as the majority of psychiatrists do not accept Medicaid or make low-
income patients pay cash out of pocket. NERC plans to alleviate this burden by
providing patients with an accessible and affordable alternative for jow income
persons and racial and ethnic minorities. Furthermore according to the United
State Census Bureau, 27.7% of Fairfield county residents are an ethnic minority
(African American or Hispanic). With NERC'’s patient population being 25.7%
minority, this is mirrored with in NERC’s clinic population. We expect that the
utilization of the of the services will be predominantly from

. list any changes to the clinical services offered by the Applicant(s) and
explain why the change was necessary;

No changes will be made to the clinical services.

. explain how access to care will be affected;

Currently Fairfield county residéhts have very little options to receive mental health
services. Private psychiatrists often times do not accept state insurance and
community mental health centers keep complicated intake processes that often
deter clients. With the advent of the NERC mental health services, we intend to
provide a needed increase in the capacity.

discuss any alternative proposals that were censidered.

No other proposals were discussed.
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§ "Whether the applicant has satisfactorily demonstrated how the
proposal will improve quality, accessibility and cost effectivensss
of health care delivery in the region, including, but not limited to,
(A) pravision of or any change in the access to services for
Medicaid recipients and indigent persons; (Conn.Gen.Stat. § 19a-
639(a)(5))

9. Describe how the proposal will:

a.

"improve the quality of health care in the region;

In addition to adding a new, high quality mental health treatment program within
the region, NERC will serve to improve health care outcomes for individuals
beginning recovery from SUD. By providing essential, continuing engagement the
proposed service will help minimize relapse and enhance transition to productive,
independent and self-supporting healthy lifestyles in the community.

Various clinical studies have proven that increase engagement in treatment will
result in positive health outcomes as well as an increase chance for achieving
sustained recovery (e.g., long-term abstinence). According to the national Drug
Abuse Treatment Outcome Study (DATOS), "The length of time clients stayed in
treatment was directly related to improvements in follow-up outcomes, replicating
findings from previous national treatment evaluations”. Providing continuing,
uninterrupted treatment, extending it into the community, enables clients to
increases the likelihood to achieve positive health outcomes. This results in a
reduction in the over-use of repeated acute care services such as the emergency
room and other specialized settings.

Lastly, the introduction of this service will have minimal impact on the existing
licensed providers in the area as NERC already possesses a sizable census
receiving substance abuse services, adding mental health services will promote
the continuum of care as well as engagement ultimately leading to better health
outcomes.

improve accessibility of health care in the region; and

improve the cost effectiveness of health care delivery in the region.

NERC mental health service will be designed to provide seamless, continuing
treatment for individuals with substance use disorders (SUD). The majority of
individuals suffering from opiate addiction are also suffering from a form of mental
illness. By addressing the emerging and underlying emotional and mental health
factors associated with relapse to substance use, the proposed service will reduce
future healthcare costs related to relapse, including repeated addiction treatment
and associated medical costs. By providing a dedicated regimen of clinical
services that are closely coordinated with mental health treatment the proposed
service will contribute to decreasing long-term behavioral healthcare costs -
especially the need for chronic, acute care episodes, and particularly the costs

" associated with heroin overdose incidents. In addition to the aforementioned long

term effects, by combining both substance abuse and mental health treatment

XVii
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there should be a decrease in the amount the transportation subsidies for clients
receiving multiple services. Lastly, national studies 21 estimate that the benefit-
cost ratio achieved by providing addiction treatment is 7:1 (i.e., $7.00 saved in
societal costs for every $1.00 spent).This can only be further enhanced by
providing the necessary Finally, by sharing administrative and support service
infrastructure with the existing NERC treatment facility, NERC will minimize indirect
costs, allowing for the greatest societal return from a minimal investment.

10. How will this proposal help improve the coordination of patient care (explain in
detail regardless of whether your answer is in the negative or affirmative)?

Coordination of care is one of the key drivers that has led NERC to establish a
mental health program. Currently the facility serves roughly 850 clients for
substance abuse disorders, in an internal survey of NERC patients the
organization found that over 90% of individuals receiving substance abuse
services are also suffering from mental illness. We hope to establish a mentai
health program that will first assist in alleviating the burden of disease among our
current client and then expand to further alleviate the burden of disease in the city
and eventually the state as a whole.

11. Describe how this proposal will impact access to care for Medicaid recipients
and indigent persons.

Currently 90% of NERC’s current census is made up of individuals who utilize
Medicaid to pay for their healthcare services. We expect the introduction of the
service to further increase access of care to Medicaid recipients.

12. Provide a copy of the Applicant’s charity care policy and sliding fee scale
applicable to the proposal.

This is not applicable.

§ “Whether an applicar
aceess fo services by
demaonsirated good ¢ L ; /)
demonstrated solely « i A
rates between Medic: !
(Conn.Gen.Stai. § 19

13. If the proposal fails to pr¢ adicaid
recipients or indigent per for doing
so.

The proposal is focused on ecipients.

§ “Whether the applicant has satisfactoifly demonstrated that any |
consolidation resulting from the proposal will not adversely affect |
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health care costs or accessibility to caré. " (Conn.Gen.Stat. § 19a- |
639(a)(12) |

14. Will the proposai adversely affect patient health care costs in any way?
Quantify and provide the rationale for any changes in price structure that will

result from this proposal, including, but not limited to, the addition of any
imposed facility fees.

There will be no change in price structure.
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15.

16.

17.

18.

19.

20.

Financial Information

§ “Whether the applicant has satisfactorily demonstrated how the
proposal will impact the financial strength of the health care
system in the state or that the proposal is financially feasible for
the applicant,” (Conn.Gen. Stat § 19a-63%9(a)(4))

Describe the impact of this proposal on the financial strength of the state’s
health care system or demonstrate that the proposal is financially feasible for
the applicant.

Provide a final version of all capital expenditure/costs for the proposal using'
OHCA Table 3.

Due to the services that NERC currently provide the organization does not need to
spend any additional money to add this service. However, the facility forecasts the
addition of another counselor that would approximately cost $40,000.

List all funding or financing sources for the proposal and the dollar amount of
each. Provide applicable details such as interest rate; term; monthly payment;
pledges and funds received to date; letter of interest or approval from a
lending institution. :

If there are any unforeseen expenses NERC will be funding the project with cash.
Include as an attachment:

a. audited financial statements for the most recently completed fiscal year. If
audited financial statements do not exist, provide other financial
documentation (e.g., unaudited balance sheet, statement of operations, tax
return, or other set of books). Connecticut hospitals required to submit
annual audited financial statements may reference that filing, if current;

Please find attached.

b. completed Financial Worksheet A (non-profit entity), B (for-profit entity) or C
(§19a-486a sale), available on OHCA'’s website under OHCA Forms,
providing a summary of revenue, expense, and volume statistics, “without the
CON project,” “incremental to the CON project,” and “with the CON project.”
Note: the actual results reported in the Financial Worksheet must match
the audited financial statement that was submitted or referenced.

Complete OHCA Table 4 utilizing the information reported in the attached
Financial Worksheet.

Explain all assumptions used in developing the financial projections reported
in the Financial Worksheet.

XX
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The following are the assumptions utilized in developing the financial projections of
the proposed service:

¢ NERC will begin the proposed service Dec. 1st
Client census remains at 850 clients
Reimbursement for Psychotherapy 60 min remains at $82.94 {(Medicaid)
Weeks in a year: 52 weeks per year
Number of Psychotherapy sessions per week: Assuming 1 session per week
100% of the new clients will be on Medicaid

21. Explain any projeéted incremental losses from operations resulting from the
implementation of the CON proposal.

There are no incremental losses from the operations.

22, indicate the minimum number of units required to show an incremental gain
from operations for each projected fiscal year.
Assuming the only operational expense associated with the proposed operation wil}

be an added staff member at $40,000, there would need to be 636 units of the service
provided to show an incremental gain.

Xxi
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23.

24,

25.

26.

Utilization

§ “The applicant's past and proposed provision of health care
services to relevant palient populations and payer mix, including,
but not fimited to, access to services by Medicaid recipients and
indigent persons;” (Conn.Gen. Stat. § 19a-639(a)(6))

Complete OHCA Table 5 and OHCA Table 6 for the past three fiscal years
(“FY”), current fiscal year (“CFY”) and first three projected FYs of the
proposal, for each of the Applicant’s existing and/or proposed services, Report
the units by service, service type or service level.

Provide a detailed explanation of all assumptions used in the derivation/
calculation of the projected service volume; explain any increases and/or
decreases in volume reported in OHCA Table 5 and 6.

The following are the assumptions utilized in developing the financial projections of
the proposed service:
e Client census for MMTP BPT location per year:
o 2014: 436
o 2015: 450
o 2016; 466
¢ Client census for IOP BPT location per year:
o 2014:5
o 2015: 34
o 2016: 34*
= *annualized
e Each client utilizes the MMTP service 1 per week or 52 per year
e Avg [OP utilization per client is 15 sessions

Provide the current and projected patient population mix (number and
percentage of patients by payer) for the proposal using OHCA Table 7 and
provide all assumptions, Note: payer mix should be calculated from patient
volumes, not patient revenues.

§ “Whether the applicant has satisfactorily identified the population
fo be served by the proposed project and satisfactorify
demonstrated that the identified population has a need for the
propesed services;” (Conn.Gen. Stat. § 19a-63%(a)(7))

Describe the population (as identified in question 8(a)) by gender, age groups
or persons with a specific condition or disorder and provide evidence (i.e.,
incidence, prevalence or other demographic data) that demonstrates a need
for the proposed service or proposal. Please note: if population estimates or
other demographic data are submitted, provide only publicly available and
verifiable information (e.g., U.S. Census Bureau, Department of Public Health,

XX
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CT State Data Center) and document the source.

27. Using OHCA Table 8, provide a breakdown of utilization by town for the most
recently completed fiscal year. Utilization may be reported as number of
persons, visits, scans or other unit appropriate for the information being

reported.
‘Number of , '
Rank Total NSDUH Population
Papulation Estimate | in Need
Bridgeport City 18%
1 143,412 25,958
Stamford City ' 18%
2 121,784 22,043
Norwalk City 18%
3 . 85 145 15,411
Danbury City 18%
4 80,101 14,498
Greenwich Town 18%
5 61,023 11,045
| Fairfield Town » 18%
6 59,078 10,693
Stratford Town 18%
7 51,118 9,252
Shelton Town 18%
8 39,310 7,115
| Trumbull Town 18%
9 ' 35,752 6,471
Newtown Town 18%
10 27,235 4,930
Westport Town 18%
11 26,249 4,751
Ridgefield Town 18%
12 24 469 4,429
Darien Town 18%
13 20,580 3,725
New Town 18%
14 Canaan 19,642 3,555
Monroe Town 18%
15 , 19,398 3,511
Bethel Town 18%
16 18,584 3,364
Wilton Town 18%
17 17,973 3,253
Brookfield Town 18%
18 16,339 2,957
New Town 18%
19 Fairfield , 13,847 2,506
Weston Town 18%
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28. Using OHCA Table 9, identify all existing providers in the service area and, as

29.

30.

31.

20 10,142 1,836
Redding Town 18%

21 9,058 1,839
Easton - Town 18%

22 7,452 1,349
Sheman Town 18%

23 3,598 651
Newtown Borough 18%

24 2,035 368

Total 165,311

§ “The utilization of existing health care facilities and health care
services in the service area of the applicant;” (Conn.Gen. Stat. §
18a-639(a)(8)) :

available, list the services provided, population served, facility ID (see table
footnote), address, hours/days of operation and current utilization of the

facility. Include providers in the towns served or proposed to be served by the

Applicant, as well as providers in towns contiguous to the service area.

Describe the effect of the proposal on these existing providers.

NERC intends to focus treatment efforts on existing clients who are suffering from
co-occurring mental health and substance abuse issues. These clients are already
receiving basic mental health treatment at NERC, the facility intends to expand its
services to better treat its existing client base. Therefore the facility foresees no

significant effect on the existing providers.

Describe the existing referral patterns in the area served by the proposal.

Of the 18 facilities that provide mental health services, only 5 of them are located in
Fairfield County. This comes as a surprise considering that Fairfield County is the most

populated county within the state.

Explain how current referral patterns will be affected by the proposal.

NERC intends to focus treatment efforts on existing clients who are suffering from co-
occurring mental health and substance abuse issues. Therefore the facility is not
forecasting any referrals for the mental health services and does not expect there to

be a significant change in the current patterns of referrals.

§ “Whether the applicant has satisfactorily demonstrated that the
proposed project shall not result in an unnecessary duplication of
existing or approved health care services or facilities;”
(Conn.Gen. Stat. § 18a-639(a){9})
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32.

33.

If applicable, explain why approval of the proposal will not resuit in an
unnecessary duplication of services.

N/A

§ "Whether the applicant has satisfactorily demonstrated that the
proposal will not negatively impact the diversity of health care
providers and patient choice in the geographic region;”
(Conn.Gen.Stat. § 19a-639(a)(11))

Explain in detail how the proposai will impact (i.e., positive, negative or no
impact) the diversity of health care providers and patient choice in the
geographic region.

NERC is the only African-American owned and operated comprehensive behavioral
health facility in the state of Connecticut. NERC's employees are split evenly among
African-Americans, Caucasians and Hispanic proving that the facility is both racially
mixed and ethnically diverse. By granting the facility a mental health license, the
state will be positively impacting the diversity of health care throughout the
geographic region.




Tables

TABLE 1

APPLICANT'S SERVICES AND SERVICE [LOCATIONS

New Service or

Service Street Address, Population Days.’Hoqrs of Proposed
Town Served Operation Terminati
ermination
Mental Health 3851 Main St, Fairfield County M-F 5am-2pm New Service
BPT, CT

{back to gquestion]
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TABLE 2
SERVICE AREA TOWNS

List the official name of town™* and provide the reason for inclusion,

[back to question

Town* Reason for Inclusion
Ansonia NERC currently serves clients from here
Beacon Falls NERC currently serves clients from here
Bethel NERC currently serves clients from here
Bridgeport NERC currently serves clients from here
NERC currently serves clients from here
Bridgewater NERC currently serves clients from here
NERC currently serves clients from here
Bristol NERC currently serves clients from here
Brookfield NERC currently serves clients from here
Danbury NERC currently serves clients from here
Derby NERC currently serves clients from here
Easton NERC currently serves clients from here
Fairfield NERC currently serves clients from here
Harwinton NERC currently serves clients from here
Milfod NERC currently serves clients from here
Monroe NERC currently serves clients from here
Naugatuck NERC currently serves clients from here
New Canaan NERC currently serves clients from here
New Fairfield NERC currently serves clients from here
New Haven NERC currently serves clients from here
New Milford NERC currently serves clients from here
MNorwalk NERC currently setves clients from here
QOakvilie NERC currently serves clients from here
Orange NERC currently serves clients from here
Oxford NERC currently serves clients from here
Redding NERC currentty serves clients from here
Ridgefield NERC currently serves clients from here
Sandy Hook NERC currently serves clients from here
Seymour NERGC currently serves clients from here
Sheiton NERGC currently serves clients from here
Southbury NERC currently serves clients from here
Staffordviile NERC currently serves clients from here
Stamdord NERC currently serves clients from here
Stratford NERC currently serves clients from here
Toerrington NERC currently serves clients from here
Trumbull NERC currently serves clients from here
Waterbury NERC currently serves clients from here
Watertown NERGC currently serves clients from here
West Haven NERC currently serves clients from here
Westport NERC currently serves clients from here
Winsted NERC currently serves clients from here
Wolcott NERC currently serves clients from here

* Village or place names are not acceptable.
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TABLE 3
TOTAL PROPOSAL CAPITAL EXPENDITURE

PurchaselLease Cost

Equipment (Medical, Non-medical, Imaging) 0
Land/Building Purchase*
Construction/Renovation™*
Other (specify)

Total Capital Expenditure (TCE)

Lease (Medical, Non-medical, Imaging)***

o000 O O

Total Lease Cost (TLC)

Total Project Cost (TCE+TLC) 0

* Ifthe proposal involves a land/building purchase, attach a real estate property
appraisal including the amount; the useful life of the building; and a schedule
of depreciation.

**If the proposal involves construction/renovations, attach a description of the

proposed
building work, including the gross square feet; existing and proposed floor
plans; commencement date for the construction/ renovation; completion date
of the construction/renovation; and commencement of operations date,

*** If the proposal involves a capital or operating equipment lease and/or

purchase,.
aftach a vandor quote or invoice; schedule of depreciaticn; useful life of the
equipment; and anticipated residuai value at the end of the lease or loan
term.

[back to questicn

TABLE 4
PROJECTED INCREMENTAL REVENUES AND EXPENSES

FY 2016* FY 2017 FY 2018*
Revenue from Operations $278,195 $347,744 $417,292
Total Operating Expenses $40,000 0 a
gg;"r"a';?sﬁsfmm $238,195 $347,744 $417,292

* Fill in years using those reported in the Financial Worksheet attached.

[back to guestion}
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TABLE §
HISTORICAL UTILIZATION BY SERVICE

Actual Volume
(l.ast 3 Completed FYs) CFY Volume*
Service™ FY 2013 FY 2014~ FY 2015% FY 2016
Methadone Maintenance N/A 22,672 23,400 24 232
IOP N/A 75 540 540
Total N/A 22,747 23,9840 24,772

*  For periods greater than 8 months, report annualized volume, identifying the number of actual months covered and

the

method of annualizing. For periods less than 6 months, repart actual volume and identify the period covered.
** |dentify each service type and level adding fines as necessary. Provide the number of visits or discharges as

appropriate for
each service type and level listed.

*** Fill in years. If the time period reported is not identical to the fiscal year reparted in Table 4 of the application,

provide the
date range using the mm/dd format as a fooinote to the table.

back to guestion]

TABLE &
PROJECTED UTILIZATION BY SERVICE
Projected Volume
Service* FY 2017* FY 2018* FY 2019**
Mental Health Quipatient 4,420 5,525 6,630
Methadone Maintenance 46,410 48,731 48,731
Total 50,830 54,256 55,361

* |dentify each servics type by location and add lines as necessary. Provide the
number of visits/discharges as appropriate for each service listed.

** |f the first year of the proposal is only a partiat year, provide the first partial
year and then the first three full FYs. Add columns as necessary. Ifthe time
period reported is not idenfical to the fiscal year reported in Table 4 of the
application, provide the date range using the mm/dd format as a footnote to
the table.

[back to question
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TABLE 7

APPLICANT’S CURRENT & PROJECTED PAYER MIX

Current Projected
Payer FY 2016™ FY 2017* FY 2018* FY 2019*

Discharges | % | Discharges | % | Discharges | % | Discharges %
Medicare* ;
Medicaid* 208 89 196 83 186 83 177 79
CHAMPUS &
TriCare
Total Government 208 196 186 177
Commercial 36 14.7 40 17 44 17 47 21
Insurers
Uninsured
Workers
Compensation
Total Non- 36 40 44 47
Government
Total Payer Mix

* |ncludes managed care activity.
** Fill in years. Ensure the period covered by this table corresponds to the period covered in the projections

provided. New programs may leave the “current” column blank.

[back to question
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TABLE B
UTILIZATION BY TOWN
Utilization
Town FY 2016**
Ansonia, CT 16
Beacon Falls, CT 4
Bethel, CT 6
Bridgeport, CT 206
Bridgewater, CT 1
Bristol, CT 1
Brookfield, CT 4
Danbury, CT 16
Derby, CT
Easton, CT
Faifield, CT
Fairfield, CT 7
Milford, CT 10
Monrce, CT

Naugatuck, CT
New Canaan, CT
New Haven, CT
New Milford, CT
Norwalk, CT
Ozkville, CT
Orange, CT
COxford, CT
Redding, CT
Ridgefield, CT
SHELTON, CT
Sandy Hook, CT
Seymour, CT
Shelton, CT
Southbury, CT
Staffordvitle, CT
Stamford, CT
Stratford, CT
Stratford , CT
Stratford, CT
Torrington , CT
Trumbull, CT
Waterbury, CT
Watertown, CT
West Haven, CT
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Westport, CT i
Winsted, CT ‘ _ 1
Wolcott, CT 1

* List inpatient/outpatient/ED volumes separately, if applicable
= Fill in most recently compieted fiscal year:

back to question

XXXl
P32



¥/N v/N ways|yisd pecy 93p1g Yaiy T¢ "uj ‘uonepuno] Fuuds|iaan *5U] wopepunad Fullds||am
JOSPULAA s
widg-uepe: ' ANUBAY YIBIBWE] 00K 77 “15B3 IN2{122UU0D DFM 24D [BIOIABUDG USPiEM,
6LLZYYOELT E £ ynos A
9 u I g
wdg-wie 1931 J8A|IS 05ZT Ju| JE1uB) plojysny 3U] 'J2IUa) piojysny
S00TYSSLLT B ARO19|PPIA
v6 COOTVSSLZT widg-tueg uspliay 2NUBAY Y20pped £38 U GEus) plojysny U AS3UD) PO SNY
¥/N 577 ‘andnR2suuc) NNIIBUUAD
¥/N /N HIMUERID SNUAAY WELANd SFYT LIBYINDS L0 191U Mauay LLIAY1NOS JO J31U) Maijusy
/N wdpgg-weps: yiodaspilg 193415 335ds0id 768 2 s1aadsoid maN
CSTEEQLOVT CE:B-UIE0E'S P ‘swieiold Jo s omian Alsaoday
ove w 1N2{133UUC) |BIIUI] INDMIBULOD (RIILUDD
SLVLZRG6LT €BOs0 PieHs 1eens 2 et YHON JO "dU| SUCIB(] MBN YHON JO U ‘Suciioalig maN
6 . 331310 Bllj=1es
. 6L 190S19%T widg-weg 121534DUIN 192435 Ul YMON TEZ "aU| ‘UOIIBRUNROS [|EDIN PITSULM - “3U] ‘UOGEPUNDA [IEJON
g 67HTSECHOT wdg-weg ucjuliio] 122415 YBIH 8% *JUj ‘UOIIEPUNOS [|BDIIN uoepunod [fB30IN
/N /N uodeBpug anusAY UOID 52% 12Ul ‘ARSA 1D "] 'AnSH
8 Angisie BOY puEpl =l 2ul
TOL0TLERET viN ANGISIEM PECH PUEIPIATY ‘s191U37 FuyBsuNo) IN2110UU0)D 5123037 SUND5UNOY) IN2I103ULOD
9¢ a4 U
£ZSE606TOT /N AIEMION 18915 UIBIN LUION 02 5191U3) Bul@sunNo) Wo1Isuu0) ‘s1a3us) BulssUNoD INDIIBULOT
66 | R YijeaH jelolaey=gd
J—— wdp-weg pioyuey 192415 19BN OEE Juj ‘Wwieaf [emsudy AlUnWWo) 3] ‘WEB] [EMBUSY AUURLILIOY
v/N /N widg-ies Amngqueg neoy |e1apad 75 371 ‘UlERH |elolARYyag AYS anjg alUlD YB3 jelolaeyag A4S ang
v/N v/N v/N waya|yag peoy siapueid 89T -aut ‘uonepunod Sunds)iem asnoH snjasuy
ue uoielado A
nezin 40 SANOH AD ssasppy Ayed aulen $3plaotd aweN A)peg
jusnung [dN

SHIAIAOHC DNLLSIXE
40 SNOILYD0T
ADIAHIS ANY SIDIANMTS

P33



SERVICES AND SERVICE LOCATIONS OF EXISTING PROVIDERS

g Population Facility's Provider Name,
Serviceor Program Name Served Street Address and Town
Wellspring Foundation, Inc. Bethlehem Angelus House, 158 Flanders Road,

e Sky Behavioral Health Bethlehem
Bliee Sk Belimiinrl Heaith, LLC Danbury Blue Sky Behavioral Health Clinic, 52
Community Renewal Team, Inc. Federal Raad, Banbury
Hartford Community Renewal Team, Inc.

Behavioral Health

Connecticut Counseling Centers, Inc.
Norwalk
Connecticut Counseling Centers, Inc.
u ing Ce 4
Counseling Centers, Inc Waterbiy
Connecticut Counseling Centers, Inc.
FSW, Inc. CT .
Bridgeport
McCall Foundation, Inc. . FSW, Inc. CT
Torrington

McCall Foundation

McCall Foundation, Inc. s
Winchester | McCall Foundation, Inc. - Winsted

New Directions Inc. of North Centfal Satellite Office
Connecticut Enfield New Directions, Inc. of North Central
Connecticut
Recovery Network of Programs, Inc. Bridgeport
Renfrew Center of Southern New Prospects
Connecticut, LLC Greenwich | Renfrew Center of Southern
Rushford Center, Inc. . Connecticut
Meriden o
Rushford Center, Inc.
Rushford Center, Inc. A
Stonington Behavioral Health, Inc Rushford Center, Inc.
Groton ) )
Stonington Behavioral Health, Inc Stonington Institute
Groton

Stonington Institute
Stonington Behavicral Health, Inc]  North

Stonington Stonington Institute
WBC Connecticut East, LLC South

Wellspring Foundation, Inc. Windsor Walder Behavioral Care
Bethlehem Wellspring Foundation Inc.

* Provide the Medicare, Connecticut Department of Social Services (DSS), or National Provider Identifier (NPI) facility
identifier and label column with the identifier used.

back to guestion]
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Connecticut, Department

of Puhiic Health

Supplemental CON Application Form
Establishment of a New Health Care Facility (Mental
Heaith and/or Substance Abuse Treatment)®
Conn. Gen. Stat. § 19a-638(1)

Applicant: New Era Rehabilitation Center

Project Name: Mental Health License
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*This supplemental form should be included with all applications requesting authorization
for the establishment of a mental health and/or substance abuse treatment facility.
For the establishment of other “health care facilities,” as defined by Conn. Gen. Stat §
192-630(11) - hospitals licensed by DPH under chapter 386v, specialty hospitals, or a
central service facility - complete the Main Form only.
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Affidavit

Applicant: nCLw 8040 REUDPUTERTEN (T

Project Title: NEQL  tEnc0d Bl T LcnwSE-

—

| _ERENE2 L otath pAD O _
(Name) (Position — CEO or CFO)

of mEo LA REUAW C\'(Lbeing duly sworn, depose and state that the
(Facility Name) said facility complies with the appropriate and applicable criteria as set
forth in the Sections 19a-630, 19a-637, 19a-638, 19a-639, 19a-486 and/or 4-181 of the
Connecticut General Statutes.

_putele SR 7/ ]

Signature ‘Date

e
Subscribed and sworn to before me on 62& 8:// 1/ ,;?OAé .

Notary Public/Commissioner of Superior Court

My Commissioft Expi}'ES
My commission expires: Rlovember 34, 2019
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2. Project Description: New Facility (Mental Health and/cr Substance Abuse)

a. Describe any unique services (i.e., not readily available in the service area) that

may be included in the proposal.

Services to be provided at the facility do not include any that would be considered
unigue among facilities within the service area serving a similar population in a mental
health treatment facility. However, unlike the majority of mental health clinics, NERC
will be able to provide clients with MAT, [OP, OP and Ambulatory Detox services, this
will increase the coordination of care for the most at risk population in the area. This
ability will be unique and better help the state manage patients and decrease the cost

of healthcare.

b. List the type and number of DPH-licensed health care professionals that will be

required to initiate the proposal.

a. |n addition to the two (2) part-time, licensed physicians {(MD) already engaged
by New Era Rehabilitation Center -- who will provide medical and psychiatric

supervision —

i. the following full-time DPH-licensed health care professional positions

will be required to initiate the proposed mental health facility:
1. Licensed Alcohol and Drug Counselor (LADC)
2. Licensed Clinical Social Worker (LCSW)

3. Projected Volume

a. For each of the specific population groups to be served, report the following by

service level (include all assumptions):

(i)

town that need the proposed service; and

An estimate of the number of peé‘sons within the popuiation group by

Number of Persons Needing the Proposed Service by Town
Rank Total NSDUH Population
| Population Estimate | in Need

Bridgeport City 18%

1 143,412 25,958
Stamford City 18%

2 . 121,784 22,043
Norwalk City 18%

3 _ 85,145 15,411
Danbury City 18%

4 80,101 14,498

Version 3/9/16
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Greenwich Town 18%
5 61,023 11,045
Fairfield Town 18%
6 59,078 10,693
Stratford Town 18%
7 51,116 9,252
Shelton Town 18% )
8 39,310 7,115
Trumbull Town 18%
2] 35,752 6,471
Newtown Town 18%
10 27,235 4,930
_ Westport | Town 18%
11 26,249 4,751
' Ridgefield | Town 18%
12 24,469 4,429
Darien Town 18%
13 20,580 ' 3,725
New - Town 18%
14 Canaan 19,642 3,555
Monroe Town 18%
15 19,398 3,511
Bethel Town 18%
16 18,584 3,364
Wilton Town 18%
17 17,973 3,253
Brookfield Town 18%
18 16,339 2,957
New Town 18%
19 Fairfisld 13,847 2,508
Weston Town 18%
20 , 10,142 1,838
Redding | Town 18%
21 9,058 1,639
Easton Town _ 18%
22 7,452 1,349
Sherman Town 18%
23 3,508 651
Newtown Borough 18%
24 2,035 - 368
Total - ‘ 165,311

(it}  The number of persons in need of the service that will be served by the
proposal (estimated patient volume).

Version 3/9/16
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The specific target population to be served includes adults suffering from co-
occurring mental health and substance abuse disorders currently enrolled in
treatment at New Era Rehabilitation Center. NERC assumes that 20% of its total
population will be utilizing the proposed service by in 3 years

b. Provide statistical information from the Substance Abuse and Mental Health
Administration (“SAMSHA”), or a similar organization demonstrating that the
target population has a need for the proposed services.

The previously cited National Survey on Drug Use and Health (NSDUH)-2014,
issued by SAMHSA, indicates that 18.1% of those aged 18 and over are in need
of treatment for AMI. The Behavioral Health Barometer: Connecticut, 2014
(SAMHSA, 2015) (also cited previously) provides an estimated percentage of
the unmet need for AMI treatment among the population of adults in Connecticut
of 52.5%. Both sources cited herein are Federal documents available in the
public domain (excerpts are provided in Attachments).

Please note: provide only publicly available and verifiable information and document

the source.
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1. Scholarly Articles

a. NSDUH 2014; pg 32 &33
b. CT Dept. of Public Health Statewide Health Care facilities and Services Plan; pg

28&3
A National Survey of Care for Persons With Co-occurring Mental and Substance

Use Disorders

2. DPH Financial Worksheets
3. Letter of Support
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caused severe problems with their ability to manage at home,

manage well at work, have relationships with others, or have
a social life.38

In 2014, 6.6 percenc of adults aged 18 or older (15.7 million
people) had at least one MDE in the past year, and 4.3 percent
of adults (10.2 million people) had an MDE with severe
irnpairment in the past year (Figure 43). Adults in 2014 who
had an MDE with severe impairment represent nearly two
thirds (65.5 percent) of adults who had a past year MDE.?

'The percentage of adults who had a past year MDE remained
stable between 2005 and 2014 {Figure 44). The percentage
of adults with a past year MDE with severe impairment also
remained stable between 2009 and 2014 (Figure 45).

By Adult Age Groups

Among adults aged 18 or older, the percentage having a
past year MDE in 2014 was highest for young adults aged
18 to 25 (9.3 percent), followed by adults aged 26 to 49
(7.2 percent), then by those aged 50 or older (5.2 percent)
(Figure 44). However, the percentages of adults aged 18 to
25 and those aged 26 to 49 who had a past year MDE were
similar in 2006, 2007, 2009, and 2011, In addition, adulss

aged 50 or older in 2005 to 2013 were less likely than other ‘

adults to have a past year MDE.

The percentage of young adults aged 18 to 25 with a past
year MDE was greater in 2014 than the percentages in 2006
to 2011 (Figure'44). Percentages of adults aged 26 to 49 and
50 or older in 2014 who had a past year MDE were similar
to the corresponding percentages in 2005 to 2013. 7

Figure 43. Major Depressive Episode and Major Depressive Episade
with Severe Impairment in the Past Year among Adulis Aged 18 or
Otder: 2014

MDE withput
Severe Impairment;
5.4 Million
{2.3% of All Adults
and 34.5% of Adults
with an MDE)

15.7 Million Adults with a Past Year MDE (6.6% of All Adults)

MDE = major depressive episote.

Note: Adult respendents with unknown past year MDE data or unknown impairment data were
axcluded.

Figure 44. Major Depressive Episode in the Past Year among Aduits
Aged 18 or Older, by Age Group: Percentages, 2005-2014
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+ Difference between this estimate and the 2014 estimate is statistically significant at the .05 level.

Figure 44 Tabie, Major Depressive Episode in the Past Year among Adults
Aged 18 or Older, by Age Group: Percentlages, 2005-2014

18 or Oider 8.5 6.5 6.7 6.5 6.6 6.8 6.6 5.9 8.7 5.6
18025 8.8 81+ 80+ 84+ 20* 83+ 83+ 89 87 9.3
261049 78 7 78 74 7.8 7.5 7 78 7.6 72
50 or Clder 45 4.5 5.2 48 4.9 58 4.8 5.5 5.1 52

+Ditference between this estimate and the 2014 estimate is statistically significant at the .05 level.

Figure 45. Major Depressive Episode with Severe Impairment
in the Past Year among Adults Aged 18 or Older, by Age Group:
Percentages, 2009-2014

7

[=2]

0

e o g

5 £ D«Mﬂ A . .
Dl i S

4| A

! O I )

Parcent with Major Depressive Episcde (MDE)
with Severe Impairment in the Past Year

2009 2010 2011 20612 2013 2014
==18 or Oider =(=181025 «[J=261049 ~{3~50cr Older
+ Ditference between this estimate and the 2014 estimate is statistically significant at the .05 level.

Figure 45 Table. Malor Depressive Episode with Severe Impatrment in the Past
Yeoar among Aduits Aged 18 or Oider, by Age Group: Percentages, 2008-2014

18 or Clder 4.0 4.2 42 4.5 43 4.3
181025 5.2+ 5.2+ 5.2* 5.8 57 6,0
26 to 49 4.8 47 52 a1 4.9 4.8
50 or Cider 2.6¢ 35 29 34 3.2 3.5

+ Difierence between this estimate and the 2014 estimate is statistically significant at the .05 level.
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Among adults aged 18 or older, the percentage having a

past year MDE with severe impairment in 2014 was highest
for those aged 18 to 25 (6.0 percent), followed by those
aged 26 to 49 (4.6 percent), then by those aged 50 or older
(3.5 percent) (Figure 45). Adults aged 50 or older in 2009 to
2013 also were less likely than other adults to have an MDE
with severe impairment. In addition, young adults aged 18
to 25 were more likely than adults aged 26 to 49-in 2010
and 2012 to have an MDE with severe impairment. [n other
years from 2009 to 2013, however, similar percentages of
young adults and adults aged 26 to 49 had an MDE with
severe impairment.

The percentage of young adults aged 18 to 25 with a past
year MDE with severe impairment was greater in 2014 than
in 2009 to 2011 (Figure 45). Percentages of adults aged 26
to 49 and 50 or older in 2014 who had a past year MDE
with severe impairment were similar to the percentages in
most years from 2009 to 2013.

Past Year Major Depressive Episode (MDE) and MDE with
Severe Impairment among Adolescents Aged 12 to 17

Although NSDUH does not have an overall measure of
mental illness among adolescents aged 12 to 17, the survey
provides estimates of having a past year MDE for this age
group. MDE is defined using the diagnostic criteria from
DSM-TV.3? Similar to adults, adolescents were defined as
having an MDE if they had a period of 2 weeks or longer in
the past 12 months when they experienced a depressed mood
or loss of interest or pleasure in daily activities, and they had
at least some additional symptoms, such as problems with
sleep, eating, energy, concentration, and self-worth, However,
some wordings to the questions for adolescents were designed
to make them more developmentally appropriate for
youths.*® Adolescents were defined as having an MDE with
severe impairment if their depression caused severe problems
with their ability to do chores at home, do well at work or
school, get along with their family, or have a social life.4!

In 2014, 11.4 percent of adolescents aged 12 to 17

(2.8 million adolescents) had an MDE during the past year,
and 8.2 percent of adolescents (2.0 million adolescents) had
a past year MDE with severe impairment in one or more
role domains (Figure 46). Adolescents in 2014 who had an
MDE with severe impairment represent nearly three fourths
(72.6 percent) of adolescents who had a past year MDE. 40

This percentage of adolescents aged 12 to 17 in 2014 who
had a past year MDE was higher than the percentages in
2004 to 2012 (ranging from 7.9 to 9.1 percent), but it

was similar to the percentage in 2013 (Figure 47). The
percentage of adolescents in 2014 who had a past year MDE
with severe impairment also was higher than the percentages
in 2006 to 2012, which ranged from 5.5 to 6.3 percent.

Figure 46. Major Depressive Episode and Major Depressive Episode
with Severe Impairment in the Past Year among Youths Aged 12
to 17: 2014

MDE with ]
Severe Impalrment: MDE w1thlout
2.0 Million Severe Impairment:
{812% of 0.8 Million
AllYouths and (3.1% of All Youths
72.6Y and 27.4% of Youths
2.6% ofYouths it MO

withian MDE)

2.8 Million Youths with a Past Year MDE (11.4% of All Youths)

MDE = major depressive episoda.

Note: Youth respondents with unknown past year MDE data or unknown impairment data were
excluded.

Figure 47, Major Depressive Episode and Major Depressive Episode
with Severe Impairment in the Past Year among Youths Aged 12 to
17: Percentages, 2004-2014
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+ Difference between this estimate and the 2014 estimate is statistically significant at the ,05 level,

== MDE with Severe Impairment

Figure 47 Table. Major Depressive Episade and Major Depressive Episode
with Severe Impainnent in the Past Year among Youths Aged 12 to 17:
Perceniages, 2004-2014

| 2004 2005 2006 2007 2008 2008 ‘2010

MDE 9.0+ 88+ 7.9+ 82+ 83+ 81 80+ 82

MDE with
Severe NA  NA 55+ 55 60+ 58 57+ 570 63+ 77 82

Impairment

N/A = not available.
+ Difference between this estimate and the 2014 estimate is statistically significant at the .05 level.



Co-ﬁccurring Mental Health issues and
Subsiance Use Disorders among Adulis

The coexistence of both a tmental health issue and an SUD is

referred to as a co-occurring disorder (i.e., a mental disorder
and an SUD). Because NSDUH data allow estimates to

be made for mental health issues and SUDs, it is possible

to estimate the percentages of adults and adolescents with
co-occurring disorders. This section presents findings on
co-occurring mental health issues (including AMT, SMI, and
MDE) and SUDs (i.e., illicit drug or alcohol dependence or
abuse) among adults aged 18 or older in the United States.
In addition, findings for adolescents aged 12 to 17 are
presented in a later section on the co-occurrence of MDE
and substance use and SUDs.

Mental lliness and Substance Use Disorders among
Adutis with a Disorder

In 2014, among the 20.2 million adults with a past year
SUD, 7.9 million (39.1 percent) had AMI in the past year
(Figure 48 and Table A.18B in Appendix A). In contrast,
among adults without a past year SUD, 16.2 percent

(35.6 million adults) had AMI in the past year. Among
adults with a past year SUD, the percentage of adults with
co-occurring AMI in 2014 was similar to the percentages of
adults with AMI in most years from 2008 to 2013.

The 7.9 million adults with AMI who met the criteria for an
SUD in the past year (Figure 48) represent 18.2 percent of
the 43.6 million adults with AMI (Figure 49). In contrast,
6.3 percent of adults who did not have past year AMI

(12.3 million adults) met the criteria for an SUD (Figure 48
and Table A.19B in Appendix A). Among adults who had
AMI in the past year, the percentage of adults with a co-
occurring SUD in 2014 was similar to the percentages of
adults with a co-occurring SUD in most years from 2008 to
2013 (Figure 49). '

Among the 20.2 million adults aged 18 or older in 2014
who had a past year SUD, 2.3 million (11.3 percent) also
had SMI in the past year (Figure 50 and Table A.18B).
Among adults with a past year SUD, the percentage of adults
with SMI in 2014 was similar to the percentages of adules
with SMI in most years from 2008 to 2013.

Among the 9.8 miilion adults aged 18 or older in 2014
who had past year SMI, the 2.3 million adults who met the
criteria for an SUD in the past year represent 23.3 percent of

adults with SMI (Figure 50 and Table A.19B). Among adults
who had SMI in the past year, the percentage of adults with
an SUD in 2014 was similar to the percentages in most years
from 2008 to 2013 (Figure 51).

Figure 48. Past Year Substance Use Disorders and Mental lliness
among Adults Aged 18 or Older: 2014

SUD and
Mental lllness

Mental
liness,
No 5UD

SUD,
No Mental
liiness

\

43.6 Million Adults
Had Mental Hiness

20.2 Million
Adllts Had 8UD

SUD = substance use disorter,

Figure 49. Past Year Substance Use Disorder among Adulis Aged
18 or Older with Any Mental Hiness in the Past Year, by Age Group:
Percentages, 2008-2014
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Figure 49 Table. Past Year Substance Use Disorger amony Adulls Aged 18 or
Older with Any Mental liness in the Past Year, by Age Group: Perceniages,
2008-2014

18 orOider 184 18.0 180 85 19.2 17,5 18.2
181025 39+ A5+ 385 324+ 345 33 28.3
26 to 49 205 208 21.7 8.2+ 228 21.0 208
50 or Older 8.3* 4.1 8.2 1.4+ B.6 7.2+ 103

+ Difference between this estimate and the 2014 estimate is statistically significant af the .05 level.
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By Adult Age Groups in 2014

Among adults aged 18 or older in 2014 with past year
SUDs, the percentage of adults who had co-occurring

AMl in the past year was highest among those aged 26

to 49 (42.7 percent) than among those aged 18 to 25

(36.0 percent) or those aged 50 or older (35.6 percent)
(Table A.18B in Appendix A). The percentages of adults
with SUDs who had co-occurring SMI in the past year were
12.3 percent for adults aged 26 to 49, 10.5 percent for those
aged 50 or older, and 10.4 percent for those aged 18 to 25.

Among adults aged 18 or older in 2014 with past year

AMI, the percentage of adults who had a co-occurring

SUD in the past year was highest among those aged 18

to 25 (29.3 percent), followed by those aged 26 to 49

(20.8 percent), then by those aged-50 or older (10.3 percent)
(Figure 49). Among adults aged 18 or older in 2014 with

- past year SMI, the percentage of adults who had a past year
SUD was highest among those aged 18 to 25 (35.3 percent),
followed by those aged 26 to 49 (24.9 percent), then by
those aged 50 or older (15.1 percent) (Figure 51).

Co-Occurring Mental lliness and Substance Use
Disorders among Adults in the General Population
Prior sections described the percentage of adults with mental
illness among the subpopulation of adults who had a past
year SUD or described the percentage of adules with an

SUD among the subpopulation of adults with mental illness.

This section presents findings on the percentages of adults
who had co-occurring SUDs and mental illness among all
adults in the United States. This type of presentation helps
to provide further context for discussions of co-occurring
disorders. Although the numbers of adults in the population
who had co-occurring disorders are the same as presented in
previous sections, the percentages presented in this section
are based on the total population of adults.

In 2014, the estimate of 7.9 million adults aged 18 or

older who had both mental illness and SUDs in the past
year (Figure 48) corresponds to 3.3 percent of all adults
(Table A.22B in Appendix A). This percentage for 2014

among all adults was similar to the percentages in most years
from 2008 to 2013.

The estimate of 2.3 million adults aged 18 or older in

2014 who bhad co-occurring SMI and SUDs in the past

year (Figure 50) corresponds to 1.0 percent of all adults
(Table A.22B). This percentage among all adults in 2014 was
similar to the percentages in 2008 to 2013.

Figure 50. Past Year Substance Use Disorders and Serious Mental
lliness among Adults Aged 18 or Older: 2014

SUD and SMi

sup, 17.9 7.5 i SMI,
No SMI Million Million* No SUD

9.8 Million
Adults Had SMI

20.2 Million
Adults Had SUD

SMI = serious mental iliness; SUD = substance use disorder.
Figure 51. Past Year Substance Use Disorder among Adults Aged 18

or Older with Serious Mental lliness in the Past Year, by Age Group:
Percentages, 2008-2014
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Figure 51 Table. Past Year Substance Use Disorder among Adulis Aged
18 or Older with Serious Mental Hiness in the Past Year, by Age Group:
Percentages, 2008-2014

| 2008 2008 20
18orOlder 234 246 256 236 273+ 231 233
1810 25 46.8+ 397 427+ 408 398 395 453
260 49 252 253 294 233 294 256 248

50 or Older 7.3 161 10.8 16.0 18.0 120 151

+ Difference between this estimate and the 2014 estimate is statistically significant at the .05 level,



Co-Occurring Mental Healih and Substance
Use Issues among Adolescents

This section discusses co-occurring MDE and substance

use among adolescents aged 12 to 17 in addition to
discussing co-occurring MDE and SUDs among adolescents.
Specifically, estimates of substance use and SUDs are

described among adelescents with-an MDE, estimates of
MDE are described among those with SUDs, and estimates
of co-occurring MDE and SUDs are described among all
adolescents.

Substance Use and Substance Use Disorders among
Adolescents with Major Bepressive Episode

In 2014, the percentage of adolescents aged 12 to 17 who
used illicit drugs in the past year was higher among those
with a past year MDE than it was among those without a
past year MDE (33.0 vs. 15.2 percent) (Figure 52). Youths
with a past year MDE in 2014 also were more likely than
those without an MDE to be users of marijuana, nonmedical
uscrs of psychotherapeutics, users of inhalants, and users of
hallucinogens in the past year. (Because estimates of illicit
drug use among adolescents that previously were mentioned
in this report pertain to use in the past 30 days, percentages
for past year illicit drug use measures among all ado[esée_nts
‘are shown in Figure 52 as additional points of reference.)

Figure 52. Past Year llicit Drug Use among Youths Aged 12 to 17, by
Past Year Major Depressive Episode: Percentages, 2014
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Among adolescents aged 12 to 17 in 2014, 1.6 percent

of those with a past year MDE and 1.1 percent of those
without a past year MDE were daily cigarette smokers in
the past month (Table A.24B in Appendix A). In addition,
1.8 percent of adolescents aged 12 to 17 with a past year
MDE and 0.9 percent of those without a past year MDE
were heavy alcohol drinkers in the past month.

Among the 2.8 million adolescents aged 12 to 17 in 2014
who had a past year MDE, a total of 340,000 adolescents
(12.4 percent) had a past year SUD (Figure 53). In contrast,
among adolescents without a past year MDE, 858,000

(4.0 percent) had an SUD in the past year.

Major Depressive Episode among Adolescents with a
Substance Use Disorder

An estimated 340,000 adolescents aged 12 to 17 in 2014
had a co-occurring MDE and an SUD in the past year
(Figure 53) in 2014. This number of adolescents with a
co-occurring MDE and an SUD represents 28.4 percent
of the 1.3 million adolescents who had a past year SUD.
Among adolescents without a past year SUD, 10.5 percent
(2.4 million adolescents) had an MDE in che past year.

Figure 53. Past Year Substance Use Disorders and Major Depressive
Episode in the Past Year among Youths Aged 12 to 17: 2014
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MDE = major depressive episode; SUD = substance use disorder.
Note: Youth respondents with uninown MDE data were excluded,
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Based on acute care bed need projections for 2020, Connecticut has an adequate supply of
acute care inpatient beds statewide.

in 2013, the largest proportion of emergency department (ED} visits was among patients with
Medicaid (38%). ‘

From 2009 to 2013, there were almost 8 million visits made to an ED in Connecticut by state
residents. Of these visits, one million were for psychiatric, drug or alcohol-refated mental
disorders

Of the children visiting the ED for issues relating to behavioral health, nine out of ten were
treated for a psychiatric-related disorder.

The growth of urgent care settings has contributed to some concern that this type of care
setting may contribute to fragmentation of care, inadequate follow-up and preventive care, and
misdiagnoses, particularly for clinics that are not affiliated with a health care system.

While Connecticut has an overall favorable health profile compared to the rest of the U.S., the
health of Connecticut’s residents is not equally distributed across population groeups or
geographic regions.

In general, at-risk and vulnerable populations have a higher prevalence of chronic disease than
the overall population.

The Socioeconomic Status Index identifies 20 Connecticut towns as at-risk for unmet health care
need.

Black non-Hispanics and Hispénics were more likely than White non-Hispanics to have a
potentially preventable hospitalization, avoidable ED visit or to visit the ED more than ten times

within a year.

One hundred forty Connecticut towns have better health outcomes than the state. Twenty-
three of the remaining twenty-nine were urban core or urban periphery towns.

Nearly all the CHNAs identified chronic disease, overweight, obesity, nutrition and physical
activity as overlapping and major health issues regardless of socioeconomic status.

More than one-half of the assessments identified substance abuse and mental health care as
priority health needs in the community.

A reconvened ED focus group identified the need for the coordination of mental health and
substance abuse care. '
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RECOMMENDATIONS

Recommendations are intended to build upon the efforts and discussions conducted during the initial
2011-2012 planning process and reflect additional discussions held during the planning process for the
2014 supplemental plan.

Behavioral Health

1)

4)

Determine the resources available and options and approaches for further exploration of ways
that Connecticut’s behavioral health service delivery system can be measured to determine
capacity as it relates to need and access to care;

Develop further understanding of recovery supports and how they relate to the overall care for
behavioral health clients across all age groups;

Determine the feasibility of and resources available for a future inventory of distinct service
levels as opposed to broad categorization of facilities using behavioral health licensure
categories;

Provide more focus in future plans which specifically discuss the coordination, interrelation,
provision or co-location of mental health, primary care and/or oral health services within the
various settings and how such interrelationship will benefit the behavioral health patient
population.

Acute Care/Ambulatory Surgery

5)

Investigate the development of planning regions that best facilitate the ability to assess the
availability of and future demand for care, taking into consideration existing hospital service
areas;

Research, investigate and quantify the use of observation stays in Connecticut hospitals and
determine how these data can be standardized in a way that would allow them to be
incorporated in the acute care bed need model;

With respect to ambulatory surgery standards and guidelines, discuss and consider including
backlogs in the service area, ability of physicians to schedule block times, patient throughput at
other facilities, the quality of care at other facilities as additional factors for consideration in the
next Plan, if such data is available to OHCA to verify and analyze.

Primary Care

8)

9)

The DPH Primary Care Office will collect and report real-time health workforce data and will
support the analyses necessary to interpret this data to estimate both current and future health
workforce needs;"

Utilize data from Behavioral Risk Factor Surveillance System and/or other surveys which have
large enough samples so that results for questions related to health care access may be used for
town, city or county level assessment and solutions;

10) Consider assessing/evaluating primary care provided by hospital-affiliated entities (e.g., urgent

care centers) and determine if beneficial to patients;
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11} Provide additional Plan focus on the provision of mental health and oral health services in
primary care settings and assess the interrelation of these services with primary care.

12) Align OHCA planning efforts with SIM Grant activities {e.g., physician data collection, goals and
objectives, etc.) and other relevant State planning efforts.

NEXT STEPS

As providers continue to assess their organizations, service array and delivery structures, OHCA's
planning efforts will focus on the evolving heaith care system and available data to determine how best
to meet the unmet need of residents in ways that benefit the community and assist providers in
transforming to meet those needs. Future OHCA planning activities will include:

e Analyzing health care service specific data by health care systems, utilization and physician referral
patterns to determine if there could be logical regionalization of certain services;

» Evaluating patient data and provider revenue patterns to identify shifts in demand for inpatient to
outpatient services and between types of services for geographic regions;

¢ ldentifying modalities through which the state may direct and/or assist providers to be more
responsive to health care needs of communities;

*  Analyzing all payer claims data to identify availability of and access to health care services, utilization
patterns and the impact of expanded health insurance coverage through the PPACA.

e Monitoring the various settings where health care is now being delivered as additional data sources
become available to OHCA.

* Reviewing CON statutes and regulations to ensure they are responsive to the evolving health care
environment and make recommendations to better align the process with health care reform.

©  Providing consumers with access to all available data.

Additionally, as more information bécomes available to OHCA, the next plan will attempt to:

* Address the impact that technology may have on the demand, capacity or need for health care
services;

¢ Facilitate communication between appropriate state agencies concerning innovations or changes
that may affect future health planning.

DATA AVAILABILITY AND CHALLENGES

¢ Data-related challenges and gaps are important considerations when planning for appropriate
allocation of health care facilities and services. The success of such planning is dependent upon the
availability of comprehensive data spanning numerous service delivery settings. Discussion of data
gaps and efforts to resolve them will help to build the foundation for better planning and greater
understanding of the evolving health care system.
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INTRODUCTION
LEGAL MANDATE AND PURPOSE

Section 19a-634 of the Connecticut General Statutes (see Appendix A} requires the Department of Public
Health (DPH) Office of Health Care Access (OHCA) to conduct an annual statewide health care facility
utilization study, establish and maintain an inventory of all Connecticut health care facilities, and
services and certain equipment and to develop and maintain a Statewide Health Care Facilities and
Services Plan. The Plan is intended to be a blueprint for health care delivery in Connecticut, serving as a
resource guide for planning for specific health care facilities and services. In 2012, OHCA issued its first
Statewide Health Care Facilities and Services Plan (Plan). This publication is a supplement to the 2012
Plan. It includes an updated discussion of the current health care environment in Connecticut and adds a
“population health” and “health equity” perspective, focusing on those who have experienced social or
economic disadvantages. While the 2012 Plan focused on standards, guidelines and rethodologies,
which will'be codified into regulation for use in the Certificate of Need (CON} review process, this Plan
focuses on the unmet health care need of vulnerable and at-risk populations and the alignment of public
health and health care initiatives that aim to address these needs. The 2014 planning process also
involved updating the 2012 inventory of health care facilities, services and equipment, available at
htto://www.ct.gov/dph/cwp/view.asp?a=3902&g=557564.

RELATIONSHIP TO THE CONNECTICUT STATE HEALTH ASSESSMENT AND IMPROVEMENT PLAN

Section 19a-7 of the Connecticut General Statutes (see Appendix B) establishes DPH as the “lead agency
for public health planning,” and charges the department with “assist[ing] communities in the
development of collaborative health planning activities which address public health issues on a regional
basis or which respond to public health needs having state-wide significance.” DPH is required to
prepare a multiyear assessment of the health of Connecticut's population and the availability of health
facilities and a plan that includes: (1} policy recommendations regarding allocation of rescurces; {2)
public health pricrities; (3) quantitative goals and objectives with respect to the appropriate supply,
distribution and organization of public health resources; and {4) evaluation of the implications of new
technology for the organization, delivery and equitable distribution of services.

Healthy Connecticut 2020, available at http://www.ct.gov/dph/hct2020, includes the State Health
Assessment (SHA) and the State Health Improvement Plan (SHIP), which were developed in 2013-2014
to identify priority public health needs and facilitate public health planning for residents of Connecticut.

Key findings from the SHA include:

= Chronic diseases and injuries are the leading causes of premature death and morbidity;
e Racial/ethnic minority groups suffer from many conditions at disproportionately higher rates;
¢ Specific age groups such as youth/young adults and older adults are more at risk for certain
canditions;
¢ Unhealthy behaviors such as binge drinking and prescription drug misuse have increased over
. the last decade; and
® HIV, smoking and teen pregnancy rates have declined over the last decade.
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Persons With Co-occurring Mental
and Substance Use Disorders

Katherine E. Waikins, M.D., M.S.ELS.
Audrey Burnam, Ph.D.

Fuan-Yue Kung, M.S.

Susan Paddock, Ph.D.

Objective; The delivery of appropriate treatment to persons who have
mental and substance use disorders is of increasing concern to clini-
cians, administrators, and policy makers. This study sought to describe
use of appropriate mental health and comprehensive substance abuse
care among adults in the United States with probable co-occurring dis-
orders. Methods: Data from the Healthcare for Communities survey,
which is based on a national household sample studied in 1997 and
1998, were used to identify individuals who had probable co-occurring
mental and substance use disorders. The sociodemographic and clinical
characieristics of these individuals and their use of services were
recorded. Logistic regression analysis was used to identify variables as-
sociated with receipt of mental health and substance abuse treatment
and with receipt of appropriate treatment. Resulis: Estimnates for the
U.S. adult population based on the weighted survey data indicated that
3 percent of the population had co-occurring disorders. Seventy-two
percent did not receive any specialty mental health or substance abuse
treatrnent in the previous 12 months; only 8 percent received both spe-
cialty mental health care and specialty substance abuse treatment. Only
23 percent received appropriate mental health care, and 9 percent re-
ceived supplemental substance abuse treatment. Perceived need for
treatment was strongly associated with receipt of any mental health care
and with receipt of appropriate care. Conclusions: Despite the avail-
ability of effective treatments, most individuals who had co-occurring
mental health and substance use problems were not receiving effective
treatment. Efforts to improve the care provided to persons who have co-
occurring disorders should focus on strategies that increase the delivery
of effective treatment. (Psychiatric Services 32:1062-1068, 2001)

he co-occurrence of mental
and substance use disorders, or
dual diagnosis, is highly preva-
lent, and the delivery of appropriate
treatment to persons who have dual
diagnoses is of increasing concern to
clinicians, administrators, and policy
makers (1-3). Epidemiologic data sug-

gest that of individuals who have a cur-
rent addictive disorder, aimost half
have a co-cccurring mental disorder;
among individuals who have a current
mental disorder, between 15 percent
and 40 percent have a co-occurring ad-
dictive disorder (4,5). Although some
of these co-occurring disorders are or-

The a;uthurs are affiliated with Rand, 1700 Mam Street, Santa Monica, California 90407 -

2138 (e-mail, kwatkins@rand,org),
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ganic brain syndromes caused by the
effects of substance use, the temporal
refationships between the disorders
and the high proportion of primary
lifetime conditions suggest that most
of them are primary independent dis-
orders—--~that is, one did not cause the
other {4). This independence implies
that most people who have co-occur-
ring disorders will need treatment for
both their mental illness and their sub-
stance use problems.

Although persons who have dual di-
agnoses use mental health and sub-
stance abuse treatment services more
frequently than persons who have only
one disorder, most report having re-
celved no mental health or substance
abuse treatment in the previous year
(4-6). Among those who seek ireat-
ment, the outcomes of substance
abuse and mental health treatment are
typically worse (7-17)—and treatment
costs higher {18-21)—than among
persons who have only one disorder.

There are multiple reasons for poor-
er treatment outcomnes. In addition to
the inherent difficulty of treating two
problems rather than one, a variety of
institutional, attitudinal, and financial
factors have been posited as affecting
the clinical processes of care, which in
turn affect outcomes (22-25). Sub-
stance abuse and mental health treat-
ment programs are funded and man-
aged separately, and coordination of
treatment regimens across established
bureaucracies has been difficult. The
two treatment systerns deal with
clients in different ways that may con-
flict or may fail for clients who have

PSYCHIATRIC SERVICES + August 2001 Vol 52 No. 8

P55



multiple problems. Because resources
in the public treatment system are
scarce, each system tries to exclude in-
dividuals who are likely to require
more resources, to fail in treatment, or
to cause disrupton to programs, This
it has been difficult to respond to the
needs of clients with dual diagnoses.

These systemic prablems lkely in-
fluence outcomes by affecting the de-
livery of appropriate care. However,
no studies have used a nationally rep-
resentative sample to assess the deliv-
ery of care to individuals who have co-
occurring disorders. It is not known
what individual-level factors—such as
demographic characteristics, per-
ceived need for treatment, and type of
health insurance—affect access to ap-
propriate care or what type of care in-
dividuals who have co-occurring disor-
ders receive. Current guidelines rec-
ommend that services for individuals
who have co-occurring disorders be
available regardless of the setting in
which the individual enters the service
system (26,27). The proportion of indi-
viduals who receive parallel or inte-
grated care or who receive care for
only one disorder is not known.

This paper describes care among
1J.S. adults with probable co-occurring
disorders. We examined the sociode-
mographic characteristics, health sta-
tus, and perceived needs of individuals
with co-occurring disorders, stratified
by type of mental health disorder. We
also looked at patterns of service use,
the appropriateness of the mental
health care these individuals are re-
ceiving, and the comprehensiveness of
the substance abuse treatment they
are receiving. Finally, we determined
factors that predict access to care and
the delivery of appropriate mental
health or comprehensive substance
abuse care.

Methods

Design

We used data drawn from the Health-
care for Communities (HCC) survey.
The HCC survey studied a selected
subset of adults who participated in
the Community Tracking Study
{CTS), a nationally representative
study of the U.S. civiian, noninstiti-
tionalized population (28}, Some de-
moegraphic data for our analyses came
from the parent CTS survey. The CTS

included both a national sampie and a
cluster sample of 60 randomiy selected
U.S. communities and was conducted
in 1996 and 1997. The HCC survey
was conducted from October 1997
through December 1998 and constst-
ed of a random sample of 9,585 CTS
respondents. The respondents were
interviewed by telephone; the average
duration of the telephone interviews
was 34 minutes.

To provide more precise estimates
of the need for and use of behavioral
health care, the HCC survey oversam-
pled individuals who had low incomes,
had high levels of psychological dis-
tress, or used specialty mental health
care, as indicated by their responses to
the CTS survey. The design of the
HCC survey has been described previ-
ously (29). We weighted the data so
that they would be representative of
the U.S. population, We used CTS
data to adjust for the probability of se-
lection, nonresponse, and the number
of households in the HCC survey that
did not have a telephone.

Measures
Independent variables. The short-
form Composite International Diag-
nostic Interview (CIDI) {30) was used
to assess the 12-month prevalence of
major depression, dysthiymia, or gener-
alized anxiety disorder and lifetime
mania on the basis of DSM-ITI-R crite-
ria. Screening items from the CIDI,
supplemented by additional items
from the full interview, were used to
assess for probable panic disorder (31).
To reduce the potential number of
false-positlve responses, we required
the presence of a limitation in social or
role functioning by using items from
the Short Form Health Questionnaire
(SF-12} and the Sickness Impact Pro-
file (32). The presence of chronic psy-
chosis was assessed by asking respon-
dents whether they had been hospital-
ized because of psychotic symptoms or
had ever been told that they had schiz-
ophrenia or schizoaffective disorder.
The Alcohol Use Disorders Identifica-
tion Test (33} and items adapted from
the CIDI were used to assess the pres-
ence of substance abuse or depend-
ence within the previous 12 months.
Physical and mental health function-
ing was assessed with use of the SF-12
mental and physical subscales (34) as
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well as a count of the number of chron-
ic medical conditions. Type of health
insurance was categorized as no insur-
ance, public insurance (Medicaid,
Medicare, or both), and private insur-
ance. We also asked the respondents
whether they had been on probation or
parole or in prison during the previous
12 months.

Outcome variables. Use of health
services during the previous 12 months
was determined by self-report and was
categorized as either primary care with
a behavioral health care component or
specialty behavioral health care. Pri-
mary care with a behavioral health care
component consisted of a clinicians
suggesting that the respondent reduce
his or her use of alcohol or drugs, re-
ferring the respondent to specialty be-
havioral health care, suggesting med-
ication for a substance use or menial
health problem, or counseling the re-
spondent for at least five minutes
about a mental health or substance use
problem. Specialty behavioral health
care distinguished between visits for
mental health care and visits for sub-
stance abuse treatruent. Mental health
visits included visits to a psychiatrist, a
psychologist, a social worker, a psychi-
atric nurse, or a counselor for an emo-
tional or mental health problern; sub-
stance abuse visits included inpatient
and outpatient visits for a substance
use problem and excluded participa-
tion in self-help groups, such as Alco-
holics Anonymous.

We defined integrated treatment as
receipt of both mental health care and
substance abuse care from one
provider, which was determined by
asking respondents whether they re-
ceived treatment for both a mental
health problem and a substance use
problem at a single visit. Parallel treat-
ment was defined as receipt of mental
health care and substance abuse care
from different providers during a 12-
month period.

For persons who had a probable dis-
order, appropriate care for a bipolar or
psychotic disorder was defined as use
of any antipsychotic or mood stabilizer
during the previous year. Appropriate
care for a depressive or anxiety disor-
der was defined as receipt of appropri-
ate counseling or use of psychotropic
medication during the previous year
For counseling to be considered ap-
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Table 1

Estimated percentage of adults with co-occurring mental and substance use dis-
orders in the U.S, population in 1998 who had the indicated characteristic, by psy-

chiatric diagnosis

Probable diagnosis

Depressive or anxiety  Bipolar or psychotic
disorder (N=180) disorder (IN=96)

Characteristic % ormean  SE! % ormean  SE
Age (mean years) 38 17 35 2.8
Sex (%)

Female 31 4.9 30 6.5

Male 69 4.9 70 6.5
Race

White 79 4.5 56 7.6

Black 10 2.7 35 7.6

Hispanic 11 4.0 9 4.0
Family income (mean, in thousands

of dollars) 47 10.6 32 3.0
Employment status (%)

Employed a1 2.5 78 5.0

Unemployed 9 il 22 5.0
Years of education (mean and SD) 13 A 12 2
On probation or parole or in prison

during previous 12 months (%) 10 2.6 14 4.7
Health insurance (%)

None 22 4.0 34 7.3

Public 19 4.5 22 6.6

Private 59 5.0 44 6.9
Number of chronic medical conditions

(mean)? 2 2 2 3
Physical functioning score on SF-12

{mean) ? 45 5 44 7
Emotional functioning score on

SF-12 (mean) 3 41 7 44 8
Perceived need for mental health care (%)

Yes 51 54 55 s

No 49 5.4 45 70
Perceived need for substance
abuse care {%) '

Yes 23 3.6 22 5.2

No 77 3.6 78 52

! Based on a weighted sample size
2 Range, 0 to 11

3 Possible scores range from 0 to 100, with higher scores indicating better health.

propriate, the respondent had to have
had at least four visits in the previous
year, but information on the type of
counseling was not recorded. Appro-
priate medication for a depressive or
anxiety disorder was defined as use of
an efficacious antidepressant or an-
tianxiety medication for at least two
months at a dosage exceeding the min-
imum recommended dosage, as estab-
lished by national guidelines (35,36).
The relationship between dosage and
effectiveness is less clear for antipsy-
chotics and mood stabilizers, and varies
according to age, diagnosis, and ad-
verse effects. Thus although respon-
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dents were asked about dosages of
these medications, the data were not
analyzed.

For respondents who had multiple
psychiatric disorders, we assessed the
appropriateness of care for the most
significant disorder on the basis of a hi-
erarchy in which bipolar or psychotic
disorder was ranked highest, major de-
pression second, dysthymia third, pan-
ic disorder fourth, and generalized anx-
lety disorder fifth.

We defined comprehensive care for
a substance use disorder as consisting
of inpatient or outpatient substance
abuse treatment that included a physi-
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cal exarnination, a mental health evalu-
ation, or job or relationship counseling.
The management of medical and men-
tal health problems and the provision
of appropriate treatment improve the
overall health and functioning of per-
sons who are in recovery (37-39), and
the provision of job or relationship
counseling is likely to be an indicator of
programs that provide comprehensive
services. The number of services pro-
vided is related to treatment retention
and to a variety of outcomes (40,41).

Statistical analyses

We used SUDAAN software (42) to
estimate individual-level characteris-
tics and to fit multivariate logistic re-
gression models to the data. All esti-
mates were weighted, and standard er-
rors of the multivariate logistic regres-
sion estimates were adjusted to ac-
count for the complex design of the
sample and clustering of individuals
within communities.

Separate multiple logistic regres-
sions were used to predict the four de-
pendent variables—receipt of any spe-
cialty mental health care, receipt of any
substance abuse care, receipt of any
appropriate mental health treatment,
and receipt of any comprehensive sub-
stance abuse treatment. We used the
Aday and Andersen (43) model of
health services use to select independ-
ent variables for inclusion in the mod-
els. Predictor variables were selected
from each of the three components of
this model—predisposing characteris-
tes, enabling resources, and need for
treatment—and were included in the
model if they were bivariately associat-
ed with the dependent varfable at a sig-
nificance level of less than .20.

Because the number of predictors
based on the Aday and Andersen mod-
el is large relative to the number of ob-
servations available for analysis, we
were concerned about overfitting in
our multivariate logistic regression
analyses. To address this concern, we
selected a final set of variables for each
logistic regression on the basis of a
backwards-elimination variable-selec-
tion procedure in which a logistic re-
gression coefficient was retained in the
final model only if it was significant at
p<.10. There was no requirement for
any specific variable to be included in
the model.
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Results

A total of 180 respondents (2 percent)
had a probable 12-month depressive or
anxiety disorder and a substance use
disorder, and 96 respondents (1 per-
cent) had a bipolar or psychotic disor-
der and a substance use disorder. Table
1 presents the 1998 survey data for re-
spondents with dual diagnoses weight-
ed to reflect the U.S. population, strat-
ified by type of mental illness.

Table 2 presents estimates based on
weighted survey data of the types of
treatment received by adults with co-
occurring mental and substance use
disorders in the United States. The es-
timates indicate that 17 percent re-
ceived alcohol, drug, or mental health
treatment only from a primary care
provider, and 23 percent received
some treatment from a primary care
provider and some from a specialty
provider. Seventy-two percent did not
receive any specialty mental health or
substance abuse treatment in the pre-
vious 12 months, and 8§ percent re-
ceived both mental health and sub-
stance abuse treatment, either parallel
or integrated. Among persons with a
probable depressive or anxiety disor-
der, 32 percent received appropriate
treatment; of those with a bipolar or
psychotic disorder, 19 percent received
an appropriate medication.

Estimates for persons in substance
abuse treatrment showed that 4 percent
received a physical examination, 7 per-
cent received a mental health evalua-
tion or treatment, 2 percent received
employment counseling, and 5 percent
received some form of relationship or
family counseling.

The associations between specific
predictor variables and receipt of any
mental health care or of any appropri-
ate mental health care for individuals
who had a probable co-occurring disor-
der are shown in Table 3. As we expect-
ed, women were more likely than men
to have received any mental health care
or appropriate mental health care. Hav-
ing either public or private health in-
surance was also associated with receipt
of mental health care; those with either
type of insurance were significantly
more likely to receive care than those
with no insurance.

Although individuals who had a
probable bipolar or psychotic disorder
were twice as likely to have received

Table 2

Estimates of treatment received in 1998 by U.S. adults with co-occurring mental

and substance use disorders

Characteristic % SE!

Received alcohol, drug, or mental health treatment from a

primary care provider 40 4.1
Treatment only from a primary care provider 17 3.1
Some treatment from a primary care provider and some from

a specialty provider 23 3.6

Use of behavicral health care
No use T2 3.5
Mental health care only 16 2.6
Substance abuse care only 4 1.4
Parallel treatment 4 1.0
Integrated treatment 4 1.5

Received appropriate mental health care 23 31

Received comprehensive substance abuse care 9 2.1
Physical examination 4 1.3
Mental health evaluation or treatment 7 L9
Job counseling 2 1.1
Relationship or family counseling B 1.4

1 Based on weighted sample size

any mental health care as those who
had a probable depressive or anxiety
disorder, they were less likely to have
received appropriate mental health
care. Fach additional chronic medical
condition increased the expected odds
of receipt of any appropriate mental
health care by 1.2. Perceived need for

mental health care was also assoclated
with receipt of care and with receipt of
appropriate mental health treatment.
Age, race, employment status, income,
number of years of education, and
physical and emotional functioning
were not associated with the receipt of
any mental health care or with the re-

Table 3

Predictors of receipt of any mental health care or appropriate mental health care
among adults with co-occurring mental and substance use disorders

Any mental health Any appropriate mental
care (N=274) health care (N=254)

Variable Odds ratio  95% CI Odds ratio 95% CI
Sex

Male 1.0 — 1.0 —

Female 2.7 1.2-6.1 2.7 1.1-6.6
Probable diagnosis

Depressive or anxiety disorder 1.0 — 1.0 —

Bipolar or psychotic disorder 2.0 96-4.3 .21 .09-.54
Type of health insurance

None 1.0 —_ — —

Public 8.2 2.5-27.8 — —

Private 3.2 1.1-9.3 — —
On probation or parole or in prison
during previous 12 months

No ' 1.0 — — —

Yes 3.8 1.1-12.7 — —
Number of chronic medical

conditions — — 1.2 1.0-1.4
Perceived need for mental health
treatment .

No 1.0 — 1.0 —

Yes 10.9 4.5-26.1 2.9 1.3-6.3
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Table 4

Predictors of receipt of any substance abuse care or comprehensive substance
abuse care among 275 adults with co-occurring mental and substance use disor-

ders
Any substance Any comprehensive
abuse care substance abuse care
Variable Odds ratic  95% CI Odds ratio  95% CI
Age — — 97 94-1.0
On probation or parcle or in
prison during previous 12 months :
No 1.0 —— 1.0 —
Yes 4.1 1.3-13.6 3.6 1.1-12.3
Perceived need for mental
heaith treatment
Ne — — 1.0 —
Yes. — — 3.2 J77-13.3
Perceived need for substance
abuse treatment
No 1.0 — 1.0 —
Yes 22.5 7.2-70.4 23 6.5-81.4

ceipt of appropriate mental health
care. ' '

Table 4 shows the effects of specific
predictor variables on receipt of any
substance abuse care or any compre-
hensive substance abuse care among
individuals who had a probable co-oc-
curring disorder. Similar to the results
shown in Table 3, most predictor vari-
ables that we screened for inclusion
were not associated with the depend-
ent variables and thus were not includ-
ed in the final models. Having been on
probation or parole or in prison in the
previous 12 months was positively asso-
ciated with receipt of any substance
abuse care and with receipt of compre-
hensive care. Perceived need for sub-
stance abuse care was also highly asso-
ciated with receipt of any care and with
receipt of comprehensive treatment.
The type of co-occurring disorder was
not assoclated with receipt of any care
or of comprehensive care, and neither
was sex, race, type of insurance, em-
ployment status, income, number of
years of education, co-occurrence of
medical conditions, or physical or men-
tal health functioning.

Discussion

This study had several limitations. We
identified respondents who had proba-
ble disorders on the basis of self-report-
ed screening variables and did not con-
firm the diagnoses with diagnostic in-
terviews. We relied on self-report to
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identify individuals who had substance
use problems. Self-report may result in
underestimation of the true prevalence,
especially in the case of persons who
are using illicit drugs. In addition, the
HCC survey is based en a household
sample. Many individuals who have se-
vere mental illness and who abuse sub-
stances are homeless {44-46) or institu-
tionalized (5} and thus would lkely
have been excluded from the survey.
Our measures of service use and
treatment were also limited, Our defi-
nitions of service use and appropriate
treatment were lendent, and our clini-
cal measures of treatment Jacked de-
tail. For individuals who had a proba-
ble depressive or anxiety disorder, ap-
propriate mental health treatment con-
sisted of at least four visits during
which counseling or appropriate med-
ication at therapeutic dosages was pro-
vided; for persons who had a bipolar or
psychotic disorder, such treatment
consisted of an appropriate medication
at any dose. We were unable to deter-
mine the content of the counseling vis-
it or whether the counseling was effec-
tive. We were also unable to assess
whether therapeutic dosages of med-
ication were provided to persons who
had probable bipolar or psychotic dis-
orders. Some of the individuals whom
we categorized as having received ap-
propriate {reatrnent thus may not in
fact have received such treatment. Cur
measures of comprehensive substance

abuse treatment were also broad and
consisted of any treatment that includ-
ed a physical examination, a mental
heaith evaluation or treatment, or joh
or family counseling, We believe that
these are indicators of good-quality
care, but we did not evaluate the qual-
ity of care directly.

Several million Americans suffer
from co-occurring mental health and
substance use disorders (3). Our data
show that the majority of those in our
study had received no mental health or
substance abuse treatment in the pre-
vious 12 months, confirming the re-
sults of earlier studies (4,5). This lack of
treatrnent included both specialty visits
and visits to a primary care provider
during which behavioral health prob-
lems were addressed. In addition,
many individuals did not receive care
that was consistent with current treat-
ment recommendations. Among the
patients who had a probable co-occur-
ring disorder, fewer than a third re-
ceived appropriate mental health treat-
ment, and only 9 percent received any
supplemental substance abuse servic-
es, Despite the recommendation that
individuals who have co-occurring dis-
orders receive treatment for both their
mental health and substance use prob-
lerns, only 8 percent received either in-
tegrated or parallef treatment.

Receipt of mental health care was
particularly uncommon among men
and among persons who had no health
insurance. Among the genera! popula-
tion, health insurance status and gen-
der are both important predictors of
the use of health care services {47,48).
The men in our sample were aiso less
likely to have received appropriate
mentat health care.

Persons who had a probable hipolar
or psychotic disorder were much less
likely to have received appropriate
mental health treatment than those
who had a probable depressive or anxi-
ety disorder. This finding may be relat-
ed to the introduction of new medica-
tions for depression and anxiety that
make it easier to treat depressive and
anudety disorders or may have been be-
cause our screening instruments cap-
tured a number of individuals who did
not have a psychotic or bipolar disorder.

Perceived need for treatment was a
strong predictor of receipt of mental
health and substance abuse care as
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well as appropriate mental health
treatment and comprehensive sub-
stance abuse treatment. Although it is
possible that a person who receives
treatment becomes more aware of his
or her need for care, the strong rela-
tionship we found suggests that public
programs to increase recognition of
the need for mental health or sub-
stance abuse treatment may be an im-
portant strategy for increasing access
to effective care. Public education pro-
grams may also help to decrease the
stigima associated with mental illness
{49). Having been on probation or pa-
role or in prison during the previous
year was also assoclated with receipt of
any substance abuse treatment and
with receipt of comprehensive sub-
stance abuse treatment, This finding
suggests that the criminal justice sys-
tem may facilitate access to substance
abuse treatment for individuals who
have co-occurring disorders,

The low levels of treatment use are
of particular cencern because of recent
studles suggesting that treatment im-
proves a variety of outcomes, Effective
treatments exist for depressive, anxiety,
and psychotic disorders and have been
recommended through national treat-
ment guidelines (35,50- 53). Some ev-
idence from clinica; trials suggests that
treatment of depressive and anxiety
disorders among substance abusers is
also effective (54-59). Studies suggest
that for individuals who have chranic
or severe mental iliness, integrared
rather than parallel treatment pro-
grams are superior (§0).

At a minimum, most experts agree
that individuals who have co-occur-
ring disorders should be receiving
cate for both their mental health and
substance use problems (27). Al-
though there is less consensus about
what constitutes effective substance
abuse treatment, many studies have
shown that the management of med-
ical and mental health care problems
and the provision of appropriate
treatment improve the overall health
and functioning of pecple who are re-
ceiving substance abuse treatment
{37-39). In addition, the number of
services provided is related to treat-
ment retention and to a variety of oth-
er outcomes (40,41) and is an indica-
tor of good-quality substance abuse
treatment.

Conclusions

Despite the availability of effective
treatiments and treatment models for
both mental illness and substance
abuse, most persons who have co-oc-
cuwrring disorders are not recelving
care. Many of those who do receive
care are mot receiving effective care.
Our findings are particularly worri-
some given the broad definitions of
appropriate and corhprehensive care
we used and may explain why individ-
uals with co-nceurring disorders have
poor treatment outcomes,

Clinicians, adrministrators, and poli-
cy makers can use these results in sev-
eral ways. Clinicians can recognize
that they may not be providing appro-
priate care and can review their prac-
tice patterns to determine whether
they can identify individuals with co-
occurring disorders who may benefit
from more effective treatment, Ad-
ministrators can address the paucity of
substance abuse services provided in
mental heaith treatment programs
(61) and the lack of mental health
services provided in substance abuse
treatment programs (62,63). Policy
makers can address the lack of fund-
ing for integrated treatment programs
for individuals who have serious men-
tal illness and substance use proh-
lems. Efforts to improve the quality of
care provided to people who have co-
occyrring disorders should focus on
strategies that improve the delivery of
effective treatments. +
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ANNCO CONSULTING LLC, CERTIFIED PUBLIC ACCOUNTANT
4634 WHITE PLAINS ROAD

BRONX, NY 10470

Phone: (718) 882-7500

Fax: {718} 708-4157

INFO@ANNCOCONSULTING.COM

May 11, 2016
NEW ERA REHABILITATION CENTER INC.

3715 MAIN STREET
BRIDGEPORT, CT D6606

Dear Sir,

| have prepared the 2015 Form 1120S for NEW ERA REHABILITATION CENTER INC. based on the information you
provided. The return has been successfully e-filed and a copy is enclosed for NEW ERA REHABILITATION CENTER
INC.'s records.

NEW ERA REHABILITATION CENTER ING.'s 2015 federal taxes have been paid in full.

| have also prepared the 2015 Connecticut 1065/11208i tax return based on the information you provided. The 2015
refurn for NEW ERA REHABILITATION CENTER INC. has been successfully e-filed and a copy is enclosed for NEW ERA
REHABILITATION CENTER INC.'s records,

The 2015 Connecticul taxes have been paid in full.

If you have any quesiions about the returni{s} or about NEW ERA REHABILITATION CENTER INC.'s tax situation during
the year, please do not hesitate to call me at (718) 882-7500. | appreciate this opportunity to serve you.

Sincerely,

ANNCO CONSULTING LLC, CERTIFIED PUBLIC ACCOUNTANT
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Federal
Tax Return

NEW ERA REHABILITATION CENTER INC.

2015

ANNCO CONSULTING LLC, CERTIFIED PUBLIC ACCOUNTANT
4834 WHITE PLAINS ROAD
BRONX, NY 10470
Phene: (718) 882-7500
Fax: (718) 708-4157
INFO@ANNCOCONSULTING.COM
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» .
Form 1 1 2(]}573 U.S. Income Tax Return foran S Corporatlon OMB No. 1545-0123
P Do not file this form unless the corporation has filed or is
departmertt of the Treasury attaching Form 2553 to elect to be an S corporation. @@'1 5
internal Revenue Service > Information about Form 1120S and its separate instructions is at www.irs.gov/form1120s,
For calendar year 2015 or tax year beginning , ending
A S election effective dale Name D Employer identification number
sty Lo Tt on it aiehs Vo i 02.0596949
B Businass activity code ’ i ’ o ! ’ E Date incorporated
number (see instructions) 3715 MAIN STREET
OR City or town Slale ZIP code 3/2{2002
PRINT |BRIDGEPORT CT 06606 ‘ Total assets (see instructions)
621498 - Foreign country name Foreign province/state/county Foreign postal code 3
C CheckifSch, -3 atiached || | 1,746,642
G s the corporation electing Lo be an S corporation beginning with (his tax year? [ Jves [ ] nodfiva sh Form 2553 if not already filed

H Checkif: (1) [:l Final return (2) D Name change (3) I:I Address change  {4) [l Amended

I Enter the number of shareholders who were shareholders dunng any part of the lax year . .. . B 2
Cawhon Include only trade or business i income and expenses on fines 1a 1hrough 21. See the |nslrucl' information
1a Grossreceipts orsales. . . . . . . ..o e e e 1a i
b Returns and allowances . . . . e e e e e e e e e e ib bl
o ¢ [Balance. Subtract line 1b from line 1a B 1c 3,4'('&307
E 2 Coslof goods sold (attach Form 1125-A) . . 2
8 | 3 Gross profit. Subtract line 2 from line 1c . . 3 3,478,307
= 4 Netgain (loss) from Form 4737, line 17 (attach Form 4797) 4
5  Otherincome (loss) (see instructions—attach statement) s 5
6__ Totalincome {loss). Add lines 3 through 5 : s 6 ;314'79‘307
(’g‘ 7 f‘on1pen5'wtron of officers (see instructions — attach Form 1125 E) 7 _ 579,(_377
'% 8  Salaries and wages (less employment credits) 8 1,516,611
E 9 Repairs and maintenance 9 37,925
E 10 Baddebts . 10 ]
> | 11 Rents i 1 296,312
§ | 12 Taxes and licenses 12 147,145
S | 13 Interest 13 22,523
‘@ | 14  Depreciation not c,larmed en Form 1125 Aor else di 14 7,449
'é 15  Depletion (Do not deduct oil and gas depletion.) 15
£ 116  Adverlising Eow on o 16 2,000
9 |17  Pension, profitsharing, etc., plans 17
.g 18  Employee benefit programs 18 59,621
g | 19 Other deductions (attach statement) 4 19 . 288,613
'g 20  Total deductions. Add lines 7 -_-{«E" > 20 3,657,578
QO | 21 Ordinary business income (los$) : : i 21 -178,271
22a Excess net passive income or gl ce instruetions) ... J22a
0 b Tax from Schedule D (Form 1712{% {22b B
5 ¢ Add lines 22a and 22b (see instruclidfsife ) FOU LB EE BB BE W 22¢ ] i 0
£ | 23a 2015 estimated tax paymenits and 201 “Q@payment credited to 2015, . |23a
o b Tax deposited with F¢ ‘EN’DM - C e o .. . . .|23b
n. ¢ Credit for federal tax pa Vi Form 41 36) T 13 ¥y
B | d Addines 23a farglBr 23c Wi s BEE EE HGE @ 250 0
;3 24 Estimaled tay e J“a.ii;/ (see ipstruedions). Check :f Form 2220 is attached GE AR T Y 3 I:l 24
|"_U 25  Amount owed, Ifline 23 Hsismaller than the total of lines 22¢ and 24, enter amount owed 25 0
26 Overpayreh thline 23d larger than the total of lines 22¢ and 24, enter amount overpaid . .. . 128 0
27  Enter amount | 1‘6hhiher2’§€(3redrted to 2016 estimated tax ¥ l Refunded B | 27 7 0
Under penalties of [:)er]ury‘ mrzﬁlare that | héve examined this return, including ac.cor'npanying schedules and slatements, and to the best of my knowledge and belief, it is lrue, comrecl,
and complete. Declaration of preparer (other lhan taxpayer) is based on all information of which preparer has any knowledge. May the IRS discuss this retum
. with the preparer shown helow
Slginl b ’ (see insiructions)? I:I Yes No
Here " T Signature of officer ) o Date Title
Print/Type preparer's name Preparer's signalure Date Check I:l it PTIN
Paid ANIKE BOLARINWA 5/11/2016 | sellemployec | QNN
Preparer | Fim's name B ANNCO CONSULTING LLC, CERTIFIED PUBLIC ACCOUNTAN Fimsen > i
Use Only Firm's acldress B 4634 WHITE PLAINS ROAD ' Phone no. (718) 882 7500
City BRONX State  NY ZProde 10470
For Paperwork Reduction Act Notice, see separate instructions. Form 11208 (2015)
HTA
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Form 11208 (2015) NEW ERA REHABILITATION CENTER INC. ‘ 02-0596949 Page 2

IEIMEIEEW Other Information (see instructions)

Check accounting method: a - Cash b D Accrual

c l:] Cther (specify) b
2 See the instructions and enter the:

nominee or similar person? If "Yes," attach Schedule B-1, Information on Cerain Shareholders of an S Corporation .

4 Atthe end of the tax year, did the corporation:
a Own directly 20% or more, or own, directly or indirectly, 50% or more of the total stock issued and outstandiqq% any

foreign or domestic corporation? For rules of constructive ownership, see instructions. If "Yes," complete (i) th‘f” gh (v)
DEIOW . . . . o e e e

Yes| No

X

(if} Employer Identification Number {iii) Country of

(f) Name of Corparation (if any) Incorporation

X

[ii} Employer ldentification Number

{i} Name of Entity (if any)

[v) Maximum Percentage Owned In Profit,
Loss, or Capital

5 a Atthe end of the tax year, did the'cor'poration have any outsignt ing shares of restricted stock? .
If"Yes," complete lines (i) and (i) below.

(i)  Totalshares of restricted stock . . . . . . . &F . <L b

(ii) Total shares of non-restricted stock . { f .

b Atthe end of the tax year, did the corporation have any Ll ndlng stoc options, warrants, or similar instruments? .

If "Yes," complete lines (i) and (i) below.

(i) Total shares of stock outstanding at thd® ‘ ;

(i) Tola! "iIEIIC‘S of stock outstandlng 1fnstr b were exaecuted P

7 Check this box if the corporation issUBHIAL y ; ebt instruments with Drlglna! issue discount .

If checked, the corporation may ‘g@! | , Information Return for Publicly Offered Original Issue Dlscounl
Instruments.

8  Ifthe corporation: (a) was a C corporatior :
sset with a basis detegﬁ d by reference fthe basis of the assel {or the basis of any other property) in
the- hands ofa C corpora*ﬁo@\ nd (b) hﬁ@t unrealized built-in gain in excess of the net recognized built-in gain
from prior years, & Iarv e ngﬁl'. i uilt-in gain reduced by net recognized built-in gain from prior years (see
instructions) . fii( ey
9  Enlerthe acc:u;m

pated eaml,[} and proﬂs of the corporation at the end of the tax year. 3

n satisfy é}fh of the following conditions?

b Qe! ts (see instructions) for the tax year were less than $250,000 .

The corporation's toia!- asseis at the end of the tax year were less than $250,000 .

If"Yes," the corporation is not required to complete Schedules L and M-1.

11 During the tax year, did the corporation have any non-shareholder debt that was canceled, was forgiven, or had the
terms modified sc as to reduce the principal amount of the debt? -

If"Yes," enter the amount of principal reduction - $

12 During the tax year, was a qualified subchapter S subsidiary election terminated or revoked? If "Yes," see instructions .
13 a Did the corporation make any payments in 2015 that would require it to file Form(s) 10997 .
b _If"Yes " did the corporation file or will it file required Forms 10997 .

X

X

X

P67
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Form 11208 (2015)  NEW ERA REHABILITATION CENTER INC.

02-0596949  Page 3

|l§mmjmml Shareholders' Pro Rata Share Items Total amount
1 Orclinary business income (loss) (page 1 line 21) 1 -178,271
2 Net renlal real estate income (loss) (altach Form 8825) 5 oG 2 '
3a  Other gross rental income (loss) : 3a s
b Expensas from other rental activities (attach statemem) 3b LA
w G Other net rental income (loss). Subtract line 3b from line 3a 3¢ 0
3 4 Interestincome - 4
=L 5  Dividends: a Ordinary dl\ndends wow @ o s 5a
@ b Qualified dividends . . | b | [
[0: 6  Royalties. X ; b 8
g 7 Netshort-term capltal gain (Ioss) (attach Schedule D (Form 11208)) T (Y
- 8a  Netlong-term capital gain (Joss) (attach Schedule D (Ferm 11208)) . ; ‘Ba
by Collectibles (28%) gain (loss) . . ﬁﬁ% R
& Unrecaptured section 1250 gain {attach statement) ; Eﬁ
9 Netseclion 1231 gain (loss) (attach Form 4797) . 9
10 Other income (loss) (see instructions) . . . . Type > 10
s 11 Section 179 deduction (attach Form 4562) 11
6 | 12a Charitable contributions . 12a 200
3:’:; b Investment inlerest expense . P B B E & o4 12b
= ¢ Section 59(e)(2) expenditures (1) Type » 12¢(2)
Q d  Other deductions (see instructions). . . . . . Type P 12d
13a  Low-income housing credit (sectidn 42()(5)) ' 13a
b Low-income housing credit (other) . - 13b
@ ¢ Qualifled rehabllitation expenditures (rental real estate) (attach« 13c
E(E d  Other rental real estate credits (see instructions) . 13d
(‘5 ¢ Other rental credits (see instructions) . 13e
f Biofuel producer credit (attach Form 6478) 13f
g Other credits (see instructions) . 13g
| 142 Name of counlry or U.S. possession B 10y ¢
b Gross income from all sources 3 14b
¢ Gross income sourced at shareholder level 14c
Foreign gross income sourced at corporat \ REN.
Passive: category . 14d
@ e Beneral category _ 1'4_e
g f Other {attach statement) . 14f
= Deductions allocated and apportof ik
o ¢ Interest expense 14g
& h Other . . . . 14h
= Deductions aIIocated and a
5 i Passive category . .4 14i
g j General category . 14
e k Other (attach statement) . 14k
Other |nforma§e; G o il
I Total foreign {43 Q3?(cmeck ongi® » [ | Paid [ ] Accrued 14l
m Reductmn;m;tﬂgxes a??’l blaffar credit (attach statement) 14m
n_ Other JBrel nrtax |nform‘§tim: (attach statement) I
< 152 Posti E)BS deprecjafien adjustment . 15a
28gl b Adiu,t\ I\gaTn orlo 5 15b
E“ §§ ¢ Depleti gt[;gg’}t% oil and gas) 15¢
gE g d Oil, gas, ancl‘?'gabthermal proper‘uES—gruss income . 15d
< és 2 Qil, gas, and geothermal properties—deductions . 15e
f Other AMT items (attach statement) . 15f
2 . 16a Tax-exempt interest income ' 16a
o 2., b Other tax-exempt income 16h
b, s z ¢ Nondeductible expenses . 16¢c | 34
:éz %m d Distributions (attach statement if requnred) (see mstrucncms) 16d
= e Repayment of loans from sharehclders . 16e
- Form 11208 (2015
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Form 11208 (2015)  NEW ERA_REHABILITATION CENTER INC. 02-0596949  Page 4

: i Shareholders' Pro Rata Share Items (continued) Total amount

S 17a Investmentincome . . . . . . . L L L L L L 17a
EE b investmentexpenses . . . . . . e I i
0.53 ¢ Dividend distributions paid from accumulated earnings and prefits . . . . . . . . . . . 17¢

= d Other items and amounts (attach statement) ; -
55 |
&8 | 18 Incomefloss reconciliation. Combine the amounts on lines 1 through 10 in the far right
D: column. From the result, subiract the sum of the amounls on lines 11 through 12d and 141 . 18 -178,471

I“_jch Balance Sheets per Books Beginning of tax year G End of tax year
Assets {a) (d)

1 Cash 77,983
2a Trade notes and accounis receivable . . . . £
b Less allowance forbaddebts . . . . . . . . ; 0
3 nventories . . ..., L. L L. PR o 23873

4 U.S government obligations . . . . . . . . B eics
5  Tax-exempt securities (see instructions) . . . ]
6 Other current assets (attach statement) . . .
7 loanstoshareholders . . . . . . . . . . . —
8 Mortgage and real estate loans . . =
9 Otherinvestments (attach statement) . . . . . P A VR A A { :
10a Buildings and other depreciable assets . . . . 599,304 | { - 998,304 |k b st
b Less accumulated depreciation . . . . . . : 552,493,480 1] 559,942 39,362
11a Depletable assels C .. ' POy ‘
b Less accumulated depletion . . . . . . . . 0 0
12 Land (net of any amortization) . ' o P RS Y
13a Intangible assets (amortizable only) T 2,074,042 | i atiim et i g
b lLess accumulaled amortization . . 1,900,573_ 1,368,618 1,605,424
14  Other assets (attach statement) . . . . . . g
15 Total assets . . R 2,027 852 1,746,64_2
Liabilities and Shareholders' Equity B e T K Traks B
16 Accounts payable . . . . . . . . . - \ b 38 -
17 Mortgages, noles, bonds payable in less than 1 year . . - . 337,300 | © AT 234,595
18  Other current liabilities (attach statement) . .4 g , A S
19 Loans from shareholders F
20 Morlgages, notes, bonds payable in 1 year orm !
21 Other liabilities (zttach statement) . 4 R S WA
22  Capital stock . - 1,012462 | -~ S 1012462
23 Additional paid-in capital . ; gt
24 Relained earnings . % 678,090 | o ve ' 499,585
25  Adustments to shareholders' equity (attac i e
26  Less cost of treasury stock 5 : o i ;
27 Total liabilities and shap8hplders’ equity 2,027,852 ‘ i ot 1,746,642
i : Form 11208 (z015)
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Form 11205 (2015) NEW ERA REHABILITATION CENTER INC, 02-0596943  Page 5
I Reconciliation of Income (Loss) per Books With Income {Loss) per Return
Note: The corporation may be required fo file Schedule M-3 (see instructions)
1 Netinceme (loss) per bocks -178,605| 5 Income recorded on backs this year not included
2 income included on Schedule K, lines 1, 2, 3¢, 4, on Schedule K, lines 1 through 18 (itemize):
Sa, 6, 7, 8a, 9, and 10, nat recorded on books this a Tax-exemptinterest s
year fitemize): 0
3 Expenses recorded on books this year not 6 Deductions included on Schedule ¥, lines
included on Schedule K, lines 1 through 12 ’ 1 through 12 and 14l, not charged
and 141 (itemize): against book income this year (itg
a Depreciation $ a Depreciation 5
b Travelandentertainment & 34 L 0
________________________________ 347  Addlnes5and6 . 0
Add tines 1 through 3 .. -178,471]| 8 Income {loss) {Schedule K, fire -178,471
e : Analysis of Accumulated Ac!justments Account, Other Adjustments Accd

Undistributed Taxable Income

Previously Taxed (see instructions)

Balance at beginning of tax year .

Ordinary income from page 1, line 21

Other additions

Loss from page 1, line 21

Other reductions . .

Combine lines 1 through 5 o
Distrihuticns other than dividend distributions
Balance at end of tax year, Subtract {ine 7 from line 6

(== = I S

{a} Accumulated
adjustments account

[c) Shareholders' undistributed
taxable income previously taxed

578,090

-178,271
0 0
0 0
Form 11203 (2015)
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NEW ERA REHABILITATION CENTER INC.
3715 MAIN STREET —
BRIDGEPORT, CT 06606

May 11, 2016

EBENEZER KOLADE
38 CRAWFORD ROAD
WESTPORT, CT 06880

RE:NEW ERA REHABILITATION CENTER INC.
02-0586949

Enclosed is your current year Schedule K-1 (Form 1120S)demtF :-renced account. The amounts
shown are your distributive share of the S corporation's Gt dictions and credits incurred during the
year and are to be reported on your income tax return. & amount§imay differ from the distributions you
actually received during the year. The difference may be ‘di

10 a pilmber of factors including the allocatior
of fees or other deductions, exclusion of tax-exe Apt i olijgivdriance between your taxable year and
that of the & corporation. iy

If applicable, state tax information has beerfé
state lo stale, the presentation of the sta

provided is based on your state of residens
not listed, please contact us at the n

: the K-1. Since income tax requirements vary from
1848 will be different for each state. The information

om our retords. If information for your state of residence is
\WY,

Sincerely,

NEW ERA REHA LI TATION

i
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Schedule K-1
(Form 11208)

Depariment of the Treasury
Internal Revenue Service

2015

For calendar year 2015, or tax

year beginning , 2015

E71LL3

OMB No. 1545-0123

|:| Final K-1 | I:l Amended K-1

XM - Shareholder's Share of Current Year Income,

. Deductions, Credits, and Other items

1 Crdinary business income (loss) 13 Credits

-89,135

ending ,20

Shareholder's Share of Income, Deductions,
Credits etc B See back of form and separate Instructions.
- 5, . )

2 | Netrental real estale income (ioss)

3 Other net rental income (loss)

BRI information About the 'Cd.épb'}gﬁdh

4 Interest income

A Corporation's employer identification number

02-0596949

5a | Ordinary dividends

i

B Corpnraﬁnn's name, address, city, state, and ZIP code

NEW ERA REHABILITATION CENTER INC.
3715 MAIN STREET
BRIDGEPORT, CT 06608

5 "ﬂ.ﬁgn transactions

o

Qualified dividends

6 Royalties

T IRS Center where corporation filed return
e-file

8a | Netlo

Iﬂmm lnfdrm;ation Abbutthé .Shai‘*'éjjj(;l_d:e;r-._,__"

D Shareholder's identifying number Shareholder: 1

.

Adisection 1250 gan

E  Shareholder's name, address, city, state, and ZIP code

4231 gain (loss)

EBENEZER KOLADE Other income (loss) 15 | Alternative minimum tax (AMT) items
38 CRAWFORD ROAD
WESTPORT, CT 06880
F Shareholder's percentage of st-ock
ownership fortax year. . . ., . . . . . .
‘Section 179 deduction 16 Itemns affecting shareholder basis
C 17
Cther deductions
100

17 Qther information

* See attached statement for additional information.

FFor Paperwork Reduction Att Notice, see Instructions for Form 112085.
HTA

IRS.govform1120s

Schedule K-1 (Form 11205) 2015
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EBENEZER KOLADE 128-70-2671
K-1 Statement (Sch K-1, Form 11208)
Line 12 - Deductions
A Code A - Cash congibutions (50%) . . . | A 100
Line 16 - ltems affecting shareholder basis
(¢ Code C - Nendeductible expenses . C 17
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NEW ERA REHABILITATION CENTER INC.
3715 MAIN STREET -
BRIDGEPORT, CT 06506

May 11, 2016

CHRISTINA KOLADE
38 CRAWFORD ROAD
WESTPORT, CT 06880

RE:NEW ERA REHABILITATION CENTER ING.
02-0596949

Enclosed is your current year Schedule K-1 (Form 1120 ,_;‘»_'ai"*“ e abdy
shown are your distributive share of the S corporation's '-me, deg
year and are to be reported on your income tax return. (e amoun
actually received during the year. The difference may be i
of fees or other deductions, exclusion of tax-exe pt |
that of the § corporation, '

erenced account. The amounts
ctions and credits incurred during the
thay differ from the distributions you

Iinber of factors including the allocatior
Weriance between your taxable year and

If applicable, state tax information has beerf{&
state to state, the presentation of the sta |
provided is based on your state of reside
not listed, please contact us at the

the K-1. Since income tax requirements vary from
r;;g will be different for each state. The information
=cords. If information for your state of residence is

Sincerely,

NEW ERA REH@:@%ATION _

S
)
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Sichedule K~1
(Form 11208}

2015

[

D Amended K-1

L7113

OMB Mo. 1545-0123

Final K-1

% Part

areholder's Shate of Gurrent Year In
daductions, Credits, and Other ltems -

Ordinary business income (loss)

Department of the Tna:?sury For calendar year 2015, or tax 1 13 Credits
Internal Flevenue Service
year beginning , 2015 -89.136
ending .20 2 | Netrental real eslate Income {loss)
LN Nen €2 ’ .
Shareholder's Share of Income, Deductions, R T ———
CFECEHIS etc P See back of form and separate instructions.
f N
FT - ST A 4 | Interestincome
\EETTE information Aboutth
A Corporation's employer identification number 5a | Ordinary dividends
02-0595849 -
B Corporation's name, address, city, state, and ZiP code Bb | Qualified dividends 14 F%gn transactions
[ Royalties
NEW ERA REHABILITATION CENTER INC,
3715 MAIN STREET 7 | Netshor
BRIDGEPORT, CT 06606
C RS Centerwhers corporation filed return 8a | Netlo
a-file
A information About the Shareholde
D Shareholder's identifying number Shareholder: 2
E  Sharehoider's name, address, c‘\.ty) state, and ZIP code )
CHRISTINA KOLADE Other income {loss) 15 | Alternalive minimum lax [AMT} ilems
38 CRAWFORD ROAD
WESTPORT, C7 08580
F  Shareholder's percentage of stock
ownership fortax year. . . . . . . . ..
11 | Section 178 deduction 16 ltems affecting shareholder biasis
< 17
12 Other deductions
A 100
=
O
[0
"]
0
gg 17 Other information
5

* See attached statement for additional information.

For Paperwork Reduction Act Notice, see Instructions for Form 11208,
HTA

IRS.goviform1120s
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CHRISTINA KGLADE

100-72-9856
K-1 Statement {Sch K-1, Form 11208)
line 12 - Deductions
A Code A - Cash contributions (50%) . A 100
lLine 16 - items affecting shareholder basis
C Code C - Nondeductible expenses . c 17
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Form 11255 Compensation of Officers

(Rev. December 2013) OMB No, 1545-2225
Department of the Treas I Attach to Form 1120, 1120-C, 1120-F, 1120-REIT, 1120-RIC, or 11205

T ul
Inlemsl Revenus Sene P~ _Information about Form 1125-E and its separate instructions is at www.irs.gov/form1125e.
Name ‘ ; : ) Employer identification number
NEW ERA REHABILITATION CENTER INC. : 02-0596949

Note. Complete Form 1125-E only if total receipts are $500.GD() or more. See instructions for definition of total receipts,

() Nme of oficer (b} Secial security number 6 e F S T RRA {PpBGLER
: business {d) Common | (e) ferred compensation
1 EBENEZER KOLADE ‘ 100.00% 50.00% 289,689
CHRISTINE KOLADE ' 7 100.00% 50.007%. h, 289,688
) W
% 5 ;? %
) %
%%% %
_ % %
e % %
% %
_ % %
% %
o, %
% %
_ % %
% %
% %
% %
% %
% %
% %
% %
2 Total compensation of officers . . . . . T N 579,377
3 Compensation of officers claimed on Form 1125-A orelsewhere onreturn . . . . . . . . . 3
4 Subtract line 3 from line 2. Enter the result here and on Form 1120, page 1, line 12 or the
appropriate line of yourtax return . . . . . . T T I 579 377
For Paperwork Reduction Act Notice, see separate instructions. . Form 1125-E (Rev. 12-2013)

HTA
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Depreciation and Amortization

(Including Information on Listed Property)
‘ P> Attach to your tax return.

o 4562

Depariment of the Treasury
Internal Revenue Senvice

(09) { b=

Information about Form 4562 and its separate instructions is at www.irs.gov/form4562.

OMB No, 1545-0172

2015

Altachment
Sequence No. 179

Name(s) shown on return
NEW ERA REHABILITATION CENTER INC.

' Business or activ'lty to which this form relates
11208 - REHAB CENTER

ldentifying number

02-0596949

Paitl '}

Election To Expense Certain Property Under Section 179
Note: If you have any listed property, compiete Part V before you complete Part I.

1 Maximum amount (see instructions) ! 1
2 Total cost of section 179 property placed in service (see mstructlons) AR 2
3 Threshold cost of section 179 property before reduction in limitation (see instructions) . 3
4 Reduction in limitaticr. Subtract line 3 from line 2, If zero or less, enter -0- . 4 0
5 Dollar limitation for tax year. Subtract line 4 from line 1. If zero or less, enter -0-. If marned fllng
separately, see instructions . wile & 5 o5 s 6 5 5 0
6 {a) Description of property {b) Cost (business use on (c) Elected cost |
7 Listed property. Enter the amount from line 29 . '
8 Total elected cost of section 179 property. Add amounts in column (c) Ilnes 6 and 8 4]
9 Tentative deduction. Enter the smaller of line 5 or line 8 : 9 0
10 Carryover of disallowed deduction from line 13 of your 2014 Form 4562 i : B 5B K . 10
11 Business income limitation. Enter the smaller of business income (not less than ze e de instructions) . 11
12 Section 179 expense deduction. Add lines 9 and 10, but do not enter moreAfiailine e 12 0
13 Carryover of disallowad deduction fo 2016. Add lines 9 and 10, less line . .>[' 13'| 0
Note: Do not use Part Il or Part Il below for listed property. Instead, use Pagﬁ. ' i
ﬂzrlﬂm Special D!eprematlon Allowance and Other: Depreméﬂ q, Do nat'include listed property.) (See instructions.) ‘
14 Special depreciation allowance for qualified property (ciherthan listed pro in service
during the tax year (see instructions) . 5 s 14
15 Property subject to section 168(f)(1) election . 15
16 Other depreciation (including ACRS) . . . . 16
mﬁum MACRS Depreciation (Do not |nclude ty.) (See instructions.)
ASection A % '
17 MACRS deductions for assets placed in service in tax ya 3 egirmng fore 2015 . . . ..

18 Ifyou are electing to group any assets placed in sg
asset ac counts check here

17 3,495

{8) Classification of property () pR;?éJ:ery (e) Convention {f) Method (g) Depreciation deduction
19 _a__ 3-year property
b _5-year property
¢ 7-year property
d "IOﬁear property
e '15-year property
f 20-year‘pmpertv
g 25-year prdpertv A 25 yrs. S/iL
h Residential‘rent 27.5 yrs. MM S/L
property 27.5 yrs. MM SIL
i 39 yrs. MM S/L
property B MM S/
Section C’ ets Placed in Service During 2015 Tax Year Using the Alternative Depreciation System
20 a Class life ! i ' ] ' SIL
b 12-year 12 yrs. SiL
¢ 40-year 40 yrs. MM SiL

EMM Summary (See instructions.)

21 Listed property. Enter amount from line 28 2 S
22 Total. Add amounts from line 12, lines 14 through 17, Imes 19 and 20 in column (g) and line 21. Enter
here and on the appropriate lines of your return. Partnerships and S corporations—see instructions .

21 3,954

22 7,449

23 For assets shown above and placed in service during the current year, enter the

portion of the basis attributable to section 263A costs 23

For Paperwork Reduction Act Notice, see separate instructions.
HTA
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Forni 4E62 (20115) NEW ERA REHABILITATION CENTER INC. 02-0596549 Page 2

Listed Property (Include automobiles, certain other vehicles, certain aircraft, cerain computers, and property
used for entertainment, recreation, or amusement.)
Mote: For any vehicle for which you are using the standard mileage rate or deducting lease expense, comgplete only 24a,
24b, columns (a) through () of Section A, all of Section B, and Section C if applicable.

Section A—[lepreciation and Other Information {Cautlon See the instructions for limits for passenger automobiles.)

24a o you have evidence to support the businessfinvestment use claimed? .Yes D No “24b 1 "Yes,"is the evidence written? DYesz No

Ly

(al (1) e} . {d) Basis (;) i b} (g} {h {
Busi & cation o .
Type of properly Date placed investment use Cost or ofher basis {hjs’fn;’;s, ?rﬁ,rsslm:w Recovery Method/ Depreciation | Elecled seclien 178
{list vehicles first) In service percentaga " useonly) period Convem&ﬁi deduction cest

25  Gpecial depreciation allowance for qualified listed property placed in service during
the tax year and used more than 50% in a qualified business use (see instructions) .
26 Property used more than 50% in a qualified business use:
VEHICLES 1/20/2012 100.00%] . 80,000 34,320 5
VEHICLES - OLD 1/1/2006 100.00%] 20,000| 20,000

27 Property used 50% or less in a qualified business use:
: dlsL ” ‘

%
= u/g

28  Add amounts in column (h), lines 25 through 27. Enter here and on line 21, pag
29 Add anounts m column (i), Ime 28. Enter here and on line 7, page 1

Section B—Information ongf

Compilete this section for vehu,les used by a so{e prepnelor partner or other "more

or related person. If you previded vehicles
ling this section for these vehicles.
(&) c) {d) {=} i
30 Tetal businessfinvestment miles driven during Vehicle 1 Vehicie ehicle 3 Vehicle 4 Vehicle 5 Vehicle 6
the year {do not include commuting miles) . ;
31 Total commuting miles driven during the year .
32 Total other personal (noncormmuting)
miles driven . . C
33 Total mites driven durmg lhe year. Add
lines 30 through 32 -
34 Was the vehicle available for personal use
during off-duty hours? . S
35 Was the vehicle used primarily by a more th
5% owner or related parson? .
36 _Is another vehicle available for personal & .
Saction C—Qdbstion \ yers Who Provide Vehicles for Use by Their Employees
Answer these questions fo determine if 0 abtion to completing Section B for vehicles used by employees who are not
more than 5% owners or related persons (se i

37  Co you maintain a writlen po stalement thal
your employees? . . W%% ..
38 Do you maintzin a Wnt olu:y% ! '

employezes? See thy
Lo you {reat all us

No Yes No Yes No Yes No Yes No

tbits all personal use of vehicles, including commuting, by Yes Ne

3%
40

bta] <lh Iﬁformailon received? . . .
Do you meet the reqmrementsgconcermng qualified automobile demonstration use'? (See instructions.) . . .
Nete: If your answer ta 37, 38, 39, 40, or 41 is "Yes," do niot complete Sechon B for the covered vehicles.
PORLUE  Amortization

() {b} - o) a} {e) n

it R . . Amortization - .
Description of costs Date amortization Amortizable amount Cade section period or Amortization for this year

begins percentage

42 Amorti:zzat_ion'of cdsts that beginé during your 2015 tax yéar (see instructio.ris}:'

43 Amortization of costs that began before your 2015 tax year . . . . C e e e e 43 295,149
44 _Total. Add amounts in column (f). Ses the instructions for where to report e e e 44 285,148
‘ Form 4562 (2015)
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NEW ERA REHABILITATION CENTER INC. 02-0596949

Line 19 (11208) - Other Deductions

1 Travel, Meals and Entertainment

aTravel . . . Lo . 1a 17,282 |
: b Meals and entertainment, subjectto 50% limit . . . . . . . . . . . . . . . 1b 67
¢ Meals and entertainment, subject to 80% limit (DOT) . . . . . . . . . . . . ¢ ‘
dlessdisallowed . . . . . . . .. .. . .. ... ... ... ... 1 34
e Subtract line d from linesb and ¢ . ' 1e 33 ‘
2 From Form 4562 - Amortization 295,149
3 Automobile and fruck expenses 562 ‘
4 Bank charges 4,682
§ Consulting fees 109,968
6 Dues and subscriptions 6,382
7 Insurance 92,831 |
& Janitorial 5,274 |
9 Legal and professional fees 59,652 |
10 Maintenance 45,731
11 Miscellaneous 2,094
# Office expenses 35,395
15 Postage 231
14 Printing 715
18 Security 11,134 '
16 Supplies 166,372
17 Telephone 11,613
18 Utilities 45173
19 Staff training 2,094
20 Payroll processing fees 4,834
21 Payroll expenses 2,106
22 Laboratory fess 69,308
23 Total other deductions .23 988,615

P80
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NEW ERA REHABILITATION CENTER MG, 02-0596948

line 22a (11208) - Excess Net Passive income Tax
1 Enter gross receipts for the tax year (see section 1362(d)(3)(B)

for gross receipts from the sale of capital assets)* . .o 1
2 Enter passlve investment income as defined in section 1362(d)(3)(C)* . 2
3 Enter 26% of line 1 (Ifline 2 is less than line 3, stop here. You are not liable forihls tax) .3 0
4 Excess passive investment income - Subtract line 3 from line 2 - . .4 0
§ Enter deductions directly connected with the production of income on line 2 {see sechon 1375(b)(2)) 5
8 Net passive income - Subtract line 5 from line 2 8 0
7 Divide amount on line 4 by amount on line 2 7 0.0000%
8 Excess net passive income - Multiply line 6 by lina 7 P 8 0
% Enter taxable inceme (see instructions for taxable income below) 9 o
1 Enter smaller of line 8 orline 9 .10 0
11 Excess net passive income tax - Enter 35% of lme 10 11 0

*Income and deductions on lines 1, 2, and 5 are from total operations for the tax year. This includé
and expenses from page 1, Form 11208, as well as these reported separataly on Schedule K.
for an exception regarding lines 2 and 5. 5

l.ine 9 worksheet - Computation of Corporate Taxable Income - (1420 Com

Line 9 taxable income is defined in Regulations section 1.1374-1(d). Figure this incof
28 of Form 1120, U. 8. Corporation Income Tax Return. Include the Form $120 co
computation you attach to Form 1120S. You do not have to attach the schedules)
However, you may want to complete certain Form 1120 schedules, such as Sche
capital gains or losses.

Fbihe 'rksheet

., called f38yn Form 1120,
A00), if you have

Inzome
1 Gross receipts or sales (less returns and allowances) 3,479,307
Cost of goods sold (from 1125-A) 0
Gross profit. Subtract line 2 from line 1 3479,307

Dividends
Interest

Gross rents
Gross royalties .
Capital gain net income (Schedule D (Form 1120
8 Netgain or (foss) from Form 4797, Part I, line 17
10 Cther income .

11 Total income. Add Imes 3 through ‘iO
Deductions

12 Compensation of officers

== =7 RS RS AL
Wwee ~owT bW -

LA

=
- O

3,479,307

.12 579,377

13 Salaries and wages (less emp!oyme .13 1,516,611
14 Repairs and maintenance . .14 37 0 925
15 Bad debts .15 _D
16 Rents . . .16 © 206,312
17 Taxes and ilcencc's 17 147 145
18 Interest . PSS S R F 22 523
19 Charitable can'trlbut ons${§ee mstructmns 10% limitation} . . . . . . . ... ... ... ... 19 0
20a Depreciation (from rormaéaz . .20a 7,449 '

20b Less depreciation clalmed Bl :‘% W . 20b ) 0 20c 7,449
21 Depietion bithe % 21 0
22 Advertising . 4“‘%33 . 22 2,000
23 Pension, proﬂbgf Erlng etc o .23 0
24 Employee bene |la IOGFaMSAIF - . . . . . . . ... 24 59,621
25 Domeslic pioducticmi:a'c gifigdeduction. . . . .. 0000000 28

26 Other deductions ‘ . 088,615
27 Total decductions. Add Ilnes ‘12 through 26 e : - 3,667,578
28_Taxable income for line 9 of the Excess Net Passive Income Tax Subtract Ime 27 from !lne 11 ... . . 28 -178,271

Line 22¢ (112085) - Additional Taxes
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This return MUST be filed electronically!
DO NOT MAIL paper return to DRS.

Department of Revenue Services CT-1065/CT-1120SI

State of Connecticut Form CT-1065/CT-11 208l

(Rav. 01/18) Connecticut Composite Income Tax Return 2(]'1 5
Complete this form in blue or black ink cnly. See instructions before completing this return.

Visit www.ct.govITSC to file and pay this return electronically.
For calendar year 2015, or other taxable year B beginning ] , 2015, and B> ending

Nzme of pass-through entity (PE) ) Federal Employer ID Number (FEIN)

= NEW ERA REHABILITATION CENTER INC. . B 02-0596949 .
Number and street ‘ PO Box DRS use onl

I 3715 MAIN STREET : B - - 20
City or town State ZIP code Connecticutj&k Registration Number

I» BRIDGEPORT . . CT 066086 B i 0000554-QDD

Type df PE b Eml Electing large partnership (ELP) b EI General partnership (('a‘P)‘{"gf"i wﬁ‘ ;%.,.
b= D Limited liability partnership (LLP) hD Limited partnership (LP) | [:I B Tﬂgﬁ%& (LLC Treated as a parlnershlp)
Pass-Through Entity Information

Complete this section first and then complete Part |, Schedule C.
A. Check here if E'l Final return (out of business in Connecticut)

D Amended raturn D Short period return Explanation:

B. D Change of address. See instructions, Page 16,

Resident (Rl, RE, RT) b 2 Nonresident (NI, NE, NEER

D. Enter the six-digit Business Code Numberfrom federal Form 1065 or {
Business Code Number B 621408

E. Date business began: 3/2/2002 Date busi Ah Connecticut: ‘ 3/2/2003
F. Does this PE own, directly or indirectly, an mterest in Conne‘ t real property” If the answer to this question Yes
is Yes, and eilher answer to Item G or H is Yes, provide a li§tirlg of all Connecticut real property owned. .............o.e.. S D -

G. Was a controliing interest in this PE transferred? If Yes &ntahittansferor name and Social Security
Number (SSN) or FEIN, transferee name, and date of fra sfer.

Transferor name:
Transferee name:

SSN or FEIN:
Date of transfer:

H. Did this PE transfer a controlling interest in a

Connecticut real property? If Yes, enter name aht tree name, and date of transfer below....................... B I:l B
Name: _ FEIN:
Transferee name: Date of transfer:

Part | Schedule A — PE Com ﬂ;," Tax Due
1. Total Connecticut-sourced |ncomea°i?g. uded i,
5 % 0] 00
B 2. 0/ 00
3. 3. 0 O_O
4. 4. 0§ 00
5. ; G 112081 EXT.conssesisisstossommemsosmsgessmsressmeseescesmsetoseesssessseos ot | 5. 0| oo
6. Parent PE onlv Enter amounts gg m Part |, Schedule D, Line 10, Column C. wovvevoeeeeeoeeoeoeoooooo | B, 0| 00
My

7. Add Line 5 and L|r @3‘) ................................................................................................................. B 7. 0 _OO
8. Amount to be refunded- kFi‘EF If Line 7 is more than Line 4, subtract Ling 4 from Line 7. veevvr oo B | 8. 0] 00

For faster refund, use Direct Deposit by completing Lines 8a, 8b, and 8c.
8a.Checking  »[ |  Savings »[ ] 8b. Routing number B[ ‘ B
Bc. Account number B~ | ' ' | &d. Will this refund go to a bank account outside the U.8.7 B DYes
9. Amount of tax owed: If Line 4 is more than Line 7, subtract Llne Tiom Line 4. oo | 9 0] oo
10. If late, enter penalty. See iNSUCHONS. «..vve..eoooeoeeeoeooooo e Bt 10, 0] 00
11 1f late, enter interest. Multiply the amount on Line 9 by 1% (.01). Multiply the result

by the number of months or fraction of @ MOnth 1ate. w..o..oovu oo B 11, _ 0j 00
12. Balence due with this return: Add Lines 9 through 11, .o T —— LB 12, ___0joa
F’artnersh:p Attach a complete copy of federal Form 1065 (excluding federal K- 1s).
§ corporation: Attach & complete copy of federal Form 11208 (excludlng federal K- 1s). Far a faster refund, choose direct deposit _[Llnes 8a - 8c).

1833 . P82



NEW ERA REHABILITATION CENTER INC.

Part | Schedule B —~ PE Member Composite Return Attach supplemental attachment(s), if needed.

02-0596949

Colurnn A Column B Column c Column D Column E Column F
: . ; Connecticut Income
‘Member # Identification Number Connecticut-Sourced Income | Multiply Column G gsh”;sslfcﬁ_rif’;t Tax Liability
From Fart IV See instructions. See instructions. by 6.99% (0.0699) Part IV. Line 5. Col. B Column D minus
: ' ' Column E
i i = 00 0o[» oo[» 00
2 B~ B 00 00| p 00| b 00
3 S > 00 0o/» B> 00
4 I~ b 00 00| b 00
5 > > 00 00| » > 00
6 > > 00 00/ b > 00
7 P B> 00 0o » > 00
8 I - [0]8] 00| B B 00
8. Subtotal(s) from supp!emenlal‘attachment(s] oloo 0 JogF 000
10. Add Lines 1 through 9, Column C. Enter Z /
amount here and on Part |, Schedule A, Line 1 0]00 / /
11. Add Lines 1 through 9, Column D, B 00, % %
12. Add Lcnes 1 through 8, Column E. Enter amount here and on Part |, Schediife A, %’%ﬁ?’ (0] [s]8] / /
13. Total composite return tax habrhty Add Lines 1 through 9, Column F. _ ) l\ _' . ‘ __0joo
I"artl Srhndufel Federal Schedu[e K Information (Form 1065 or Formel: 0S) E@E
' ) C'olum'r!ﬁéﬂz : Column C
All PEs must complete this schedule. An;;”.?;?ﬁ%%ﬁﬁ . N Column A minus
' _ gedule K From Subsidiary PE(s) ColumnB
1. Ordinary business income (1088) oo, : ool o] {ls} -178,271{00
2. Net rental real estate income (loss) oo > 0|00 0j00
3. Other net rental income {l0ss) ....0o........ o|oo| B~ 0[00 0joo
4. Guaranteed payments .......c...........occooorrerrennnn., __0|oo| > _0{00 0joo
5. Intersstincome ... 0|oo| > 0/00 0jc0
6a. Ordinary dividends oloo| > 0{00 0loo
6b. Qualified dividends ... 0[oo[ > 0)oo 0oo
7. ROYAIHES ooovoocoevvee e ooof > 0]00 0[00
8. Net short-term capital gain (1088) «.o............. p|oo[» 0|00 0joa
Ba. Net long-term capital gain {loss) ..........., 0|oo| P o0loo 0|00
9b. Collectibles (28%) gain (1088) «................ &4 ... > 0[oo| b 0[00 0joo
9c. Unrecaptured saction 1250 gain .. | 0c. (W o[oo] > 0}oo 0/oo
10. Net section 1231 gain (Ioss) ........... § . 1k 0joo| > 0joo| 0jco
11. Other income (losz): Attach stateg;‘a (i W b 0joo| B 0(00 0|co
12, Section 179 deduction .............. % . w2, | 0|oo|» 0|g0 o[oo
13. Other deductions: Attach statement. %{g"i,m ...... [13. [» 200]00| >~ 0[0o] 200]|00

Part | Schedule I - Conq'\ctlcut Sodl‘%ed Income From Subsmhary PE(s) Altach supplemental altachment(s) if needed.

Only a parent PE must complote;
®  Refer to federal S::hed iev
®  Amounts

hlS sch

dule CT K-1 for amounts to enter in Columns A B and C.

51 Column A Column B Columm c

é "“g Amount Reported Amount From CT Income Tax Liability

Subsidiary 13 FEIN on Federal K-1 Connecticut Sources Schedule CT K-1, Part il Het

1. = > >  ofeo» ojooje 0]oo

2. B = ~_ofoo»> o|oo[p _0loo

3 b = > 0joo[> oloo[» 0j00

4. > > > ojoa[»> ofoo|m 0|00

5. b > > 0|oo|> 0oofe e

Mg > > o[oo[> ooo]» ~oloo

7. > = o|oo[» 0oo|» 0loo

8 b B B 0loo| ™ 0oo|» 0]oo

9. Subtotal(s) from supplemental attachment( ) 0j0 0jo 000
10. Add Lines 1 through 9, Column C. Enter

amount here and on Part |, Schedule A, Line 5. / / / / i O 0o

Fc)rrn CT-1085/CT-11208I (Rev, 01/16)
1833
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NEW ERA REHABILITATION CENTER INC.
Part Il — Allocation and Apportionment of Income

Complete only if all of the following apply:

There are one or mere nonresident noncorporate members or che or more members that are PEs;
« The PE carries on business both within and outside Connecticut; and )
+ The PE does not maintain books and records that satisfactorily disclose the portion of income, gain, loss, or deduction derived from

or connected with Connecticut sources.

02-0596949

1833

P84

7 / Coiumn A Column B Column C
// / / Totals Everywhere Connecticut Only Fraction
] ) Enter as a decimal
1. Real propﬁrty OWNEM Lot i O 00 Divide Column B
2. Real property rented from others 2. 0[00 by
3. Tangible personal property owned or rented ....... | 3. 0] 00 _ , Colprjnn A
4, Propery owned or rented: Add Lines 1, 2, and 3. ....... 4 I 0} 00 | = 0.000000
5. Employee wages and salaries ......ccccoevevveeeeenenen, 5. 0|00 | L 0.000000
6. Gross income from sales and services ................ 6. P cfoo ik | - 0.600000
7. TolakAdd Linas £ 5:and 8000008, sunsmmemmmrsemmmmamsmstorpstizmmm O - s 7> 0.000000
8. Apportionment fraction: Divide Lme 7 by three or actual number of fractions. ..o M0 S8 ... 8. | 0.000000
Partlll Place(s) of Business Attach supplemental attachment( ), if needed:
Complete only if the PIZ carries on business both within and outside Conneatlcut
LO( ation Descnptlon Activity
Part IV — Member Information Attach supplemental attachmeni(s), if need ‘ _ . _
Member Member Name and Address i Profit Loss Capital .
3 FEIN oF 55K Sharing % Sharing % | Ownership %
See instructions for order In which to list and for member type codes or Enteras a Enterasa Eiilerasta
] . ) ‘ decimal. decimal. decimal.
> EBENEZER KOLADE > - >
1] 38 CRAWFORD ROAD WESTPORT CT 0588 ] SD.ODQO%
o CHRISTINA KOLADE > > -
2] 38 CRAWFORD ROAD WESTPORT, : 50.0000%
g B P
B b= - P
jations Attach supplemental attachment(s), if needed.
Member Member Member Totals for All
# 1 # 2 it Members
0[oo[ > 0log| P 00, 0foo
ojoo[> 0jooe- 00 0/oo
from Connecticut income taxil o[po|» 0|00|P- 00 0]00
4. Reserved for fture USe ... eeeeceeveciieeece i / /
5. Other - specify: oloo|® . oloo|® 00 0|00
Sub!raa,tlons. Enter all amounts as posmve numbers. ‘
6. Interest on U.S. govemms,nt cbligations .. 6| % c[oo|b- 0[oo|» 00 0[oo
7. Exemnpt dividends from certain quahfymg mutua1
funds derived from U.S. government obligations .| 7. | B o|oo|® _0Joo|>- 00 0[oo
8. Certain expenses related 1o income exempt from ‘
federal income tax but subject to Connecticut tax | 8. | ™ oloo|™ 0|oo|® 00 0]00
9. ReSEIVed 1or FUUIE LSS ..o reesseeeeeeseseen 9.7 % % 4
10. Other - specify: . 10/ oloo|™ oloo|® 00 0[00
Form CT-1065/CT-112051 (Rev. 01/16) ) ' " Page 3 of 4




NEW ERA REHABILITATION CENTER INC. 02-0596949

Fart VI - Connecticut-Sourced Portion of ltems From Federal Schedule K-1 of Form 1065 or Form 11205.
Include member's share of Connecticut modifications from Part V.
Attach supplemenial attachment(s), if neaded.

Member Member Member Totals for All
W+ - # # Members
1. Ordinary business income (1988) wovvevrcreccrinns [ 1. | B 00 (P ' B 0100
2. Net rental real estate income (1088) ... | 2. (B> 0o[> B 0|00
d. Cther net rental income (loss) ..., 3. | o[k B ofoo
4. Guaranteed payments ............. 4, [ 00|k B 0/00
5. Interest Income ..o | 5. 0o B = 0jo0
6a. Ordinary dividends .. = oo [ oloo
6b. Qualified dividends g 00(e B 4 0[00
(] N———— oo[p > ojoo
8. Net short-term capital gain (l0SS) .o, | 8. B> ook 0 DD
Sa. Net long-term capital gain (108S) vveeven. |92, 2 00| B ' 0]00
9b. Collectibles (28%) gain (108S) oo |3 B oole 0|00
9c. Unrecaptured section 1250 gain ................. |gc. | 00> . 0]00
10. Net section 1231 gain (1088) oo, 1015 00|k~ ~ofoo
11. Other income (loss): Attach statement. ........... [11.|p= 00 | b= ' 0(00
12. Bection 179 deduction ... 12,|p 00 [p 0|00
13. Other deductions: Allach statement. ................ |13.|B> 0o B DD&
Part VIl - Connecticut Income Tax Credit Summary
Attach supplemental altachment(s), if needed. Member Member Totals for
#__ 1 & # . All Members
1. Resenved for future use 1 / / / /
2. Job expansion tax credit ..............on....... | 2, | B 4 100 | > o|oo{> oo™ 0j00
3. Angelinvestor tas credit v ] 3, [ B ¥ bl olco[> oo > 0/00
4. Insurance reinvestment fund tax credit ... |4, | b~ o[oo|®= 0|oo (& - 00 > 0/00
5. Total credits: Add Lines 2 through 4. ... 6 0loo 0{o0 oo 0{00
The PE f ohiedule CT K-1 to all members.
Visit the DRS website at www.ct.gov/TSC to i X r Service Center (TSC) to file and pay this return electronically.
Paper returns may only be submitted by, & been granted an electronic filing waiver from DRS or amended returns.
To pay by mail, make check payable_ Revenue Services.
Mail return with payment to; Departm fio ervices, State of Connecticut, PO Box 5019, Hartford CT 06102-5019,
Mail return without payment to: Department ihevenue Services, State of Connecticut, PO Box 2967, Hartford CT 06104-2957,
Declaration: | deélare under peﬁ'é ﬁ?%i_ﬁﬁ]aw that 6%% examined this return (including any accompanying sc_heduies and statements) and, to the
best :_:f my knowledge and. t.sfalig@_gr is 1?'9:@3:@0 ;511%7 , and correct. | understand the penaity for willfully d_ellvenng a_false return or decument to
DRS is a fine of not more INALEHE, 000, :mhr_@gpﬁent for not more than five years, or both. The declaration of a paid preparer other than the
laxpayer is based on all j"i halion of whichi{hie preparer has any knowledge.
' Signature of ghneral partneEoncarporate officer | Date May DRS contact the preparer
Sign shown below aboult this return?
Here Title Telephone number ) Ei Yes No
(See instructions, Page 30.)
Ksoeé)ya Emall address of general partner or corporate officer T
of this B _
return for | Paid preparer's signature * | Date
your .
tecorgs. Paid preparer's name (printed) ‘ ) :reparer‘s SSNerPTIN 112016 |: SSN
ANIKE BOLARINWA _ - | _ [x] prn
Firm's name and address FEIN . Telephene number
ANNCO CONSULTING LLC, CERTIFIED PUBLIC ACCOUNTA
4634 WHITE PLAINS ROAD, BRONX, NY 10470 {718) 882-7500
Form CT-1065/CT-1120S| (Rev. 01/18) - ' ' ‘ e Page 4 of 4
1833
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Department of Revenue Services
State of Connecticut
(Rew. 12/15)

Schedule CT K1
Member s Share of Certain Connecticut Items

2015

City oriown ) State ZIP code City or town

B

For calendar year 2015 or other taxable year B beginning , 2015, and P ending , 20
Complete in blue or black ink only,

Pass-through entity (PE) information Member information
Federal Employer ID Number (FEIN} CT Tax Regisiration Number Member's Social Security Number (SSN) or FEIN - E’I SSN
P > 0000554-000 > _ > rem
Namg - | Name Member: 1
- NEW ERA REHABILITATION CENTER INC. B EBENEZER KOLADE @,
Number and slreet address PO Box '| Number and street address Wi
B 3715 MAIN STREET P> 38 CRAWFORD ROAD

ZIP code
06880

Check the box if this is an amended or a final Schedule CT K-1.

BRIDGEPORT CT 06606 _ B WESTPORT

(x| RI

v "] Amended scheduie cTi-1 B[] Final Schedule GT K-t ] i

Partl - Connecticut N[odifications

] re
] om

Frem Form CT-1065/CT-112081, Part V

Additions Enter all amounts as positive numbers.
1. Interesst on state and local obligations other than Connecticut ................ 1. 0|00
2. Mutual fund exempt-interest dividends from non-Connecticut state or il '

government ohligations ..o SERT,.., - O ——— B | 2 oloo
3. Certain deductions relating to income exempt fram Connecticut TN i . A B 3. 0|00
4. ReSBIVEU fOr TUIIIE USE .ot oo eevessss e esit oo, AR B | 4 // /
5. Other - specify . _4@ b 5 0 00
S lbtractmns Enter all amounts as positive numbers. ‘
6. Intere:st on U.S. governmant 0bligations ..o oo B e sves s iees e es e oot oo B | G 0{00
7. Exempt dividends from certain qualifying mutual furd government obligations .......... B 7. 0joo
8. Certain expenses rzlated to income exempt from feder: e tax but subject to Connecticut tax ........ B | 8. 0 rOD
8. Reserved for futlife USE .....ococcvuvvoveeeerieiern RSB T (o T fhee e RS | 9. / //
10. Other - specify B0 000
Partll - Connecticut-Sourced Po

reders Chedule K1 '§' £ICF G From Fecc;i:rlzgr;:e?ule K1 From Form CT—‘l([-):EOSI.'l;T:"IZBDSiJ Part VI

1. Ordinary business income (Ioss),ﬁ% . A . ‘ oloo| p- 0loo
2. Net rental real estate INCOmMe (0SS TR - QR oo oeoooeoereesess e 2. 0|0o| »- 0}00
3. Other net rental INCOME (I0S8) e e oo veessereeeereerersseesreneseseranen 3. 0[co| = 0{oo
4. Guaranteed payments .. 0]00] k= 0]00
5. Interestincome 0[00] > 0]00
Ba. 0|0C] b= 0|00
Bb. 0|og| k= 0|00
+ 0|0C] B~ Q|00
8. 0joo| 0|00
9a. i . 0/00] 0]00
8b. Collectibles 28% GAIN (1058 1w seme et 9b. 0|00 b= 0|00
8¢, Unrecaptured S€ction 1250 GaIN ..ot 9c, 0100 b= 0|co
10. Net saction 1231 gain (10SS) coovveevroeeereieeesnans . 10. 0{00| 0{00
11. Otherincome {loss): Attach statement. 11. o[oo| p 0{00
12, SeCtion 179 dRAUCHION .....cvvveeeeve oo 12, | 0loo| 0/00
13, 13. 0]00] B 0|00
Part lll - Connecticut Income Tax Information S
1. Member's Conneclicut income tax liability as reported by the PE for the member on

Form CT-1085/CT-11208I, Part |, Scheduife B, COUMNF ..o oo | I 000
1833




EBENEZER KOLADE

Part IV - Connecticut Income Tax Credit Summary

Member: 1

Column A

Total credit earned by
memberin 2015 (from
Form CT-1065/CT-11208I,

Column B

Credit allowed on behalf
of member on composite
return (amounts frem

Part Vily worksheet below)
1. Reserved for future use. ... 1. //
2. J0b EXPANSION BIK CTEOI e ireeiis e eeeasese e seseees s s oottt eeee oo oo oo 2. 0|00
3. ANGElINVESION TN CIEUI ........eiecarrerrsieeecre oo eeccon e s e res e ss e oot e eeeenee oo 3. 0[00
4. Insurance reinvestment TUNd 12X Sl oo | 4. 0] 00
5. Total credits: AGd LINES 2 ThIOUGN 4. .....ovuoecrereeeeeeseeeoeeeees s eeessseeee oo oo 5. 0]co
Income Tax Credit Worksheet
Column A Column C
Completed for nonresident, noncorperate, Tax credit fimitatigh Amount of credit
and PE members only ‘ esfqel (enter amounts applied to 2015
fronglprt IV, Column A} income tax liability
. - L
1. Income tax fabllity: PE should enter member's amount from
Form CT-10685/CT-112081, Part |, Scheduwie B, Columa . ......... 0| 00 /
2. RESEIVED fOr fULle WSE. .ovooove oo et ee e / / / //
3. Resened for flire BS8. oo eeer v oo / / /
4. Job expansion tax credit: Enter in Column ©
the lesser of Line 4, Column B, or Line 1, Colump A, ... 0foc 0100
5. Balance of income tax liahility: Subtract Line 4, Column C fros
Line 1, Cotumn A, if lass than zero, enter "0." ... 0| 00
B. Angel investor tax credit: Enter in Column C the lesser of
Line 8, Column B, or Line 5, Column A. —oovovooo. Q|00 0100
7. Balance of income tax liability: Subtract Line 6, 7
Line 5, Column A. If less than zero, enter "D." & 0] 00
8.
000 0]00
Schedule CT K-1 (Rev, 12/15)
16833 Page 2 of 4
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Department of Revenue Services

Stale of Connecticut FO rFim CT K-1 T 2()1 5

PO Box 150420
Hartford CT 0811 5-0420 Transmittal of Schedule CT K- 1

Member's Share of Certain Connectlcut Items

(Rev. 12115) For DRS use only

- - 20
Compiete this form in blue or black ink only.
Pass-Through Entity Information
I Federal rEmployer ID Number (FEIN) ’ _ ' CT Tax Regis‘!ration Number
-lII:;—\:’ass lhrough entity name
NEW ERA REHABILITATION CENTER INC.
I Number and street address : PO Box
3715 MAIN STREET 7 7 . 7
P City or town State
HRIDGEPORT CT
Part | - Schedule CT K- 1s Submltted
Total number of Schedule CTK-1s submltted w1th this Form CT KT e, 2
F’a:rt Il - Number of Member"
Column B
/% / / Ownership Percentage by
// __Member Type _
RESIdE’ﬂt (RL BT, RE) e ) 2| B 10&000000%.
2. Wonresident (NI, NT, NE, PE) ....oooooeooo e . 0B 0.000000%
KN (Jorpmate {CM) ... ol 0.000000%
I'alt - Summm g;f of Schedule CT K-1 Inform j
1. "Iotal C,onnectlcutwsourced income (NI NT, NE) oo oot b 1. 0| 00
2. Total Connecticut-scurced income (PEY (e wrvnnen SR e [ 3 0: 00
3. Conrecticlt-sourced income: Amount ffom Eor 8 Pha 1208, Part |, Schedufe A, Line 1 ....... p=| 2. C| oo
4, C,onnecttcut tax liability: Amount from I—orm C Part |, Schedule A, Line 4 b1 4 0| o0
Pant v .- Summaw of Inc:ome Ta
7 7 : Total Credit Allocated to
/;f/// / . Members
1. Reserved for future use. ........... & i A e r e e et e eat e b e e s e seeeenen B 1. /
2. Job expansion tax credit ... 2. 0; 00
3. Angel investor tax credit 3. 0] 00
4, 0} 00
a. 0] o0
Attach Schedule CT K-1s to Form CT K-1T and A penaity of $5 per schadule (up to a totai of
mail to: $2,000 per calendar year) will be imposed for
i @_ T Departmenit of Revenue Services failure to provide a copy of Schedule CT K-1
Connﬁcncu! uamposu‘e income TaR-RBETN, Form State of Connecticut 1o DRS uniess the fallure is due to reasonable
CY K-1T and copies of Schedule CT K-1 must be PO Box 150420 cause and not to willfui neglect.
malled separstely, - Hartford CT 061 15 0420

Declaration: | declare under the pena ity of taw that | have examined lh|s return (sncludmg any accompanymg schedules and statemems)
and, to the best of my knowledge and belief, it is true, complete, and correct. ! understand the penally for willfully defivering a false return
or document to the anaziment of Revenue Services (DRS) is a fine of not mars than $5, 000, |mpr|sonmem for not more than fve years, or both.

Slgn Hers Signature ' : -| Date

Keep a copy
of this

return for Title . 7 . ' . Teléphone num'bér

your
records.

1833
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Department of Revenue Services Sched u[e CT K-1

State of Connacticut

(Rev. 12/15) ‘ Member's Share of Certain Connecticut Items
For calendar year 2015 or other taxable year B~ beginning 2015, and B ending 20
Complete in blue or black ink enly. :
Pass.through entity [PE} Information Member infarmation
Federal Employer 1D Number (FEIN) [ CT Tax Registration Number Member's Social Security Number (SSN) or FEIN ol
LA SSN
il | > — - > ren
“Nane ) | —_—_ | Name Member: 2
B NEW ERA REHABILITATION CENTER INC, P CHRISTINA KOLADE
Nuraber and streel addrass ) "PC Box Number and street address
P~ 8715 MAIN STREET B~ 38 CRAWFORD RDAD _
Clty or town ’ ' State ZIP code City or town ZIP code
B BRIDGEPORT CT 06806 B~ WESTPORT 06880
Check the box if this i ded final Schedule CT K-1 Type of member (checi
] e box ‘ . :
ecK the box if this is an amended or a final Schedule - >DRT "DPE

B Ej Amended Schedule CT K1 P> EI Final Schedule CT K-1

Part | - Connecticyt Modifications

"] cm

From Form CT-10685/CT-11205], Parl v

Additions Enter all amounts as positive numbers. )
1. Interest on state and local obligations cther than Cannecticut ..............., sy, .. Wi’ B 1 gjeo
2. Mutual fund exempt-interest dividends frem non-Connecticut state or i

BOVernmMeENt 0bligations ... B 7 000
3. Certain deductions refating te income exampt from Connecticut incom B3 0} 00
4. Reserved For fullife LS .....ioooeeoeeeeseoe s Sl 4 ///// /
5. Other - specify ‘ _ _ B 5 ol oo
Subtractions Entef all amounts és positive numberé.
8. Intereston U.S. government obligations ..o 80 R B | 6 0]80
7. Exempt dividends from certain qualifying mutual fu s . government chligations .......... B 7 0:00
8. Certain expenses related to income exempt from federa 1 e tax but subject to Connecticut fax ........ B8 0]00
8. Reserved for fulire USe ......oevvcorrerereore., G | g 7 _
10. Other - specify 7 _ LT olo0
Parl Il - Connecticut-Sourced Po

!“BdEI‘H l| Slt!hIBdule K-1 . From FSJ:;-IELII:Z:&?UIE K-1. From FormVCT~1(D:605IIg$1I_“II_2_BDSL, Part v

1 Ordinan} business income (Iﬁss) ..... 1. 0[00] b= 0io0
2. Netrental real astate income (loss iy, . Sewe 2. 0:00] b~ 0100
3. Other net rental income (1658} ... BB Q700! B~ - D[oo
4. Guarantead payments ..i 0[0o[ _9fao
5. Interestincome ............... 485 c[oo| & 0}00
Ba. Ordinary dividends gfvfj}j'%"; ...... 0100} b~ ¢[00
6b. Qualfied dividengd it .. . 0[oo] »- 0lgo
7. Royalties ........ 1 A o[oo| B olce
8. Netshort-term ca 0]00[ b~ 0100
9z, Net long-term capit J 0;00] 0jo0
9b. Collectibles 28% gain (loss) 0|co| k- 0foa
9. Unrecaptured section 1250 GaIN e oeesoeesseee oo, 9c. 0|00] B 0]00
10. Met section 1231 gain (loss) 10. 0]00] B~ 0100
11, Other income (loss): Attach statemeant. 11. 0100: b 200
12, Section 179 dedUCtion ..o B 12, 0]00] k- 0[co
13, Other deductions: Altach statervent. SO OO Rk 0[00{ B~ 000
Part lll - Connecticut Income Tax Information - ‘
1. Member's Cornecticut income tax liability as reported by the PE for the member on

Form CT-1065/CT-11208|, Part |, Schedule 5, Colurn F ..., e e et a e e e nt e e e e eenbee s e o 0[oo
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CHRISTINA KOLADE

Part IV - Connecticut Income Tax Credit Summary

Member: 2

Column A

Total credit earned by
member in 2015 (from
Form CT-1065/CT-11208i,

Column B

Credit allowed on behalf
of member on composite
return (amounts from

Part V1) worksheet below)
1. ROSEIVEA FOr fULUME USB. ..eeece et ivsinssesses s eee e sesesesessee e siesees s e 1. // / / 7
2. Job expansion tax credit ... Je B A 0|oo[™ 0|00
3. Angel investor tax credit ......, 43> %’[’&J. o|oo|® 0|00
4. Insurance reinvestment fund tax credit oo o 4| B ) B 0|00
5. Total credits: Add Lines 2 hroUgh 4. ..o e eeeeeeesesesseess o] B, 0]00
Income Tax Credit Worksheet
Column A 1imn B ColumnC

Completed for nonresident, noncorporate,

and PE members only

Tax credit limitati

1. Income 1ax liability: PE should enter member's amount from
Form CT-10685/CT-112081, Part |, Schedufe B, Column D. ..........

3. Reserved for fultine use. ..ooovuveeennn..

4. Jab expansion tax credit: Enter in Column C

the lesser of Line 4, Column B, or Line 1, Column A, v,

5. Balance of income tax liability: Subtract Line 4, Column C fro
Line 1, Column A, If less than zero, enter "0." co..eoeeeeonr. 2

6. Angel investor tax credit: Enter in Column C the lesser of
Line 6, Column B, or Line 5, Column A, vvevevnenn,

7. Balance of income fax liability: Subtract Line 6,
Line 5, Column A. If less than zero, enter "0."

8. Insurance reinvestment fund tax credit: Engékl
A%
lesser of Line 8, Column B, or Line 7, Cplu

Schedule CT K-1 (Rev. 12/15)
1833

] it cretlit amount
1ied (enter amounts
riart [V, Column A)

Amount of credit
applied tc 2015
income tax liability
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Zip Code

State

City

Street Address 2

Street Address

Property Name
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Linda Mascole DNP, CNS-BC, APRN

Linda Mascolo, DNP, MSN, CNS-BC, APRN, CWON
378 Hawthorne Ave.
Derby, Connecticut 06418
(203) 736-0681 '
Linda.mascolo@yahoo.com

CLINICAL NURSE SPECIALIST

OBJECTIVE: Clinical Nurse Specialist/ APRN position in adult healthcare. To support and coordinate
health education and care while providing optimal multidisciplinary care. -

SUMMARY: Experienced Nursing Specialist with strong clinical background. Successful track record in
education planning and presentation. Several years experience in various leadership roles, including
administrative, managerial, and financial. Skilled author and presentation speaker.

Key Qualifications:

o National Speaker e Industry Thought Leader
¢ Education Material Development o  Accomplished Author
e Respected Nursing Expert ¢ Leadership Training Skills
EXPERIENCE
Milford Hospital, Milford, CT 2013-Present

Director of Nurses

Responsibility, authority and accountability for patient care administration and practice of identified
nursing units and services. Provides leadership and direction to respective Patient Care Managers and
contributes to and supports the philosophy and objectives of the Nursing Department and hospital to
effect quality patient care, staff development and patient and staff satisfaction.

Incorporated Skin, Wound and Ostomy Education, LLC 2009-Present
Director for Athena Online Wound Care Course _

Serves as director for online wound care course. Develops educational materials and programs. Reviews,
proofreads, and comments on learning materials. Regularly updates materials and presentations to
ensure highest quality education standards.

Norwalk Hospital, Norwalk, CT ' 2006-2013
APRN/Wound and Ostomy Care Specialist

Coordinates and facilitates various aspects of wound-related care. Organized and expanded the ostomy
pregram, establishing the first ostomy support group in the facility. Updates care policy and procedure.
Manages program budgeting and finances.

Kinetic Concept Inc., San Antonio, TX 2005-2006
Regional Wound Closure Specialist

Regional educational consultant. Support sales staff as well as clients regarding current wound care
evidence and best practice. Work in collaboration with the R&D department to implement marketing and
product education. Support product promotion at regional and national conferences and seminars.

Hospital of St. Raphael, New Haven, CT 2003-2005

. PO3



Clinical Rurse Specialist in Wound, Skin and Ostomy

Provided clinical support to three surgical units. Led monthly continuing education unit for wound and
ostomy care nurses. Performed wound and ostomy-related nursing duties on aill medical and surgical
units as needed.

Hospital of S5t. Raphael, New Haven, CT 2001-2003
Staff Development, Education and Clinicat Resource
Served as clinical support for afl surgical floors. Coordinated and facilitated the wound and ostomy
service, Held the following officesftitles:

o Cardiac Arrest Team Co-Chairperson

o Stroke Program Data Coordinator

Hospital of St. Raphael, New Haven, CT 1999-2001
Emergency Department Staff Nurse

Experienceded staff nurse in a Level 2 Trauma Center.

Taught Advanced Cardiac Life Support to both nursing and physician staff.

Mentored staff new to the Emergency Room setting.

Hospital of 8{. Raphael, New Haven, CT 1992-1999
Staff Development, Education and Clinical Resource -
Provided support to the off-shift clinical staff. Assisted in the implementation of mandatory education for
the off-shift staff. Coordinated the Certified Nurse Aid Program, in addition to Graduate Nurse orientation
programs.

Hospital of 5t. Raphael, New Haven, CT 1887-1992
Surgical Intensive Care Unit — Nurse Care Coordinator

Served as Nurse Care Coordinator. Presented educational in-services to night staff in the unit
Supervised nursing staff, providing education and resources to the unit. Oversaw patient selection.
Responsible for patient resuscitation in the event of collapse.

Griffin Hospital, Derby, CT 1872-1987
Intensive Care Unit Staff Nurse/Manager
Served as staff nurse for 8 years, before being promoted {o acting manager.

EDUCATION
Sacred Heart University Fairfield, Connecticut
Doctorate of Nursing } : 2013
Southern Connecticut State University : New Haven, Connecticut
Master of Science in Nursing . 2004
Southern Connecticut State University New Haven, Connecticut
Bachelor of Science in Nursing 2000
Greenwich Hospital School of Nursing Greenwich, Connecticut
Diploma Registered Nurse 1972

PROFESSIONAL ACCREDITATION
CWCN — Certifled Wound Care Nurse
COCN — Certified Ostomy Care Nurse
CCRN - Certified Critical Care Nurse (1990 — 2005)
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Linda Mascolr DNP, CNS-BC, APRN

Served on the board of the South Central Chapter of the American Critical Care Association for 2 years
American Heart Association ACLS Instructor (1994-2008)
TNCC - Trauma Nurse Certification 1995-2004
CATN- Advanced Trauma Nurse Certification
SANE - Sexual Assault Nurse Certification 2000-2003
PROFESSIONAL AFFILIATIONS
Wound, Ostomy and Continence Nurses Society
Sigma Theta Tau International Nursing Honor Society

American Heart Association
Norwalk Hospital Institutional Review Board

PUBLICATIONS

"Perioperative Wound Documentation.” Journal of Wound, Ostomy and Continence 36.(3S) (2009). S14.
"Skin Care Team Improves Assessment and Documentation.” Nursing 36.10 (2006): 66-67.

"Wound VAC Management for Spinal or Bone Graft Infections." Spine Surgery: Tricks of the Trade. Ed.
Alex R. Vaccaro and Todd J. Albert. New York: Thieme, 2003. Print.

PRESENTATIONS

June 22, 2013 A Retrospective Study of the Impact of Preoperative Stora Siting on Hospital Length of
Stay at National WOCN Conference in Seattle, WA

October, 2012 Stoma Site Marking :Impact on Patient Outcomes and Hospital Length of Stay presented
at the New England Regional Conference in Danvers, MA.

June 2010 Poster Presentation at WOCN conference in Phoenix, AZ
March 2009 Fistula Control Presentation at WOCN Regional Meeting in Fairfax, VA

Oct. 2004 Improved Patient Cutcomes Post Lower Extremity Amputation at National Skin and
Wound Conference in Phoenix, AZ

Local Presentations given on various topics e.g. Skin and Wounds, Blood Pressure and
Stroke.,

HONORS

2012 Carol Bauer Scholarship Award

2011 Nurse Exemplar Award

2010 Norwalk Hospital Quality Award

2009 Norwalk Hospital Presidents Award
2005 "Woman of Note” in New Haven, CT
2005 Seton Clinical Excellence Award '
2005 Nightingale Nurse Award
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Maurice E. Bunnell
38 Leigh Drive

East Haven, CT 06512
203-927-7309
bunnell@aya.yale.edu

LICENSURE
Advanced Practice Registered Nurse, 2002—Present.
Registered Nurse, 1976—Present.

PROFESSIONAL POSITIONS

Psychiatric APRN: Liberty HealthCare: Independent Contractor with
“Connections, Inc.” Medication Evaluation, Medication Management, 6/2014-
Present.

Psychiatric APRN: Waterbury Hospital. Medication Evaluation, Medication
Management, 6/2015-4/2016.

Director of Education; Psychiatric Home Care Nurse; VNS of Southern CT,
4/2013—Present.

Psychiatric Home Care Nurse; In-Service Director; Total Care Visiting Nurses;
New Haven, CT, 02/2010-4/2013.

Psychiatric Home Care Nurse, All About You; East Haven, CT, 01/2009--02/2010.

Commissioner of Mental Health, Town of East Haven; East Haven, CT,
2009—2010.

- Responsible for overseeing Town of East Haven Counseling Services.
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Educated the public on eliminating the stigma of mental illness.
Presentation on the History of Mental Iliness.

Adult Nurse Practitioner; Hill Health Center; Dual Diagnosis Clinic; New Haven,
CT, 2005.

Psychiatric Home Care Nurse; In-Service Director; New England Homecare; New
Haven, CT, 1997—2009.

Administrator; Psychiatric Home Care Nurse; PrimeCare of CT; New Haven, CT,
1995-1997.

Yale-New Haven Hospital; New Haven, CT.

- Charge Nurse; Ear, Nose, and Throat Clinic, 1994--1995.

- Staff nurse; Cardio-Thoracic Intensive Care Unit, 1993—1994.

- Nursing Analyst; Clinical Care Support System Project, 1990-1993.

- Private Duty Nurse; Medical and Surgical Units, 1982—1989.

- Researcher; Phrenic Pacemaker (Dr. William Glenn), 1982—-1989.

- Staff Nurse; In-Patient Psychiatry, 1981—1982.

- Assistant Head Nurse and Staff Nurse; Orthopaedics/BEar, Nose & Throat
Unit, 1976—1981.

EDUCATION
Sacred Heart University: Bridgeport, CT: Doctor of Nursing Practice Student.

Yale University School of Nursing; New Haven CT: M. S. N., 2002. Completion
of Scholarly Praxis, “QTc Prolongatlon and Torsades de Pomtes Associated with
Antipsychotic Agents”.

ANCC Board Certification Adult Psychiatric and Mental Health Nurse Practitioner.
ANCC Board Certification Adult Nurse Practitioner.

Southern Connecticut State University; New Haven, CT: B. S. N, 1994,
Quinnipiac University; Hamden, CT: A. D. N., 1976.
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AWARDS
Florence Nightingale Excellence in Nursing, 1994,
Who’s Who in American Nursing, 1996.

PROFESSIONAL MEMBERSHIPS
Sigma Theta Tau; Delta Mu Chapter.
American Nurses Association., |

Neuroscience Institute.
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Ebenezer A. Kolade, M.D., FASAM

38 Crawford Rd. | Westport, CT 06880
Office’ 203.372.3333 | Fax: 203.374.7515
Email: ekolade @sbcelobal.net

PROFESSIONAL EXPERIENCE

New Era Rehabilitation Center Inc, Bridgeport, CT/ New Haven, CT 06/02 — Present

Chief Executive Director | Medical Director

s Supervising Medical, Nursing, Administration and Counseling Department.
o  Clinical evaluation of all patients admitted into the program.

St. Barnabas Union Hospital, Bronx, NY

07/90 - 05/02

Medical Director of the Alcohol and Drug Detoxification Inpatient Program 07/01 — 05/02
® Supervising Medical, Nursing, Administration and Counseling Department.
e Clinical evaluation of patients admitted into the program.

Medical Supervisor of Alcohol and Drug Detox:ﬁcarionfnpatiem Program

e  Supervising all Medical Staff

10798 - 06/01

e Clinical evaluation of patients admitted into the program.

Emergency Attending Physician

07/92 — 09/98

e Managing medical inpatients and running outpatient clinic.
e Managing inpatient alcohol and drug detoxification unit
e Medical consultation in surgical, psychiatric, Obstetrics and Gynecology unit

Residency in Internal Medicine

Brookdale Hospital Medical Center, Brooklyn, NY

Intern in Internal Medicine

Parkway Medical Office, Brooklyn, NY
Medical Physician

University Cellege Hospital, Ibadan, Nigeria
OB/GYN Resident
o  Qutpatient and Inpatient management.
e Medical Student and Resident teaching

Mariere Memorial Hospital, Ughelli, Nigeria
General Medicine Practitioner

University of Ibadan, Nigeria
Rotating Internship

07/90 - 06/92

07/89 - 06/90
08/86 - 06/89

07/83 - 06/86

07/82 - 06/83

07/81 —06/82
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Ebenezer A. Kolade, M.D., FASAM

38 Crawford Rd. | Westport, CT 06880
Office: 203.372.3333 | Fax: 203.374.7515
Email: ekolade @sbeglobal.net

PROFESSIONAL EXPERIENCE

New Era Rehabilitation Center Inc, Bridgeport, CT/ New Haven, CT
Chief Executive Director | Medical Director

¢ Supervising Medical, Nursing, Administration and Counseling Department.

e  Clinical evaluation of all patients admitted into the program.

St. Barnabas Union Hospital, Bronx, NY
Medical Director of the Alcohol and Drug Detoxification Inpatient Program

e Supervising Medical, Nursing, Administration and Counseling Department.

e  Clinical evaluation of patients admitted into the program.

Medical Supervisor of Alcohol and Drug Detoxification Inpanenr Program
®  Supervising all Medical Staff
®  Clinical evaluation of patients admitted into the program.

Emergency Attending Physician
* Managing medical inpatients and running outpatient clinic.
¢ Managing inpatient alcohol and drug detoxification unit

® Medical consultation in surgical, psychiatric, Obstetrics and Gynecology unit

Residency in Internal Medicine

Brookdale Hospital Medical Center, Brooklyn, NY
Intern in Internal Medicine

Parkway Medical Office, Brooklyn, NY
Medical Physician

University College Hospital, Ibadan, Nigeria
OB/GYN Resident

e Qutpatient and Inpatient management.
* Medical Student and Resident teaching

Mariere Memorial Hospital, Ughelli, Nigeria
General Medicine Practitioner

University of Ibadan, Nigeria
Rotating Internship
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07/01 — 05/02
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07/92 — 09/98

07/90 - 06/92
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07/83 - 06/86

07/82 - 06/83

07/81 - 06/82



Adeoluwa A, Kolade
38 Crawford Road, Westport, 06880
Dakolade@gmail.com
, Tel-2035439950

EDUCATION ‘

rory University - ‘ s, Atlanta, GA
ster’s Degree: Management & Policy ; a ) May 2009

Kelevant Coursework: Finance, Financial Accounting, Portfolio Management, Securities Analysis, Statistics

The George Washington University ' Washington, DC

Bachelor of Criminal Law May 2007

Relevant Coursework: Microeconomics, Macroeconomics, Statistics '

WORK EXPERIENCE

New Era Rehabilitation Center — Operations Department - . Bridgeport, CT

Director of Operations Jan 2014 - Present

»  Responsible for the supervision of 40+ employees between 2 facilities

s Visionary with a track record for finding innovative ways to grow revenue and increase margins

e  Manage all the accounts payable and receivable within the organization with full P&L responsibilities

o Forward-thinker with the ability to Implement all new technology within the facility including electranic medical records

o Developed internal outreach and referral program that consistently generated 5 patient leads per week

o Well versed in conducting presentations, accustomed to conducting all formal correspondence with the state agencies and corporations
o Articulate communicator, capable of building lasting relationships with senior management of clients, partners and vendors

o Expertise in collecting, managing and interpreting key operation metrics and statistics

= Calm under pressure with the ability to manage crises

Stanbic IBTC- Investment Banking - Lagos, Nigeria
Analyst Jan 2012- Jan 2013

s lead analyst on the $20mm minority buy-out of a network and communications provider

= Lead analyst on a $50mm equity capital raising for Computer Warehouse Group, a top tier ICT company (private placement)
o Assisted in the rights issue of Flour Mills of Nigeria PLC '

o Assisted in the Pre-IPO financing of SEPLAT: a large scale indigenous oil and gas exploration company

e Assisted in the dual IPO of SEPLAT: a large scale indigenous oil and gas exploration company

e Assisted in the IPO of a REIT with a total offer size of $180mm

Afrinvest —“Wealth Mahagemeht/Business Development . - ' Lagas, Nigerié
Analyst ) ) Aug 2010 - Dec 2011

o Performed securities valuations (DCF and Comparables) and contributed to the design of an in-house factor model in order to guide investment
decisions for the Afrinvest Equity Fund

s Conducted a comprehensive global economic analysis that was used to guide the departments investment strategy for the year

e Contributed in the structuring of the Afrinvest Principles and Value Fund, a fund backed with convertible notes possessing both equity and debt
properties

»  Assisted in the creation of the fund structure, pitch book, information memorandum and conducted the due diligence of a possible acquisition of
Access Asset Management as well as two potential funds that have not yet been released

New Era Rehabilitation Center — Operations Department Bridgeport, CT
Operations Manager Aug 2009 - Aug 2010

«  Created detailed presentations in response to Requests For Proposals to provide treatment for a number of patients in the Fairfield County area
that resulted in a $500k increase in revenue

s Developed financial models that were used for financial due diligence required for an acquisition and constructed 5-year strategic plan including
-SWOT analysis, financizl budgets and growth projections

e Implemented and managed relevant statistics and metrics for the facility, including Counselor to Patient ratio, Census, Charge per patient,
Reimbursement per Patient, number of billed patients per weelk etc.

PriceWaterhouseCoopers LLP. -Public Sector and Healthcare Atlanta, GA
Consultant ' Jan 2009-Aug 2009
s  Developed a model to estimate the economic impact of substance abuse in various states
«  Contributed to the re-organization of the Blanchard Valley Hospital Emergency Department which decreased patient wait times by 31% and
patient length of stay by 27%
= Analyzed over 47,000 emergency department claims to determine service trend in order to implement re-organization strategy for Blanchard
Valley Hospital
e Conducted statistical analysis on various facets of the U.S. heitp@rg industry in order to identify inefficiencies and made recommendations to
rectify them; specifically a cost-benefit analysis on the effects of incarcerating substance abusers vs. treatment for substance abusers



Kathleen Whelan Ulm, Consultant
4 Madaket Court
Guilford, CT 06437

To Whom it May Concern,

I am writing to support the New Era Rehabilitation Center In their applications to become a
provider of Mental Health Services at their Bridgeport and New Haven locations.

As a clinician in the field of mental health and addiction services for thirty years, | am aware of
how mental health and other psychosocial needs complicate the treatment of this population.
Today, New Era must turn to these two major communities to provide those services.

As a consultant for New Era over the past year, | have witnessed the challenges of connecting
mentally ill substance abusers on methadone and Medicaid to resources in the community. And
when they do find willing providers, they are often not well versed in the nuances of methadone
maintenance, such as the interaction of psychotropic drugs with methadone. Communication
between agencies is another challenge.

Studies conducted by Dartmouth and available through SAMHSA show evidence that if all
services can be provided at the same agency, outcomes improve. This is especially important

when working with clients in a special modality such as methadone maintenance. New Era is
an expert in this modality. New Era MUST provide these services.

Sincerely,

;éd  Le X/t../f/?“/ s -»/t/,é’/}/;_,/ ) 77% X7 /‘?Aﬂ(ﬁf ¢ s

Kathleen Whelan Ulm, MA, LADC, CCS
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Order Confirmation
Ad Content P
Ad Order Number Customer Payor Customer Wj ioes Now E
rS— ( srvices New Era
0002181842 MACK MICHELLE MACKMICHELLE Rehabilitation plan to expand serv
jces for mental health treatment,
Sales Rep. Customer Account Payor Account
asasser 236833 236833
Order Taker Customer Address Payor Address
asasser 3851 Main st 3851 Main st
BRIDGEPORT CT 08606 USA BRIDGEPORT CT 08606 USA
Ordered By
Michelle Customer Phone Payor Phone
Qrder Source 203-372-3333 203-372-3333
Phone
PO Number Customer Fax Customer EMail
m.mack@newsrarehah.com

Tear Sheets Proofs Affidavits Special Pricing Promo Type
0 0 G None
Order Notes:
Invoice Text:
Blind Box Materials Payment Method
Credit Card
Net Amount Tax Amount Total Amount Payment Amt Amount Due
$146.82 $0.00 $146.82 $146.82 $0.00
Ad Nuinber Ad Type Ad Size Pick Up Number
0002181842-01 CLS Liner 1.0X4Li
External Ad # Ad Released Ad Attributes
Ne
Color Production Method Production Notes
<NONE> AdBoocker
Product Placement/Class i# Inserts Cost
Run Dates
Sort Text
Run Schedule Invoice Text
Connecticut Post: Announcements 3 $142.82

711312018, 7/14/2016, 7/15/2016
EXPANSIONOFSERVICESNEWERAREHABILITATIONPLANTOEXPANDSERV!CESFORNIENTAL
Expansion of Services New Era Rehabilitation plan to expand serv

Connpost.com:: Announcements 3 $4.00
7/13/2018, 7/14/2016, 7/15/2016
EXPANSIONOFSERVICESNEWERAREHABILITATIONPLANTOEXPANDSERV!CESFORMENTAL
Expansion of Services New Era Rehabilitation plan to expand serv
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Order Confirmation
Ad Content Proof
Ad Order Number Customer Payor Customer ———
New Era ,Rehab Certificate of Need for additional
0002194359 New Era ,Rehab service for Mental Health and
Co-occurring program, New Era
Sales Rep. Customer Account Payor Account Rehab 3851 Main St, Bridgeport,
asasser 236833 236833 CT 06606 .
Order Taker Customer Address Payor Address
asasser 3851 Main st 3851 Main st
BRIDGEPORT CT 06606 USA BRIDGEPORT CT 06606 USA
Ordered By
Cindy Customer Phone Payor Phone
Order Source 203-372-3333 203-372-3333
E-mail
PO Number Customer Fax Customer EMail
ccarroll@newerarehab.com
Tear Sheets Proofs Affidavits Special Pricing Promo Type
0 0 0 None
Order Notes:
Invoice Text:
Blind Box Materials Payment Method
Net Amount Tax Amount Total Amount Payment Amt Amount Due
$235.59 $0.00 $235.59 $0.00 $235.59
Ad Number Ad Type Ad Size Pick Up Number
0002194359-01 CLS Liner 1.0X7Li 0002181842
External Ad # Ad Released Ad Attributes
No
Color Production Method Production Notes
<NONE> AdBooker
Product Placement/Class # Inserts Cost
Run Dates
Sort Text
Run Schedule Invoice Text
Connecticut Post:: Announcements 3 $231.59

9/2/2016, 9/3/2016, 9/4/2016
CERTIFICATEOFNEEDFORADDITIONALSERVICEFORMENTALHEALTHANDCOOCCURRINGPF
Certificate of Need for additional service for Mental Health and

Connpost.com:: Announcements 3
9/2/2016, 9/3/2016, 9/4/2016
CERTIFICATEOFNEEDFORADDITIONALSERVICEFORMENTALHEALTHANDCOOCCURRINGPF
Certificate of Need for additional service for Mental Health and

9/1/201611:59:54AM 1
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100 Gando Drive
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Phone: 1-203-850-6628

Account: 1013910 Date: 09/01/16 Publication
Ad Date: 09/02/16 . )
Name: Class: 1060 New Haven Register, nhregister.
Company: NEW ERA REHABILITAION AdID: 1114059 com, nhregister.com2
Address: 3851 MAIN ST, 2ND FLOOR Ad Taker: CRDHENDRIC30
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Agate Lines: 9
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. ' 1 Depth: 0.931
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C0-0ccuring program.
New Era Rehab Center
311 East Street
New Haven, CT 06511
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Greer, Leslie

From: Walker, Shauna

Sent: Wednesday, October 19, 2016 7:34 AM

To: akolade@newerarehab.com

Cc: User, OHCA; Riggott, Kaila; Walker, Shauna; Armah, Olga
Subject: Completeness Questions on CON Application # 16-32115
Attachments: 16-32115 Completeness.docx

Dear Mr. Kolade,

Please see attached request for additional information regarding CON application 16-32115 — Establishment of
a Psychiatric Outpatient Clinic for Adults in Bridgeport. There are additional items that need to be addressed.

Please contact me if you have any questions. Reponses are due by Monday December 19, 2016.
Much Regards,

Shauna L. Walker

Office of Health Care Access

Connecticut Department of Public Health
410 Capitol Avenue

Hartford, CT 06134

Phone: (860) 418-7069

Email: Shauna.Walker@ct.gov

Connecticut Department
of Public Health



STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

Dannel P. Malloy
Governor

Raul Pino, M.D., M_.P.H.

i Nancy Wyman
Commissioner y Wy

Lt. Governor

Office of Health Care Access

October 19, 2016 VIA EMAIL
akolade@newerarehab.com

Adeoluwa Kolade

New Era Rehabilitation Center, Inc.

38 Crawford Road

Westport, CT 06880

RE: Certificate of Need Application, Docket Number 16-32115-CON
Establishment of a Psychiatric Outpatient Clinic for Adults

Dear Mr. Kolade:

On September 26", 2016, the Department of Public Health (“DPH™), Office of Health Care
Access (“OHCA?”) received the Certificate of Need (“CON”) application on behalf of New Era
Rehabilitation Center, Inc., (“NERC” or “Applicant”) proposing to establish a psychiatric
outpatient clinic for adults in Bridgeport.

OHCA requests additional information pursuant to Connecticut General Statutes §19a-639a(c).
Please electronically confirm receipt of this email as soon as you receive it. Provide responses to
the questions below in both a Word document and PDF format at the earliest convenience as an
attachment to a responding email. Please email your responses to all of the following email
addresses: OHCA@ct.gov; shauna.walker@ct.gov; olga.armah@ct.gov; and
kaila.riggott@ct.gov.

Pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your
response to this request for additional information no later than sixty days after the date that this
request was transmitted. Therefore, please provide your written responses to OHCA no later than
December 19, 2016, otherwise your application will be automatically considered withdrawn.

D P H Phone: (860) 418-7001 e Fax: (860) 418-7053
410 Capitol Avenue, MS#13HCA

Hartford, Connecticut 06134-0308
(_'on'llc"c;!c‘\\ll‘._ D}-;4~|?:|Ir.t}q\ent WWWCthV/dph
Affirmative Action/Equal Opportunity Employer


mailto:OHCA@ct.gov
mailto:shauna.walker@ct.gov
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New England Rehabilitation, Inc.
Docket No.: 16-32115-CON Page 2 of 5

Repeat each question before providing your response and paginate and date your response, i.e.,
each page, in its entirety. Information filed after the initial CON application submission (e.qg.,
completeness response letter, prefile testimony, late file submissions and the like) must be
numbered sequentially from the Applicant’s document preceding it. Please begin your
submission using Page 105 and reference “Docket Number: 16-32115-CON.”

1. Provide a copy of the State of Connecticut, Department of Public Health license(s) currently
held by the applicant.

2. Place a checkmark (v) in the “Needed for Proposal” column for each license that the
Applicant is seeking from the State’s Department of Public Health (DPH) in relation to the
proposal.

Table 1: DPH Licenses Needed for the Proposal

Needed
License for
Proposal
Psychiatric Outpatient Clinic for Adults 0
Mental Health Day Treatment (outpatient- one unit of service must be four ]
(4) hours or more per person daily also known as Partial Hospitalization)
Mental Health Residential Living Center ]
Mental Health Community Residence ]
Facility for the Care or the Treatment of Substance Abusive or Dependent ]

Persons:

Select at least one of the following if proposing substance abuse
treatment services:

Ambulatory Chemical Detox (outpatient)

U

Day or Evening Treatment (outpatient, one unit of service is J
less than four (4) hours per person daily, includes IOP & OP)

Chemical Maintenance (outpatient, administers Methadone, O
DEA involved in approval)

Outpatient Treatment (outpatient)
Care or Rehab (residential)

Intermediate and long term treatment and rehab (residential)

N I R B Iy

Detoxification & Evaluation (residential)




New England Rehabilitation, Inc.
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3. Explain how the proposed mental health treatment program will operate, including the
services to be provided, treatment approaches and structure.

4. ldentify the Standard of Practice Guidelines that will be utilized in relation to the proposal.
Attach copies of relevant sections and briefly describe how the Applicant proposes to meet
each of the guidelines.

5. Describe how other residents in the proposed service area of the NERC New Haven location
would access the proposed services. How are these potential clients currently receiving
mental health treatment?

6. Provide the number of months covered in Table 8 on page 31. Also, please update the table
to reflect utilization by town for the Bridgeport location only.

7. Page 42 states that 20% of the total population will utilize the proposed program within 3
years, yet page 18 states that over 90% of NERC clients receiving substance abuse treatment
are also suffering from mental illness. What proportion of NERC Bridgeport clients are
currently suffering from co-occurring disorders? Explain how they will access and utilize the
proposed services.

8. The data in the table below is taken from Tables 5 and 6 on page 29. Please revise Tables 5
and 6 to include utilization for the Bridgeport location only. Provide the unit of measure
(clients, sessions or visits) for the utilization data provided in the table. Confirm that the
volume for IOP is included in the projected utilization for the mental health outpatient
program. Also, provide the method of annualizing and the number of actual months covered
for fiscal year 2016. Explain the 90% increase in the projected utilization for methadone
maintenance in 2017 compared with the current fiscal year, should this still exist after
revising the data.

CFY
Actual Volume Volume Projected Volume
FY FY FY FY FY FY FY
Service** 2013 2014 2015 2016 2017 2018 2019
Methadone Maintenance | N/A 22,672 23,400 | 24,232 | 46,410 | 48,731 | 48,731
IOP N/A 75 540 540
Mental Health Outpatient 4,420 5,525 6,630
Total N/A 22,747 23,940 | 24,772 | 50,830 | 54,256 | 55,361

9. According to the Behavioral Health Treatment Services Locator on the Substance Abuse and
Mental Health Services Administration website (https:/findtreatment.samhsa.gov), NERC of
Bridgeport currently accepts cash or self-pay. Does this location accept Access to Recovery
(ATR) Vouchers and have the availability of a sliding fee scale, similar to the New Haven
location? Will this be extended to the proposed mental health treatment program? Provide a
copy of the charity care policy if it applies to the proposal.



New England Rehabilitation, Inc.
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10.

11.

12.

13.

14.

15.

16.

Page 4 of 5

Provide the referral sources for the substance abuse treatment program for the Bridgeport
location only.

Include any copies of agreements (e.g. memorandum of understanding, transfer agreement,
operating agreement) related to the proposal. This includes any key referral and/or transfer
agreements with local providers.

Update and resubmit the Financial Worksheet (A) on pages 62 and 63 based on the
Bridgeport location only. Include the net patient service revenue for commercial insurers in
line 9. Verify any revenue included under “Other” non-government net patient service
revenue. Also, verify there is no projected incremental income from Medicaid in line 6,
column 12. Please include labels identifying the fiscal years.

Update Table 4 on page 28 based on the updated Financial Worksheet (A) for the Bridgeport
location. Also, the table shows that fiscal year 2016 is projected to have $40,000 in
incremental operating expenses. Please reflect this appropriately in Financial Worksheet (A).

Page 14 states that the existing location was chosen for the mental health treatment program
to improve client health outcomes, including reduced rates of relapse. What is the rate of
relapse for the Bridgeport location clients? Provide evidence such as scholarly articles,
studies or reports which demonstrate how the location of the proposed services impacts rates
of relapse.

Update the list of services and service locations of existing providers on pages 33 and 34
based on the service area for the Bridgeport location only.

Update Table 7 on page 30 to reflect the payer mix of the Bridgeport location only, based on
patient and visit volume. Utilize the table format below. Ensure visit totals are consistent
with “Outpatient Visits” in the Financial Worksheet (A). Also, please explain the basis and
the assumptions used to project the reported numbers.

CURRENT AND PROJECTED PAYER MIX FOR
NEW ERA REHABILITATION CENTER, INC., BY NUMBER OF CLIENTS AND VISITS

Payer

Current Projected

FY 2016 FY 2017 FY 2018 FY 2019

Visit Patient Visit Patient Visit Patient
% % % %
Vol. Vol. Vol. Vol. Vol. Vol.

Patient
Vol.

Visit
Vol.

Medicare*
Medicaid*

CHAMPUS &
TriCare

Total
Government

Commercial
Insurers

Self-pay
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Payer

Current

Projected

FY 2016

FY 2017

FY 2018

FY 2019

Patient
Vol.

%

Visit
Vol.

Patient
Vol.

%

Visit
Vol.

Patient
Vol.

%

Visit
Vol.

Patient
Vol.

%

Visit
Vol.

Uninsured

Workers

Compensation

Total Non-
Government

Total Payer Mix

If you have any questions concerning this letter, please feel free to contact me or Olga Armah at

(860) 418-7001.

Sincerely,

Shauna Walker

Research Analyst




Greer, Leslie

From: Walker, Shauna

Sent: Wednesday, November 02, 2016 11:24 AM

To: akolade@newerarehab.com

Cc: User, OHCA; Riggott, Kaila; Armah, Olga

Subject: RE: Completeness Questions on CON Application # 16-32115
Attachments: 16-32115 Completeness.docx

Dear Mr. Kolade,

Please reply all to this e-mail confirming receipt of the attachment. Responses are due on Monday December
19, 2016.

Shauna L. Walker

Office of Health Care Access

Connecticut Department of Public Health
410 Capitol Avenue

Hartford, CT 06134

Phone: (860) 418-7069

Email: Shauna.Walker@ct.gov

xxxxxxxxx

Connectiout Department
of Public Health

From: Walker, Shauna

Sent: Wednesday, October 19, 2016 7:34 AM

To: 'akolade@newerarehab.com' <akolade@newerarehab.com>

Cc: User, OHCA <OHCA@ct.gov>; Riggott, Kaila <Kaila.Riggott@ct.gov>; Walker, Shauna <Shauna.Walker@ct.gov>;
Armah, Olga <Olga.Armah@ct.gov>

Subject: Completeness Questions on CON Application # 16-32115

Dear Mr. Kolade,

Please see attached request for additional information regarding CON application 16-32115 — Establishment of
a Psychiatric Outpatient Clinic for Adults in Bridgeport. There are additional items that need to be addressed.

Please contact me if you have any questions. Reponses are due by Monday December 19, 2016.

Much Regards,

Shauna L. Walker

Office of Health Care Access

Connecticut Department of Public Health
410 Capitol Avenue

Hartford, CT 06134

Phone: (860) 418-7069



STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

Dannel P. Malloy
Governor
Raul Pino, M.D., M.P.H.

; B Nancy Wyman
Commissioner

S Lt. Governor
Office of Health Care Access

October 19, 2016 VIA EMAIL
akolade@newerarehab.com

Adeoluwa Kolade

New Era Rehabilitation Center, Inc.

38 Crawford Road

Westport, CT 06880

RE:  Certificate of Need Application, Docket Number 16-32115-CON
Establishment of a Psychiatric Outpatient Clinic for Adults

Dear Mr. Kolade:

On September 26" 2016, the Department of Public Health (“DPH™), Office of Health Care
Access (“OHCA”) received the Certificate of Need (“CON”) application on behalf of New Era
Rehabilitation Center, Inc., (“NERC” or “Applicant”) proposing to establish a psychiatric
outpatient clinic for adults in Bridgeport.

OHCA requests additional information pursuant to Connecticut General Statutes 819a-639a(c).
Please electronically confirm receipt of this email as soon as you receive it. Provide responses to
the questions below in both a Word document and PDF format at the earliest convenience as an
attachment to a responding email. Please email your responses to all of the following email
addresses: OHCA@ct.gov; shauna.walker@ct.gov; olga.armah@ct.gov; and
kaila.riggott@ct.gov.

Pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your
response to this request for additional information no later than sixty days after the date that this
request was transmitted. Therefore, please provide your written responses to OHCA no later than
December 19, 2016, otherwise your application will be automatically considered withdrawn.

DPH Phone: (860) 418-7001 e Fax: (860) 418-7053
410 Capitol Avenue, MS#13HCA

| : Hartford, Connecticut 06134-0308
Cunr:]n;:;t;llictiﬁgjlrll;nent WWW. CthV/d ph
Affirmative Action/Equal Opportunity Employer



New England Rehabilitation, Inc.
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Repeat each question before providing your response and paginate and date your response, i.e.,
each page, in its entirety. Information filed after the initial CON application submission (e.g.,
completeness response letter, prefile testimony, late file submissions and the like) must be
numbered sequentially from the Applicant’s document preceding it. Please begin your
submission using Page 105 and reference “Docket Number: 16-32115-CON.”

1. Provide a copy of the State of Connecticut, Department of Public Health license(s) currently
held by the applicant.

2. Place a checkmark (v') in the “Needed for Proposal” column for each license that the
Applicant is seeking from the State’s Department of Public Health (DPH) in relation to the
proposal.

Table 1: DPH Licenses Needed for the Proposal

Needed
License for
Proposal
Psychiatric Outpatient Clinic for Adults 0
Mental Health Day Treatment (outpatient- one unit of service must be four O
(4) hours or more per person daily also known as Partial Hospitalization)
Mental Health Residential Living Center O]
Mental Health Community Residence (]
Facility for the Care or the Treatment of Substance Abusive or Dependent O

Persons:

Select at least one of the following if proposing substance abuse
treatment services:

Ambulatory Chemical Detox (outpatient)

U

Day or Evening Treatment (outpatient, one unit of service is O
less than four (4) hours per person daily, includes IOP & OP)

Chemical Maintenance (outpatient, administers Methadone, O
DEA involved in approval)

Outpatient Treatment (outpatient)
Care or Rehab (residential)

Intermediate and long term treatment and rehab (residential)

(I R

Detoxification & Evaluation (residential)




New England Rehabilitation, Inc.
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3. Explain how the proposed mental health treatment program will operate, including the
services to be provided, treatment approaches and structure.

4. ldentify the Standard of Practice Guidelines that will be utilized in relation to the proposal.
Attach copies of relevant sections and briefly describe how the Applicant proposes to meet
each of the guidelines.

5. Describe how other residents in the proposed service area of the NERC New Haven location
would access the proposed services. How are these potential clients currently receiving
mental health treatment?

6. Provide the number of months covered in Table 8 on page 31. Also, please update the table
to reflect utilization by town for the Bridgeport location only.

7. Page 42 states that 20% of the total population will utilize the proposed program within 3
years, yet page 18 states that over 90% of NERC clients receiving substance abuse treatment
are also suffering from mental illness. What proportion of NERC Bridgeport clients are
currently suffering from co-occurring disorders? Explain how they will access and utilize the
proposed services.

8. The data in the table below is taken from Tables 5 and 6 on page 29. Please revise Tables 5
and 6 to include utilization for the Bridgeport location only. Provide the unit of measure
(clients, sessions or visits) for the utilization data provided in the table. Confirm that the
volume for IOP is included in the projected utilization for the mental health outpatient
program. Also, provide the method of annualizing and the number of actual months covered
for fiscal year 2016. Explain the 90% increase in the projected utilization for methadone
maintenance in 2017 compared with the current fiscal year, should this still exist after
revising the data.

CFY
Actual Volume Volume Projected Volume
FY FY FY FY FY FY FY
Service** 2013 2014 2015 2016 2017 2018 2019
Methadone Maintenance | N/A 22,672 23,400 | 24,232 | 46,410 | 48,731 | 48,731
I0P N/A 75 540 540
Mental Health Outpatient 4,420 5,525 6,630
Total N/A 22,747 23,940 | 24,772 | 50,830 | 54,256 | 55,361

9. According to the Behavioral Health Treatment Services Locator on the Substance Abuse and
Mental Health Services Administration website (https:/findtreatment.samhsa.gov), NERC of
Bridgeport currently accepts cash or self-pay. Does this location accept Access to Recovery
(ATR) Vouchers and have the availability of a sliding fee scale, similar to the New Haven
location? Will this be extended to the proposed mental health treatment program? Provide a
copy of the charity care policy if it applies to the proposal.



New England Rehabilitation, Inc.
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10.

11.

12.

13.

14.

15.

16.

Page 4 of 5

Provide the referral sources for the substance abuse treatment program for the Bridgeport
location only.

Include any copies of agreements (e.g. memorandum of understanding, transfer agreement,
operating agreement) related to the proposal. This includes any key referral and/or transfer
agreements with local providers.

Update and resubmit the Financial Worksheet (A) on pages 62 and 63 based on the
Bridgeport location only. Include the net patient service revenue for commercial insurers in
line 9. Verify any revenue included under “Other” non-government net patient service
revenue. Also, verify there is no projected incremental income from Medicaid in line 6,
column 12. Please include labels identifying the fiscal years.

Update Table 4 on page 28 based on the updated Financial Worksheet (A) for the Bridgeport
location. Also, the table shows that fiscal year 2016 is projected to have $40,000 in
incremental operating expenses. Please reflect this appropriately in Financial Worksheet (A).

Page 14 states that the existing location was chosen for the mental health treatment program
to improve client health outcomes, including reduced rates of relapse. What is the rate of
relapse for the Bridgeport location clients? Provide evidence such as scholarly articles,
studies or reports which demonstrate how the location of the proposed services impacts rates
of relapse.

Update the list of services and service locations of existing providers on pages 33 and 34
based on the service area for the Bridgeport location only.

Update Table 7 on page 30 to reflect the payer mix of the Bridgeport location only, based on
patient and visit volume. Utilize the table format below. Ensure visit totals are consistent
with “Outpatient Visits” in the Financial Worksheet (A). Also, please explain the basis and
the assumptions used to project the reported numbers.

CURRENT AND PROJECTED PAYER MIX FOR
NEW ERA REHABILITATION CENTER, INC., BY NUMBER OF CLIENTS AND VISITS

Payer

Current Projected

FY 2016 FY 2017 FY 2018 FY 2019

Visit Patient Visit Patient Visit Patient
% % % %
Vol. Vol. Vol. Vol. Vol. Vol.

Patient
Vol.

Visit
Vol.

Medicare*
Medicaid*

CHAMPUS &
TriCare

Total
Government

Commercial
Insurers

Self-pay




New England Rehabilitation, Inc.

Docket No.: 16-32115-CON Page 5 of 5
Payer Current Projected
FY 2016 FY 2017 FY 2018 FY 2019
Patient Visit Patient Visit Patient Visit Patient Visit
% % % %
Vol. Vol. Vol. Vol. Vol. Vol. Vol. Vol.
Uninsured
Workers
Compensation
Total Non-
Government

Total Payer Mix

If you have any questions concerning this letter, please feel free to contact me or Olga Armah at

(860) 418-7001.

Sincerely,

Shauna Walker
Research Analyst




User, OHCA

From:

Sent:

To:

Cc:

Subject:
Attachments:

Good Afternoon,
Please find the attached.

Best Regards,

Deolu Kolade, MPH

Director of Operations

New Era Rehabiliation Center
akolade@newerarehab.com
Mobile:203-543-9950

Office: 203-372-3333 Ext. 28

Adeoluwa Kolade <akolade@newerarehab.com>

Tuesday, December 20, 2016 5:33 AM

User, OHCA

Walker, Shauna; Riggott, Kaila; Armah, Olga

RE: Certificate of Need Application, Docket Number 16-32115-CON

NERC Licenses 2016.pdf; Financial Worksheet A NERC BPT 2016.pdf; NERC x St. Vincent
Interagency Agreement.pdf, NERC MH CON Follow up questions 12.9.16.docx; NERC
MH CON Follow up questions 12.9.16.pdf; Services by Location CON MH.pdf;
Collocation of MH and SA.pdf

BE@EDWED

0 2016

l_.i, =

Office of
HEALTHCARE ACCESS
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New Era Rehabilitation Center, Inc,
Docket No.: 16-32115-CON Page 1035

1. Provide a copy of the State of Connecticut, Department of Public Health license(s)
currently held by the applicant.

See Attachment

2. Place a checkmark (v) in the “Needed for Proposal” column for each license that the
Applicant is seeking from the State’s Department of Public Health (DPH) in relation to
the proposal.

Table 1: DPH Licenses Needed for the Proposal

Needed
License for
Proposal

Psychiatric Outpatient Clinic for Adults v
Mental Health Day Treatment (outpatient- one unit of service must be four v
(4) hours or more per person daily also known as Partial Hospitalization)
Mental Health Residential Living Center ]
Mental Health Community Residence L]
Facility for the Care or the Treatment of Substance Abusive or Dependent O

Persons:

Select at least one of the following if proposing substance abuse
treatment services:

[

Ambulatory Chemical Detox (outpatient)

Day or Evening Treatment (outpatient, one unit of service is ]
less than four (4) hours per person daily, includes IOP & OP)

Chemical Maintenance (outpatient, administers Methadone, C
DEA involved in approval}

QOutpatient Treatment (outpatient)
Care or Rehab (residential)

Intermediate and long term treatment and rehab (residential)

N

Detoxification & Evaluation (residential)

105|Page



New Era Rehabilitation Center, Inc.
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3. Explain how the proposed mental health treatment program will operate, including the
services to be provided, treatment approaches and structure.

NERC’s goal is to provide comprehensive, recovery-oriented care for adults 18 years and older
with mental health and/or co-occurring disorders. NERC’s treatment approach to recovery-
oriented care is based on DMHAS Practice Guidelines that define recovery and recovery-oriented
care:

e Recovery refers to the ways in which persons with mental illness, addiction, and/or
medical/physical issues experience and manage their disorder in the process of maintaining
and/or reclaiming their life in the community

* Recovery-oriented care is what psychiatric, addiction, primary medical treatment and
rehabilitation practitioners offer in support of the person’s recovery and/or management of
his or her chronic illness/condition

NERC provides mental health services to clients in any of the substance abuse programs toward
improving access, engagement and continuity of care. Individual person-centered recovery plans
for clients will address all identified behavioral health needs. Clients are not expected or required
to progress in treatment through a pre-determined continuum of care.

The services will be provided by a combination of licensed psychiatrists, psychiatric APRNs,
Licensed Professional Counselors and Licensed Marriage and Family Therapists. The inter-
diseiplinary team will be employing medication therapy, individual and group counseling, staged
interventions, motivational enhancement therapy, cognitive behavioral therapy and social support
interventions. The structure of the treatment ranging from intake to discharge planning is outlined
in the policy and procedures for the mental health program.

4. Identify the Standard of Practice Guidelines that will be utilized in relation to the
proposal. Attach copies of relevant sections and briefly describe how the Applicant
proposes to meet each of the guidelines.

NERCs treatment approach will be based on DMHAS Practice guidelines that define recovery
and recovery-oriented care.

5. Describe how other residents in the proposed service area of the NERC New Haven
location would access the proposed services. How are these potential clients currently
receiving mental health treatment?

NERC is located at 311 East Street, New Haven, CT. The facility is approximately 500 feet from
the Grand Ave and East Street bus stop. This bus stop is on the CT Transit C and D lines, making
it very accessible from surrounding towns. In addition the facility is located less than a mile from
Exit 2 on Interstate 91 and about 2 miles from Exit 46 on Interstate 95. NERC NH currently
possesses a client base of nearly 400 MMTP clients who have no trouble accessing services by
both public and private transportation methods.
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Currently these patients receive treatment at the following facilities:

Connection Inc
QOutpatient Clinic
205-209 Orange Street
1st Floor

New Haven, CT 06510

Yile New Haven Psychiatric Hospital
Adult Intensive Qutpatient

425 George Street

New Haven, CT 06511

Cornell Scott Hill Health Center
Northside Community Outpatient Servs
226 Dixwell Avenue

2nd Floor Suite 200

New Haven, CT 06511
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6. Provide the number of months covered in Table 8 on page 31. Also, please update the

table to reflect utilization by town for the Bridgeport location only.

TABLE 8
UTILIZATION BY TOWN
Utilization
Town FY 2016%*
Ansonia, CT ”
Beacon Falls, CT 4
Bethel, CT 5
Bridgeport, CT 735
Bridgewater, CT
Bristol, CT
Brookfield, CT
Danbury, CT 14
Derby, CT 8
Easton, CT 2
Faifield, CT 11
Milford, CT 9
Monroe, CT 3
Naugatuck, CT 16
New Canaan, CT 1
New Fairfield, CT 1
New Haven, CT 1
New Milford, CT 4
Norwalk, CT 4
Orange, CT I
Oxford, CT b
Redding, CT !
Ridgefieid, CT 3
Seymour, CT ?
Shelton, CT 3
Sandy Hook, CT ]22
Seymour, CT 32
Shehon, CT o
Southbury, CT 1
Staffordville, CT 3
Stamford, CT 31
Stratford, CT I
Thomastor, CT 3
Torrington, CT 20
Trumbull, CT 29

Waterbury, CT
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Watertown, CT
West Haven, CT

[\ S B

Westport, CT

Winsted, CT

Wolcott, CT 471
Total

** Table 8 represents a period of 9 months; 01/01/16 - 09/30/16.

7. Page 42 states that 20% of the total population will utilize the proposed program within
3 years, yet page 18 states that over 90% of NERC clients receiving substance abuse
treatment are also suffering from mental illness. What propertion of NERC Bridgeport
clients are currently suffering from co-occurring disorders? Explain how they will
access and utilize the proposed services,

According to NERC data 85% of BPT patients are suffering from co-occurring disorders. This
number is approximated from the number of patients who are utilizing the facilities in house
psychiatrist to be stabilized prior to being referred out as well as the number of clients receiving
prescriptions from an external psychiatrist.

All patients being treated at NERC will have access to our mental health services. If a client is
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currently receiving substance about treatment from NERC, the client will alert their SA
counselor that they are interested in receiving MH services as well. The SA counselor will alert
the designated MH counselor who will complete a Mental Health Screening Form LT (MSFIHI).
If the client is appropriate for treatment at NERC based on needed level of care as well as
capacity the patient will be referred to the proposed NERC MH program. Once formally
admitted into the program, the client will be assighed a specific MH counselor who will be
charged with creating and maintaining the client’s treatment plan as well as liaising between
the client and the medical professional.

8. The data in the table below is taken from Tables 5 and 6 on page 29. Please revise Tables
S and 6 to include utilization for the Bridgeport location only. Provide the unit of measure
(clients, sessions or visits) for the utilization data provided in the table. Confirm that the
volume for IOP is included in the projected utilization for the mental health outpatient
program. Also, provide the method of annualizing and the number of actual months
covered for fiscal year 2016. Explain the 90% increase in the projected utilization for
methadone maintenance in 2017 compared with the current fiscal year, should this still
exist after revising the data.

CFY
Actual Volume Volume Projected Volume
FY FY FY FY FY FY FY
Service*™ 2013 2014 2015 2016 2017 2018 2019
Methadone Maintenance | N/A 22,672 23,400 | 24,232 26,410 | 28,731 28,756
IOP N/A 75 540 540
Mental Health Outpatient 4,136 5,657 5,657
Total N/A 22,747 23,940 | 24,772
TABLE 5
HISTORICAL UTILIZATION BY SERVICE
Actual Volume
(Last 3 Completed FYs) CFY Volume*
Service** FY 2013%%+ FY 2014%%* FY 2015%%* FY 2016%%*
Methadone Maintenance N/A 22,672 claims 23,400 claims 25,012 claims
10p N/A 75 sessions 540 sessions 540 sessions
Total N/A 22,747 23,940 24,772

*

For pericds greater than 6 menths, report annualized volume, identifying the number of actual months covered and the
method of annualizing. For perieds less than 6 months, report actual volume and identify the period covered.

#%  ldentify each service type ard level adding lines as necessary. Provide the mumber of visits or discharges as appropriate for

each service type and level listed.
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*** Fill in years. If the time period reported is not identical to the fiscal year reported in Table 4 ofthe application, provide the
date range using the mm/dd format a3 a footnote to the table,

Methadone maintenance is billed as a weekly bundle. Each claim for this service represents 1
week of treatment per 1 client. The FY of 2016 is a projected number comprised of 11 months
of actual data (January-September) while the remainder of the year assumes a consistent rate of
treatment through year end. The 90% jump is actually the result of a typo. NERC expects to
conclude 2016 with a total of 481 clients. Assuming we obtain the mental health license in Q1
2017, we expect increased interest from underserved populations suffering from co-occurring
mental health and substance abuse disorders. The interest will bring our patient population to
increase about 5.6%. This will bring our 2017 census to 508 clients. The following year we
forecast the rate increasing by a 3.25% to increase by roughly 8.8% to 553 clients and
approximately remain steady at that census through 2019.

Although NERC possesses an 10P license it does not have the ability to mandate [OP attendance.
Historically, this has made IOP attendance highly vanable and difficult to forecast. However
going forward we expect the majority of the IOP patients to be mental health patients suffering
from co-occurring conditions. According to NERC internal data, 85% of our current population
exhibit signs of co-occurring disorders (see question 7). Applying this to the projected 2017
census of 508 clients, NERC possesses a comorbid population of 432 clients. Assuming 20% of
these clients opt to receive mental health treatment with NERC, NERC will add 86 clients (or
17%) to the proposed mental health program in 2017. In 2018 we expect the mental health
program to grow to 111 clients or 20% of the projected 2018 census. In 2019 we expect the
growth to taper and remain steady at that census. Utilizing NERC internal data, we expect clients
in our mental health program to attend an average of 2 sessions per month.

TABLE 6
PROJECTED UTILIZATION BY SERVICE
Projected Velume
Service* FY 2017%* FY 2018%* FY 2019%*
Mental Health Outpatient 4,420 5,525 6,630
Methadone Maintenance 46,410 48731 48,731
Total 50,830 54,256 55,361

* ldentify each service type by locatbn and add lines as necessary. Provide the mumber of
visits/discharges as appropriate for each service listed.

*+ if the tirst year of the proposal is only a partial year, provide te first partial year and then the
first three fuil FYs. Add colummns as necessary. If the time period reported is not ideasical to the
fiscal year reported in Table 4 of the application, provide the date range using the mm/dd format
as a footnote to the table.

9. According to the Behavioral Health Treatment Services Locator on the Substance Abuse
and Mental Health Services Administration website (bttps:/findtreatment.samhsa.gov),
NERC of Bridgeport currently accepts cash or self-pay. Does this location accept Access
to Recovery (ATR) Vouchers and have the availability of a sliding fee scale, similar to the

11 |Page



New Era Rehabilitation Center, Inc.
Docket No.: 16-32115-CON Page 112

New Haven location? Will this be extended to the proposed mental health treatment
program? Provide a copy of the charity care policy if it applies to the proposal.

10. Provide the referral sources for the substance abuse treatment program for the
Bridgeport location only.

Currently the majority of Bridgeport clients enroll in the facility through client to client
referrals. However we do regularly receive referrals from The Summit House, First Step Detox,
alongside a number a handful of private physicians in the area.

11. Include any copies of agreements (e.2. memorandum of understanding, transfer
agreement, operating agreement) related to the proposal. This includes any key referral
and/or transfer agreements with focal providers.

See Attachment

12. Update and resubmit the Financial Worksheet (A) on pages 62 and 63 based on the
Bridgeport location only. Include the net patient service revenue for commercial insurers
in line 9. Verify any revenue included under “Other” non-government net patient service
revenue. Also, verify there is no projected incremental income from Medicaid in line 6,
column 12. Please include kabels identifying the fiscal years.

See Attachment

13. Update Table 4 on page 28 based on the updated Financial Worksheet (A) for the
Bridgeport location. Also, the table shows that fiscal year 2016 is projected to have
$40,000 in incremental operating expenses. Please reflect this appropriately in Financial
Worksheet (A).

Table 4
PROJECTED INCREMENTAL REVENUES AND EXPENSES
FY 2016* FY 2017% FY 2018*
Revenue from Operations $46,344 $195,782 $213,124
Total Operating Expenses $40,000 $40,000 $40,000
Gain/Loss from Operations $6,344 $155,782 $173.124

* Fill in years using those reported in the [Financial Worksheel altached.
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14. Page 14 states that the existing location was chosen for the mental health treatment
program to improve client health outcomes, including reduced rates of relapse. What is
the rate of relapse for the Bridgeport location clients? Provide evidence such as
scholarly articles, studies or reports which demonstrate how the location of the
proposed services impacts rates of relapse.

NERC intends to locate the mental health treatment program in the same location as its current
substance abuse treatment program, 3851 Main Street, Bridgeport, CT. The idea that the
location will help reduce the rate of relapse and improve client health outcomes is not related
to the physical location itself, but instead the theory of collocation. NERC believes by
collocating both the substance abuse and the mental health treatment programs this will ensure
better continuity of care,

This is supported in the following excerpt from the book: Improving the Quality of Health
Care for Mental and Substance-Use Conditions: Quality Chasm Series.

“Collocation and clinical integration of services Physical proximity of would-be
collaborators facilitates collaboration (I0M, 2004a). This point is exemplified by the
multiple studies of mental or substance-use health care showing that same-site delivery of
both types of care or primary care is more effective in identifying comorbid conditions
(Weisner et al., 2001), effectively links clients to the collocated services (Druss et al.,
2001; Samet et al., 2001), and can improve freatment outcomes (Unutzer et al,
2001; Weisner et al., 2001). In a 1995 study of a nationally representative sample of all
outpatient drug-use treatment units, same-site delivery of services was more effective than
Jormal arrangements with external providers, referral agreements, or case management in
ensuring that patients would utilize necessary services (a first step in collaborative care)
(Friedmann et al., 2000a). For these reasons, the collocation of multiple services (mental,
substance-use, and/or general healih) at the same site is a frequently cited feature of many
care collaboration programs. The congressionally mandated study of prevention and
treatment of co-occurring substance-use and mental conditions (SAMHSA, undated)
highlighted “‘integrated treaitment” as an evidence-based approach for co-occurring
disorders, defined, in part, as services delivered “in one setiing. " The report noted that
such integrated treatment programs can take place in either the mental or substance-use
ireatment selling, but require that treatment and service for both conditions be delivered
by appropriately trained staff’ “within the same setting.”’

15. Update the list of services and service locations of existing providers on pages 33 and 34
based on the service area for the Bridgeport location only.

See Attachment
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16. Update Table 7 on page 30 to reflect the payer mix of the Bridgeport location only,
based on patient and visit volume. Utilize the table format below. Ensure visit totals are
consistent with “Outpatient Visits” in the Financial Worksheet (A). Also, please explain

the basis and the assumptions used to project the reported numbers.

CURRENT AND PROJECTED PAYER MIX FOR
NEW ERA REHABILITATION CENTER, INC., BY NUMBER OF CLIENTS AND VISITS

Current Projected

FY 2016
Payer 927116 FY 2016 FY 2017 FY 2018 FY 2019

Patient Pat. Claim Pat. Claim Pat. Claim Pat. Claim

% % % %
Vol. Vol. Vol. Vol. Vol. Vol. Vol. Vol. Vol.

Medicare* 0 0 0 0 0 0 0 0 0 0 0 0 0
Medicaid™ 430 448 93% | 23,296 475 94% | 24,700 520 94% | 27,040 520 94% | 27,040
CHAMPUS &
TriCare 0 0 ¢ 0 0 0 0 0 0 0 0 0 G
Total 430 448 93.1 23,296 475 | 93.5% | 24,700 520 | 94.0% | 27,040 520 | 94.0% | 27,040
Government % ! ’ ’ : ! ’ !
Commercial
Insurers 5 5 1.0% 260 5 1.0% 260 5 0.9% 260 5 0.9% 260
Self-pay 28 28| 5.8% 1,456 28 55% 1,456 28 5.1% 1,456 28 5.1% 1,456
Uninsured 0 0 0 0 8] 0 0 0 0 0 0 0
Workers
Comp. 0 0 0 0 0 G 0 0 0 0 0 0
Total Non-
Government 33 33 7% 1,716 33 6% 1,716 33 6.0% 1,716 33 6% 1,716
;n?:a' Payer 463 481 | 100% | 25,012 508 | 100% | 26,416 553 | 100% | 28,756 553 | 100% | 28,756
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COORDINATING CARE 213

Collaberation also is typically characterized by necessary precursors.
Clinicians are more likely to collaborate when they perceive each other as
having the knowledge necessary for good clinical care (Baggs and Schmitt,
1997). Mutual respect and trust are necessary precursers to collaboration
as well (Baggs and Schmitt, 1988; Rice, 2000); personal respect and trust
are intertwined with respect for and trust in clinical competence.

Care coordination is the outcome of effective collaboration. Coordi-
nated care prevents drug—drug interactions and redundant care processes. It
does not waste the patient’s time or the resources of the heaith care system.
Moreover, it promotes accurate diagnosis and treatment because all provid-
ers receive relevant diagnostic and treatment information from all other
providers caring for a patient.

Care integration is related to care coordination. As defined by experts
in health care organization and management (Shortell et al., 2000}, integra-
tion of care and services can be of three types:

*  “Clinical jutegration is the extent to which patient care services are
coordingted across people, functions, activities, and sites over time so as to
maximize the value of services delivered to patients”™ (p. 129),

s Physician {or clinician} integration is the extent to which clinicians
are economically linked to an organized delivery system, use its facilities
and services, and actively participate in its planning, management and gov-
ernance,

¢ Functional integration is “the extent ro which key support func-
tions and acrivities (such as financial management, strategic planning, hu-
mat resources management, and information management) are coordinated
across operating units so as to add the greatest overall value to the system”
{p. 31). The most important of these functions and activities are human
resources deployment strategies, information technologies, and continuous
improvement processes.

Shortell et al’s clinical integration corresponds to care coordination as
addressed in the Quality Chasm report.

In the context of co-occurring mental and substance-use problems and
illnesses, the Substance Abuse and Mental Health Services Administration
(SAMHSA)} similarly identifies three levels of integration (SAMHSA,
undated):

e Integrated treatwment refers to interactions between clinicians to
address the individual needs of the client/patient, and consists of “any
mechanism by which treatment interventions for co-occurring disorders are
combined within the context of a primary treatment relationship or service
setting” {p. 61).

Copyright © National Academy of Sciences. All rights reserved.
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214 HEALTH CARE FOR MENTAL AND SUBSTANCE-USE CONDITIONS

* Integrated program refers to an organizational structure that en-
sures the provision of staff or linkages with other programs to address all of
a client’s needs.

o Integrated systems refers to an organizational structure that sup-
ports an array of programs for individuals with different needs through
funding, credentialing/licensing, data collecrion/reperting, needs assessment,
planning, and other system planning and operation functions,

SAMHSA’s integrated treatment corresponds o Shortell et al.’s clinical
integration; both appear to equate to coordination of care as used in the
Quality Chasm report. In this report, we use the Quality Chasm terminol-
ogy of care coordination and address the coordination of care at the level of
the patient. We do not address issues surrounding the other levels of coor-
dination or integration represented by Shortell et al.’s climician and furc-
tional integration or SAMHSA’s integrated programs and systems.

FAILED COORDINATION OF CARE FOR
CO-OCCURRING CONDITIONS

Co-Occurring Mental, Substance-Use, and
General Health Problems and Illnesses

Mental or substance-use problems and illnesses seldom occur in isola-
tion. Approximately 15-43 percent of the time they occur together {Kessler
et al., 1996; Kessler, 2004; Grant et al., 2004a,b; SAMHSA, 2004). They
also accompany a wide variety of general medical conditions (Katon, 2003;
Mertens et al., 2003}, sometimes masquerade as separate somatic problems
{Karon, 2003; Kroenke, 2003}, and often go undetected {Kroenke et al.,
2000; Saitz et al., 1997). As a result, individuals with M/SU problems and
illnesses have a heightened need for coordinated care.

Co-Occurring Mental and Substance-Use Problems and Hlinesses

The 1990-1992 National Comorbidity Survey well documented the
high rates of co-occurring mental and substance use conditions, finding an
estimated 42.7 percent of adults aged 15-54 with an alcohol or drug “dis-
order” also having a mental disorder, and 14.7 percent of those with a
mental disorder also having an alcohol or drug disorder (Kessler et al.,
1996; Kessler 2004}, These findings are reaffirmed by more recent studies.
According to the National Institute on Alcohol Abuse and Alcoholism
(NIAAA} 2001-2002 National Epidemiologic Survey on Alcohol and Re-
lated Conditions, 19.7 percent of the general adult (18 and older} U.S.
population with any substance-use disorder is estimated to have at least one

Copyright @ National Academy of Sciences. All rights reserved.
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1. Provide a copy of the State of Connecticut, Department of Public Health license(s)
currently held by the applicant.

See Attachment

2. Place a checkmark (¥} in the “Needed for Proposal” column for each license that the
Applicant is seeking from the State’s Department of Public Health (DPH) in relation to
the proposal.

Table 1: DPH Licenses Needed for the Proposal

Needed
License for
Proposal
Psychiatric Qutpatient Clinic for Adults v
Mental Health Day Treatment {outpatient- one unit of service must be four v
(4) hours or more per person daily also known as Partial Hospitalization)
Mental Health Residential Living Center Ll
Mental Health Community Residence L
FFacility for the Care or the Treatment of Substance Abusive or Dependent ]

Persons:

Select at least one of the following if proposing substance abuse
freatment services:

£

Ambulatory Chemical Detox (outpatient)

Day or Evening Treatment (outpatient, one unit of service is ]
less than four (4) hours per person daily, includes I0P & OP)

Chemical Maintenance (outpatient, administers Methadone, O
DEA involved in approval)

Outpatient Treatment {outpatient)
Care or Rehab (residential)

Intermediate and long term treatment and rehab (residential)

(I I N A

Detoxification & Evaluation (residential)
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3. Explain how the proposced mental health treatment program will operate, including the
services to be provided, treatment approaches and structure,

NERC’s goal is to provide comprehensive, recovery-oriented care for adults 18 years and older
with mental health and/or co-occurring disorders. NERC’s treatment approach to recovery-
oriented care is based on DMHAS Practice Guidelines that define recovery and recovery-oriented
care:

¢ Recovery refers to the ways in which persons with mental illness, addiction, and/or
medical/physical issues experience and manage their disorder in the process of maintaining
and/or reclaiming their life in the community

e Recovery-oriented care is what psychiatric, addiction, primary medical treatment and
rehabilitation practitioners offer in support of the person’s recovery and/or management of
his or her chronic illness/condition

NERC provides mental health services to clients in any of the substance abuse programs toward
improving access, engagement and continuity of care. Individual person-centered recovery plans
for clients will address all identified behavioral health needs. Clients are not expected or required
to progress in treatment through a pre-determined continuum of care.

The services will be provided by a combination of licensed psychiatrists, psychiatric APRNS,
Licensed Professional Counselors and Licensed Marriage and Family Therapists. The inter-
disciplinary team will be employing medication therapy, individual and group counseling, staged
interventions, motivational enhancement therapy, cognitive behavioral therapy and social support
interventions. The structure of the treatment ranging from intake to discharge planning is outlined
in the policy and procedures for the mental health program.

4. Identify the Standard of Practice Guidelines that will be utilized in relation to the
proposal. Attach copies of relevant sections and briefly describe how the Applicant
proposes to meet each of the guidelines.

NERCs treatment approach will be based on DMHAS Practice guidelines that define recovery
and recovery-oriented care,

5. Describe how other residents in the proposed service area of the NERC New Haven
location would access the proposed services. How are these potential clients currently
receiving mental health treatment?

NERC is located at 311 East Street, New Haven, CT. The facility is approximately 500 feet from
the Grand Ave and East Street bus stop. This bus stop is on the CT Transit C and D lines, making
it very accessible from surrounding towns. In addition the facility is located less than a mile from
Exit 2 on Interstate 91 and about 2 miles from Exit 46 on Interstate 95. NERC NH currently
possesses a client base of nearly 400 MMTP clients who have no trouble accessing services by
both public and private transportation methods.
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Currently these patients receive treatment at the following facilities:

Connection Inc
Qutpatient Clinic
205-209 Orange Street
Ist Floor

New Haven, CT 06510

Yale New Haven Psychiatric Hospital
Adult Intensive Qutpatient

425 George Street

New Haven, CT 06511

Cornell Scott Hill Health Center
Northside Community Qutpatient Servs
226 Dixwell Avenue

2nd Floor Suite 200

New Haven, CT 06511
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6. Provide the number of months covered in Table 8 on page 31. Also, please update the
table to reflect utilizatien by town for the Bridgeport location only.

108 | Page

UTILIZATION BY TOWN

Utilization
Town FY 2016%*
Ansoaia, CT 1
Beacon Falls, CT 4
Bethel, CT 5
Bridgeport, CT 235
Bridgewater, CT 1
Bristol, CT 3
Brookfield, CT 4
Danbury, CT 14
Derby, CT 8
Easton, CT 2
Faifield, CT 3!
Milford, CT
Monroe, CT 5
Naugatuck, CT 16
New Canaan, CT 1
New Fairfield, CT 1
New Haven, CT 1
New Milford, CT 4
Norwalk, CT 4
Orange, CT 1
Oxford, CT 6
Redding, CT :
Ridgefield, CT 3
Seymonr, CT ?
34
Shelton, CT 5
Sandy Hook, CT 12
Seymour, CT 3
Shelten, CT 2
Southbury, CT 1
Staffordville, CT 2
Stamford, CT 31
Stratford, CT 1
Thomaston, CT 3
Torrington , CT 20
Trumbull, CT 29

Waterbury, CT
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Watertown, CT
West Haven, CT
Westport, CT
Winsted, CT
Wolcott, CT 471

Total

[ R

** Table 8§ represents a period of 9 months; 01/01/16 - 09/30/16.

7. Page 42 states that 20% of the total pepulation will utilize the proposed program within
3 years, yet page 18 states that over 90% of NERC clients receiving substance abuse
treatment are also suffering from mental illness. What proportion of NERC Bridgeport
clients are currently suffering from co-oecurring disorders? Explain how they will
access and utilize the proposed services.

According to NERC data 85% of BPT patients are suffering from co-occurring disorders. This
number is approximated from the number of patients who are utilizing the facilities in house
psychiatrist to be stabilized prior to being referred out as well as the number of clients receiving
prescriptions from an external psychiatrist.

All patients being treated at NERC will have access to our mental health services. 1f a client is
currently receiving substance about treatment from NERC, the client will alert their SA
counselor that they are interested in receiving MH services as well. The SA counselor will alert
the designated MH counselor who will complete a Mental Health Screening Form 1T (MSFIL).
If the client is appropriate for treatment at NERC based on needed level of care as well as
capacity the patient will be referred to the proposed NERC MH program. Once formally
admitted into the program, the client will be assigned a specitic MH counselor who will be
charged with creating and maintaining the client’s treatment plan as well as liaising between
the client and the medical professional.

8. The data in the table below is taken from Tables 5 and 6 on page 29, Please revise Tables
5and 6 to include utilization for the Bridgeport location only. Provide the unit of measure
(clients, sessions or visits) for the utilization data provided in the table, Confirm that the
volume for TOP is included in the projected utilization for the mental health outpatient
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program. Also, provide the method of annualizing and the number of actual months
covered for fiscal year 2016. Explain the 90% increase in the projected utilization for
methadone maintenance in 2017 compared with the current fiscal year, should this still
exist after revising the data.

CFY
Actual Volume Volume Projected Volume
FY FY FY FY FY FY FY
Service™ 2013 2014 2016 2016 2017 2018 2019

Methadeone Maintenance | N/A 22,672 23400 | 24,232 | 26,410 | 28,731 28,756

IOP N/A 75 540 540
Mental Health Outpatient 4136 5,657 5,657
Total N/A 22,747 23,940 | 24772
TABLE 5
HISTORICAL UTILIZATION BY SERVICE
Actual Volume
(Last 3 Completed FYs) CFY Volume*
Service®* FY 2013%*%* FY 2014%%* FY 2015%%% FY 2016%**
Methadone Maintenance N/A 22,672 claims 23,400 claims 25,012 claims
[op N/A 75 sessions 540 sessions 540 sessions
Total N/A 22,747 23,940 24,772

¥ For periods greater than 6 months, report annualized volume, identifying the number of actual months covered and the
method of annualizing. For periads less than & menths, report actual volume and identity the period covered.

¥*  dentity each service type and tevel adding lines as necessary. Provide the number of vigits or discharges as apprepriate for
each service type and level listed.

**% Fill in years. If the time pertod reported is not identicaf to the fiscal year reported in Table 4 of the application, provide the
date range using the mm/dd format as a footnote to the table.

Methadone maintenance is billed as a weekly bundle. Each claim for this service represents 1
week of treatment per 1 client. The FY of 2016 is a projected number comprised of 11 months
of actual data (January-September) while the remainder of the year assumes a consistent rate of
treatment through year end. The 90% jump is actually the result of a typo. NERC expects to
conclude 2016 with a total of 481 clients. Assuming we obtain the mental health license in Q1
2017, we expect increased interest from underserved populations suffering from co-occurring
mental health and substance abuse disorders. The interest will bring our patient population to
increase about 5.6%. This will bring our 2017 census to 508 clients. The following year we
forecast the rate increasing by a 3.25% to increase by roughly 8.8% to 553 clients and
approximately remain steady at that census through 2019.
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Although NERC possesses an IOP license it does not have the ability to mandate IOP attendance.
Historically, this has made IOP attendance highly variable and difficult to forecast. However
going forward we expect the majority of the IOP patients to be mental health patients suffering
from co-occurring conditions. According to NERC internal data, 85% of our current population
exhibit signs of co-occurring disorders (see question 7). Applying this to the projected 2017
census of 508 clients, NERC possesses a comorbid population of 432 clients. Assuming 20% of
these clients opt to receive mental health treatment with NERC, NERC will add 86 clients (or
17%) to the proposed mental health program in 2017. In 2018 we expect the mental health
program to grow to 111 clients or 20% of the projected 2018 census. In 2019 we expect the
growth to taper and remain steady at that census. Utilizing NERC internal data, we expect clients
in our mental health program to attend an average of 2 sessions per month.

10,

11.

TABLE 6
PROJECTED UTILIZATION BY SERVICE
Projected Volume
Serviee* FY 2017%* FY 2018** FY 2019**
Mental Health Qutpatient 4,420 5,525 6,030
Methadone Maintenance 46,410 48,731 48,731
Total 50,830 54,256 55,361

¥ identify cach service type by location and add lines as necessary. Provide the number of
visits/discharges as appropriate for each service listed.

#* If the first year of the proposal is only a partial year, provide the first partial year and then the
first three futl FYs. Add columns as necessary. if the time period reporied is not identical to the
fiscal year reported in Table 4 of the application, provide the date range using the mim/dd format
as a footnote to the table.

According to the Behavioral Health Treatment Services Locator on the Substance Abuse
and Mental Health Services Administration website (https:/findtreatment.samhsa.gov),
NERC of Bridgeport currently accepts cash or self-pay. Does this location accept Access
to Recovery (ATR) Vouchers and have the availability of a sliding fee scale, similar to the
New Haven location? Will this be extended to the proposed mental health treatment
program? Provide a copy of the charity care policy if it applies to the proposal.

Provide the referral sources for the substance abuse treatment program for the
Bridgeport location only.

Currently the majority of Bridgeport clients enroll in the facility through client to client
referrals. However we do regularly receive referrals from The Summit House, First Step Detox,
alongside a number a handful of private physicians in the area.

Include any copies of agreements (c.g. memorandum of understanding, transfer
agreement, operating agreement) related to the proposal. This includes any key referral
and/or fransfer agreements with local providers.
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See Attachment

12. Update and resubmit the Financial Worksheet (A) on pages 62 and 63 based on the
Bridgeport location only. Include the net patient service revenue for commercial insurers
in line 9. Verily any revenue included under “Other” non-government net patient service
revenue. Also, verify there is no projected incremental income from Medicaid in line 6,
column 12, Please include labels identifying the fiscal years.

See Attachment

13. Update Table 4 on page 28 based on the updated Financial Worksheet (A) for the
Bridgeport location. Also, the table shows that fiscal year 2016 is projected to have
$40,000 in incremental operating expenses. Please reflect this appropriately in Financial
Waorksheet (A).

Table 4
PROJECTED INCREMENTAL REVENUES AND EXPENSES
FY 2016% FY 2017* FY 2018*
Revenue from Operations $46,344 $195.782 $213.124
Total Operating Expenses $40,000 $40,000 $40,000
Gain/Loss from Operations $6,344 $155,782 $173,124

* Fill in years using those reporied in the Financial Worksheet aitached.

14. Page 14 states that the existing location was chosen for the mental health treatment
program to improve client health cutcomes, including reduced rates of relapse. What is
the rate of relapse for the Bridgeport location clients? Provide evidence such as
scholarly articles, studies or reports which demonstrate how the location of the
proposed services impacts rates of relapse,

NERC intends to locate the mental health treatment program in the same location as its current
substance abuse treatment program, 3851 Main Street, Bridgeport, CT. The idea that the
location will help reduce the rate of relapse and improve client health outcomes is not related
to the physical location itself, but instead the theory of collocation. NERC believes by
collocating both the substance abuse and the mental health treatment programs this will ensure
better continuity of care.
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This is supported in the following excerpt from the book: Improving the Quality of Health
Care for Mental and Substance-Use Conditions: Quality Chasm Series.

“Collocation and clinical integration of services Physical proximity of would-be
collaborators facilitates collaboration (I0M. 2004aj. This point is exemplified by the
multiple studies of mental or substance-use health care showing that same-site delivery of
both types of care or primary care is more effective in identifying comorbid conditions
(Weisner et al., 2001), effectively links clients to the collocated services (Druss et al,
2001, Samet et al., 2001), and can improve treatment outcomes (Unutzer et al.,
2001, Weisner et al., 2001). In a 1995 study of a nationally representative sample of all
outpatient drug-use treatment unils, same-site delivery of services was more effective than
Jormal arrangements with external providers, referval agreements, or case management in
ensuring that patients would utilize necessary services (a first step in collaborative care)
(Friedmann et al., 2000a). For these reasons, the collocation of multiple services (mental,
substance-use, and/or general health) ar the same site is a frequently cited feature of many
care collaboration programs. The congressionally mandated study of prevention and
treatment of co-occurring substance-use and mental conditions (SAMHSA, undated)
highlighted “integrated treatment” as an evidence-based approach for co-occurring
disorders, defined, in part, as services delivered “in one seiting.” The report noted that
such integrated treatinent programs can take place in either the mental or substance-use
treatment setting, but require that treatment and service for both conditions be delivered
by appropriately trained staff "within the same setting.”

15. Update the list of services and service locations of existing providers on pages 33 and 34
based on the service area for the Bridgeport location only.

See Attachment
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16. Update Table 7 on page 30 to reflect the payer mix of the Bridgeport location only,
based on patient and visif volume. Utilize the table format below. Ensure visit totals are
consistent with “Outpatient Visits” in the Financial Worksheet (A). Also, please explain
the basis and the assumptions used to project the reported numbers.

CURRENT AND PROJECTED PAYER MIX FOR
NEW ERA REHAEILITATION CENTER, INC., BY NUMBER OF CLIENTS AND VISITS

Current Projected

FY 2016 FY 2016 FY 2017 FY 2018 FY 2019
Payer 9/27/16

Patient Pat. Claim Pat. Claim Pat. Ciaim Pat. Claim

% % % %
Val. Vol. Vol. Vol. Vol. Vol. Vol. Vol, Vol.

Medicare* 0 0 0 0 G 0 0 0 0 [ 0 0 0
Medicaid* 430 448 | 93% | 23,208 475 | 94% | 24,700 520 | 94% | 27,040 520 | 94% | 27,040
CHAMPUS &
T Care 0 0 0 0 0 0 0 0 0 0 0 0 0
Total a30 | ae8| %3V 23206 | 475 | 93.5% | 24,700 520 | 94.0% | 27,040 | 520 | 94.0% | 27,040
Government % ’ e ! e ’ e '
Commercial s
g 5 5| 10%{ 260 51 1.0% 260 5| 09w | 280 5| 0.9% 260
Self-pay 28 28 | 5.8% | 1.456 28 | 55% | 1,456 28 | 5.1% | 1456 28| 51% | 1.456
Uninsured 0 c 0 0 0 0 0 0 0 0 0 0
Workers
Comp, 0 0 0 0 0 0 o 0 0 0 ) 0
Total Non- o
Governmont 33 33| 7% | 1,718 33 6% | 1,716 33| 6.0% | 1,716 33 6% | 1,718
L‘i’;a' Payer 463 481 | 100% | 25,012 508 | 100% | 26,416 553 | 100% | 28,756 553 | 100% | 28,756
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NEW ERA REHABILITATION CENTER
3851 MAIN STREET
BRIDGEPORT, CT 06606

INTERAGENCY AGREEMENT

New Era Rehabilitation Center seeks to provide adequately for our client’s healthcare
requirements. We desire to establish interagency service agreements with other
service. area providers to make available health care services and resources not
available directly in our clinic.

New Era Rehabilitation Center will consequently like to establish an agreement with St.
Vincent's Medical Center whereby St. Vincent's will agree to provide necessary and
appropriate assessment and treatment to our clients. The intention of this agreement is
to establish such a relationship officially so as to facilitate the continuity of patient care.

St. Vincent's, where judged appropriate for the individual patient, accepts the transfer or
admission of patients consistent with Dr. Kolade's status as a member of the Medical
Staff of St. Vincent's Medical Center and consistent with St. Vincent's mission, policies
and procedures; provided, however, that this agreement is not predicated upon any
undertaking between the parties as to the existence, volume or value of any referrals
between them. The parties hereto will not discriminate in accepting a patient on the
basis of race, creed, sex or national origin and will comply with State and Federal
Regulafions.

As part of the agreement both New Era and St. Vincent's shall provide the other with
pertinent information as needed directly related to the expeditious and efficacious
treatment of patients, so as to assure appropriate and continued care. Any exchange of
patient information shall be conducted in accordance with applicable State and Federal
Regulations with regards to patient confidentiality, notably Federal Regulations on
Confidentiality Alcohol and Substance Abuse Patient Records (Title 42CFR, Part 2) and
Health Insurance Portability and Accountability Act of 1996 (HIPAA).

New Era Rehabilitation Center St. Vindentls Megical Center

oy AL Aad i\ ) e

: By:
Ebenizer Kolade, M. D. Jéﬁe/Missri, M. B

Its: QW uoxzref/ﬁw Its: Chief Medical Officer
Date: (9 ~ {é —of& Date: é '// -Ze f




/N /N wdO:g-Wepn:s uodalpug Al anvAee] T U] BIUBSSIBUIY INDNDBULOY 21U 4O YIERH |RJCIABYDY

JU aauessleusy IN31I8BUU0D

v/N VN v/N Hodadpilg 198.15 01124Y 069 au| Auady $331A13S 2SNy [EdILUBYD $01SOH ap gUEW o1uadny/(ySyD)

Uy AJUeBy S22IAI3S BSNAY jBIIUSYD

/N v/N v/N uodagpug 15 YINSSOY 765 Jul AduaBy s831AIRS asNqy [EdIWSYD juawieal Aeg

adeuno) welold fysyd

viN v/IN wdpg:g-wepe:g vodagpug anuany Jled gevbl DU} ‘swiedd0.d Jo yiomian Asaa000y 59MAI25 SUHPSUNOY) AJRACDSY

/N Y/N /N HodaBpug 19805 UIRIN 00¥7 133U37 1EHPBIA STUSILLA JUleS UY3jeaH [elolaeyag Juaneding

13]U3]) |E2IPS|A SILUDDUIA JUIeS

¥/N v/N v/N uodagpug INUany |2lUa) gE9T SLUAISAS HIAl IN213I3UUDT) 153MUIN0S SWIaIsAs

HIA IN21302UL0Y 1SaMUINos

/N /N wdpg:g-wege:g uodaBpug 19235 puog 08y U] ‘sWeldoid 0 3J0mMm13N AisA0daYy U SWeNB0id j0 JJomlan Aiarodsy

/N ZETEE0L0VT uwidpoeig-wiene:g LodaSpug 13905 Padsoud ZeE Ui ‘swieiSoid §6 yJomian Aleaoday spadsouig maN

9/N v/N /N podadpug anuBAY WO /7 12 72U} 'MSd 12 °3u] ‘pasH

UOReZRIIN uopesadp

- : Ay $594 Amjoe awe A o A

waLm) 1dN 10 sinoy H PPV AjoES N ia3pinoid WEN Aj[1oed

SHIAINOYd DONILSIXT 40 SNOLLYIOT ADIAHIS ANV SIDIAYIS




	Exhibit A - Certificate of Need Application 
	Exhbit B - Completeness Questions
	Exhibit C - Completeness Questions 2nd Request
	Exhibit D-responses to completeness questions



