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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,

{ HEREBY CERTIFY that I have read the above statement and that I have examined the accompanying
Cost Report and supporting schedules prepared for Govemor's House Care and Rehabilitation Center
[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.

I hereby 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 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
Imowledge 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 Connecticnt law and will be made available to anditors upon request.

Signed (Administrator) Date Signed (Owner) Date
Printed Name (Administrator) -~ |Printed Name (Owner) j
Rachel DeMaida Keith Davis, V.P, of Reimb., Genesis Healthcare
[Subscribed and Sworn ~[Statcof Date gg\g Public) Comm. Bxpires
o before me: T R TR N \\ S e —
\\ WS | ~ - .
Address of Notary Public COMMONWEALTH OF PENNSYLVANIA -
NOTARIAL SEAL
OLUSEG] blic

Upper Darby Twp., Delaware Loun
M; Commlsghn xplres May 28, 2017

(Notary Seal)
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CSP-1 Rev.9/2002

General Information

Name of Facility (as licensed) License No. Report for Year Ended] Page of
Govemnor's House Care and Rehabilitation Center 2200-C 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 [ have examined the accompanying
Cost Report and supporting schedules prepared for Goveror's Bouse Care and Rehabilitation Center
[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.

I hereby 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 Sheot 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. 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.

Signed (Administrator) Date Signed (Owaer) Date
Printed Name (Administrator) Printed Name (Owner) -
Rachel DeMaida Keith Davis, V.P. of Reimb., Genesis Healthcare
) Subscnbed and Sworn State of Date ~ |Signed (Notary Public) Comm. Expires
to before me: o ARG o -
/ /
Address of Notary Public

(Notary Seal)



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-1A Rev. 6/95

State of Connecti

cut

Department of Social Services
25 Sigourney Street, Hartford, Connecticut 06106

Data Required for Real Wage Adjuastment Page of
1A 37
Name of Facility Period Covered: From To
Governor's House Care and Rehabilitation Center 10/1/2014| 9/30/2015
Address of Facility
36 Firetown Road, Simsbury, CT 06070 :
Report Prepared By Phone Number Date
Thomas Faman 978-247-5029 12/21/2015
Item Total CCNH RHNS | (Specify)
1. Dietary wages paid $ 322,942 | 322,942
2. Laundry wages paid $
3. Housckeeping wages paid $
4, Nursing wages paid $ | 2,462,625 | 2,462,625
5. All other wages paid $ 372,899 372,899
6. Total Wages Paid $ | 3,158,466 | 3,158,466
7. Total salaries paid $ 194,695 194,695
3. Total Wages and Salaries Paid (As per page 10 of Report} §$ | 3,353,161 | 3,3 53,161
Wages - Compensation computed on an hourly wage rate.
Salaries - Compensation computed on a weckly 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
860-658-1018 9/30/2015 2 37
Name of Facility (as shown on license) Address (No. & Street, City, State, Zip )
Governor's House Care and Rehabilitation Center 36 Firetown Road, Simsbury, CT 06070
CCNH RIINS {Specify) Medicare Provider No.
License Numbers: 2200-C 07-5338
Type of Facility (Check appropriate box(es))
Chronic and Convalescent , . Rest Bome with Nursing O (Specify)
Nursing Home only (CCNH) Supervision only (RHNS} P
Type of Ownership (Check appropriate box)
O Propretorship © LLC C Partnership O ProfitCorp. O Non-ProfitCorp. O Government O Trust

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

Has there been any change in ownership

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

Administrator

‘Name of Administrator Nursing Home

Rachel DeMaida Administrator's 001889
License No.:

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

Name License No.:




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3 Rev. 10/2005

General Information and Questionnaire

Partners/Members

Name of Facility

Governor's House Care and Rehabilitation Center

License No.

2200-C 9/30/2015

Report for Year Ended

Page of
3 | 37

Legal Name of Partnership/LLC

Business Address

State(s) and/or Town(s) in
Which Registered

Name of Partners/Members

Business Address

Title % Owned

Harborside Health T Corporatio

87109

101 Sun Ave. NE, Albuquerque, NM

Harborside Healthcare Limited

101 Sun Ave. NE, Albuquerque, NM
87109

99




State of Connecticut

Annuzal Report of Long-Term Care Facility

CSP-3A Rev. 10/2005

General Information and Questionnaire

Corporate Owners

Name of Facility
Governor's House Care and Rehabilitation Ce:

License No.

2200-C 9/30/2013

Report for Year Ended

Page of
3A | 37

Tf this facilify is owned or operated as a corpo

ration, provide the following information:

Legal Name of Corporation Business Address State(s) in Which Incorporated
Governor's House Care and 101 East State Street, Kennett PA
Rehabilitation Center Square, PA 19348

Name of Directors, Officers

Business Address

No. Shares

Title | gold by Bach

N/A

Names of Stockholders Owning at Least 10%
of Shares

N/A




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

General Information and Questionnaire
Individual Proprietorship

Name of Facility License No. Report for Year Ended Page of
Governor's House Care and Rebabilitation Center 2200-C 9/30/2015 3B | 37

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

Owner(s) of Facility
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State of Connecticut
Annual Report of Long-Term Care Faciiity
CSP-5 Rev. 9/2002

General Information and Questionnaire
Basis for Allocation of Costs

Name of Facility License No. Report for Year Ended Page of
Governor's House Care and Rehabilitation Centq ~ 2200-C 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 If "No," explain fully why such allocation was
. ® Yes O No
costs allocated as required? not made.

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

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, Outpatient Services, Adult Day Care Services, etc.)

® Yes O No If "No," explain fully why such allocation was
not made.
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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
Govemor's House Care and Rehabil 2200-C 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 KPMG Peat Marwick 1600 Market Street, Philadelphia, PA 19103

2

3

4

Services Provided by This Firm (describe fully )

1 Yearend financial audit 3

2 3

3 $

4 3

Charge for Services Provided
$
Are These Charges Reflected in the Expenditure Portion of This Report? If Yes, Specify Expense Classification and Line No.
O Yes @ No

Legal Serviees Information

Name of Legal Firm or Independent Attorney Telephone Number

1 SCHETTINO AND TEMCHIN ) (203) 239-6699

2 Goldman Gruder & Woods LLC 203-899-8%00

3  RICHARD E OSTOP

4  Treasurer State of Conmecticut

5

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

1 18 Pack Street, North Haven, CT (06473

2 200 Connecticut Avenune Norwalk, CT 06854

3  P.0Box 42 Simbury CT 06070

4 Simbury CT 06070

5

Services Provided by This Firm (describe fully ) - -

1  Review, Preparation and filing of Application for Conservator Appointment, Prep & filing of litigation $

2 Review, Preparation and filing of Application for Conservator Appointment, Prep & filing of litigation $

3 State Marshall Fee - Conservator $

4 Probate Court Fees $

5 $

Charge for Services Provided

$

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

J15 1-
® Yes O No Legal Fees pg. 15 1




State of Connecticut : _
Annual Report of Long-Term Care Facility
CSP-8 Rev. 972002

Schedule of Resident Statistics

Name of Facility License No. Report for Year Ended Page of
Governor's House Care and Rehabilitation Center 2200-C 9/30/2015 8 _ 37
Period 1{/1 Thru 6/30 Period 7/1 Thru 9/30
Total Total
Total All} CCNH | RHNS Total
' Levels | Level Level | (Specify) Total CCNH | RHNS | (Specify) | Total | CCNH | RHNS | (Specify)

1, Certified Bed Capacity

A. Onlast day of PREVIOUS report periqd 73 73 73 73 73 73

B. Onlast day of THIS report period 73 73 73 73 73 73
2. Number of Residents :

A. As of midnight of PREVIOUS report period 72 72 72 72 64 64

B. As of midnight of THIS report period 61 61 64 64 61 61
3. Total Number of Days Care Provided Durirg Period

A, Medicare . 4,668 4,663 3,727 3,727 941 941

B. Medicaid (Conn.) 16,116 16,116 12,242 12,242 . 3,874 3,874

C. Medicaid (other states)

D. Private Pay 1,517 1,517 1,149 1,149 368 368

E. Siate SSI for RCH

F. Other (Specify) _ 1,628] 1,628 1120 1,129 499 499

G. Total Care Days During Period (3A thru F) 23,929 23,929 18,247 18,247 5,682 5,682
4, Total Number of Days Not Included in Figures in 3G

for Which Revenue Was Received for Reserved Beds

A. Medicaid Bed Reserve Days : 18 i8 18 13

B. Other Bed Reserve Days ' 19 19 17 17 2 2
5. Total Resident Days (3G +4A +4B) 23,966 23,966 18,282 18,282 5,684 5,684




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

Schedule of Resident Statistics (Cont'd)

Namie of Facility License No. Report for Year Ended Page of
Govemnor's House Care and Rehabilitation Ce]  2200-C 9/30/2015 g 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
Dateof |CCNH|RHNS| (Specify) Lost Gained
Change - .
O] @ 3) M @ (@ 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 RHEHNS (Specify)

1st change
2nd change

31d change

4th change
6. Number of Residents and Rates on September 30 of Cost Year
Medicare Medicaid Self-Pay Other State Assisted

Ttem CCNH CCNH RIHNS CCNH RHNS {Specify) RCH. ICE-ID
No. of Residents 9 44
Per Diem Rate %;% | S

= S

a. Onebed rm.
b. Two bed rms. 511.06 24025 48117

¢. Three or more
bed rms.

4. Total Number of Physical Therapy Treatments TOTAL CCNH RHNS (Specify)
A. Medicare - Part B 1,629
B. Medicaid (Bxclusive of Part B) ma G
1. Maintenance Treatments
2. Restorative Treatments 59
C. Other } T ' 15274 |-
D. Total Physicil Therapy Treatments - o } . 16,962 .
8. Total Number of Speech Therapy Treatments ' ;%%;;o%mﬁ%‘*%m e e
A. Medicare - Part B 133
B. Medicaid (Exclusive of Part B) G
1. Maintenance Treatments
2. Restorative Treatmends 5 5
C. Other
D. Total Speech Therapy Treatments
9. Total Number of Occupational Therapy Treatments
A. Medicare - Pari B

e e
S %ﬁ: :
2 SRR R &

B. Medicaid (Exclusive of Part B} | T e

1. Maintenance Treatments

2. Restorative Treatments 14 14
C. Other T 14322 14,322
D. Total Occupational Therapy Treatments 15350 15,350




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
Governor's House Care and Rebabilitation Center 2200-C 9/30/2015 10 37
Are time records maintained by all individuals receiving conpensation? @ Yes O No
2 i & o HE Total Cost and Hours
Ttem CCNH {Specify) Hours

A, Salaries and Wages* E
L

55
=

a. Head Housekeeper

1. Operators/Owners {Complete also Sec. I S ;%
of Schedule Al)
2. Administrator(s) (Complete also Sec. 11l R S
of Schedule Al) 2,086
3 Assistant Admimistcator (Complete aiso SeC. 1V (o e T
of Schedule Al)
4. Other Administrative Salaries (telephone Ao S T
operator, clerks, receptionists, etc,)
5. Dietary Service
a. Head Dietitian
b. Food Setvice Supervisor 2,105
. ¢. Dietary Workers 259,250 15,377
6. Housekeeping Service SR

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

b. Other Maintenance Workers
. Laundry Service
a. Supervisor

b. Other Laundry Workers

. Barber and Beautician Services

. Protective Services
. Accounting Services
a. Head Accountant

b. Other Accountants
. Professional Care of Residents

a. Directors and Assistant Director of Nurses
b. RN
1. Direct Care

S
707,876

2. Administrative**
LPN
1. Direct Care

22,702

o e
610,820

2. Administrative**

Aides and Attendants 1,065,062,

Physical Therapists

Speech Therapists

Occupational Therapists

Recreation Workers
Physicians

el [y |2

-1 Medical Director

3,853
HEE

2. Utilization Review

3. Resident Care***
4, Other (Specify)

ORI
Shon e

eSOt sta
EERs
m%&ﬁ‘ﬁ

Dentists

13

Pharmacists

Podiatrists

. Spctal Workers/Case Management

3,928

Marketing
Other (Specify)
See Attached Schedule

o s lg | |mt

A

56,164

S

S

SRR

e

3,394

A-13. Total Salary Expenditures 3,353,161

* Do not include in this section any expenditures paid to persons who receive a fee for services
% Adminismative - costs and hours associated with the following positions: MDS Coordinator,
Infection Control Nurse. Such costs shall be included in the direct care category for the purposes of

*4% This item is not reimbursable to facility. For Title 19 residents, doctors should bill DSS directly. Also,

private pay residents must be removed on Page 28.

rendered or who are paid on a contract basis,
Inservice Training Coordinator and

rate setting.

any costs for Title 18 and/or other




Govemor's House Care and Rehabilitation Ceater
8/30/2015

Schedule of Other Salaries and Wages (Page 10)

Position

CCNH

RHNS

Attachment Page 10/13

(Specify)

$ |

Hours

ﬂours

Schedule of Other Fees (Page 13)

CCNH

RHNS

(Specify)

Hours

Howurs

Howrs
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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-13 Rev. 972002
B. Report of Expenditures - Professional Fees
Name of Facility License No. Report for Year Ended Page of
Govemor's House Care and Rehabilitation Center 2200-C 9/30/2015 13 | 37
L S Total Cost and Hours

ﬁ? S e

*B. Direct care consultants paid on a fee

for service basis in lieu of salary SR %’}%«

(For all such services complete Schedule B1) & j%%@ e

1. Dietitian 842 23

2. Dentist 8,709 60

3. Pharmacist 6,091 124

4. Podiatrist _

5. Physical Therapy R -
a. Resident Care 574,594
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
c. Resident Care**
d. Administrative Services facility
1. Infection Control Cominittee
(Quarterly meetings)
2. Pharmaceutical Committee
(Quarterly meetings)
3. Staff Development Committee
{Once annnally)

¢. Other {Specify)

9. Speech Therapist

a. Resident Care
b. Other
10, Occupational Therapist
a. Resident Care
b. Other
11. Nurses and aides and attendants
a. RN
T 1. DirectCare N T
2. Administrative*** : : -
T IPN s e : e
1. Direct Care
2. Administrative®™**
c. Aides
d. Other
12. Other (Specify)
See Atiached Schedule
B-13 Total Fees Paid in Lieu of Salaries 738,110 9,915

* Do not include in this section management consultants or services which must be reperted 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.
*% A doinistrative - costs and hours associsted with the following positions; MDS Coordinator, Inservics Training Coordinator and Infection Controf Nurse, Such
costs sheil be inciuded in the direct care category for the purposes of rate sefting.




State of Conmecticut

Aunual 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
Governor's House Care and Rehabilitation Center 2200-C 9/30/2015 14 | 37
Related** to Owners,
Name & Address of Individual Full Explanation of Service Operators, Officers Explanation of Relationship
. Yes No
Genesis Eldercare Hospitality Services, 101 East Dietary Services Common Ownership
State Street, Kennett Square, PA 19348 ® O
Genesis Eldercare Rehabilitation Services, 101 Physical, Occupational, and Speech Common Ownership
East State Street, Kennett Square, PA 19348 Therapy &
Genesis Eldercare Physician Services, 101 Hast Medical Director Common Ownership
State Street, Kennett Bquare, PA 19348 ® O
Genesis Eldercare Staffing Services, 101 Bast Nursing Pool Common Ownership
State Street, Kennett Square, PA. 19348 ®© O
Respiratory Health Services, 515 Fairmount Ave]  Respiratory and Oxygen Supplies Common Ownership
6th Floor, Suite 600, Towson, MD 21286 ® o
O O
O o
O &)
o O
@] O
O O
O G
O O
O O
o O
O O
o o
PR e
O O
O O
O O
O o

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




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
Governor's House Care and Rehabilitation Centey 2200-C 9/30/2015 15 37

Tiem
1. Administrative and General
a. Employee Health & Welfare Benefits

i

SRR e

S i
e

200,514 | 200,514

1. Workmen's Compensation $

2. Disability Insurance $

3. Unemployment Insurance $ 76,491 76,491

4. Social Security (F1C.A) $ 244,237 244237

5. Health Insurance 5 257,213 257,213

6. Lifc Insurance (employees only) e e
(not-owners and not-operators) 3

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*®

Accounting and Auditing

Legal (Services should be fully described on Page 7)
Insurance on Lives of Owners and
Operators (Specify }*

Office Supplies

Telephone and Cellular Phones

1. Telephone & Pagers

2. Cellular Phones

i. Appraisal (Specify purpose and
attach copy Y*

mio lale

o | |0 | e

s

i. ééf;o;ét{on Busmess Taxes {franchise tax )
k. Other Taxes (Not related to property - See Page 22)

1. Income*
2. Other (Specify )
See Attached Schedule g e e :
3. Resident Day User Fee 390,300 390,300 ;
Subtotal $| 1,410,416 | 1,410,416

* Facility should self-disallow the expense on Page 28 of the Cost Report. (Carry Subtotals forward to next page)




*%% PO NOT Include Holiday Parties / Awards / Gifts to Staff

Governor's House Care and Rehabilitation Center Attachment Page 15
9/30/2015

Schedule of Other Employee Benefits

RHNS (Specify)

CCN

Schedule of Other Taxes

CCNH RHN (Specify)




State of Connecticut
Annual Report of Leng-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
Governor's House Care and Rehabilitation Center 2200-C 9/30/2015 16 37
Item Total CCNH RHNS | (Specify)
Subtotals Brought Forward:
1. Travel and Entertainment o
1. Resident Travel and Entertainment $
2. Holiday Parties for Staff $ 151 151
3. Gifts to Staff and Residents $
4, Employee Travel $ 3,204 3,204
5. Bducation Expenses Related to Seminars and Conventions $
6. Automobile Expense gt purchase or depreciation) $
7. Other (Specify’) $
See Attached Schedule '

m. Other Administrative and General Expenses
1. Advertising Help Wanted @/l such expenses )
2. Advertising Telephone Directory &l such expenses YEE*
3. Advertising Other Specify )¥**

See Attached Schedule
4. Fund-Raising***
5. Medical Records

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

7. Postage

* 8. Dues and Membership Fees to Professional

Associations (Specify’)
See Attached Schedule __

92, Dues to Chamber of Commerce & Other Non-Allowable Org.*** $

9. Subscriptions

10. Contributions***

See Attached Schedule
T 11Services Provided by-Contract Specify and-Complete , ,600 | )
Schedule C-2, Page 21 for each firm or individual) F e

12. Administrative Management Services®* .3;19,601 349,601

13. Other (Specifi} 214,347 1
See Attached Schedule S 5 ﬁfoﬂwﬁ e
C-14 Total Administrative & General Expenditures 00,31

* 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 ailowed.
4% Facility should self-disallow the expense on Page 28 of the Cost Report.




Govemor's House Care and Rehabilitation Center Attachment Page 16
930/2015

Schedule of Other Travel and Entertainment

RHNS

Description

Schedule of Other Advertising

Description CCNH RHNS _ (Spec.ii"y)n

Schedule of Dues

Description CCNH RHNS (S Jle(:ifv)




Schedule of Contributions

CCNH RHNS

(Specify)

Schedule of Other Administrative and General




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
Governor's House Care and Rehabilitation 2200-C 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 #
Genesis Health Ventures, 101 East St., 296,874 |Mgmt Services, Property Mgmt  [pg 16 m-12
Kennett Square, PA 19348 Assisting, MIS, Personnel,

Compliance

Genesis Health Ventures, 101 East St., 29,630 |Capital Interest pg 26 12-A-1

Kennett Square, PA 19348

* 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. 972002

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
Govemor's House Care and Rehabilitation Center 2200-C 9/30/2015 18 | 37
Ttem
2. Dietary
a. In-House Preparation & Service saa
1. Raw Food 123,730

2.  Non-Food Supplics 12,228 12,228

3. Other (Specify )

el el s

5. 130)

b. Purchased Services Qy contract other
than through Management Services)
(Complete Schedule C-2 att, Page 21)

c. Management Services™

d. Other (Specify )

; SR S e e s o R SR i

oF. Total Dietary Expenditures (2a+b +c+d) $ 130,223 130,223
2F. Dietary Questionnaire Total CCNH RINS (Specify)
G. Resident Meals:ITotal no. of meals served per day:*
H. Is cost of employee meals included in 2E? O Yes ® No
I.  Did you receive revenue from employecs? O Yes ® No Lg:s’ specify
J.  Where is the revenue received reported in the Cost Report? {Page/Line Item)

Is cost of meals provided to persons other I yes, specify
K. than employees or residents (i.c., Board O Yes ® No ytcs, pee

Members, Guests) inchuded in 2E? cost
L. Ts any revenue collected from thesc people? O Yes ® No gn};cs, specify
M. Where is the revenue received reported in the Cost Report? (Page/Line ltem)

- —Iycost of food (other than'meals; e.g., snacks—— -~ ——— -~ ——— ~Tfyes, specily -

N. at monthly staff meetings, board meetings) O Yes ® No co)srt » Spec

provided to employees included in 2E?

If yes, specify

0. Is any revenue collected from employees? O Yes ® No At

P. Where is the revenue received reported in the Cost Report? (Page/Line Item)

# Count each tray served to a resident at meal time, but do not count liquids or other "between meal” snacks.
x* Schedule C-1, Page 17 must be fully completed or this expenditure will not be allowed.




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
Governor's House Care and Rehabilitation Center 2200-C 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. $ 3,644 3,644
washed, ironed, and/or processed. ***
2. Employee items including uniforms, Lbs.
gowns, etc. washed, ironed and/or
EE4 3
processed. Amt. §
3. Personal clothing of residents Lbs.
4 £33
washed, ironed, and/or processed. Amt $
4, Repair and/or purchase of linens, *** Lbs.
Amt. $ -816 316
b. Purchased Services gy contract other $| 119,113 119,113

than through Management Services)

(Complete Schedule C-2 att. Page 21)
¢. Management Services®* '
d. Other (Specify)

3. 7otal Laundry Expenditures (3a+b+c+d)
3F. Laundry Questionnaire

. . If yes

1? 3
G. s cost of employee laundry included in 3E? O Yes ® No specify cost.

H. Did you receive revenue from employees? O Yes ® No Ifye.s :
specify amf.

1. Where is the revenue received reported in the Cost Report? (Page/Line Item)

.t Yg Cost.of laundry provided to persons other O Yes ——  ®No— "~ Iyes, I

than employees or residents included in 3E7 © specify cost.

K. Didyou receive revenue from these people? O Yes ® No Ifye.s,
specify amt,

L. Where is the revenue received reported in the Cost Repott? (Page/Line Item)

* Do not include salaries fiom 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) - Housckeeping and Resident Care

Basis for Allocation of Costs (See Note on Page 5)

Page 21)

Name of Facility License No. [Report for Year Ended Page of
Governor's House Care and Rehabilitation Centq  2200-C 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. $ 13,988 13,988
pails, brooms, etc. )
b. Purchased Services (by contract other | Sq. Ft. Serviced
than through Management Services) | by Personnel
(Complete Schedule C-2 att. Amt. $ 178,519 178,519

¢. Management Services*

d. Other (Specify’)

AE. Total Housekeeping Expenditures (4a+b+c+d)

5. Resident Care (Supplies)**
a. Prescription Drugs***
1. Own Pharmacy

2. Purchased from

Medicine Cabinet Drugs

Medical and Therapeutic Supplies

Ambulance/Limousing®**

olale o

Oxygen
1. For Emergency Use

2. Other*##

f. X-rays and Refated Radiological
Procedures™®**

| g—Dental (Not dentists-whe should be included under
salaries or fees)

h. Laboratory***

Recreation

i
j. Other (Specifyy****
See Attached Schedule

SK. Total Resident Care Expenditures (5a - 5j)

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

#% Do not include any fees to professional staff, these should be reported on Page 13, or, if paid on salary basis, on Page 10.

sk Pacility shounld self-disailow the expense on Page 29 of the Cost Report.
wxkx JOFMR's should provide a detailed schedule of all Day Program Costs.




Govemor's House Care and Rehabilitation Center Attachment Page 20
9/30/2015

Schedule of Other Resident Care

Des g;i ) i CCNH RHNS

(Specify)
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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
Governor's House Care and Rehabilitation Cer] ~ 2200-C  {9/30/2015 22 | 37
Item Total CCNH RHNS (Specify)
6. Maintenance & Operation of Plant
a. Repairs & Maintenance $ 167,584 197,584
b. Heat $ 42,742 42,742
c. Light & Power $ 135,815 135,815
d. Water $ 37,601 37,601
e. Equipment Lease (Provide detail on page 6) 3
£ Other (jtemize) 3
See Attached Schedule -
6g. Total Maint. & Operating Expense (6a - 6f) $ 413,741 413,741
7. Depreciation (complete schedule page 23*)
a. Land Improvements $
b. Building & Building Improvements $ (3,429) (3,429)
¢. Non-Movable Equipment $ 9,661 9,661
d. Movable Equipment $ 14,917 14,917
*7e, Total Depreciation Costs (Ta+b +c+d) $ 21,148 21,148
8. Amortization (Complete att. Schedule Page 24%)
a. Organization Expense $
b. Mortgage Expense $
c. Leasehold Improvements $
d. Other (Specify) $
*8e. Total Amortization Costs (8a+b +c+d) $
9. Rental payments on leased real property less
real estate taxes included in item 10b 3 947,006 947,006
10. Property Taxes
_a. Real estate taxes paid by owner $
b. Real estate taxes paid by lessor $ 182,875 | 182,875 ] -
¢. Personal property taxes $
11. Total Property Expenses (Te +8e+9+10) $| 1,151,029 1,151,029

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




Govemor's House Care and Rehabilitation Center
9/30/2015

Schedule of Other Repairs and Maintenance

CCNH

Attachment Page 22

RHNS

(Sp ecify)m _

Description
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