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State of Connecticut

Amnual Report of Long-Term Care Facility
C8P-1 Rev.9/2002

General Information
Name of Facility {as licensed) License No. Report for Year Ended| Page of
Greensprings Healthcare and Rehabilitation Center, L1 2392 9/30/2015 1 I 37

Administrator's/Owner's Certification

MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS

COST REPORT MAY BE PUNISHAELE BY FINE AND/OR IMPRISIONMENT UNDER STATE OR
FEDERAL LAW.

1HEREBY CERTIFY {hat 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 compiete statement prepared from
the books and records of the provider{s) in accordance with applicable instructions.

Therchy certity 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. {a}

I'have read this Repott and hereby certify that the information provided is true and cotrect to the best of my
kmowledge under the penalty of perjury. Talso certify that ail salary and non-salary expenses presented in
this Report as a basis for securing reimbursement for Title X1X andfor other Staie assisted residents were
incurred to provide resident care in this Facility. All supporting records for the expenses recorded have
been retained as required by Counnecticnt law and will be made available to auditors upon request,

Date , Signed (Owner) Date
2/olt

i
Prirted/ifAme (Adfinistrator) ) Printed Name (Owner)

Mare Jei David Blumenkrantz

Subscribed and Sworn State of
to before me:;

Date Sign otary Publjc} Comm. Expires
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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)

Greensprings Healthcare and Rehabilitatior Center, L1

License No.

2392

Report for Year Ended
9/30/2015

Page of
1| 37

Administrator's/Owner's Certification

MISREFRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS
COST REPORT MAY BE PUNISEABLE BY FINE AND/OR IMPRISIONMENT UNDER STATE OR

FEDERAL LAW.

THEREBY CERTIFY that | have read the above statement and that I have examined the accompanying
Cost Report and supporting schedules prepared for Greensprings Healtheare 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 knowledpe and belief, it is a true, corvect, and complete statement prepared from
the books and records of the provider(s) in accordance with applicable instructions,

1 hershy certify that Ihave directed the preparation of the attached General Information and Questionnaires, Schedule
of Resident Statistics, Statements of Reported Expenditures, Statements of Revenues and the related Batance 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 Tiile XEX 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 fo auditors npon request.

{a} Subject to Desk Audit Review

Signed (Administrator) Date Signed (Owner) Date

| O @7 =2 25l
Printed Name (Administrator) Printed Natfie (Owner)
Marc Lei David Blumenkrantz
Subscribed and Sworn State of Date Signed (Notary Public) Comm. Expires
to bofore me:

e / !

Address of Notary Public

{Motary Seal)




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

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

Data Required for Real Wage Adjustment Page of
1A 37
Name of Facility Period Covered: From To
Greensprings Healthcare and Rehabilitation Center, LLC 10/1/2014] 9/30/2015
Address of Facility
51 Applegate Lane, East Hartford, CT 06118
Report Prepared By Phone Number Date
Marcum LLP 203-781-9600 12/8/2015
Item Total CCNH RHNS | (Specify)

1, Dietary wages paid $
2. Laundry wages paid $
3. Housekeeping wages paid 3
4, Nursing wages paid b
5.  All other wages paid $
6. Total Wages Paid $
7. Total salarics paid $
8. 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 Tringe Benefit Costs.




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-2 Rev. 1072605

General Information and Questionnaire
Type of Facility ~ Organization Structure.

Phone No. of Facility |Report for Year Ended; Page of
860-568-7520 9/30/2015 2 7
Name of Facility (as shown on license) Address (No. & Street, City, State, Zip)
Greensprings Healthcare and Rehabilitation Center, LLC | 51 Applegate Lane, East Hartford, CT 06118
CCNH RHNS (Specify) - Medicare Provider No.
License Numbers; ) 2392 07-5206
Type of Facility (Check appropriate box(es))
Chronic and Convalescent Rest Home with Nursing O (Specify)
Nursing Home only (CCNH) Supervision only (RHNS)
Type of Ownership (Check appropriate box)
O Proprietorship & LLC O Partnership O Profit Corp. O Non-Profit Corp. O Government O Trust

' S : Date Opened - Date Closed
Ifthis facility opened or closed during report year provide:

Has there been any change in ownership

or operation during this report year? ® Yes O No If "Yes," explain fully,
Acquired from Aurora Senior Living as of 10/1/2014, :

Administrator

Name of Administrator _ Nursing Home

Marc Lei 1 Administrator's 001967
License No.:

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

Name License No,:

Jason Mervin




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
|Greensprings Healthcare and Rehabilitation Center, LL 2392]9/30/2015 3 | 37
State(s) and/or Town(s) in
Legal Name of Partnership/LLC Business Address Which Registered

Greenspring Healthcare and Rehabilitation Center,

LLC

51 Applegate Lane, East CT
Hartford, CT 06118 °

Name of Partners/Members

Business Address

Title % Owned

David Blumenkrantz

51 Applegate Lane, East Hartford, CT
06118

Owner 1




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
- | Greensprings Healthcare and Rehabilitation C 2392 9/30/2015 3A | 37
1 this facility is owned or operated as a corporation, provide the following information;
Legal Name of Corporation Business Address State(s) in Which Incorporated
N/A
Name of Directors, Officers Business Address Title No. Shares
Held by Each

Names of Stockholders Owning at Least 10%
of Shares




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,
Greensprings Healtheare and Rehabilitation Cente 2392

Repoit for Year Ended
9/30/2015

Page  of
3B | 37

Ifthis 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
Greensprings Healthcare and Rehabilitation Cen)

License No.

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

must be allocated to CCNH and RHNS as foliows:

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

Item _ Method of Allocation
Dietary Number of meals served to residents
Laundry Number of pounds processed

Housekesping

Number of square feef serviced

Nursing

Number of hours of routine care provided by EACH
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 (depresiation)

Square feet

Employee health and welfare

Gross salaries

Management services

Appropriate cost center involved

All other General Administrative expenses

ITotal of Direct and Allocated Costs

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

costs allocated as required?

o reparation of thi
I. In the preparation of this Report, were all ® Yes

If "No," explain fully why such allocation was

O No not made,

N/A

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

N/A

® Yes

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, efc.)

If "No," explain fully why such allocation was

O No
not made,

N/A
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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
Greensprings Healtheare and Rehal 2392 93042015 7 | 37
The records of this facilily for the period covered by this report were maintained on the following basis:

® Accrupl 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 Firmn

Name of Accounting Firm Address (No. & Street, City, State, Zip Code)
1 Craig J. Lubitski Consulting LLC 225 Pitkin Streef, East Hartford, CT 06108
2 Solomon Hirsch, CPA P.C, . 14 Joan Lane, Monsey, NY 10952 j
3 Moore Stephens Lovelace CPAs & Advisors 701 Brickell Ave Suite 550, Miami, FL 33131 J
4 Marcum LLP 555 Long Wharf Drive, New Haven, CT 06511 J
Services Provided by This Firm {describe fully) ’
1 Reimbursement consulting $ 1,200
2 Preparation of LLC Tax Return b3 2,000
3 Preparation Medicare cost report § 2,500
4 Reimbursemont consulting, Prepare Medicaid cost report, Financial Review 3 12,226
Charge for Services Provided

§ 17,926

Are Those Charges Reflected in the Expenditure Portion of This Repori? If Yes, Specify Expense Clasification and Line No,
® Yes O No |Page 15, Line 1d

Legal Services Information
Name of Legal Firm or Independent Atiorney Telephone Number
1 Schutler Bogar L1L.C 717-585-7186
2" Capozzi Adler, P,C. 717-233-4103
3 Mutha Cullina LLP 860-240-6000
4  Reed Smith 215-851-8100
3 Various Various

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

1 1426 N. 3rd St, Suite 200 PO Box 5400

2 P.0, Box 5866

3 185 Asylum Street, Hartford, CT 06103

4 1717 Avch St, Suite 3100, Phitadelphia, PA 19103
5 Various

Seivices Provided by This Firm {deséribe firlly)

1 Project fee, Deed search (Disallowed on Pg. 28} $ 508

2 Collections (Disallowed on Pg. 28) 3 305

3 Purchuse of Faeitity (Disallowed $3,238 on Pg. 28), General Representation 3 17,358

4 General labor matters $ 1,160

5 Conservatorship / Probate Court (Disallowed on Pg, 28) $ 412
' Charge for Services Provided

$ 19,743

Are These Charges Reflected in the Expenditure Portion of This Report? 1f Yes, Specify Expense Classification and Line No.
Page 15, Line le
®@ Yes O No B 1
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State of Connecticut
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
Greensprings Healthcare and Rehabilitation (] 2392 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 |CCNHIRHNS| (Specify) Lost Gained
Change ; .
(1 (2 (3) (M @ |3 ) | @) (3) | CCNH| RHNS (Specify) Reason for Change

5, Ifthere was any change in certlfied bed capacity during the repori year (as reported in ifer 4 above) provide the nuniber of

RESIDENT DDAYS for 90 days following the change.

Change in Resident Days CCNH RHNS (Specify)
15t change )
2nd change
3rd change-
4th change ]
6. Number of Residents and Rates on September 30 of Cosl Year
Medicare - Medicald Self-Pay Other State Assisted
Ttem CCNH CCNH RHNS | CONH RHNS (Specify) RCH | ICE-MR

No. of Residents

Per Diem Rate

a. One bed m. Various 231,70

b, Two bed rms, Various 231,70

¢, Three or more
bed rms.

Total Number of Physical Therapy Treatments
A. Medicare - Part B

(Specify)

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

2. Restorative Treatments

C. Other

D. Total Physical Therapy Treaimenis

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

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

2. Restorative Treatments

C, Other

D, Total Speech Therapy Treatments

. ‘Total Number of Qceupational Therapy Treatments
A. Medicare - Part B

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

2. Restorative Treatments |27 127
C. Other 274 274
670 &10

D. Total Occupational Therapy Treatments




State of Connecticut

Annusl Report of Long-Term Care Facility

CSP-10 Rey. 9/2002

Report of Expenditures ~ Salaries & Wapes

Name of Facility License No. Report for Year Ended Page of
Greengprings Healthcare and Rehabilitation Center, LLC 2392 973002015 10 37
Ase time records maintained by afl individuals receiving compensation? ® Yes O No
Total Cost and Hours
item (Speeify) Hours

A, Salaries and Wages®
1. Operators/Ownors (Complete also Sec. 1
of Schedule Al)

2. Administrator(s) (Complete slso Sec, 11T
of Schedule At)

3. Assistant Adminisirator (Complete also Sec, TV

of Schedule Al)

4, Other Administrative Salavies (telephone
operator, clesks, receptionists, ele.)

5, Dietary Service
3, Head Dietilian

R ARG

T

b, Food Service Supervisor

¢ Dietary Workers

6, Housekeeping Service
a. Head Housekeepst

b, Cther Housckeeping Workers

7. Repairs & Maintenance Services
8. Engincer or Chief of Mainlenance

b. Other Maintenance Workers

8. Laundry Service
a. Supervisor

b, Other Laundsy Workers

9. Barber and Beautician Services

10. Protective Services

t1. Accounting 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*¥

¢. LPN '__E s
1. Direct Care 1,069,889 35,881
2. Adminisiralive®*¥
Aides and Attendants 1,635,634 84,821

Physical Therapists

Speech Therapists

Occupational Therapisis

Tl m|e i

Recregtion Workers

i, Physicians
1. Medical Direclor

L EHEI ST o
il F

2. Utitization Review

3. Resident Carg***

4. Other (Specify)

Dentists

Phanmacists

Podiatrists

. Social Workers/Case Management

113,892

3,960

Marketing

elr|ai|=—

Other (Specify)
See Attached Schedule

40,888

2,032

A-13, Tolal Salary Expendifires

78,078

193,259

* Do nol include in this section any expenditures paid 1o persons who receive & fe for services rendered ot who are paid on a contract basis,
*& Administeative - costs and hours 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 sefting.

#+% Thig item is not reimbursable to tacility, For Title 19 residents, dootors should bill DSS directly, Also, any costs for Title 18 and/or other

private pay residents must be removed on Page 28.




Greensprings Healthcare and Rehabilitation Center, LLC
9/30/2015

Schedule of Other Salaries and Wages (Page 10)

Attachment Page 10/13

CCNR RENS (Specily)
Position $ Hours Hours g Hours
Medical Records 40,888 2,032
Tatal 40,888 2,0321% - $ - -

\

Schedule of Ofher Fees  (Page 13)

CCNH RHNS (Specify)
Service 3 Hours Hours 3 Hours
Rcspiratbry Therapist 1,750 29
MDS Consultant 412 | NJA
Total 2,162 2913 - 3 = -
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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-13 Rev. 9/2002

B. Report of Expenditures - Profess:onal Fees

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

Name of Facility License No, Reporl for Year Ended Page of
Greensprings Healthcare and Rehabilitation Center, 2392 9/30/2015 13 37
Total Cost and Hours
liem CCNH Houts Hours Specify) Hours

a. Resident Care

168,248

1. Dietitian

2. Dentist

3. Pharmacist 6,302 967
4. Podiatrist

5. Physical Therapy

2,200

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
I. Infection Control Committce
{Quarterly meelings)

2. Pharmaceutical Comminittee
(Quarterly meetings)

3. Staff Development Committee
{Once annually)

e. Other (Specify)

9. Speech Therapist
a. Resident Care

b, Other

10. Oceupational Therapist
a. Regdident Cave

.145 021

b. Other
11. Nurses and aides and attendants
a. RN

1. Direct Care

2. Administrative®**

b. LPN
1, Direct Care

2. Administrative¥*#

¢, Aides
d, Other
12. Other (Specify) -.\(. - i
See Aftached Schedule 2,162 29
B-13 Total Fees Paid in Lien of Salaries 483,932 6,455

* Do not nclude In this seotion management consultants or services which must bo wported on Page 16 item M-12 and supported by required mfurmahon Page 17,

** Thie item is not reimbursable ko facility, For Title 19 residents, ductors should bilk DSS direetly. Also, suy costs for Tifls 18 andfor other private pay residents must

be removed oh Page 28,

4+ Adminisivative - costs and howrs associated with the following positions: MDS Coordinater, Inservies Training Coordinator andl Infection Conirol Nurse, Such

costs shall be ingluded in the direcl cere category for the pueposes of rate setting.




Stafe of Connecticut

Anpual 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
Greensprings Healthcare and Rehabilitation Center, LLC 2392 973012015 14 I 17

Related** to Owners,

10600 York Rd Suite #105, Cockeysville,MD

Name & Address of Individuat Full Explanation of Service Operators, Officers Explanation of Relationship
Yes Mo

Ormnicare, 523 Knotter Drive, Cheshire, CT Pharmneist NIA
06410
Marc N. Raad, 464 Wolcolt Read, Welcott, CT tedicn] Direotor NIA
06716
[FealihPro Therapy Services LLC, 10600 York Rd|  Physical, Ocoupational and Speech WA
Suite 105, Cockysville, MD 21030 - Therapy
Genter Hesdthcare Inc, PO Box 478, New London, Inhalation Therapy N/A
NH 03257
Nancy K, Giflies RN Infection Control Consultsnt N/A
Aanne Cahill RN Consultant N/A
E2X Pénential Healtheare Consulting Gronp, MDS Consuhlant NA

Cl|Cc|O|OC|QC!IOIO|IO|C|O|OC|OC|O|CIO|0QO|OC|lOIOIO

OOOOOOOOOOOOOOO@G)‘@G)@@@

* Use additional sheets if necessary.
*¥ Refer (o 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 Pape of
Greensprings Healtheare and Rehabilitation Cente 2392 9/30/2015 15 37

Item

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

1. Workmen's Compensation $| 369,063 369,06
2. Disability Insurance b3 29,192 29,192
3. Unemployment Insurance $ 135,480 135,480
4, Soclal Security (F.1C.A.) $ 336,793 336,793
5. Health Insurance 3 866,131
6. Life Insurance (erployees only) | e
(not-owners and not-operators) 16,140
7. Pensions (Non-Discriminatory) : 218,250
(not-owners and not-operators) S
8. Uniform Allowance
9. Other (Specify)

See Aftached Schedule

b. Personal Retirement Plans, Pensions, and
Profit Sharlng Plans for Qwners and
Operators (Discriminatory)*

Bad Debis*
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 & Papers
2. Cellular Phones
i, Appraisal (Specify purpose and

=lolaie

=

attach copy y*

j. Corporation Business Taxes (franchise tax) ]

k. Other Taxes (Not related to property - See Page 22) o e ik
1. Income*

2. Other {Specify)
See Attached Schedule e ok Tt
3. Resident Day User Fee 545,445 645,445
Subtotal 2,845,945 | 2,845,945

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

&5 |15




#%4 )0 NOT Include Holiday Parties / Awards / Gifts to Statf

Greensprings Healthcare and Rebabilitation Center, LLC

9/30/2015

Schedule of Other Employee Benefits

Attachment Page 15

Description CCNH RHNS {Specify)
Union Dues $ 31,489

Total $ 31,489 - -
Schedule of Other Taxes

Description CCNH RHNS (Specify)
Total $ - -




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
Greensprings Healthcare and Rehabilitation Center, L] 2392 9/30/2015 16 37
Item Total CCNH RITNS (Specify)

Subtotals Brought Forward:

2,845,945 2,845,945

I. Travel and Entertainment

Sce Attached Schedule

1. Resident Travel and Entertainment $
2. Holiday Parties for Staff $ 2,026 2,026
3. Gifts to Staff and Residents $ 458 458
4, Employee Travel ¥ 26,499 26,499
5. Education Expenses Related to Seminars and Conventions b 940 940
6. Automobile Expense (not purchase or depreciation ) $
7. Other (Specify) §

m, Other Administrative and General Expenses

1.

Advertising Help Wanted {all such expenses )

2. Advertising Telephone Directory (all such expenses J***
3. Advertising Other {(Specify )4**
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)**#
7. Postage
* 8, Dues and Membership Fees to Professional
Associations (Specify )
See Attached Schedule
8a. Dues to Chamber of Commerce & Other Non-Allowable Org. ¥*¥
9. Subscriptions
10. Contributiong®**
See Attached Schedule el %
11, Services Provided by Contract (Specify and Complete $| 270928 | 270,928
. Schedule C-2, Page 21 jor each firm or individual) _ 4 i
12. Administrative Management Services**
13. Other (Specify)
Sce Attached Schedule

C-14 Total Administrative & General Expenditures

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




Greensprings Healthcare and Rehabilitation Conter, EL.C
213012015

Schedule of Other Travel and Enterizinment

CCNH

Attachment Fape 36

Deseriptlon RHNS (Speciiy)
Tolal Othier Trave) and Entertainment $ - 3 - =~
Schedule of Other Adverlising

Deseription CCNH RHUNS {Specify}
Adyertising Expeise H 10,163

Total Other Advortizlng § 10,163 | 8 - -
Schedule of Dhres

Description ' cenm RHNS (Specify)
‘Tolal Dues £ - § - -
Schedule of Contributlons

Deseription CCNH RENS (Specify)
Toizl Contributions [ . $ R N
Schedule of Other Administrailye and General

Deseription CCNH RHNS {Specify)
V.icenses $ 33

WMiscellaneous - Laplop/Computer Charges 3 1,332

Missellanstus - Fraud $ 55

Meels s 6,241

Critninal Checks $ 531

Lipenses s 309

Buodk Fees $ 5654

Employee Meals/T'ood $ 798

Trinslation Servioes $ 866

Monghly Complinneg Program Fees $ 11201

Total Other Adminisirotive and Genoral 3 278201 § - -




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
Greensprings Healthcare and Rehabilitatio 2392 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 #

N/A

* In addilion 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
Amnual 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

Noté on Page 5)
Name of Facility License No, Report for Year Ended Page of
Greensprings Healthcare and Rehabilitation Center, LL 2392 9/30/2015 18 | 37
Ttem Total CCNH RHNS (Specify)
2, Dietary
a. In-House Preparation & Service
1. Raw Food $ 310,064 310,064
2. Non-Food Supplics : $ 19,137 19,137
3, Other (Specify’)
Equipment
b, Purchased Services (by confract olther
than through Management Services)
(Complete Schedule C-2 att. Page 21)
¢. Management Servicest*
d. Other (Specify’)
2E. Totul Diétmy Expenditures (2a+b+c+d) $ 431,55; 481,959
2F. Dietary Questionnaire Total CCNH RHNS . (Specify)
(. Resident Meals:|Total no. of meals served per day:* '
H, Is cost of employee meals included in 2E? O Yes ® No
I.  Did you receive revenue from employees? O Yes ® No ;2165’ specify
], Where is the revenue received reported in the Cost Report? (Pagefliine ftem)
1s cost of meals provided fo persons other " .
K. than employees or residenis (i.e., Board O Yes @ No )‘les, specity
Members, Guests) included in 2E? cost.
L. Isany revene collected from these people? O Yes ® No :;ies’ ?pecify
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 .
N. at monthly staff meetings, board meetings) O Yes ® No Yf's’ specify
provided to employees included in 2E? cost.
Q. lIsany revenue collected from employees? O Yes ® No igtes' speeify

Where is the revenue recetved 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.

## Gehedule 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
Greensprings Healthcare and Rehabilitation Center, LLQJ 2392 9/30/2015 19 | 37
[tern Total CCNH RHNS {Specity)
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 incloding uniforms, Lbs.
gowns, etc, washed, ironed and/or
Wk
processed. Amt. $
3. Personal clothing of residents Lbs.
1 2 ***
washed, ironed, and/or processed. Amt, §
4, Repair and/or purchase of linens *** Lbs.
Amt, §

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

¢. Management Services**
d. Other (Specifyy)
Equipment

3E. Total Lanndry Expenditures (3a-+b ¢ +d)
3F. Laundry Questionnaire

G. Is cost of employee laundry included in 3E? O Yes ® No Ifye?'
specify cost.
H. Did you receive revenue from employces? O Yes ® No Ifya%’
specify amt,
1. Where is the revenue received reported in the Cost Report? {Page/Line ltem)
Is Cost of laundry provided to persons other ifyes,
I than employees or residents included in 3E? O Yes ‘ @ No specify cost,
K. Did you receive revenue from these people? O Yes . ® No IFW?’
specify amt,
I..  Where is the revenue received reported in the Cost Report? (Page/Line ltem)

* Do not inchude salarles from page 10 as part of doflar 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,
#++ Poynds 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
Greensprings Healthcare and Rehabilitation Cenl 2392 9/30/2015 20 37
Item : Total CCNH RHNS (Specify)
4,  Housckeeping Sq. Ft. Serviced
a. In-House Care by Personnel
1. Supplies - Cleaning (Mops, Amt, $

pails, brooms, ele. )
b. Purchased Services (by contract other |Sq Ft. Serviced
 than through Management Services) | by Peisonnel
(Complete Schedule C-2 atf, Amt, 3 391,125 391,125
Page 21)
¢. Management Services*
d. Other (Specify)
Supplies

4E.  Tolal Housekeeping Expenditures (4a +b+c+d)

5, Resident Care (Supplies)**
a. Prescription Drugs®##

1. Own Pharmacy

2. Purchased from

Omnicare

Medicine Cabinet Drugs
Medical and Therapeutic Supplies
Ambulance/Limousine®*#

o oo |

Oxygen

1. For Emergency Use

2. Other¥**

f. X-rays and Related Radiological
Procedures®*#*

g Dental (Not dentists who should be included under
. Salaries or fees)

h. Laboratory™#*
i. Recreation
j-  Other (Specify)*##*
See Attached Schedule 5
5K. Totnl Resident Care Expenditures (5a - 5)) 406,357 406,357
* Schedule C-1, Page 17 must be fully completed or this expenditure will not be allowed,
** Do not include any fecs to professional staff, these should be reported on Page 13, or, if paid on salary basis, on Page 10,
#a% Facility should self-disallow the expense en Page 29 of the Cost Report,
*++ ICFMR's should provide a detailed schadule of all Day Program Costs.




Greensprings Healthcare and Rehabilitation Center, LLC
9/30/2015

Schedule of Oither Resident Care

Attachment Page 20

Description CCNH RHNS (Specify)
Nursing Supplies $ 08,154
Nursing Equipment 3 21,051
Nursing Equipment Rental $ 46,283
Nursing Software Rental b 28,409
Incontinence Supplies $ 32,880
IV Supplies 3 117
1V Expense $ 1,626
Physical Therapy Supplies 3 433
Pen Expense b3 12,852
Wound Care Supplies 3 9,363
Urological & Otomy Supplies $ 1,405
Social Services 3 600
Medical Waste 3 5,799
| Total Other Resident Care $ 228972 [ § -
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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
Greensprings Healthcare and Rehabilitation Ce 2392 9/30/2015 22 ] 37
Ttem Total CCNH RHNS (Specify)

6. Maintenance & Operation of Plant

a, Repairs & Maintenance b 37,376 37,376

b, Heat $ 29,612 | 29,612

c. Light & Power $ 181,161 181,161

d, Water $ 29915 29,915

e, Equipment Lease (Provide detail on page 6} $ 13,004 13,004

f. Other (itemize) $ 134,447 | 134,447

See Attached Schedule s

6g, Total Maint. & Operating Expense (6a - 6) $ 425,515 425,515
7. Depreciation (complete schedule page 23}

a. Land Improvements b

b. Building & Building Improvements $

_¢. Non-Movable Equipment $ 1,054 1,054

d. Movable Equipment $ 861 861
%7, Total Depreciation Costs (7Ta+b+c+d) b 1,915 1,915
8. Amortization (Complete ait. Schedule Page 24*) '

a. Qrganization Expense b

b. Mortgage Expense $

¢. Leasehold Iniprovements $ 3,332 3,332

d. Other (Specify) $
*Re. Total Amortization Costs (8a +b+c +d) $ 3,332 3,332
9. Rental payments on leased real property less

real estate taxes included in item 10b $ 300,000 300,000
10, Property Taxes

a. Real estate taxes paid by owner $ 177,141 177,141

b. Real estate taxes paid by lessor $ L

¢. Personal property taxes 3 22,963 22,963
11. Total Property Expenses (Te +8e+ 9+ 10) $ 505,351 505,351

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




Greensprings Healthcare and Rehabilitation Center, LLC
9/30/2015

Schedule of Giher Repairs and Maintenance

Attachment Page 22

Description CCNH RHNS {Specify)
Maintenance Supplies $ 20,827
Maintenance Contracted Sevice i) 30,539
Maintenance: Sanitation & Incineration $ 20,976
Maintenance: Extermination $ 2,397
Maintenance: Landscaping $ 30,228
Maintenance; Minor Equipment $ 24,932
Maintenance: Equiprent Rental b 4,548
Total Other Repairs and Maintenance $ 134447 1% - 1% -
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Greensprings Healthcare and Rehabilitation Center, LLC
93012015

Scliedule of Land Improvements Aequired during this repost perfod

Acquisition Date Description of Item

Atiachinent Page 23 Atiachment Pages 23 24

Useful
Cost Life Depreciati

Additions:

Total additions for Land Improvements

Deletions:

Toial deletions for Land Improvements

- % - **

*Tles 1o Page 23, Line A3
**[les to Page 23, Line A2

Schedule of Bullding Imyiravements Acquired during tiis report perind

Acquisilion Date Description_of Ttem

Useful
Cost Life Depreciation

Addifions;

Total addifions for Buildlng Tmyrovements

Deletions:

Total deletions for Bulding Imp rovements

#Ties ta Fage 23, Line B3

_f_*_:ries to Page 23, Line B2
Schedule of Non-Movahle Equipment Acquired during this report period

Actuisition Date Description of liem

Useful
Cost Life - Deprecintion

Additions)

Various See attached

10,687 | Various § 1,034

Total pdditions for Nen-Movable Equlpment

10,687 3 1,054 |*

Deletions:

Total deletions for Non-Movable Equipment

*Ties fo Page 23, Line C3
*4Tjes to Page 23, Line C2




Seledule of Movable Equipment Acquired during this report period

Useful
Acquisition Dato Deseriplion of Ttem Cost Life Depreciation
Additionst
5/172015|Dell Latitude 3440 {Total of 4) 3 2,584 by 861
Tota) additions Tor Movable Equipment $ 2,584 $ 86t
Deletions:
Total deletions for Movable Equipment ¥ - $ -
*Tfes to Page 23, Line D2¢
**Ties to PYage 23, Line D2
Schedule of Leaschelt hnprovements Acquived during this report perlost
Eseful
Acquisition Dafe Description of Item Cost Life Deprecintion
Additions:
Varions See attached $ 43,278 | Varioys $ 3332
. T
Lotal additions for Leaschold Ymprovement S/ 43,278 } 5 3,332
Deletions: { A4
S -
Total deletions for Leasehold Jmprovement $ - 5 -

Atlachment Pages 23 24

*%

(1]

*Ties to Pnge 24, Line C3
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Chreensprings Healthcare and Rehabilitation Center, LLC

Treprecintion Sohedule
Sepicmiber 30, 20E5
Dateof  Hisloricat Net Book
Vendor Deseription Acqulsition Cosl Useful Life 2015Depr 2015 Acum  Value
Leasehold Improvemenis
2015 Aequisitions i
Mounsain Air A/C Heat Uit 11142004 8,920 i5 595 595 8,325
Mountain Air AJC Heat Unit Tax 12142014 566 15 38 38 328
Mountain Air Hol Water Valve 1142015 2,036 14] 204 204 [.B32
Encare Fire Protection Fir¢ Spsinkios-Yalues*Repairs 219720138 439 25 176 176 4215
H&E Enterprize Jerry Daigle Fiteproafed Double Doors 3182015 2,400 15 160 160 2,240
Mounirin A Replaced Piping 34312015 6,750 20 338 338 6,412
S8 Wired Systems, LLC Instalt Security oh Doors 412412015 4,041 e - 404 494 1,637
Fellner Assocrates Architestes LLC Update As-Built CAD Phan SH2015 14173 10 1417 1417 12,756
Total 2015 Acquititions 43,278 3,332 3,332 30946
Total Leasehald Improvements 43,278 3,332 3,332 39,946
Non-ntoveable Egeipiment
2015 Acqulsitions
Direct Supply, Bng, GE Zoneline PTAC Heal Pump 0205 3392 e 339 39 3,053
Mountain Air compressor for nurses stalion 872035 2,624 12 219 29 2,405
Alpha:-Med, Inc. 2 lifts with scales HIT2015 4,379 1¢ 438 438 3,941
Apex Healtheare Systems FIB Coniiguration Labor 8/15/2015 201 3 58 38 233
‘T'otnl 2015 Acquisittons 10,687 1,054 1,054 9,633
Ly
Total Non-movable Byuip [ 10,687 1,084 1,054 9,633
L.,___,/
Movesble Eguipment
2083 Acquisitions
Apex Healiheare Systems Delf Lutitude 3440 {Total of 4) 3015 2,584 3 861 861 1,723
‘Fotal 2015 Aequisitions 2,584 B6) 861 +1,723
Talal Movable Equipment 2,584 Ei] 861 1,723
Leasehold Improvernents 43,278 3332 3,332 39,946
Non-Movable Equipment 10,687 1054 1,054 0,633
Maovahle Equipment 2,584 6] 361 §,723
‘Total 20£5 56,549 - T8.247 5,247 51,302
Tolal Per Trial Bakince 56,549 1,539 1,539 55,010
Varionce - - 3,708 3,708 {3,708)
fbj {a}
Ties to coreresponding papges of Medicnid Cost Repuri
/8 vs C/R NBY (Page 31, Line I} 3,708 fn)
F/§ vs C/R Depreciation P age 36, Line F1) (3,708) [u}
7




State of Connecticut
Annual Report of Long-Ferm Care l‘-ml:ty .
(CSP-25 Rev, 92002 -

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

Name of Facility License Mo. Report for Year Ended Page of
Greensprings Healthcare and Rehabilif 2392 0/30/2015 : 25 | 37
¥1, Property Questionnaire

Part A

1s the propeity cither owned by the Facility (D. Yes " O Ne if *Yes,” complete Part B,

or leased from a Related Party?* If "No," complete Part C.

#fany owner or operator of this facility is refated by family, maminge, ownership, ability fo contro] or
business nssocialion 10 any person er erganization from whom bufldings are leased, then it is considered a

related parly (ransaction,
Deseription

Date Land Purchased
Date Structure Completed
IfNOT 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 1st Mortgage
1. Financing EREt s
Type of Financing (e.g., fixed, varisble) Interest Only
Date Mortgage Obtained 05/30/14
Interest Rate for the Cost Year 10.00%
Term of Mortgage (number of years) 2
Amount of Principal Borrowed 1,900,000
Principal balance outstanding as of 9/30/2015 I 90(} 000
Complete if Mortgage was Refinanced : 5

During Current Cost Year
g. Type of Financing (e.g., fixed, variable)
h. Date of Refinancing
i. New Intorest Rate
i
k
|

Ne|wls it~

mielale s

Term of Mortgage {number of years)
. Amount of Principal Borrowed
. Principal Qutstanding on Note Paid-Off
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 vequired copies of leases are attached to Page 25 and real estate taxes paid by lessor ave 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

Name of Facility ' License No. Report for Year Ended Page of
Greensprings Healthcare and Rehabili 2392 9/30/2015 26 | 37
Item Total CCNH RHNS {Specify)

12 Interest
A. Building, Land Improvement & Non-Movable

Equipment
1. First Mortgage

Name of Lender

Rate

Address of Lender

2. Second Mortgage

Name of Lender

Rate

Address of Lender

3. Third Mortgage

Name of Lender

Rate

Address of Lender

4. Fourth Morigage

MNarme of Lender

Rate

Address of Lender

B. CHEFA Loan Information

1. Origingl Loan Amount

2. Loan Origination Date

3. Interest Rate %

4, Term

3. CHEFA Interest Expense

12 B7. Total Building Interest Expense (Al - A4 -+ BS)

(Carry Subtotals forward to next page) -




State of Connegticut
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
Greensprings Healthcare and Rehal 2392 9/30/2015 21 | 31
Item Toial CCNH RHNS (Specify)

12, C. Movable Equipment
1. Automotive Equipment

Subtutals Brought Forward:

$

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

412, C. 3. Total Movable Equipment Interest
Expense (C1 -+ 2)

12, D. Other Interest Expense (Specify )
Working Capital Interest

13,  Total All Interest Expense (12B7 + 12C3 + 12D)

14, Insurance

a.  Insurance on Property (buildings only) 3 47,563 47,563
b. Insurance on Automobiles $ 791 751
¢. Insurance other than Property (as specified above)

1. Umibrella (Blanket Coverage) =~ = ' $ 75,894 75,894

2. Fire and.Extended Coverage ¥

3. Other (Specify) 8 6,867 6,867

Crime & Surity Bond Insurance

14d. Tolal Insurance Expenditures (I14da+ b6 +¢)

131,115

131,115

15,  Total AU Expenditures (A-13 thru C-14)

&2 | =

11,224,476

11,224,476




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
Greensprings Healtheare and Rehabilitation Cenger, LLC 2392 9/30/2015 28 | 37
. Total
Item | Page | Line ' Amount of
No. | No. | No. Item Description Decrease
Page 10 - Salaries and Wages '
1. Qutpatient Service Costs $
2, Salaries not related to Resident Care 3
3, Qccupational Therapy 3
4, Other - See attached Schedule $
Page 13 « Professional Fees
5. Resident Care Physicians ** 3
6.] 13 [B10a|Occupational Therapy $ 145,021 145,021
7. Other - See attached Schedule 3 1,750 " 1,750
|Pages 15 & 16 - Adwiinistrative and General ; S S
|8, Disoriminatory Benefits b3
9, 15ilc |Bad Debts 4
10.{ 15 |le |Accounting & Legal )
11. Telephone $
12.] 15 |th2 |Cellular Telephone $
13, Lifs insurance premiums on the life

of Owners, Pariners, Operators

141 16 |L3 |Gifts, flowers and coffee shops

15, Education expenditures to colleges or
universities for tuition and related costs
for owners and employees $
16.] 16 [L4 [Travel for purposes of attending ;
conferences or seminars ouiside the

&9 5T

continentat U.S. Other out-of:state 3
travel in excess of ong representative $ 23,710 23,710
7. Automobile Expense {e.g. personal use) $
18, 16 {m3 |Unallowable Adveriising * 3 10,163 10,163
19, Income Tax / Corporate Business Tax 3
20, Fund Raising / Contributions $
21, Unallowable Management Fees $
22.| 16 [m6 |Barber and Beauty 3 25
23, Other - See attached %hedule $ 8,685
| Page 18 - Dietary Expendituies gz B Uk T
24, Meals to employees, guests and others R

who are not residents
Page 19 - Laundry Expenditures

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

26. Housckeeping services to employees, guests
and others who are not residents

Subtotal (Hems 1 -26) $ 278,626 278,626

* All except "Help Wanted", {Carry Subiotal forward to next page)

** Physicians who provide services to Title 19 residents are required to bill the Departinent of Social Serviees direcily for each individual resident.




Greensprings Healthcare and Rehabifitation Center, LLC
9/30/2015

Schedule of Other Salaries Adjustment

Atiachment Page 28

Page Ref  Line Ref Deseription CCNH RINS (Specify)
Total Other Salaries Adjustment $ - $ - $ -
Schedule of Fees Adjustments
Page Rel  Line Ref Description CCNH RHNS (Specify)
= 131120 Respiratory Therapist $ 1,750 - B
Total Other Fees Adjustments $ 1,750 1 $ - 13 -
Schedule of Other A&G Adjustments
Page Ref  Line Ref Description CCNI RHNS (Specify)
- 16|m8a Chamber of Commerce Dues $ 725

16[m13 Miscellaneous - Frand 3 55

16|m13 Meals 3 6,241

16{m13 Employee Food/Meals 3 793

16(ml13 Translation Services $ 866
Total Other A&G Adjustments 3 86851 § - 1% -




Greensprings Healthcare and Rebabilitation Center, LLC
Disallowance Schedule for Cell Phones
September 30, 2015

Total Cell Phone Expense

Cell Phone Allowed Based on Bed Capacity
Monthly Allowable amount per Celi Phone
Months in Cost Repoit Year

Total Allowable Cost

" Disallowed Cell Phone (Page 28, Line 12)

Amount
3,172 1B Linked

4
§ 30
12

$ 1,440

$ 1,732

Pg. 28b




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

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

Other - Miscellunteons

Name of Facility License No. Report for Year Ended | Page of
Greensprings Healthcare and Rehabititation Cenler, ELC 2392 9/30/2015 29 | 37
Total
Item [ Page|Line Amount of .
No, | No. | No. ltern Description Decrease CCNH RHNS (Specify)
Subtotals Brought Forward § 278,620
Page 20 - Resident Care Supplies *** ' i s
27 20 |5a2 |Prescription Drugs ¥ 79,843 79,843
281 20|5d |Ambulance/Limousine $ 3,821 3,821
290 20 |sf | X-rays, sfc $ 2,230 2,230
30, 20|sh [Laboratory $ 4,381 4,381
31, Medical Supplies $
32, 20 13¢2 |Oxygen (non emergency) 3 8,717 8,717
3. Occupational Therapy 3
| 34, Other - See Attached Schedule $ 35,122 35,122
Page 22 - Maintenance and Properly a2
35 Excess Movable Equipment Depreciation
See Attached Schedule
36. Depreciation on Unallowable
Motor Vehicles
37. Unallowable Property and Real i
Estate Taxes $ B
38. Rental of Building Space or Rooms 3
39, Other - See Attached Schedule $ 72,274 72,274
Page 27 - Insurance o
40, Mortgage [nsurance 3
41, Property Insurance b

42, Research or Experimental Activities

43, Radio and Television Revenue

44, Vending Machine Revenue

45. Purchase Discounts and Allowanoes

46. Duplications of functions or services

- 47, Expenditures made for the protection,

enhancement or promotion of the
providers interesi )

43, Interest Income on Accounts Rec

49, Other (include personnel and other

costs nnrelated fo 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 (lfems 1 - 50)

$
$

485,347

485,347

++¢ [terns billed directly to Bepnriment of Sociat Sevvices and/or Mealth Services in CT. or other states, Megicare, and private-pay residents, Jdentify

separately by category as indicated on Page 20.




Attachment Page 2h&tachment Page 29

Greensprings Healtheare and Rehabilitation Center, LLC
9/30/2015

Schedule of Other Ancillary Costs

Pape Ref  Line Ref Destription CCNH RENS {Specify)
20151 Cable TV Disallowance 3 0,759
2015 TV Supplics ] 117
20(5j TV Expense 3 1,626
2015 Pen Expense 3 12,852
20151 Wound Care Expgnse $ 9,363
2015) Urological & Ostomy Expense 3 1,405
Total Other Ancillary Costs 3 35,122 1 § - b -

Schedule of Excess Movable Equipment Depreciation

Page Ref  Line Ref Description _ CCNH RIINS {Speeify)

Total xcess MovableEquipmcntl)ept'éciﬂfion 3 - $ - | %

Schiedute of Other Property Adjustments _ !
I

Puge Ref  Linc Ref Description - CCNI RIHNS (Specify)
27(12D 'Working Capital Interest ° $ 64,966 ya
22{6e Qwner's Vehicle Lease ) % 7,308

Tolal Other Property Adjustments $ 72,274 1 § - $ - .




Schedule of Other Adjustments

Attachment Page 29

Page Ref Line Ref Deseription CCNH RHNS (Specly)
3001V e Miscellaneous Tncome 333

Total Other Adjustments 333 - -

Sechedule of Unallowable Building Inferest

Page Ret’  Line Ref Description {Specify)

CCNIL

RHNS

Toial Unaliowable Building Interest




Greensprings Healthcare and Rehabilitation Center, LLC
Disallowance Schedule for Cable TV
September 30, 2015

Amount
Total Cable TV Expense acct # §510-087-00 $ 13,359 TBLinked
Monthly Altowable amount $ 300
Months in Cost Report Year 12
Total Allowable Cost 3 3,600

Disallowed Cable TV 3 9,759

Pg, 29b




State of Connecticut
Annual Report of Long-Term Care Facility
C8P-30 Rev. 10/2005

F. Statement of Revenue

Name of Facility |License No. Report for Year Ended Page of
Greensprings Healtheare and Rehabilitati 2392 9/30/2015 30 | 37
Hem ot | CCNH RIINS {Specify)

1, Resident Room, Board & Routine Care Revenue

18,048,125

1. a. Medicaid Residents (CT only) $| 18,048,125
b. Medicaid Room and Board Confractyal Allowance *# $1 (11,360,220} (11,360,226}
2. a, Medicaid (Al other states ) %
b. Other Siates Room and Board Contractual Allowanee ** 3
3. a. Medicare Residents (oll inclusive) $| 1,122,978 | 1,122,978
b. Medicare Room and Board Contractual Allowanes ** $| @420 (210423)
4, g, Private-Pay Residents and Other 5 929,375 929,375
b. Private-Pay Room and Board Contractual Allowance ** $

1. Other Resident Revenue

i. a, Prescription Drugs - Medicare § 47,975
b. Prescription Diugs - Medicare Contractual Allowanee ** 3 (47,975) (47.975)
¢, Prescription Drugs - Non-Medicare $
d. Prescription Drugs - Non-Medicare Contractual Allowanee ** $
2. a, Medical Supplies - Medicare $
b. Medical Supplies - Medlcare Contractual Allowanee ** $
¢. Medical Supplies - Non-Medicare $
d. Medical Supplies - Non-Medicare Contractual Allowance ** $
3, a. Physical Therapy - Medicare 3 §71,197 171,197
b, Physical Therapy - Medicare Contractual Atlowance ** $| 17648y (117.645)
¢. Physical Therapy - Non-Medicare $ 82047 82,047
d. Phystcal Therapy - Non-Medicare Contractual Allowance ** 3 (77,162) (77.162)
4, a, Speech Therapy - Medicare $ 64,040 64,040
b. Speech Therapy - Medicare Contractual Allowance ** $ (22,801) (22,801}
¢. Speech Therapy - Non-Medicare $ 22,491 22,491
d. Speech Therapy - Non-Medicare Conivactual Allowance ** $ (19,642) (19,642}
5. a. Occupational Therapy - Medicare $ 154,777 154,777
b. Occupational Therapy - Medicare Contractual Allowance ** $| (07.6M)  (107.674)
& Occupational Therapy - Non-Medicare $ 61,821 61,821
4. Occupational Therapy - Non-Medicare Contractual Allowance ** ¥ {58,273} (58.273)
6. a. Other {Specify) - Medicare $
b. Other (Specify) - Non-Medicare $

1M, Total Resident Revenne (Seolion 1. thyu Section IL)

B

IV, Other Revenue*
Meals sold fo guests, employees & others

Rental of reoms fo non-residents - -

Telephone

Rental of Television and Cable Services

. Interest Income (Specify)

. Private Duty Nurses' Fees

. Barber, Coffee, Beauty and Gift shops

8. Other (Specify )

333

333

V. Total Other Revenue (1 thru 8}

333

333

VI Totod Al Revenue (Ui +V)

o | &9 [0 16a 167 | 0% (6% |67 |69 165

8,270,152

8,270,152

¢ Facllity should aff-set the appropriate expense on Page 28 ar Page 29 of the Cost Repor.

*2 Fuellity shauld report all cantractval alfowances andlor payer discounts.




Greensprings Healtheare and Rehabilitation Center, LLC Attachment Page 30

9/3072015

Schedule of Other Resident Revenne - Medieare

Reinted Exp
Page Ref Deseription CCNH RENS {Speclfy)
Tatal Other Resident Revenue - Medicave 3 - 1% - $ -
Schedute of Other Non-Medicare Resident Revenue
Related Exp

" PageRef  Deseription CCNH HHNS (Specify)
Total Qther Resident Revenue ) - 18 - 1% -
Inferest Income

Account
Page Ref  Account Balance CCNH RENS (Specliy)
Total Inierest Income 3 - 13 - 1% -
Sehedule of Giher Revenue
- Page Ref  Deseription CCNI RHNS {Specify)

301V 8 IMiscellancous Income ) - ] ] 18 333
Total Other Revenne 3 33318 - 3 “




State of Conneeficut

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
Greensprings Healthcare and Rehabilita 2392 9/30/2015 31 | 37
Account Amount
Assets
A. Current Assets
1. Cash (on hand and in banks) i) 429,330
2, Resident Accounts Receivable (Less Allowance for Bad Debts) b 1,038,732
3, Other Accounts Receivable (Excluding Owners or Related Parties) $
4 Inventories : $
5. Prepaid Expenses $
a. Prepaid Expenses 3,273 FEET
b. Prepaid Licenses 67 i
¢. Prepaid RE Taxes 49,799
d,
6. Interest Receivable
7. Medicare Final Settlement Receivable
8. Other Current Assets (ifemize ) _
A-9. Total Current Assets (Lines Al thru 8) $ 1,521,201
B. Fixed Asseis
1. Land : $
2. Land Improvements *Historical Cost $
Accom, Depreciation Net
3. Buildings *Historical Cost $
Accum, Depreciation Net
4, Leasehold Improvements *[Historical Cost 43,278 $ 39,946
Accum, Depreciation 3,332 Net
5. Non-Movable Equipment *Historical Cost 10,687 A3 9,633
Accum. Depreciation 1,054 Net
6. Movabhle Equipment *Historical Cost 2,584 $ 1,723
Accum, Depreciation 861 Net
7. Motor Vehicles - *Historical Cost : : $
Accum, Depreciation Net
8. Minor Equipment-Not Depreciable $
9, Other Fixed Assets (ftemize ) $ 3,708
F/S vs C/R NBV 3,708
B-10. Tofal Fixed Assefs (Lines Bl thru 9) $ 55,010

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

(Carry Total forvard 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
Greensprings Healthcare and Rehabilital 2392 9/30/2015 32 | 37
Account Amount
Total Brought Forward:}$ 1,576,211
C. Leasehold or like property xecmded 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
3. Organization Expense *Historical Cost

. Accum. Depreciation Net

4. Goodwill (Purchased Only)
5. Investments Related to Resident Care (ifemize )

6. Loans toc Owners or Related Parties (ffemize ) _
Name and Address ’ Amount Loan Date

7. Other Assets (ifemize)

D-8. Total Investrments and Other Assets (Lines D1 thru 7) $
[D-9. Total All Assets (Lines A9 + B10 + C8 + D8) 3 1,576,211

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




State of Connecticut
Anmnual 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
Greensprings Healthcare and Rehabilitation Ce 2392 9/30/2015 33 i 37
Account Armount
Liabilities .
A, Current Liabilities
1. Trade Accounts Payable 3 1,200,287
2. Notes Payable (itemize } 3

3. Loans Payable for Equipment (Current portion ) (ilemize ) o
Name of Lender Purpose Amount Date Due [Eans ey

Accrued Payroll {Exclusive of Owners and/or Stockholders only)

Accrued Payroll (Owners and/or Stockholders only)

Medicare Final Settlement Payable

Medicare Current Financing Payable

4
5,
6, Accrued Payroll Taxes Payable
7
8
9

Mortgage Payable (Current Portion)

10. Interest Payable (Exclusive of Owner and/or Related Parties)

11. Accrued Income Taxes¥
12, Other Current Liabilities (itemize )

Resident Finds 37,036 Accrued Accounting Fee 5,900 [5; : 3
Bue to/from (Prior Owner) {903) Accroed Provider Tax 163,515 & |
Write-O#fs - Sequester o ) 1,938 )

Other Acerued {440)

A3 Total Current Liabilities (Lines Al thra 19) 1,726,827

# Business Income Tax {not that withheld from employees), Attach copy of owner's Federal Income (Cerey Tolal forward (o next pagel
Tax Return,

|
!
i
:
i
!




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

Greensprings Healthcare and Rehabilitation 2392 9/30/2015 34 | 37
Account Amouirt

Total Brought Forward: 1,726,827

Liabilities (cont'd)
‘B, Long-Term Liabilities
1. Loans Payable-Equipment (iternize )

Name of Lender Purpose

Amount Date Due |5

2. Mortgages Payable

3. Loans from Owners or Related Parties (iemize)

Name and Address of Lender Amount Loan Date
4. Other Long-Term Liabilities (itemize )

Working Capital

2,800,000

B-5. Total Long-Term Liabilities (Lines B1 thru 4)

e
2,800,000

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

4,526,827




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-35 Rev. 6/95

G. Balance Sheet (cont'd)

D, Total Liabilities, Reserves, and Net Worth

Reserves and Net Worth
Name of Facility License No. Report for Year Ended Page of
Greensprings Healthcare and Rehabilit 2392 9/30/2015 35 | 37
Account Amoynt
A.  Reserves
1. Reserve for value of Jeased land b}
2. Reserve for depreciation value of leased buildings and appurtenances
to be amortized : 8
3. Reserve for depreciation value of feased porsonal 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 Réserves $
B. Net Worth
1. Owner's Capital $
2. Capital Stock $
3. Paid-in Surplus $
4. Treasury Stock $
‘5, Cumulated Earnings $
6. Gain or Loss for Period 10/1/2014 thru 9/30/2015  [$ (2,950,616)
7. Total Net Worth 3 (2,950.610)] -
C. Total Reserves and Net Worih ¥ (2,950,616)
b

1,576,211




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

H. Changes in Total Net Worth

Name of Facility License No. Report for Year Ended Page of
Greensprings Healthcare and Rehabilitatiq 2392 9/30/2015 36 | 37
Account Amount
A. Balance al End of Prior Period as shown on Report of 09/30/2014 3
B. Total Revenue (From Statemen! of Revenue Page 30) $ 8,270,152
C. Total Expenditures (From Statement of Expenditures Page 27) 3 11,220,768
D.  NetIncorne or Daficit ) $ (2,950,618)
E. Balance ‘ $ (2,950,616)
F.  Additions , :
I, Additional Capital Contributed (ifermize )

FExpenses Per Page 27 11,224,476

{Less) C/R vs F/S Depreciation {3,708)

Tolal F/S Expenses 11,220,768

2. Other (itemize)

. Total Additions

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

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

Title

Amount

2, Other Withdrawings (Specify)

Purpose

Amount

3. Total Deductions

d
d
i
|

R

Balance af End of Period 09/30/15

(£,950,616)




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-37 Rev, 92002

I, Preparer's/Reviewer's Certification

Name of Facility
Greensprings Healthcare and Rehabilitation

License No.
2392

Report for Year Ended
9/30/2015

Page of
37 | 37

Check appropriate category

Chronic and Convalescent Nursing
Home enly (CCNH)

Rest Home with Nursing
Supervision only (RHNS)

B (Specify)

Preparer/Reviewer Certification

1 have prepared and reviewed this report and am familiar with the applicable regulations governing its preparation. [
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 {0 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 Faeility.

Title

"‘R(-‘f--‘c NP

Date Signed

A/%/t’@

Printed Name of Preparer

Matthew S. Bavolack

Addres Address

555 Long Wharf Drive, New Haven, CT 06511

Phone Number

203-781-9600
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