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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-1 Rev.9/2002

General Information

Name of Facility (as licensed) License No. Report for Year Ended| Page of
Gladeview Health Care Center, L1LC 2024C 9/30/2015 1 | 37

Administrator's/Owner's Certification

MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS
COST REPORT MAY BE PUNISHABLE BY FINE AND/OR IMPRISIONMENT UNDER STATE OR
FEDERAL LAW.

THEREBY CERTIFY that I have read the above statement and that I have examined the accompanying
Cost Report and supporting schedules prepared for Gladeview Health Care Center, LLC [facility name], for
the cost report period beginning October 1, 2014 and ending September 30, 2015, and that to the best of
my knowledge and belief, it 1s a true, correct, and complete statement prepared from the books and records
of the provider(s) in accordance with applicable instructions.

Thereby certify that T have directed the preparation of the attached General Information and Questionnaires, Schedule
of Resident Statistics, Statements of Reported Expenditures, Statements of Revenues and the related Balance Sheet of
this Facility in accordance with the Reporting Requirements of the State of Connecticut for the year ended as
specified above.

I have read this Report and hereby certify that the information provided is true and correct to the best of my
knowledge under the penalty of perjury. Ialso certify that all salary and non-salary expenses presented in
this Report as a basis for securing reimbursement for Title XIX and/or other State assisted residents were
incurred to provide resident care in this Facility. All supporting records for the expenses recorded have
been retained as required by Connecticut law and will be made available to auditors upon request.

TN L il [

Printed Name (Administrator) ~— $ 7" |Printed Name (Owner)
Paul Knutsen Linda Silberstein

Subscribed and Swormn State of Date

Comm, Expires
2 e W B0 Cngpbiat sl

e biiveis 3.3
Address ofNotaIylPubhc Vv‘ i 7z

Y, ﬂ?jﬁafm /Klofﬂ\f A B@D?}W/ (0617

(Notary Seal)




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-1A Rev. 6/95

State of Connecticut
Department of Social Services
55 Farmington Avenue, Hartford, Connecticut 06105

Total Wages Paid

Total salaries paid

Data Required for Real Wage Adjustment Page of
1A 37
Name of Facility Period Covered: From To
Gladeview Health Care Center, LLC 10/1/2014| 9/30/2015
Address of Facility
60 Boston Post Road, Old Saybrook, CT 06477
Report Prepared By Phone Number Date
Gladeview Health Care Center 860-388-6696
Item Total CCNH RHNS | (Specify)

1. Dietary wages paid 5
2. Laundry wages paid $
3. Housekeeping wages paid $
4. Nursing wages paid $
5.  All other wages paid 8
6. S
7. S
8. S

Total Wages and Salaries Paid (As per page 10 of Report)

Wages - Compensation computed on an hourly wage rate.

Salaries - Compensation computed on a weekly or other basis which does not generally vary, based on the

number of hours worked.

DO NOT include Fringe Benefit Costs.




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-2 Rev. 10/2005

General Information and Questionnaire
Type of Facility - Organization Structure

Phone No. of Facility |Report for Year Ended| Page of
860-388-6696 9/30/2015 2 37
Name of Facility (as shown on license) Address (No. & Street, City, State, Zip)
Gladeview Health Care Center, LL.C 60 Boston Post Road, Old Saybrook, CT 06477
CCNH RHNS (Specify) Medicare Provider No.
License Numbers: 2024C 07-5313
Type of Facility (Check appropriate box{es))
Chronic and Convalescent Rest Home with Nursing O (Specify)
Nursing Home only (CCNH) Supervision only (RHNS) P
Type of Ownership (Check appropriate box)
O Propretorship O LLC O Partnership ® ProfitCorp. O NonProfit Corp. O Government O Trust

Date Opened Date Closed
If this facility opened or closed during report year provide:

Has there been any change in ownership

or operation during this report vear? O Yes ® No If "Yes," explain fully.

Administrator

Name of Administrator Nursing Home

Paul Knutsen Administrator’s 001500
License No.:

Other Operators/Owners who are assistant administrators (full or part time) of this facility.

Name License No.:

Linda Silberstein None




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3 Rev. 10/2005

General Information and Questionnaire

Partners/Members
Name of Facility License No. Report for Year Ended Page  of
Gladeview Health Care Center, LLC 2024C 9/30/2015 3 | 37
State(s) and/or Town(s) in
Legal Name of Partnership/LLC Busmess Address Which Registered
Name of Partners/Members Business Address Title % Owned

N/A




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-3A Rev. 10/2005

General Information and Questionnaire
Corporate Owners

Name of Facility License No. Report for Year Ended Page  of
Gladeview Health Care Center, L.LC 2024C 9/30/2015 3A I 37
- [If this facility is owned or operated as a corporation, provide the following information:
Legal Name of Corporation Business Address State(s) in Which Incorporated
Gladeview Health Care Center 60 Boston Post Road CT

Old Saybrook, CT 06473

. ] ) No. Shares
Name of Directors, Officers Business Address Title Held by Each
Linda Silberstein 60 Boston Post Road President 100
Old Saybrook, CT 06475

Names of Stockholders Owning at Least 10%
of Shares

Same as above




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3B Rev. 10/2005

General Information and Questionnaire
Individual Proprietorship

Name of Facility
Gladeview Health Care Center, LIC

License No.
2024C

Report for Year Ended
9/30/2015

Page  of
3B | 37

If this facility is owned or operated as an individual proprietorship, provide the following information:

Owner(s) of Facility

N/A
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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-5 Rev. 9/2002

General Information and Questionnaire
Basis for Allocation of Costs

Name of Facility
Gladeview Health Care Center, LLC

License No.

Report for Year Ended Page of
9/30/2015 5 | 37

If the facility is licensed as CDH and/or RCH or provides AIDS or TBI services with special Medicaid rates, costs

must be allocated to CCNH and RHNS as follows:

Item Method of Allocation
Dietary Number of meals served to residents
Laundry Number of pounds processed
Housekeeping Number of square feet serviced
Number of hours of routine care provided by EACH
Nursing employee classification, i.e., Director (or Charge Nurse),

Registered Nurses, Licensed Practical Nurses, Aides and
Attendants

Direct Resident Care Consultants

Number of hours of resident care provided by EACH
specialist (See listing page 13)

Maintenance and operation of plant

Square feet

Property costs (depreciation)

Square feet

Employee health and welfare

Gross salaries

Management services

Appropriate cost center involved

All other General Administrative expenses

Total of Direct and Allocated Costs

The preparer of this report must answer the following questions applicable to the cost information provided.

1. In the preparation of this Report, were all
costs allocated as required?

O Yes

If "No," explain fully why such allocation was

® No
not made.

Not applicable

2. Explain the allocation of related company expenses and attach copy of appropriate supporting data.

Not applicable

3. Did the Facility appropriately allocate and self-disallow direct and indirect costs to non-nursing home cost centers?
(e.g., Assisted Living, Home Health, Qutpatient Services, Adult Day Care Services, etc.)

O Yes

O No If "No," explain fully why such allocation was
not made.

Net applicable - no non-nursing home cost centers
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State of Connecticut
Annual Report of Long-Term Care Facility
C8P-7 Rev. 6/95

General Information and Questionnaire

Accounting Basis

Name of Facility License No. Report for Year Ended Page of
Gladeview Health Care Center, LLJ 2024C 9/30/2015 7 37
The records of this facility for the period covered by this report were maintained on the following basis:

® Accrual O Cash O Modified Cash
Is the accounting basis for this
period the same as for the © Yes If"No," explain.
previous period? O No

Independent Accounting Firm

Name of Accounting Firm Address (No. & Street, City, State, Zip Code)
1 Simione Macca and Larrow 4130 Whitney Ave, Hamden, CT 06518

2 Craig J Lubiski and Company
3
4

Services Provided by This Firm {describe fully)

401k audit, tax return

8,700

3
Medicare Cost Report $ 2,000
5

1
2
3
4 5

Charge for Services Provided
3 10,700

Are These Charges Reflected in the Expenditure Portion of This Report? If Yes, Specify Expense Classification and Line No.
® Yes O No |Pg 15 Line 1d

Legal Services Information

Name of Legal Firm or Independent Attorney Telephone Number
Shipman & Goodwin 860-251-5000

1
2
3
4
5

Address (No. & Sireet, City, State, Zip Code)
1 Constitution Plaza, Hartford, CT 06103

1
2
3
4
5

Services Provided by This Firm (describe fully )

Nursing supervisor lawsuit (disaliow) 495

$
3
3
$

Ch [ f

$

3 495

Charge for Services Provided

Are These Charges Reflected in the Expenditure Portion of This Report? If Yes, Specify Expense Classification and Line No.

® Yes O No Pg 15 Line le
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State of Comnecticut
Annual Report of Long-Term Care Facility
CSP-9 Rev. 9/2002

Schedule of Resident Statistics (Cont'd)

Name of Facility License No. Report for Year Ended Page of
Gladeview Health Care Center, LLC 2024C 9/30/2015 9 37
4. Were there any changes in the certified bed capacity during the report year? O Yes ® No
If"YES", provide the following information:
Place of Change Change in Beds Capacity After Change
Date of |CCNH|RHNS} (Specify) Lost Gained
Change " ,. q .
(1) (2) (3) (1) 2) | 3] O | @] 3 |CCNH| RHNS (Specify) Reason for Change

5. Ifthere was any change in certified bed capacity during the report year (as reported in item 4 above) provide the number of
RESIDENT DAYS for 90 days following the change.

Change in Resident Days CCNH RHNS (Specify)
1st change
2nd change
3rd change
4th change
6. Number of Residents and Rates on September 30 of Cost Year
Medicare Medicaid Self-Pay Other State Assisted
Item CCNH CCNH RHNS CCNH RIINS {Specify) R.C.H. ICF-MR.
No. of Residents
Per Diem Rate
a. One bed rm. var 234.64 381,00
b. Two bed rms. var 234.60 361.00
¢. Three or more
bed rms.
7. Total Number of Physical Therapy Treatments (Specify)

A. Medicare - Part B

B. Medicaid (Exclusive of Part B)
1. Maintenance Treatments

2. Restorative Treatments

C. Other

D. Total Physical Therapy Treatments

8. Total Number of Speech Therapy Treatments
A. Medicare - Part B

B. Medicaid (Exclusive of Part B)
1. Maintenance Treatments

2. Restorative Treatments

C. Other

D. Total Speech Therapy Treatments

9. Total Number of Occupational Therapy Treatments
A. Medicare - Part B

B. Medicaid (Exclusive of Part B)
1. Maintenance Treatments

2. Restorative Treatments

C. Other . 10,546 10,546
D. Total Occupational Therapy Treatments 12,277 12,277




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-10 Rev. 9/2002

Report of Expenditures - Salaries & Wages

Name of Facility License No. Report for Year Ended Page of
Gladeview Health Care Center, LLC 2024C 9/30/2015 10 37
Are time records maintained by all individuals receiving compensation? @ Yes Q No

Total Cost and Hours

Item

A, Salares and Wages™
1. Operators/Owners (Complete also Sec. I
of Schedule A1}
2. Administrator(s) (Complete also Sec. III
of Schedule Al)
3. Assistant Administrator (Complete also Sec. IV
of Schedule Al)
4. Other Administrative Salaries (telephone
operator, clerks, receptionists, ete,)
5. Dietary Service
a. Head Dietitian

R E e % T ] %é‘fx{‘g‘f
%:% : L G ‘

o

i

b. Food Service Supervisor

¢. Dietary Workers
6. Housckeeping Service
a. Head Housekeeper

b. Other Housekeeping Workers
7. Repairs & Maintenance Services
a. Engineer or Chief of Maintenance

b. Other Maintenance Workers
%. Laundry Service
a. Supervisor

b. Qther Laundry Workers

9. Barber and Beautician Services

10. Protective Services
11. Accountng Services
a. Head Accountant

b. Other Accountants
12. Professional Care of Residents
a. Directors and Assistant Director of Nurses
b. RN
1, Direct Care

2. Administrative™**

c. LPN : [
1. Direct Care 560, 834 20,513
2. Administrative**
d. Aides and Attendants 1,506,231 54,312
e. Physical Therapists 340,590 7,133
f.  Speech Therapists 69,375 1.584
g. Occupational Therapists 191,159 4,632
h. Recreation Workers 137, 764 7,636
i. Physicians : : o
1. Medical Director
2. Utilization Review
3. Resident Carg***
4. Other (Specify)
j. Dentists
k. Pharmacists
1. Podiatrists
m. Social Workers/Case Management 222,691 6,500
n.  Marketing
o. Other (Specify) e N e
See Attached Schedule
A-13. Total Salary Expenditures 5,706,235 236,948

* Do not include in this section any expenditures paid to persons who receive a fee for services rendered or who are paid on a contract basis.
** Adminisirative - costs and bours associated with the following positions: MDS Coordinator, Inservice Training Coordinator and
Infection Control Nurse. Such costs shall be included in the direct care category for the purposes of rate setting.
*** This item is not reimbursable to facility. For Title 19 residents, doctors should bill DSS directly, Also, any costs for Title 18 and/or other

private pay residents must be removed on Page 28,




Gladeview Health Care Center, LLC

9/30/2015

Schedule of Other Salaries and Wages (Page 10)

CCNH

RHNS

{Specify)

Attachment Page 10/13

Hours

Hours

Position

Hours

Schedule of Other Fees (Page 13)

CCNH

(Specify)

Hours

Service

Hours

Total
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State of Connecticut
Axnnual Report of Long-Term Care Facility
CSP-13 Rev. 9/2002

B. Report of Expenditures - Professional Fees

Name of Facility
Gladeview Health Care Center, LLC

e T
P .

Item

License No. Report for Year Ended Page of
2024C 9/30/2015 13 | 37
Total Cost and Hours
Hours

*B. Direct care consultants paid on a fee
for service basis in lien of salary
(For all such services complete Schedule B1)

T IR T
S B
o .

£2:
o

1. Dietitian
2. Dentist
3. Pharmacist
4. Podiatrist
5. Physical Therapy
a. Resident Care
b. Other
6. Social Worker
7. Recreation Worker
8. Physicians
a. Medical Director (entire facility)
b. Utilization Review
{Title 18 and 19 only) monthly meeting
¢. Resident Care**
d. Administrative Services facility
1. Infection Control Commitice
(Quarterly meetings)
2. Pharmaceutical Committee
{Quarterly meetings)
3, Staff Development Committee
(Once annuaily)
e. Other (Specify) e
9. Speech Therapist e
a. Resident Care
b. Other
10. Occupational Therapist
a. Resident Care
b. Other
11. Nurses and aides and attendants
a. RN
1. Direct Care
2. Administrative®**
b. LPN
1. Direct Care
2. Administrative®#*
c. Aides
d. Other
12. Other (Specify)
See Attached Schedule

B-13 Total Fees Paid in Licu of Salaries

264,124

* Do not include in this section management consultents or services which rmust be reported on Page 16 item M-12 and supported by required information, Page 17.
*¥ This item is not reimbursable to facility. For Title 19 residents, doctors should bill DSS directly. Also, any costs for Title 18 and/or other private pay residents must

be removed on Page 28,

*¥* Administrative - costs and hours associated with the following positions: MDS Coordinator, Iuservice Training Coordinator and Infection Control Nurse. Such
costs shall be included in the direct care category for the purposes of rate setting.




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-14 Rev. 6/95

Report of Expenditures
Schedule B1 - Information Required for Individual(s) Paid on Fee for Service Basis*
Name of Facility License No. Report for Year Ended Page of
(Gladeview Health Care Center, LLC 2024C 9/30/2015 14 | 37
Related** to Owners,
Name & Address of Individual Full Explanation of Service Operators, Officers Explanation of Relationship
Yes No

William H. Johnson MSW, Inc. PO Box 1354, Social Worker o

Belchertown, MA 01007

Prakash Huded MS, 28 Marlboro, Rd., Poriland
cT

Medical Director, Physician Services

Med Options, PO Box 5023, New Britain, CT Physician Services
06050
SDX Swallowing Diagnostics, PO Box 484, Avon, Speech Therapy

CT 06001

HealthDrive Dental Group, One Prestige Dr.,
Sutte 107, Meriden, CT 06450

Dental Services

The Nurse Network, PO Box 982, Southington, Nursing Pocl
CT 06489
Dr. Mukerjee, 71 Quail Run, Madison, CT 06443 Cardiac Services

cojo|jcjolojojoc|lo|joc|jojojojojojfocjo|lojocjo]jo|o

o)1 o0j]ojO|O]lOC|O|O|[O}|0O0OJO|O|O|0O|@® |0l ||®|®

* Use additional sheets if necessary.
** Refer to Page 4 for definition of related.




State of Connecticut

Annual Report of Long-Term Care Facility
CSP-15 Rev. 10/2005

C. Expenditures Other Than Salaries - Administrative and General

Name of Facility License No. Report for Year Ended Page of
Gladeview Health Care Center, LLC 2024C 9/30/2015 15 37
Item Total CCNH RHNS (Specify)
1. Administrative and General e o
a. Employee Health & Welfare Benefits - e

1. Workmen's Compensation 3 302,191 302,191

2. Disability Insurance 3

3. Unemployment Insurance 3 136,026 136,026

4. Social Security (F.I.C.A.) b 401,745 401,745

5. Health Insurance $ 453,412

6. Life Insurance (employees only)

(not-owners and not-operators)

7. Pensions (Non-Discriminatory)
(not-owners and not-operators)

8. Uniform Allowance

9. Other (Specify)
See Attached Schedule

b. Personal Retirement Plans, Pensions, and
Profit Sharing Plans for Owners and
Operators (Discriminatory)*

Bad Debts*

100,000

100,000

Accounting and Auditing

9,700

9,700

Legal (Services should be fully described on Page 7)

495

495

o lpdle

Insurance on Lives of Owners and
Operators (Specify )*

2| en | o |

Office Supplies

=
G

5 1o

Telephone and Cellular Phones
1. Telephone & Pagers

2. Cellular Phones

1. Appraisal (Specify purpose and
attach copy y*

o

Corporation Business Taxes (franchise tax)

{——

k. Other Taxes (Not related to property - See Page 22)

e

i ek ﬁ,gigﬂg?
3 v%%?o i
.
N

1. Income*
2. Other (Specify)
See Attached Schedule L e
3. Resident Day User Fee b 762,731 762,731
Subtotal §| 2,256,845 2,256,845

* Facility should self-disallow the expense on Page 28 of the Cost Report.

(Carry Subtotals forward to next page)




**% DO NOT Include Holidav Parties / Awards / Gifts to Staff

Gladeview Health Care Center, LL.C Attachment Page 15
9/30/2015 :

Schedule of Other Employee Benefits

Description

RHNS (Specify)

Schedule of Other Taxes

Description CCNH RHNS (Specify)

TOtal SRR e L e e e ) : i P e '.QZ:EE::




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-16 Rev. 9/2002

C. Expenditures Other Than Salaries (cont'd) - Administrative and General

Name of Facility License No. Report for Year Ended | Page of
Gladeview Health Care Center, LLC 2024C 9/30/2015 16 37
Item Total CCNH RHNS (Specify)

Subtotals Brought Forward:

2,256,845

.  Travel and Entertainment

1. Resident Travel and Entertainment $

2. Holiday Parties for Staff $

3. Gifts to Staff and Residents S 12,200 12,200
- 4. Employee Travel $ 3,396 3,596

5. Education Expenses Related to Seminars and Conventions $ 7,385 7,385

6. Automobile Expense (not purchase or depreciation) b 10,526 10,526

7. Other (Specify) $

See Attached Schedule

m. Other Administrative and General Expenses
1. Advertising Help Wanted (alf such expenses )

2. Advertising Telephone Directory (all such expenses y*+*

3. Advertising Other (Specify yr+*
See Attached Schedule

4. Fund-Raising™**

b

Medical Records

6. Barber and Beauty Supplies (if this service is supplied
directly and not by contract or fee for service)™**

7. Postage

* 8. Dues and Membership Fees to Professional
Associations (Specify )
See Attached Schedule

8a. Dues to Chamber of Commerce & Other Non-Allowable Qrg, ***

9. Subscriptions

10. Contributions***
See Attached Schedule

231,964

S

11. Services Provided by Contract (Specify and Complete
Schedule C-2, Page 21 for each firm or individual)

e

b o
gﬁé&%ﬁ‘m@z@m -

12. Administrative Management Services** s
13. Other (Specify) $ 35,797
See Attached Schedule -
C-14 Total Administrative & General Expenditures S| 2,608,974

* Do not include Subscriptions, which should go in item 9.
** Schedule C-1, Page 17 must be fully completed or this expenditure will not be allowed.
##k Facility should self-disallow the expense on Page 28 of the Cost Report.




Gladeview Health Care Center, LLC Attachment Page 16
9/30/2015

Schedule of Other Travel and Entertainment

Description CCNH RHNS (Specify)

Tolnl Other Travel and Entemmment L

Schedule of Qther Advertising

Description

(Specify)

Total Other Advertising |

Sehedule of Dues

Description CCNH RHNS (Specify)
Academyoszmmonandeetencs ----- e e e NI T
ALYCEM: L i

CT Association of Hcalth Care Fa::ﬂmcs B
Paul Kingsen i
Xavns Solutmns {Disal]owcd}

Schedule of Contributions

Description CCNH RHNS . (Specify)
| Exchanss Club i . izt I R I
Gladmew Heslth- Care Rwdent Counsﬂ-- :

Schedule of Other Administrative and General

Description
Egp_]ogce ghyg caLs
Bank fees oozt

| Department of Publis Health’
Centér for Medicaré and Médi

Fmancc Feesi

(Specify)

Total Other Admi




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-17 Rev. 10/97

Schedule C-1 - Management Services*

Name of Facility License No. Report for Year Ended Page of
Gladeview Health Care Center, LLC 2024C 9/30/2015 17 | 37
Cost of Indicate Where Costs
Name & Address of Individual or Management | Full Description of Mgmt. Service | are Included in Annual
Company Supplying Service Service Provided Report Page #/Line #
Not Applicable

* In addition to management fees reported on page 16, line m12 include any additional management company
charges or allocations of home office overhead costs reported elsewhere in the Annual Report.




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-18 Rev. 9/2002

C. Expenditures Other Than Salaries (cont'd) - Dietary Basis for Allocation of Costs (See

Note on Page 5)
Name of Facility License No. Report for Year Ended Page of
Gladeview Health Care Center, LLC 2024C 9/30/2015 18 | 37
Item Total CCNH RHNS (Specify)
2. Dietary
a. In-House Preparation & Service
1. RawFood $ 298,296 298,296
2. Non-Food Supplies 8 85,624 85,624
3. Other (Specify ) $ 2,023 2,023
Supplements
b. Purchased Services (by contract other
than through Management Services)
{Complete Schedule C-2 art. Page 21)
c. Management Services®¥
d. Other (Specify )
2E. Total Dietary Expenditures (2a+b+c+d) 3 T 335,943 6385;9:13
2F. Dietary Questionnaire Total CCNH RHNS (Specify)
G. Resident Meals: | Total no. of meals served per day:® 363 363
H. Is cost of employee meals included in 2E? ® Yes O No
L Did you recetve revenue from employees? O Yes ® No i;};es, specify
J. Where is the revenue received reporied in the Cost Report? (Page/Line Item)
Is cost of meals provided to persons other If ify
K. than employees or residents (i.e., Board O Yes ® No . ytes, Spect
Members, Guests) included in 2E? o8t
L. Is any revenue collected from these people? O Yes ® No ?;j;es’ specify
M. Where is the revenue received reported in the Cost Report? (Page/Line Item)
Is cost of food (other than meals, e.g., snacks If ify
N. at monthly staff meetings, board meetings) O Yes ® No y:s, Spect
provided to employees included in 2E? cost:
' If yes, specify
O. Is any revenue collected from employees? O Yes ® No amt
P.  Where is the revenue received reported in the Cost Report? (Page/Line ltem)

** Schedule C-1, Page 17 must be fully completed or this expenditure will not be allowed.

*

Count each tray served to a resident at meal time, but do not count liquids or other "between meal” snacks.




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-19 Rev. 9/2002

C. Expenditures Other Than Salaries (cont'd) - Laundry Basis for Allocation of Costs

(See Note on Page 5)
Name of Facility License No. Report for Year Ended | Page of
Gladeview Health Care Center, LLC 2024C 9/30/2015 19 | 37
Item Total CCNH RHNS {Specify)
3. Laundry
a. In-House Processing* Lbs.
1. Bed linens, cubicle curtains, draperies,
gowns and other resident care items Amt. §
washed, ironed, and/or processed. ***
2. Employee items including uniforms, Lbs.
gowns, etc. washed, froned and/or
sk
processed. Amt. $
3. Personal clothing of residents Lbs.
1 dkk
washed, ironed, and/or processed. Amt. $
4. Repair and/or purchase of linens. *** Lbs.
Amt. $
b. Purchased Services (by contract other 3 99,581 99,581
than through Management Services) -
(Complete Schedule C-2 att. Page 21)
¢. Management Services**
d. Other (Specifv)

Suuplies

3E. Total Laundry Expenditures (3a+b—+c+d)
3F. Laundry Questionnaire

. . Ifves
l? >
G. Is cost of employee laundry included in 3E? O Yes ® No specify cost.
H. Did you receive revenue from employees? O Yes ® No Ifye?’
specify amt.
L. Where is the revenue received reported in the Cost Report? (Page/Line Item)
Is Cost of laundry pro‘vided t.o persons other O Yes ® No Ifyes,
than employees or residents included in 3E? specify cost.
K Did you receive revenue from these people? O Yes ® No Ifye?’
specify amt.
L. Where is the revenue received reported in the Cost Report? (Page/Line Item)

* Do not include salaries from page 10 as part of dollar values recorded in 1, 2, 3, and 4.
All allocations should add to total recorded in 3E.
** Schedule C-1, Page 17 must be fully completed or this expenditure will not be allowed.
#** Pounds of Laundry only required for multi-level facilities.




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-20 Rev. 9/2002

C. Expenditures Other Than Salaries (cont'd) - Housekeeping and Resident Care
Basis for Allocation of Costs (See Note on Page 5)

Name of Facility License No. {Report for Year Ended Page of
Gladeview Health Care Center, LLC 2024C 9/30/2015 20 37
Item Total CCNH RHNS (Specify)
4.  Housekeeping Sq. Ft. Serviced
a. In-House Care by Personnel
1. Supplies - Cleaning (Mops, Amt. $ 29,899 29,899

pails, brooms, etc.)
b. Purchased Services (by contract other |Sq. . Serviced
than through Management Services) | by Personnel
(Complete Schedule C-2 att Amt.
Page 21)
c. Management Services*
d. Other (Specify)

&9

292,801 292,801

AE. Total Housekeeping Expenditures (4a+b + ¢+ d)
5. Resident Care (Supplies)*™*
a. Prescription Drugs***
1. OwnPharmacy
2. Purchased from
Partners Pharmacy
Medicine Cabinet Drugs
Medical and Therapeutic Supplies
Ambulance/Limousine®**
Oxygen
1. For Imergency Use
2. Other***
f. X-rays and Related Radiological
Procedures™***

267,067 267,067

(=]

&9

10,328 10,828
232,202 232,202
20,893 20,893

&2

ol |
&2

Dental (Not dentists who should be included under
salaries or fees)

h. Laboratory***

1. Recreation

J- Other (Specify)**+*

See Attached Schedule ; =
SK. Total Resident Care Expenditures (5a - 5j) $ 679,618 679,618
* Schedule C-1, Page 17 must be fully completed or this expenditure will not be allowed.

aq

** Do not include any fees to professional staff, these should be reported on Page 13, or, if paid on salary basis, on Page 10.
*#% Facility should self-disallow the expense on Page 29 of the Cost Report.
*##% ICFMR's should provide a detailed schedule of all Day Program Costs.




(ladeview Health Care Center, LLC Attachment Page 20
9/30/2015

Scheduie of Other Resident Care

l)escription CCNH RHNS (Spemfy)
-PHYSICALTHERAPY SUPPLIES'-:' L S
ZTHERAPY EQUIP RENTAL

OT.SUPPLIES e
| MEDICAL EQUIPMENT RENTAL

Total OtherRe31dent Care - oo i e g 6267918 e §e R
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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-22 Rev. 6/95

C. Expenditures Other Than Salaries (cont'd) - Maintenance and Property

Name of Facility License No.  |Report for Year Ended Page of
Gladeview Health Care Center, LLC 2024C 9/30/2015 22 | 37
Ttem Total CCNH | RHNS (Specify)

6. Maintenance & Operation of Plant

a. Repairs & Maintenance $ 133,285 133285

b. Heat $ 30,142 30,142

¢. Light & Power $ 135,825 135,825

d. Water $ 54.406 54,406

e. Equipment Lease (Provide detail on page 6) $ 15,831 15,831

f. Other (itemize) $ 88,761 88,761

See Attached Schedule e

6g. Total Maint. & Operating Expense (6a - 6f) S 458,250 458,250
7. Depreciation (complete schedule page 23 %)

a. Land Improvements $

b. Building & Building Improvements $

¢. Non-Movable Equipment $ 15,774 15,774

d. Movable Equipment $ 37,178 37,178
*7e. Total Depreciation Costs (7a+b+c+d) $ 52,952 52,952
8. Amortization (Complete att. Schedule Page 24%)

a. Organization Expense $

b. Mortgage Expense S 10,202 10,202

c. Leasehold Improvements $ 28,829 28,829

d. Other (Specify) $
*8e. Total Amortization Costs (8a+b+c+d) $ 39,031 39,031
9. Rental payments on leased real property less

real estate taxes mcluded in item 10b $ 1,492952| 1,492952
10. Property Taxes

a. Real estate taxes paid by owner $

b. Real estate taxes paid by lessor $

c. Personal property taxes 5 16,118 16,118
11. Total Property Expenses (Te¢+ 8¢+ 9+ 10) $1 1,601,053 | 1,601,053

* Amounts entered in these items must agree with detail on Schedule for Depreciation and Amortization Page 23 and Page 24.




Gladeview Health Care Center, LLC Attachment Page 22
9/30/2015

Schedule of Other Repairs and Maintenance

Description (Specify)

Groundskeepin

Rubbish Removal _
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Attachment Page 23 Attachment Pages 23 24

Gladeview Health Care Center, LLC

9/30/2015
Schedule of Land Improvements Acequired during this report period
Useful
Acquisition Date Description of Item Cost Life Depreciation

Additions:

Total add
Deletions:

Total deletions for Land -Improv.ements i
*Ties to Page 23, Line A3
**Ties to Page 23, Line A2

Schedule of Building Improvements Acquired during this report period

Useful
Acquisition Date Description of Item Cost Life Depreciation
Additions:

Total additions for Building lmpl_-pvemﬁt_s L

Deletions:

Total deletions for Building
*Ties to Page 23, Line B3
**Ties to Page 23, Line B2

Schedule of Non-Movable Equipment Acquired during this report period

Acquisition Date Description_of Item Cost Life Depreciation
Additions:

0 42014 Ourdodr siorape |
et ann A Refridverior ;
662015 | Stingke walls
©gNS/I0T5 | Divorss i B
:8/29/2015 | Préasure relief valizes -
. 172812015 | Dutch over

Total additions for Non-Movable’Equipment -
Deletions:

JTotal deletions for Nor able Equipment - &
*Ties to Page 23, Line C3
**Ties to Page 23, Line C2




Attachment Pages 23 24
Schedule of Movable Equipment Acquired during this report period
Useful
Acquisition Date Diescription of Itemn Cost Life Depreciation
Additions:
501252014 | Chests and cabinets
© 117302014 Compiter équipment _ IR . R R
~ §/1/P015 |Cabicle curtaing and fables L EA{E 3700200 ) B

Total additions for Movable Equipment (-1 [0 0 e R e B
Deletions:

e Equipment
*Ties to Page 23, Line D2c
**Ties to Page 23, Line D2b

LR

Schedule of Leasehol Improvements Acquired during this report period
Useful
Acquisition Date Description of Item Cost Life Depreciation
Additions:
: 8/31/2015 | Achitectiral fees © -
T lpaving.

Tqﬁl :_ﬂdi_t_ions for Leaseh:

Deletions:

Total deletions for Leasehold Improvement - -
*Ties to Page 24, Line C3
**Ties to Page 24, Line C2
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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-25 Rev. 5/2002

C. Expenditures Other Than Salaries (cont'd) - Property Questionnaire

Report for Year Ended Page of
9/30/2G15 25 1 37

License No.
2024C

Name of Facility
Gladeview Health Care Center, LIC

11. Property Questionnaire
Part A
Is the property either owned by the Facility
or leased from a Related Party?*
*If any owner or operator of this facility is related by family, marriage, ownership, ability to control or
business association to any person or organization from whom buildings are leased, then it is considered a
related party transaction.
Description
Date Land Purchased
Date Structure Completed
If NOT Original Owner, Date of Purchase
Date of Initial Licensure
Total Licensed Bed Capacity
Square Footage
. Acquisition Cost
a. Land
b. Building
Part B - Owner and Related Parties
1. Financing

If"Yes," complete Part B.
If "No," complete Part C.

®© Yes O No

~Hanv || s |wfo]—

a. Type of Financing (e.g., fixed, variable) Fixed Fixed
b. Date Mortgage Obtained 12/07/11 12/07/12
c. Interest Rate for the Cost Year 5.16% 448
d. Term of Mortgage (number of vears) 10 5
e. Amount of Principal Borrowed 8,070,000 1,380,000
f. Principal balance outstanding as of 9/30/15
Complete if Mortgage was Refinanced
During Current Cost Year o

g. Type of Financing (e.g., fixed, variable) Fixed
h. Date of Refinancing 12/27/14
i New Interest Rate : 372.00%
J.  Term of Mortgage (number of years) 30
k. Amount of Principal Borrowed 9,670,400
I. Principal Qutstanding on Note Paid-Off 9,579,571
Part C - Arms-Length Leases for Real Property Improvements Only

Name and Address of Lessor Property Leased Date of Lease | Term of Lease| Annual Amount of Lease

Note: Be sure required copies of leases are attached to Page 25 and real estate taxes paid by lessor are included on Page 22, Item 10b.




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-26 Rev. 6/95

C. Expenditures Other Than Salaries (cont'd) - Interest
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2. Second Mortgage

Name of Lender

Address of Lender

3. Third Mortgage

Name of Lender

Address of Lender

Fourth Mortgage

4

Name of Lender

Address of Lender
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Loan Amount
Zinat

. Original
Loan Ori,

1
2
3

Date

100
%

Interest Rate

Term

4
5

Total Bu

CHEF A Interest Expense

$
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Interest Expense (Al -
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(Carry Subtotals forward to next page)




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-27 Rev. 6/95

C. Expenditures Other Than Salaries (cont'd) - Interest and Insurance

Name of Facility License No. Report for Year Ended Page of
Gladeview Health Care Center, LL{ 2024C 9/30/2015 27 | 37
Item Total CCNH RHNS (Specify)

Subtotals Brought Forward:

12. C. Movable Equipment
1. Automotive Equipment 3
A, Ttem Rate Amount
Lender
Address of Lender
2. Other (Specify)
A. Item Rate Amount
Lender
Address of Lender
B. Item Rate Amount
Lender
Address of Lender
12. C. 3. Total Movable Equipment Interest
Expense (Cl +2)
12.  D. Other Interest Expense (Specify )
13. Total All Interest Expense (12B7 + 12C3 + 12D)
14. Insurance
a. Insurance on Property (buildings only) $ 95,972 95,972
b. Insurance on Automobiles $ 19,246 19,246
c. Insurance other than Property (as specified above)
1. Umbrella (Blanket Coverage) 3
2. Fire and Extended Coverage $
3. Other (Specify ) 8|

14d. Total Insurance Expenditures (Ida + b +¢)

i

115218

115,218

15.

Total All Expenditures (A-13 thru C-14)

o5

12,294,120

12,294,120




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-28 Rev. 9/2002

D. Adjustments to Statement of Expenditures

Name of Facility License No. Report for Year Ended Page of
Gladeview Health Care Center, LLC 2024C 9/30/2015 28 | 37
Total

ItemPage|Line Amount of
No. | No. | No. Item Description Decrease CCNH RHNS {Specify)
Page 10 - Salaries and Wages T e

1. Outpatient Service Costs $

2. Salaries not related to Resident Care $

3.] 10 |Al2g|Occupational Therapy b 191,159 191,159

4. Other - See attached Schedule b
Page 13 - Professional Fees . :

5. 13 |B8¢ {Resident Care Physicians ** $ 52,180 32,180

6. Occupational Therapy $

7. Other - See attached Schedule $
Pages 15 & 16 - Administrative and General

8.1 15 [1a5 |Discriminatory Benefits

9.1 15 |lc |Bad Debts 100,000 100,000

i0.] 15 jle |Accounting & Legal 495 495

11. Telephone

hslkal el el il

12.] 15 |{1h2 |Cellular Telephone
13.| 15 (1f |Life insurance premiums on the life
of Owners, Partners, Operators

14.| 16 |L3 |Gifts, flowers and coffee shops

15 Education expenditures to colleges or
universities for tuition and related costs
for owners and employees

16. Travel for purposes of attending
conferences or seminars outside the
continental U.S. Other out-of-state

travel in excess of one representative 3
17.| 16 (L6 |Automobile Expense (e.g. personal use) $ 10,526 10,526
18, 16 [M2&]Unallowable Advertising * hy 23,742 23,742
19. Income Tax / Corporate Business Tax 3
20.| 16 [M10 |Fund Raising / Contributions b 3,061 3,061
21. Unallowable Management Fees 3
22.| 16 |M6 |Barber and Beauty 3
23. Other - See attached Schedule 3 4,761 4.761

Page 18 - Dietary Expenditures ; 0

24, Meals to employees, guests and others

who are not residents

Page 19 - Laundry Expenditures e

25. Laundry services to employees, guests o
and others who are not residents
Page 20 - Housekeeping Expenditures

26. Housekeeping services to employees, guests
and others who are not residents 3
Subtotal (Ttems 1 - 26) $ 409,404 409,404
* All except "Help Wamted". (Carry Subtotal forward to next page)

** Physicians who provide services to Title 19 residents are required to bill the Department of Social Services directly for each individual resident.




Gladeview Health Care Center, LLC
9/30/2015

Schedule of Other Salaries Adjustment

Attachment Page 28

Page Ref Line Ref Description

CCNH

(Specify)

Total Other Salaries Adjustment -

Schedule of Fees Adjustments

Page Ref Line Ref Description

(Specify)

Total Other Fees Adjustnients- . -7

Schedule of Other A& G Adjustments

Page Ref Line Ref Description
S LT6|MIE Y fic

“IFinance fee -

(Specify)

Total Other A&




State of Connecticut
Annnal Report of Long-Term Care Facility
CSP-29 Rev. 10/2006

D. Adjustments to Statement of Expenditures (cont'd)

Name of Facility License No. Report for Year Ended | Page of
Gladeview Health Care Center, LLC 2024C 9/30/2015 29 | 37
Total
Item |Page |Line Amount of
No. | No. [ No. Item Description Decrease CCNH RHNS (Specify)

Subtotals Brought Forward $ 409,404 409,404
Page 20 - Resident Care Supplies*** :

27.| 20 |5a2 |Prescription Drugs 3 267,067 267,067
28.| 20 |5d |Ambulance/Limousine ¥ 20,893 20,893
29.1 20 j3f |X-rays, etc 3 18,686 18,686
30.{ 20{5h |Laboratory 5 29,713 29,715
31.| 20 |5¢ |Medical Supplies b 11.610 11,610
32.| 20 |5e2 |Oxygen (non emergency) - by 21,383 21,383
33.| 2015 |Occupational Therapy $ 2,499 2,499
34. Other - See Attached Schedule 5 ‘
Page 22 - Maintenance and Property

35. Excess Movable Equipment Depreciation

See Attached Schedule
36.| 22 |7d |Depreciation on Unallowable

Motor Vehicles

37.] 22 |10c |Unallowable Property and Real

Estate Taxes
38. Rental of Building Space or Rooms
39. Other - See Attached Schedule
Page 27 - Insurance
40. Mortgage Insurance
41. Property Insurance 5
Other - Miscellaneous
42, Research or Experimental Activities $
43. Radio and Television Revenue 3
44. Vending Machine Revenue $
435, Purchase Discounts and Allowances 3
46, Duplications of functions or services 3
47. Expenditures made for the protection, E
enhancement or promotion of the
providers interest
48. Interest Income on Accounts Rec
49, Other (include personnel and other
costs unrelated to resident care) - See
Attached Schedule
Not For Profit Providers Only
50. Building/Non Movable Eq. Depreciation
Unallowable Building Interest -
See Attached Schedule

51. Total Amount of Decrease (Ttems 1 - 50)

&9

867,160 867,160

*#* Ttems billed directly to Department of Social Services and/or Health Services in CT, or other states, Medicare, and private-pay residents. Identify
separately by category as indicated on Page 20.




Attachment Page 26ttachment Page 29

Gladeview Health Care Center, LLC
9/30/2015

Schedule of Other Ancillary Costs

Page Ref Line Ref Description CCNH RHNS (Specify)

Total Other Ancillary Costs -0 07y P00 e i s Coe | B L B e e e

Schedule of Excess Movable Equipment Depreciation

RHNS (Specify)

Total Exceéss Movable Equipment Depreciation > v .-

Schedule of Other Property Adjustments

Page Ref Line Ref Description RHNS (Specify)




Schedule of Other Adjustments Attachment Page 29

Page Ref Line Ref Description CCNH RHNS (Specify)

208 TCAbIE TV frd sty ol D i T T g :5.:1.9',.926: ; SRR L

Schedule of Unallowable Building Interest

Description CCNH RHNS (Specify)

Tota) Unallowable Building Interest = 11700




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-30 Rev.10/2005

F. Statement of Revenue

Name of Facility License No. Report for Year Ended Page of
Gladeview Health Care Center, LLC 2024C 9/30/2015 30 37
Ttem Total CCNH RINS {Specify)
i 7 T

I. Resident Room, Board & Routine Care Revenue

10,544,090

10,544,050

1. a. Medicaid Residents (CT only} g
b. Medicaid Room and Board Contractual Aliowance ** 8| (3.763.396: (3.763.3%98)
2. a. Medicaid (4] other siates) 3
b. Other States Room and Board Contractual Allowance ** 3
3. a. Medicare Residents (a/l inclusive) $I 1992394 | 1,992,394
b. Medicare Room: and Board Contractual Allowance ** $ 367,066 367,066
4. a. Private-Pay Residents and Other $| 3,064,170 | 3,064,170
b. Private-Pay Room and Board Contractual Allowance ** b3

II. Other Resident Revenue

1. a. Prescription Drugs - Medicare b 247,959 247,959
b. Prescription Drugs - Medicare Contractual Allowance ** $| (2257751 (225779
¢. Prescription Drugs - Non-Medicare 3 137,560 137,560
d. Prescription Drugs - Non-Medicare Contractual Allowance ** $ (137.360))  (137.56(n
2. a. Medical Supplies - Medicare 3
b. Medical Supplies - Medicare Contractual Allowance ** $
¢. Medical Supplies - Non-Medicare $
d. Medical Supplies - Non-Medicare Contractual Allowance ** 5
3. a. Physical Therapy - Medicare b 622,718 622,718
b. Physical Therapy - Medicare Contractual Allowance ** 8|  (377.86%) (577869
c. Physical Therapy - Non-Medicare 5 246,744 246,744
d. Physical Therapy - Non-Medicare Contractual Allowance ** § {246,744} (246,744)
4. a. Speech Therapy - Medicare p 157,987 187,987
b. Speech Therapy - Medicare Contractual Allowance *¥ $| (164312 (164,312}
¢. Speech Therapy - Non-Medicare $ 52,314 52,314
d. Speech Therapy - Non-Medicare Confractual Allowance ** g (52.314) 132,314
5. a. Occuparional Therapy - Medicare $ 643,782 643,782
b. Occupational Therapy - Medicare Contractual Allowance ** §| (599487 (399.48D)
c. Occupational Therapy - Non-Medicare § 226,528 226,528
d. Occupational Therapy - Non-Medicare Contractual Aliowance ** §| 22528y (226.32%)
6. a. Other (Specify) - Medicare 3
b. Other (Specify) - Non-Medicare 3
IIT. Total Resident Revenue (Section L. thru Section I1.) 3| 12,339,127 | 12,339,127
IV. Other Revenue*
1. Meals soid to guests, employees & others p
2. Rental of rooms to non-residents s
3. Telephone h
4. Rental of Television and Cable Services $
5. Interest Income (Specify) $
6. Private Duty Nurses' Fees $
7. Barber, Coffee, Beauty and Gift shops 3
8. Other (Specify) ¥ 63,879 63,879
V. Total Other Revenue (1 thru 8) $ 63,879 63,879
VI. Total All Revenue (I +V) b 12,403,006 | 12,403,006

* Facility should off-set the appropriate expense on Page 28 or Page 29 of the Cost Report.

**  Facility should report all contractual allowances and/or payer discounts.




Gladeview Health Care Center, LLC
9/30/2015

Schedule of Other Resident Revenue - Medicare

Related Exp

Attachment Page 30

Page Ref Description

CCNH

RHNS

(Specify)

Schedule of Other Non-Medicare Resident Reveoue

Related Exp

Page Ref Description

(Specify}

Total Other Resideat Revenue- 7051 75 2 iimin iy

Interest Income

Agcount

Page Refl Account

Balance

Total Lnterest Income

Schedule of Other Revenue

Page Ref Description

RHNS

(Specify)

Total Other Revenu

$o 63,879




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-31 Rev. 6/95

G. Balance Sheet
Name of Facility License No. Report for Year Ended Page of
Gladeview Health Care Center, LLC 2024C 9/30/2015 31 \ 37
Account Amount
Assets
A.  Current Assets
1. Cash (on hand and in banks) 5 583,030
2. Resident Accounts Receivable (Less Allowance for Bad Debts) by 1,137,512
3. Other Accounts Receivable (Excluding Owners or Related Parties) 3 106,409
4 Inventories 3 24 951
5. Prepaid Expenses $ 102,014
a. Prepaid insurance 65,116 | .
b. Expenses 3,835
c. Deposits 33,063
d.
6. Interest Receivable 3
7. Medicare Final Settlement Receivable $
8. Other Current Assets (itemize ) 3
A-9. Total Current Assets (Lines Al thru 8) $ 1,953,916
B. Fixed Assets
1. Land $
2. Land Improvements *Historical Cost S
Accum. Depreciation Net
3. Buildings *Historical Cost $
Accum. Depreciation Net
4. Leasehold Improvements *Historical Cost 572,853 $ 152,942
Accum. Depreciation 419911 Net
5. Non-Movable Equipment *Historical Cost 259,602 3 109,768
Accum. Depreciation 149,834 Net
6. Movable Equipment *Historical Cost 622,847 $ 215,552
Accum. Depreciation 407,295 Net
7. Motor Vehicles *Historical Cost 4,900 $
Accum. Depreciation 4,900 Net
8. Minor Equipment-Not Depreciable $
9. Other Fixed Assets (itemize) $
B-10.  Total Fixed Assets (Lines B1 thru 9) $ 478,262

* Historical Costs must agree with Historical Cost reported in Schedules on
Depreciation and Amortization (Pages 23 and 24).

{Carry Total forward to next page)




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-32 Rev. 6/95

G. Balance Sheet (cont'd)

Name of Facility License No. Report for Year Ended Page of
Gladeview Health Care Center, LLC 2024C 9/30/2015 32 | 37
Account Amount
Total Brought Forward:[$ 2,432,178
C.  Leasehold or like property recorded for Equity Purposes.
1. Land $
2. Land Improvements *Historical Cost
Accum. Depreciation Net $
3. Buildings *Historical Cost
' Accum. Depreciation Net $
4. Non-Movable Equipment *Historical Cost
Accum. Depreciation Net $
5. Movable Equipment *Historical Cost
Accum. Depreciation Net $
6. Motor Vehicles *Historical Cost
Accum. Depreciation Net $
7. Minor Equipment-Not Depreciable $
C-8 Total Leasehold or Like Properties (C1 thru 7) $
D. Investment and Other Assets
1. Deferred Deposits $
2. Escrow Deposits $
3. Organization Expense *Historical Cost
Accum. Depreciation Net
4. Goodwill (Purchased Only)
5. Investments Related to Resident Care (itemize )

6. Loans to Owners or Related Parties (ifemize )

Name and Address Amount Loan Date

7. Other Assets (ifemize )
Deffered financing fee 67,877

D-8. Total Investments and Other Assets (Lines D1 thru 7)

D-9. Total All Assets (Lines A9 +B10+ C8 + D8) 2,500,055

* Historical Costs must agree with Historical Cost reported in Schedules on Depreciation and Amortization (Pages 23 and 24).




State of Connecticut
Annual Report of Long-Term Care Facility

CSP-33 Rev. 6/95

G. Balance Sheet (cont'd)

Name of Facility License No. Report for Year Ended Page of
Gladeview Health Care Center, LLC 2024C 9/30/2015 33 | 37
Account Amount
Liabilities
A Current Liabilities
1. Trade Accounts Payable $ 712,895
2. Notes Payable (itemize ) 3
3. Loans Payable for Equipment (Current portion ) (itemize )
Name of Lender Purpose Amount Date Due
4. Accrued Payroll (Exclusive of Owners and/or Stockholders only) b 246,915
5. Accrued Payroll (Owners and/or Stockholders only) 3
6. Accrued Payroll Taxes Pavable ) 11,869
7. Medicare Final Settlement Payable $
8. Medicare Current Financing Payable $
0. Mortgage Pavable (Current Portion) $
10. Interest Payable (Exclusive of Owner and/or Related Parties) 3
11. Accrued Income Taxes® $
12. Other Current Liabilities (izemize ) $
Accrued expenses 32,852 Due to Realty 133,205 |
Property taxes 11,612
Pension 10,694
Due to Medicaid 194 477

A-13. Total Current Liabilities (Lines Al thru 12)

* Business Income Tax (not that withheld from employees). Attach copy of owner's Federal Income

Tax Return.

{Carry Towal forward to next page)




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-34 Rev. 6/95

G. Balance Sheet (cont'd)

Name of Facility License No. Report for Year Ended Page of

Gladeview Health Care Center, LLC 2024C 9/30/2015 34 ] 37
Account Amount

Total Brought Forward: 1,354,609

Liabilities (cont'd)
B.  Long-Term Liabilities

1. Loans Payable-Equipment (itemize )

Name of Lender

Purpose

Amount Date Due

2. Mortgages Payable

3. Loans from Owners or Related Parties (ifemize)

Name and Address of Lender

Amount

Loan Date

4. Other Long-Term Liabilities (itemize )

B-5. Total Long-Term Liabilities (Lines Bl thru 4)

C. Total All Liabilities (Lines A-13 + B-5)

1,354,609




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-35 Rev. 6/95

G. Balance Sheet (cont'd)

Reserves and Net Worth
Name of Facility License No. Report for Year Ended Page of
Gladeview Health Care Center, LLC 2024C 9/30/2015 35 ] 37
Account Amount

A. Reserves

1. Reserve for value of leased land

2. Reserve for depreciation value of leased buildings and appurtenances

to be amortized

3. Reserve for depreciation value of leased personal property (Equity)

4. Reserve for leasehold real properties on which fair rental value is based

5. Reserve for funds set aside as donor restricted

6. Total Reserves
B. Net Worth

1. Owner's Capital

2. Capital Stock 1,000

3. Paid-in Surplus

4. Treasury Stock

5. Cumulated Earnings 1,035,560

6. Gain or Loss for Period 10/1/2014 thru 9/30/2015 108,886

7. Total Net Worth 1,145,446
C.  Total Reserves and Net Worth 1,145,446
D. Total Liabilifies, Reserves, and Net Worth 2,500,055




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-36 Rev. 6/95

H. Changes in Total Net Worth

1. Additional Capital Contributed (ifemize)

2. Other (itemize)

Total Additions

Name of Facility License No. Report for Year Ended Page of
Gladeview Health Care Center, LLC 2024C 9/30/2015 36 \ 37
Account Amount
A.  Balance at End of Prior Period as shown on Report of 09/30/2014 $ 1,036,560
B.  Total Revenue (From Statement of Revenue Page 30) 5 12,403,006
C. Total Expenditures (From Statement of Expenditures Page 27) 3 12,294,120
D. Net Income or Deficit h) 108,886
E. DBalance b 1,145,446
F.  Additions

Deductions
1. Drawings of Owners/Operators/Parters (Specify )

Name and Address (No., City, State, Zip)

Title

2. Other Withdrawings (Specify)

Purpose

Amount

3. Total Deductions

Balance at End of Period 09/30/15

1,145,446




State of Connecticut
Anpual Report of Long-Term Care Facility
CSP-37 Rev. 9/2002

L Preparer's/Reviewer's Certification

Name of Facility License No. Report for Year Ended | Page of
Gladeview Health Care Center, LLC 2024C 9/30/2015 37 | 37
Check appropriate category
Chronic and Convalescent Nursing Rest Home with Nursing O (Specify)
Home only (CCNH) Supervision only (RHNS) P

Preparer/Reviewer Certification

Thave prepared and reviewed this report and am familiar with the applicable regulations governing its preparation. 1
have read the most recent Federal and State issued field audit reports for the Facility and have inquired of appropriate
personnel as to the possible inclusion in this report of expenses which are not reimbursable under the applicable
regulations. All non-reimbursable expenses of which I am aware (except those expenses known to be automatically
removed in the State rate computation system) as a result of reading reports, inquiry or other services performed by me
are properly reported as such in this report on Pages 28 and 29 (adjustments to statement of expenditures). Further, the
data contained in this report is in agreement with the books and records, as provided to me, by the Facility.

Signature of Preparer

Title

Date Signed

Printed Name of Preparer

Gladeview Health Care Center

Addres Address

60 Boston Post Road, Old Saybrook, CT 06475

Phone Number

860-388-6606

State of Connecticut 2014 Annual Cost Report

Version 12.1
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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-7 Rev. 6/95

General Information and Questionnaire

Accounting Basis
Name of Facility License No. Report for Year Ended Page of
Gladeview Health Care Center, LLy 2024C 9/30/2015 7 | 37
The records of this facility for the period covered by this report were maintained on the following basis:
® Accrual O Cash C Modified Cash

Is the accounting basis for this
period the same as for the ® Yes H "No," explain.
previous period? O No
Independent Accounting Firm
Name of Accounting Firm Address (No. & Street, City, State, Zip Code)
1 Simione Macca and Larrow 4130 Whitney Ave, Hamden, CT 06518
2 Craig J Lubiski and Company
3
4
Services Provided by This Firm (describe fully}
1 401k audit, tax retum 5 8,700
2 Medicare Cost Report $ 2,000
3 3
4 $

Charge for Services Provided

3 16,700
Are These Charges Reflected in the Expenditure Portion of This Report? If Yes, Specify Expense Classification and Line No.
® Yes O No |Pg 15 Line 1d

Legal Services Information
Name of Legal Firm or Independent Attorney Telephone Number

Shipman & Goodwin

1
2
3
4
5

860-251-5600

Address (No. & Street, City, State, Zip Code)

1 1 Constitution Plaza, Hartford, CT 06103
2
3
4
5
Services Provided by This Firm (describe fudly )
1 Nursing supervisor lawsuit {disaliow) 5 495
2 3
3 $
4 $
5 $
Charge for Services Provided
3 495

Are These Charges Reflected in the Expenditure Portion of This Report? If Yes, $pecify Expense Classification and Line No.

Pe 15 Li
@ Yes O No & ine le




Print Manager

NOTE:

If amended pages are necessary, please submit the amended pages with changes highlighted
m yellow, along with a signed and notarized Page 1. As a reminder, if any expense pages
have changed, which result in a net increase or decrease to total expenses, please submit the
necessary amended Pages 27, 35 and 36. If any depreciation and/or amortization expenses
have changed, please submit the corresponding Page 23 or 24 along with the corresponding

Page 1




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-1 Rev.5/2002

General Information
Name of Facility (as licensed) License No. Report for Year Ended] Page of
Greensprings Healthcare and Rehabilitation Center, LL 2392 9/30/2015 1 | 37

Administrator's/Owner's Certification

MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS
COST REPORT MAY BE PUNISHABLE BY FINE AND/OR IMPRISIONMENT UNDER STATE OR
FEDERAL LAW.

I HEREBY CERTIFY that I have read the above statement and that T have examined the accompanying
Cost Report and supporting schedules prepared for Greensprings Healthcare and Rehabilitation Center,
LLC [facility name], for the cost report period beginning October 1, 2014 and ending September 30, 2015,
and that to the best of my knowledge and belief, it is a true, correct, and complete statement prepared from
the books and records of the provider(s) in accordance with applicable instructions.

[hereby certify that I have directed the preparation of the attached General Information and Questionnaires, Schedule
of Resident Statistics, Statemenis of Reported Expenditures, Statements of Revenues and the related Balance Sheet of
this Facility in accordance with the Reporting Requirements of the State of Connecticut for the year ended as
specified above. {a}

I'have read this Report and hereby certify that the information provided is true and correct to the best of my
knowledge under the penalty of perjury. I also certify that all salary and non-salary expenses presented in
this Report as a basis for securing reimbursement for Title XIX and/or other State assisted residents were
incurred to provide resident care in this Facility. All supporting records for the expenses recorded have
been retained as required by Connecticut law and will be made available to auditors upon request.

{a} Subject to Desk Audit Review

Date Signed (Owner) Date
ool ) alié
Printed Naftic (Owner)
David Blumenkrantz
Subscribed and Swom State of Date S%\! otary Public) Comm. Expires
to hefore me: — .
P 0 b |l | ot Bbunt | $.2 e
Address of Notary Public y

S5 forfes Secet Zast W&/ L7 561K

{Notary Seal)




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-1 Rev.9/2002

General Information

Name of Facility (as licensed) License No. Report for Year Ended] Page of
Greensprings Healthcare and Rehabilitation Center, LL 2392 5/30/2015 1 | 37

Administrator's/Owner's Certification

MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS
COST REPORT MAY BE PUNISHABLE BY FINE AND/OR IMPRISIONMENT UNDER STATE OR
FEDERAL LAW.

THEREBY CERTIFY that I have read the above statement and that I have examined the accompanying
Cost Report and supporting schedules prepared for Greensprings Healthcare and Rehabilitation Center,
LLC [facility name], for the cost report period beginning October 1, 2014 and ending September 30, 2015,
and that to the best of my knowledge and belief, it is a true, correct, and complete statement prepared from
the books and records of the provider(s) in accordance with applicable instructions.

Thereby certify that I have directed the preparation of the attached General Information and Questionnaires, Schedule
of Resident Statistics, Statements of Reported Expenditures, Statements of Revenues and the related Balance Sheet of
this Fagility in accordance with the Reporting Requirements of the State of Connecticut for the vear ended as
specified above. {a}

Thave read this Report and hereby certify that the information provided is true and correct to the best of my
knowledge under the penalty of perjury. Ialso certify that all salary and non-salary expenses presented in
this Report as a basis for securing reimbursement for Title XTX and/or other State assisted residents were
incurred to provide resident care in this Facility. All supporting records for the expenses recorded have
been retained as required by Connecticut law and will be made available to auditors upon request.

{a} Supject to Desk Audit Review

y

Signed { istrator) Date Signed (Owner) Date
3//7//5 W\ﬁ” 2 / 17( 74
ipg#éd Name (Administrator) Printed Name (Owner)
Marc Lei David Blumenkrantz
Subscribed and Sworn State of Date Signed (Notary Public Comm. Expires
to
8% At A CT |k %M% 77207 ¢
Address of Notary Public

ot s 5 Enst HEith T 06118

(Notary Seal)




General Infermation

Namge of Eacllity Address [Phone Namher |
Gladeview Henlth Care Center, LLC 64 Hoston Post Road, Old Savhrook, CT |86t)-388—6696 |
L6477
Type of Facility and Liconse Number(s)
CCNIL EIRMNS
l License Numher1 024¢ I ‘
[ ‘Medicoid Provider Number] 2024C I | |
-
b
&
Report far Year Beginnin: Report for Year Ending
W0/1:2014 9302015
Medicars Provider Number
07-5313
< Printed Name (Administrator} | Printed Name (Owner)
&
e Paul Kisen llim].u Silbersicin
E Report Prepared B Phone Number Date
2
&
& Gladeview Heaith Care Center 8603886696
|Tﬂ]c of Owncrship (Checek appropriate box}
€ Proprictorship QLLC O Paterhip  @ProliCop, O Non-Proft Corp. € Governmient O Trist
If this facility opeued or closed during report year provide: Date Opened | [
Date Closcd [ ]
}
Name of Administrator
Paul Knuisen
~r
&
&
Nursing Home Administrator's Liceese Na, Fuolsog |
Other OperatorsfQhwners whe are Assistant Administeators (full or part iime) of this facility,
Name License ¥
Linda Silbersicin Nene
State(s) and'er Town(s} in Which
Legat Name of PartnershipLLC Business Address Registered
Name of Partners/Members Business Addresa i Title %o Owned
NIA
-~
©
=
a.
Lepal Name of Corporation Business Address
Gladeview Health Care Center &0 Boston Post Road CcT
Old Soybrook, CT 06475
Name of Dircctors. Officers Business Address Title No. Shares Held by Each
Lirula Silhersicin 60 Boston Post Road President an
Oid Saybrook, CT (6475
£
-
S
=
Namies of Stockbolders Qwing at Least 10% of Shaves
Same as ahove
I this facility is owned o7 aperated as an indivi ictorship, provide the following information: |
Owner(s) of Faciity
NA
=]
e
&
&

Are any indlviduals recelviag compenantion from the faeility related through mariiage. IE ™"Yes™, provide the Name/Address and complete the
ahility to control awncrship. family or business assoclation? @ Yed 0N information on Paye 11 of the report.

General info




Page d

Pages

Paged

Page?

[N

e

e

B b —

o G

o —

v

Are any Individuals or companics swhich provide goods or sezvices, including the rental of
pragerty or the loaning af funds to this facility, velated through [amily asseciation. conmnon
awnership. contrel ar business association te any of the awncers, operators, or officials of & Yes £ Ne
this facility? '" I "Yes", provide the fellowing infermation:
Lndieate Yhere
Also Provides Goods / Costs are Included
Services to Non-Related in Aonual Report Actual Cost te the Related
Name of Related Individual or Compan Business Address Partics Bescription of Goads / Services Provided Pageff / Line# Cayt Reported
Glasfeview LLC 6} Boslon Post Roacl O Yo @ No Lease of repd property Pgl2 Lined 1,470,000 LaHL00
WA Caedamante ST ACATE
Percentage Non-Related LA0%
|Lindn Silbrsicin 50 Bowion Post Read O Yer @ Nu Salarics and Beneliis ng 10, line A3, 1 132,641 I 131.541"'
YA S danranle T MEARS Roo t5 5
Percentage Non-Relnted| 200
Linds Silherstcin 60 Baston Post Road o Yen ®Na Loon Payable IPg 34, ling b3 l ! I
£ S dawnnds 47T NEATS
Percentage Non-Related| 0.00%
| l O¥es  ONa [ | 1 |
Percemage Non-Related| —ﬂ(lt"«’«j

| I Io Yer  GNo I

Percentage Non-Related| 0.00%

[ | [ove oM | ! | l
Pereentage Non-Related| 0.00%

L ‘ I joves  owe | | E I
Percentape Non-Related 0.40% i

i | & Yes CINo |

Pertentage Non-Related| 0.00%

[ ! Tr Ves L Na ‘ |

Pereentage Non-Related 0.014"%

In the preparation of this Report, were all costs alincated as required? I "No." explain fully why such allocation was not made.
2 Yen @ Na

Not applicable

Explain the alincation of related company expenses and atiach copy of approprinte supporting data.

Not applicable

Did the Facllity appropriately allocate an seli-disallow dircct and indircct cosls to non-nursing heme cost centers? {e.z.. Assisted Living. Home Health, Outpationt Services, Adalt Dy Care
Servicea. ete,) I "No."” cxplain fully why such allocation was not made,
2 Yen O Ne l
Not epplicable - no nen-nursing home cost contets
Include all Tong-term loases for motor vehicles and equipment that have not been capitallzed. Short-term leases or as needed rentals should not be included in there amounts.
Annual Amouat of
MName and Address of Lessar Descrintion of Items Leased Datz of Lease Termal Lease Lease Amount Claimed Related to Owners

Fitncy Bowes Globel Financial, PO Box 371896, Postge Mater 352010 51 Months. AL 1,970

Pitisburph. PA 15250 D Yes G Na

Comnecticul Business Systems, S0 Rockwoll Road,  §Copier 11/28/2013 | month to monih Varous 854

Newingon, CT 06111 < Yes & No

Wells Fargo Leasitg. P.Q. Box 6434, Carol Steam, | Copier 2172013 (48 Months 21,536 12612

60197 € Yo @ Ne

Advamage Leasing, Departtoctt 59475, Milwaukee, | Security System 2872018 60 tosths 1406 335

Wisconsin, 52259 QO Yen # No
21 Yen T Ne
T Yes SN
2 Yeu CtNo
€3 Ve %3 No
S Yes L Na
£3 Yen 2 Ne

Total 15831

ki a Mileage Log Beok Matntained for All Leased Vehiclng 7

The records of this faclity for the period covered by this report were maintained on the following basis:

B Acerunl
G Casl
O Modfied Cash

Is the acesunting hanls for this period the same as for the previcus perled? I "Ne," explain.
BY ONe

Address of Accounting Firm
Simione Macea ard Larrow 4130 Whitney Ave, Hamulen, CT 06518

Craig J Lubisl and Company

Name of Accountiog Firmn

Services Provided by This Firm (deseribe fulle} Charge for Service Provided
401k nudit, tax refum 8,700

Motdtcare Cost Repont 200

Are these charges reflected in the expenditure portlon of this report? If Yes, apecify expense classifiention and lme nunber,
SYer  QNo

Pe 15 Line 1¢ ]

Name of Legal Fiem or Indeprodent Attormne: Address Telephane Namber
SHEI‘KH‘I & Goodwin 1 Copstingion Plaza. Hartierd, CT 06103[860-251-5000

Services Provided by ‘Thig Firm Charge for Sexvice Pravided
Miwsing supervisor lawsuit {dsallow) 495

Arc these charges reflected In the expenditure pertion of this ropert? 17 Yea, specify expeasc classification ané linc number.
2 Yen Led ot !

General Info




Page 10

Page 14

Page17

Page 13

Page 19

Pago 5

Page 37

Pplslinele

Are time records Ton?

receiving

Full Explanation of Services

Suocial Worker

Explanation of Relstiondhi;

|kaash Huded MS. 28 Marlhoro. Rd.. Poriland CT | Mudical Dircctor, Physician Services E J 3 Yes @ Ne ]
|Mm Oplions, PO Box 5023, Now Briiain, CT 06050 [Phyai:ian Services i E O Yes @ N |
SDX Swallowing Diagrostics. PO Box 484, Avon, lSpr:ech Therapy E f © Yes @ Na ]
o e

HealhDrive Denfal Group, One Prestige Dr., Suile | Demal Services J O Yes & Na |
L0 3t o T AT

The Nurse Network, PO Box 992, Soulingtan, CT |Nursing Pool ‘ J O Yes A Nu |
ncign

IDr. Mukerjee, 71 Quoil Run, Madison, CT 06443 |Cnrd.‘mc Services ‘ i 2 Yes @ Na !
L ] i | O Yex ONo I
| l 1 I 1 Yes QNa ]
| | 1 i 2 Yes GiNw |
I | i i O¥er GNo ]
1_ | I | O Yex 73 No —E
i | | | O Yen T Na r
| E | | 3 Yen CiNeo 1
| [ ' | © Yes O N i
I J | | < Yen O Ny |
' i | I 2 Yes ONe |
| I | i < Yen Y Na |
| | I | © Yos < Na |
l | | | O Yo % Nu |
| | | | 2 Yes &'Ne !
| | | O Ves G Na

Full Description of
Name & Address of Individual or Company Management Serviee Indicate ¥Where Costs are Included in
Supplying Service Cast of Management Scrviees Provided Annupl Report Page #/Line #
Not Apnlicable
28 |l the cont of emplayee meals fncluded in 2E7 E¥or oM
21 {Did you recelve revenuo from emplavees? O¥en Mo I yes. specify amt.
2 |¥Where Is the revenue received reported In the Cost Report? {PagefLine Itex)
Ix the cost of meals provided to persond other than cmployees or residents (fe,, Board € Yes @ Ne
2K [Members, Goests) included In 2E? Ir wves. specify cost,
Y @
2L [Is auy reveaue eallected from thesc people? O Yer G Ne Il ves, specily amt,
2M |Where 5 the revenue received reported in the Cost Report? (Page/Line Item)
Is cost of food (other than meals, e.x. seacks at monthly staff meetings, board mectings) O Yes B No
2N |provided to employees included in IE? If yes. specify cost.
Yes ¥
30 |In any revemug collected from crrployees? O¥es Bl ¥ yes. apecify am.
2P |Where is the revenue veecived reported in the Cost Reporg? (PageiLine Heo]
O Yes & No
3G |1d cost ol eroployee laundry Incleded in 367 [ ves, specify cont,
. - O Ves ©No
3H |Did you reeeive reveoue from employeas? K yes, apecify gmt,
N {Where is the revenue received seperted in the Cest Report? {Pago/Line ltem)
Vs
31 |15 cost of Jaundry provided to persang otker than employees or rexidents included lo JE? G Ves o Il ¥es. specify cost.
Yes S
3K | Didvou reccive revenue from these peogle? D Yes @No If vn. specify amt.
3L [Where is the revenue received reported in the Cost Repari? {PagefLine Jterm)
@ Yes CrNe
I3 the pra cither owned by the Faeility r leased from a Related Party? I "Yes™ complete Part B.
E "No" complete Part C,
Description Tetal
114l [Date Land Purchased 1/1/1985
11A2 | Date Structure Completed
t1A3 B NOT Original Owner, Date of Purchase
11A4{ Date of Initin] Licensure 11720:1987)
11A5| Tatal Licensed Bed Copacity 132
11AS| Syuare Footage
11A7a) Qriginal Cost - Land 450000
11ATH Otiginal Cost - Building 7332138
Part B - Owner and Related Partics 1st Mertgage 2ad Mortgage 3rd Mortgage 4th Murtgage
11B1a| Type of Financiog (¢.i. fixed. variable} Fixgd Fized
i1B1hiBate Mortgage Obtaincd 1272011 127001
1Bl Interest Rate for the Cost Yoear 5.16% 448
11Btd Teym of Mortgage (number of years) 10 3
11Blo Amount of Principal Earrowed 2076000 1.380.000
1131{{ Prncipal halacee gutstanding as of 9/301/15 - -
Compivre if Mprigoge was Refinanced During Current Cast Year
11B1g Type of Financing {c.g., fixed, variahle) Fixed
11B)i Date of 1222014
11BIi|New Interest Rate 372,
11B1j| Term of Mortgage (number of years) 0
11 R Amonet af Principal Borrowed 9,670,400
1iB1t| Principal Outstanding on Note Pald-Ofl 8.573.571
Part C - Arms-Length Leases for Real Property Aanual Amaunt of
rovements Qaly Name and Address of Loasor Property Lenscd Date of Lease Termof Lease Lease
C  [Anms-length leases

Arms-length leases

Arms-length loases

Arms-length leases

Arm-length leases

Printed Name of Preparer |
Gladeview Healih Care Cenler

Address of Proparer
60 Beston Post Road, Old Sz

ol CT 06475

[Prone Number of Pregarer ]

B6U-388-6696 ]

General lafo




Al B | [ D E F G
355 27 Prescription Drugs 267,067 267,067 20 Sa2
356 28  Ambulance/Limousine 20,893 20,893 20 5d
357 29  X-rays, etc. 18,686 18,686 20 5f]
[333] 30 Laboratory 29,715 29,715 20 5h
[359] 31  Medical Supplies 11,610 11,610 20 5¢
[360] 32  Oxygen (not emergency) 21,383 21,383 20 5e2
361 33 Occupational Therapy 2,499 2,499 20 5j
367 34  Other Ancillary Costs (_ Page 29 Schedule 0 - - -
363 Page 22 - Maintenance and Property
364 35 Excess Movable Equipment Depreciation C Page 20 Schedule ) 0 - - -
363 36 Depreciation on Unallowable Motor Vehicles 1,960 1,960 22 7d
E o 37 Unallowable Property and Real Estate Taxes 138 138 22 10¢
367 <5 38 Rental of Building Space or Rooms 0
[ 363 :cgn 39  Other Property Costs ( Page 29 Schedule ) 0 - - -
369 Page 27 - Insurance
1370 40 Mortgage Insurance 0
[371] 41 Property Insurance 0
372 Other - Miscellaneous
373 42 Research or Experimental Activities 0
[374] 43 Radio and Television Revenue 0
E 44  Vending Machine Revenue 0
3764 45 Purchase Discounts and Allowances 0
[377] 46  Duplication of functions or services 0
378 47  Expenditures for protection, prometion of provider interest 0
[379] 48 Interest Income on Account Rec. 0
E 49 Other Adjustments to Expense ( Page 29 Schedule ,805 83,805 - -
381 Not For Proftt Providers Only
382 50 Building/Non Movable Eq. Depreciation Unallowable Build nt 0 - - -
383) Page 29 Schedule )
384 51 Total Amount of Decrease 867,160 867,160
1385
386 Line # Description Total CCNH RHNS {Specify)
387 Resident Room, Board & Routine Care Revenue
E Ila Medicaid Residents (CT Only } 10,544,000 | 10,544,090
389 I1b  Medicaid Room and Board Contractual Allowance (3,763,596)| (3,763,596)
390 12a Medicaid (4l Other States) 0
301 I2Zb  Other States Room and Board Contractual Allowance 0
[392] 13a Medicare Residents (all inclusive) 1,992,394 | 1,992,394
@ I3b Medicare Room and Board Contractual Allowance 367,066 367,066
394 I4a Private-Pay Residents and Other 3,064,170 | 3,064,170
393] 14b  Private-Pay Room and Board Contractual Allowance 0
396 QOther Resident Revenue
397 I11a Prescription Drugs ~ Medicare 247,959 247,959
398 iI1b Prescription Drugs - Medicare Contractual Allowance (225,775) (225,775)
[599] 1llc Prescription Drugs - Non-Medicare 137,560 137,560
@ II1d Prescription Drugs - Non-Medicare Contractual Allowance (137,560) (137,560}
1401] Il2a Medical Supplies - Medicare 0
1402 112k Medical Supplies - Medicare Contractual Allowance 0
403 II2c Medical Supplies - Non-Medicare 0
[ 404] I12d Medical Supplies - Non-Medicare Contractual Allowance 0
[305] 1132 Physical Therapy - Medicare 622,718 622,718
E &  H3b Physical Therapy - Medicare Contractual Allowance (571,869) {577,869)
407} &;p iI3c Physical Therapy - Non-Medicare 246,744 246,744
408] 2« 1I3d Physical Therapy - Non-Medicare Contractual Allowance (246,744) (246,744)
409} 1l4a Speech Therapy - Medicare 187,987 187,987
410} 114b Speech Therapy - Medicare Contractual Allowance (164,312) (164,312)
411 ll4c Speech Therapy - Non-Medicare 52,314 52,314
[412] I14d Speech Therapy - Non-Medicare Contractual Allowance (52,314) (52,314)
E II5a Occupational Therapy - Medicare 643,782 643,782
|414] 1I5b  Occupational Therapy - Medicare Contractual Allowance (599,487) (599,487)
415 II5¢  Occupational Therapy - Non-Medicare 226,528 226,528
E 115d Occupational Therapy - Non-Medicare Contractual Allowance (226,528) (226,528)
417] 16a Other (Spcc%fy) - Medicare. QOther Resident Rev ) 0 - - -
418 I16b  Other (Specify) - Non-Medicare 0 - - -
@ Hi Total Resident Revenwe 12,339,127 12,339,127
420 Other Revenue
4321 IV1 Meals sold to guests, employees & others 0
422 IV2 Rental of rooms to non-residents 0
@ IV3 Telephone and Telegraph 0
424 IV4 Rental of Televisions and Cable Services 0
425 IV5 Interest Income (Specify) ( Interest Income ) ¢ - - -
@ IV6 Private Duty Nurses' Fees 0
|427] V7 Barber, Coffee, Beauty & Gift shops 0
428 IVE Other (Specify) ( Other Revenue ) 63,879 63,879 - -
429 See Attached Schedule
E v Total Other Revenue 63,879 63,879
431] 30 VI Total All Revenue 12,403,006 12,403,006

Expense & Revenue

Page 5
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. A| B | C | D E

1 Line # Description Subtotal Total

2 Current Assets

3 Al Cash (on hand and in banks) 583,030
4 A2  Resident Accounts Receivable 1,137,512
5 A3  Other Accounts Receivable 106,409
6 A4  Inventories 24,951
7 A3 Prepaid Expenses (itemize) 102,014
8 a |Prepaid insurance 65,116

9 b |Expenses 3,835

10 ¢ [Deposits 33,063

11 d

12 A6 Interest Receivable

13 A7 Medicare Final Settlement Receivable

14 A8 Other Current Assets (itemize) 0
15

16

17

i8

19 A9 Total Current Assets (Lines Al thru 8) 1,953,916
20
21 Fixed Assets
22} = Bl Land |
23| & B2 Land Improvements 0
24| & Historical Cost

25 Accumulated Depreciation

26 B3 Buildings H
27 Historical Cost
28 Accumulated Depreciation
29 B4 Leasehold Improvements 152,942
30 Historical Cost 572,853

31 Accumulated Depreciation 419,911

32 B5 Non-Movable Equipment 109,768
33 Historical Cost 259,602

34 Accumulated Depreciation 149,834

35 Bé6 Movable Equipment 215,552
36 Historical Cost 622,847

37 Accumulated Depreciation 407,295

38 B7 Motor Vehicles 0
39 Historical Cost 4,900
40 Accumulated Depreciation 4,900
41 B8 Minor Equipment-Not Depreciable
42 B9 Other Fixed Assets (ifemize) 0
43
44
45 BlU Total Fixed Assets (Lines Bl thru 9) 478,262
46 Total Brought Forward 2,432,178
47 Leasehold or like property recorded for Equity Purposes

48 Cl Land |

49 C2 Land Improvements 0
30 Historical Cost

51 Accumulated Depreciation

52 C3 Buildings 0
53 Historical Cost

54 Accumulated Depreciation

55 C4 Non-Movable Equipment 0
56 Historical Cost

57 Accumulated Depreciation

58 C5 Movable Equipment 0
59 Historical Cost

60 Accumulated Depreciation

61 C6 Motor Vehicles 0
62 Historical Cost

63 Accumulated Depreciation

64 C7 Minor Equipment -Not Depreciable

65 C8 Total Leaschold or Like Properties (Cl thru 7) 0
66| &

67| & Investment and Other Assets

68| & DI Deferred Deposits

69 D2  Escrow Deposits

70 D3 Organization Expense 0

Balance Sheet




A | B | C D E
71 Historical Cost
72 Accumulated Depreciation
73 b4 Goodwill
74 D5 Investments Related to Resident Care 0
75
76
77 D6 Loans to Owners or Related Parties 0
78 Name and Address
79 Amount
80 Loan Date
81
82 D7 Other Assets 67,877
83 Deffered financing fee 67,877
84
85
86 D8 Total Investments and Other Assets (Lines D1 thru 7) 67,877
87 D9  Total All Assets (Lines A9+ B10 -+ C8 + D8) 2,500,055
88
89 Current Liabilities
90 Al Trade Accounts Payable | 712,895
91 A2 Notes Payable (itemize) 0
92
93
94
95
96 A3 Loans Payable for Equipment 0
97 Name of Lender
93 Purpose
99 Amount
100 Date Due
101
102 Name of Lender
103 Purpose
104 Amount
105 " Date Due
106
107] & A4 Accrued Payroll (Exclusive of Qwners & Stockholders) 246,915
108 & A5 Accrued Payroll (Owners & Stockholders only)
109 A6 Accrued Payroll Taxes Payable 11,869
110 A7 Medicare Final Settlement Payable
111 A8 Medicare Current Financing Payable
112 A9 Mortgage Payable
113 AlQ Interest Payable
114 All Accrued Income Taxes
115 Al12  Other Current Liabilities (itemize) 382,930
116 Accrued expenses 32,852
117 Property taxes 11,612
118 Pension 19,694
i19 Due to Medicaid 194,477
120 Due to Realty 133,295
121
122
123
124 Al3 Total Current Liabilities Lines Al thru 12) 1,354,609
125 Total Brought Forward 1,354,609
126 Long-Term Liabilities
127 Bl Loans Payable-Equipment
128 Name of Lender
129 Purpose
130 Amount
131 Date Due
132
133 Name of Lender
134 Purpose
135 Amount
136 Date Due
137
138 B2 Mortgages Payable !
139; & B3 Loans from Owners or Related Parties 0
140| & Name and Address of Lender { |

Balance Sheet




Al B | C E
141 & Amount
142 Loan Date
143
144 Name and Address of Lender
145 Amount
146 Loan Date
147
148 B4 Other Long-Term Liabilities (itemize) 0
149
150
151
152
153 BS  Total Long-Term Liabilities (Lines Bl thru 4) 0
154 C  Total All Liabilities (Lines A13 + B3) 1,354,609
155
156 Reserves
157 Al Reserve for value of leased land
Reserve for depreciation value of leased buildings
158 A2 and appurtenances to be amortized
Reserve for depreciation value of leased personal
159 A3 property (Equity)
Reserve for leasehold real properties on which fair
160 A% Lental value is based
161 , A5 Reserve for funds set aside as donor restricted
162 2 A6 Total Reserves 0
163| & Net Worth
164 ™ Bl Owner's Capital
165 B2 Capital Stock 1,000
166 B3  Paid-in Surplus
167 B4 Treasury Stock
168 B> Cumulated Earnings 1,035,560
169 B6 Gain or Loss for Period 10/1/2014 thru 09/30/2015 108,886
170 B7 Total Net Worth 1,145,446
i71 C  Total Reserves and Net Worth 1,145,446
172 D Total Liabilitics, Reserves, and Net Worth 2,500,055
173
174 A Balance at End of Prior Period 1,036,560
175 B Total Revenue 12,403,000
176 C Total Expenditures 12,294,120
177 D Net Income or Deficit 108,886
178 E Balance 1,145,446
179 F1 Additional Capital Contributed (itemize)
180
181
182
183
184 F2  Other (itemize)
185
186
187
188)
189 5 F3 Total Additions 0
190 E’ Gl  Drawings of Owners/QOperators/Partners
191 Name and Address
192 Title
193 Amount
194
195 Name and Address
196 Title
197 Amount
198 G2 Other Withdrawings
199 Purpose
200 Amount
201
202 Purpose
203 Amount
204 G3  Total Deductions
205 H  Balance at End of Period 1,145,446
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