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o CERTIFIED PUBLIC ACCOUNTANTS

December 11,2013

Mr. Michael E. Mosier
Chief Financial Officer
Athena Health Care Systems
135 South Road
Farmington, CT 06032

Subject:  Alternative Annual Report Approval

Dear VIr. Mosler: .

This letter is a follow-up to yourverbal approval vegarding your request for alternative annual report
utilization. We have reviewed your request for approval of the Athena Health Care Systems version of
the 2013 Annual Report for the State of Connecticut. Based on aur review, your version of the annuat

. report has been approved.

it is not necessary to request approval on an annual basis. This approval will remain in effect until
modifications have been made to the Annual Report by the Department of Social Services. The provider
community will be notified should such changes accur:. At that time, you will be required fo submita
new request for approval based on the modified annual report. .

Should you have any questions, please feel free to contact me at (860) 687-0790. .

Sincerely,

Brittany L. fester, Administrative Assistant

CC: Claudette B. Pickens, CPA
CC: Chyris Lavigne

DEDICATED TO GOVERNMENT HEALTH PROGRAMS 7 Watesside Crossing, Ste 202 | Windsor, CT 06095
’ P 860,687.0790 | p1 855.716.9377 | #x 8606870810
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State of Connecticut

Annual Report of Long-Term Care Faclhty

CSP-1 Rev.9/2002

General Information '

Name of Facility (as licensed)

Maefair Health Care Center

License No.

2142C

Report for Year Ended

. 91302015

Page of

Maefair Health Care Center

October 01,2014

Adnministrator's/Owner's Certification

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

I HEREBY CERTIFY that I have read the above statement and that I have examined the
accompanying Cost Report and supporting schedules prepared for

[facility name] for the cost report period beginning

and ending September 30, 2015
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.

/

, and that to the best of

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 knowledge under penalities of pexjury. I also certify that all salary and non-salary
expenses presented in this Report as a basis for securing reimbursement for Title XIX and/or
other State assisted residents were incurred to provide resident care in this Facility. All
supporting records for the expenses recorded have been retained as required by Connecticut law
and will be made available to anditors upon request.

Signed (Adrninistratorj

Keana @d '

Date

&/t 0/\Lo

g{e%@ner)

Date

9/\0/190

4
g

{ (O
Printed Nam (Administrazt/’dr)
Donna 8. Orefice

Printed Name (Owner)
Lawrence Santifli

Subscribed and Sworn S? Date / i §omm Expires
1o before me: :
ns O/ L ,
. )| 7313/ 12
Address of Notary Public 4 7{ (f oy 57(/ ie Hipe

Jpusrts: 4 wtn  OT JEYUES

(MNotary Seal)

Vs o
T 3 "‘A‘,

.



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

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

of

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

Data Required for Real Wage Adjustinent Page
A | 37
Name of Facility Period Covered: From To
Maefair Health Care Center 10/1/2014| 9/30/2015
Address of Facility
21 Maefair Court Trumbull, CT 06611
Report Prepared By Phone Number Date
Athena Health Care Associates, Inc (860) 751-3900 2/10/2016
Item Total CCNH RIINS | (Specify)
1. Dietary wages paid.......ooiiii i 5
2. Laundry wages paid......oociiiiaiiireriiniieiie feeeeerees $
3. Housekeeping wages paid........oooviriiiiiiiin i $
4, Nursing wages Pait, .. ...ocoivraiiiiiani it $
5. All other wages paid......coooiioriiaiiiiniiea e $
6. Total Wages Paid ..........ccccccoovviiiiiinnianeiniisianniicniens $
7. Total salaries paid.......cccoceiiiiiiiiii i, Ve $
8.

Wages - Compensation computed on an hourly wage rate.

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

number of hours worked.

DO NOT include Fringe Benefit Costs.




A 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 .

203-459-5152 09/30/15 2 37
Name of Facility {as shown on license) Address (No. & Street, City, State, Zip)
Maefair Healih Care Center 21 Maefair Court Trumbull, CT (6611
: CCNH RHNS (Specity) Medicare Provider No.
License Numbers: 2142C 07-5404

Type of Facility (Check appropriate box(es))

Chronic and Convalescent ' 0 Rest Home with Nursing 0 )

Nursing Home only (CCNII) . Supervision only (REINS) (Specify)
Type of Ownership (Check appropriate box)
[ sroprmrorsr L wic U parTNERSHIP PROFITCORP. ] NON-PROFIT CORP. O govermenr L trust
Date Opened Date Closed

If this facility opened or closed during report year provide:

Has there been any change in ownership

or operation during this report year? [] Yes No If "Yes," explain fully.

Administrator

Name of Administrator Nursing Home

Donna S. Orefice Administrator's 001677
' License No.:

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

Name : License No.:

Not Applicable’




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

General Information and Questionnaire

Partners/Members
Name of Facility Lricense No. Repoﬁ: for Year Ended Page of
Maefair Health Care Center 2142C 9/30/2015 3 37
State(s) and/or Town(s) in
Legal Name of Partnership/LLC Business Address Which Registered
Title % Owned

Name of Partners/Members Business Address

Not Applicable




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3A Rev. 10/2005

General Information and Questionnaire

Corporate Owners

Name of Facility

Maefair Health Care Center

License No.

2142C

Report for Year Ended -

9/30/2015

Page  of
3A 37

If this facility is owned or operated as a corp

oration, provide the following information.:

Legal Name of Corporation

Business Address

State(s) in Which Incorporated

Maefair Health Care Center, Inc 21 Maefair Court, Trumbull, CT CT
06611
. . ) No. Shares
Name of Directors, Officers Business Address Title Held by Each

Lawrence G. Santilli 21 Maefair Court, Trumbull, CT President 772.6015
06611

Debra M Soucey 21 Maefair Court, Trumbull, CT Secretary
06611

Michael E. Mosier 21 Maefair Court, Trumbuli, CT  {Treasurer
06611

Names of Stockholders Owning at Least

10% of Shares

Other than noted above:

Chakalos Nursing Homes, LLC 21 Maefair Court, Trumbull, CT 107.5
06611

Comnservators for Lavwrence E. Santilli 21 Maefair Court, Trumbull, CT 119.8985
06611°




et
.f Long-Term Care Facility
~10/2005
General Information and Questionnaire
Individual Proprietorship '
Name of Facility License No, Report for Year Ended Page ~ of
Maefair Health Care Center 2142C 9/30/2015 3B 37

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

Owner(s) of Facility

Not Applicable
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State of Connecticut .
Annual Report of Long-Term Care Facili
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

Maefair Health Care Center 2142C 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

| (v o T T T PPTRrTeTOY Number of meals served fo residents

LaunadIy. ... ivs e e nit st r e raeaanas Number of pounds processed

TOUSEKEEDINE. .. v\ vvvn e vet et e s iiaaatinenens Number of square feet serviced
Number of hours of routine care provided by EACH

NULSIIZ . e i e employee classification, i.e., Director (or Charge Nurse),
Registered Nurses, Licensed Practical Nurses, Aides and
Aftendants

Direct Resident Care Consultants...........ocooviiiein, Number of hours of resident care provided by EACEH
specialist (See listing page 13)

Maintenance and operation of plant................ooeiiins Square feet ‘

Property costs {(depreciation}.......oovevereiiiieiiiiiiiin.. Square fest

Employee health and welfare..........ooooiiiiiivniann s Gross salaries

Management SCEVICES. . ov v vnuat it iiaiariainiraiaatiiannaasans Appropriate cost center involved

All other General Administrative eXpenses.......ooviveeiens 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

. N
costs allocated as required? L] Yes ° not made.

Not Applicable

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

Not Applicable

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

0 Yes [ No If "No," explain fully why such allocation was
not made,

Not Applicabie:No Nor-Nursing Home Cost Centers
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Bitney Bawes - GA1072604 Fi82:98 PN PAGE  2/002  Fax Sexver

17Peeifain HEH Case CHC

:ﬁ, . '_.. J;}p@i . E}Hﬁl "‘- . "E’-.E ir.. w .Ei.llagn&: e L‘ég‘itgﬁf :.‘
o Bleome 10-B1 3800 340 '
. Tt 2ah &I TR65S '
April M4 2044
To: Joseph Colacl
Bromy | FeyeDoughvey

D dose .

Thig-will vonfiem onr eomvErsation regnrﬁiﬁgtﬁe re-stpehielig of yoor §eusg
Acconnt # 4550825-006with FEGES for he Pifney Bowes Muailing Buipmens,

As was dispussedt, PHGES has agreed fo resstrretureyony 42 —nopth bease, vesalting
" i ey, paymend of 525550 Neve Paymrent prevguarier, exslnding focand Vildrmax,
| Yainccusrently pify 55500 Ol Papizentper. qitariet, puiinging jax sad: nbwgonx,
. AW utber tpsihvandzondifionyunsder the lopsesimicd 3naks renfiin in SRl foee
i s, "Thoffer Epived o4, e

o W yas ass Jestk o Bitney Beves. gty wal. fodic forwgid-to ity
Funediginlrelatiinsiip. Yace X recdive FosimpRargapoysl; Twitl have die
conirzet adjusied to réffect bnragréomat to fe-stenciiirs yerur-paysénts, Please g
it Badloth ey atteition 8¢ -203-617-26540E your earligstcopvenience. I you have
any agditigeel grresSpns ey £pncerihs, pleasi do wot hnisitate tnsondact me.

Rincerely,
Fage Druadlaey

- SGW-QMQ




CUSTOMER RETENTION ACCOUNT ADJUSTMENT
DATE: May 19,2014 |
To Portfolio Admini.stration
From: | Matt Perry

Customer Name;MAEFAIR HEALTH CARE CENTER

Lease/Schedule: 4546826-006

Od Comm, Date:3/30/14  New Cumm. Dute:3/30/14

BILLING ADJUSTMENTS:

Current Billing Adjusted Billing Discousit %
Reat: 104,40 . 5396 T

EMA: 75460 ' 68.04 ' 10

Meter: 105 24,58 v

SFIG | N —

orc

METER OR EMA CHANGE ONLY

New Meter § New EMAS
PARTIAL TERMINATION  Ratio %
PCN _ Serjal #

PCN _ Serjal #

PORTEFOLIO ADMINISTRATION USE ONLY

~ Original Contract New. Contract Difference '
Contract Balance W/i0 :

Balance Forwardy Write 6&5
Rent EMA Maoter Late Chargeés _ .

OIriAginai Term

Remaining Term ___° Adjasted Term .



Waay 1

’
1

gl pitneyBowes

Ly 2,

Every connection is a new opportunity’

: . LZLEASE
MAEFAIR HEALTH CARE CENTER Pimey Bowes B
Account No.: 15292609862 Inside Sales Group
Eilling Address: ) 27 Waterview Drive
MAGFAIR HEALTH CARE CENTER 21 MAERFAIR COURT Sheiton, CT 06484
TRUMBULL, CT 06611-4372 SARA SCAULBERG
Tostall Address (H different from billing address): Drigtrict: 0007
21 MAEFAIR COURT RIDE THE CHANNEL
TRLMBDLI, CT 06611-4872 LAWRENCE ZARRELLA
New Address (please indicate billing and/or insfaliation address change): 950108
21 MAEFAIR COURT ) 59
TRUMBIILL, CY 066114872 3406193331

B VES, I want to take advantage of protecting my Existing Pitney Bowes

Equipment Payment for 42 months.

We are proud to extend our Loyalty offet fo you, effective on the
lease, if this lease is entered during
billing period,

day following the expiration date of your existing
the initial 16ase term of your axisting lease, ot on the first day of the next
1f this lease is entered during a monthly renewal term of your existing lease (said dauy is called the

“Effectlve Date”). This opportunity i only being offered to a select grovp of our longrterm Customers. I your current
equipment maets your needs, simply aclqlowledge your acceptanes by agmweing to the new lease terms outlined below.

NEW LEASE CONTRACT INFORMATION
This iease is for a fixed term of 42 months,

Same Quarterly Lease Payment: 3285  (Exclusive of Taxes and Fees for the ValueMAX program)

Rep I0: 166850 RIDE THE CHANNEL 950108 99
ACENOWLEDGMENT OF NEW CONTRACT TERMS & CONDITIONS

1 vadorstand that Pitney Bowes Giobal Finznofal Serviees LLC will lease to us the equipment currently leased under
existing #4546826 - (05 at the same payiment and billing frequency, commencing on the Effective Dxate for the term set
forth sbove. All terms and conditions of the existing Ieass ate heveby incorporated into this new lease except as modified
ahove. The faxcd form, when nccepted by Lessor, will be the one and only original lease. The person siguing below
confitms that he/she is antherized to enter inte this agreement o hehalf of the undersigned lesses.

Lessee Name: ﬁf"'} 7 Title:
Sighanie: % ‘ Daate: “@3/ 1'5
Print Narme: Aadzebt [ placi wma
Aceepted By SW_PWQ
Fax your confixmation back to 1-203-617-6360
" RTS Pape 2 of2

LetiIeRd @OCg) 19reEeT s0L

DIRECTOR OF PURCHASING AND DINING

{C0150661.13

wod 4 BE:dl £Te2-22-N0N



- State of Connecticut
Annual Report of Long-Term Care Facility
CSP-7 Rev. 6/93

General Information and Questionnaire
Accounting Basis

Name of Facility License No, Report for Year Ended Page - of

Macfair Health Care Center 2142C 9/30/2015 7 37

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

Accrual [ Cash 7] Modified Cash
Is the accounting basis for this
period the same as for the Yes [1 Ne If"No," explain.

previous period?

Independent Accounting Firm

Name of Accounting Firm Address (No. & Street, City, State, Zip Code)

1 Dworkin, Hilman, LaMorte & Sterczala Four Corporate Dr, Shelion, CT

2 Marcum LLP 555 Long Wharf Drive, New Haven, CT

3 Dopkins & Co 200 International Dr, Buffalo, NY

4

Services Provided by This Firm (describe fully)

1 2014 Aadit, Yearend financials & tax returns $ 14,000

2 preparation of Medicare Cost reporf(Disatlowed) . - $ 2,650

3  IKey Bank audit (Disalowed) $ 1912

4 5 -

Charge for Services Provided

$18,362

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

Yes L] No Pg 15, Lineld

Legal Services Information .

Name of Legal Firm or Independent Attorney Telephonge Number

1  Goldman, Gruder & Woods 203-899-8900

2 Probate, Shiff Harding

3  Murtha Cullina 860-240¢-6000

4  Wiggin & Dana 203-498-4400

5

Address (No. & Street, City, State, Zip Code )
1 200 Connecticut Ave, Norwaik, CT

2

3 185 Asylum Street, Hartford, CT

4 QOne Century Tower, New Haven, CT
5

Services Provided by This Firm (describe fully)

e [t (B |

Collections:Disallowed 5 14,481
HUD Re-fi;$5077(Disallowed); probate 3923 '(disallowcd) $ 6,000
Audit Letter $872 & Scc. of State Annual Filing $178:allowed; loan modification 57,366 and DPH issues §211:Disalowed S 8,627
refund of Prior year fees:Disallowed S (1,247)
s -
Charge for Services Provided
$21,861

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

Yes 0 No Pg i5, Line le
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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
Maefair Health Care Center 2142C 9/30/2015 9 37
4. Were there any changes in the certified bed capacity during the report year? 1 vYES NO
If"YES", provide the following information;
Place of Change Change in Beds Capacity After Change
) {Specify) Lost Gained
Date of CCNHRHNS ’
Change O] @ (3) Ml @ |3 @@} ¢) |CCNH RIONS (Specify) Reason for Change

5. If there was any change in certified bed capacity during the report year (as reported in item 4 above) provide the mumber of

RESIDENT DAYS for 90 days following the change.

Change in Resident Days CCNH RHNS (Specify)
15t change. ..o i e e
2nd CHAREE. .. ... vvraieanecricri s arnseaae aee e ie s
3rd change. .. oo e i e e
Ath ChAMEE. .. c.v vt v vy ceerie e st e
Number of Residents and Rates on September 30 of Cost Year
Medicare Medicaid Self-Pay Other State Assisted
Ttem CCNH CCNH RHNS CCNH RHNS (Specify) R.CH [ ICF-MR

No. of Residents

Per Diem Rate

a. One bed m.

646,72 239,08 $25.24
b. Two bed mns, 646.72 239.08 494,00 425,24
¢. Three or more

bed rms.

7. Total Number of Physical Therapy Treatments

A. Medicare - Part B

B. Medicaid {Exclusive of Part B)
1. Maintenance Treatmenis

2. Restorative Treatments

C. Other

D. Total Physical Therapy Treatments

8. Total Number of Speech Therapy Treatments

A. Medicare - Part B

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

2. Restorative Treatments

C. Other

D. Total Speech Therapy Treatments

9. Total Number of Occupational Therapy Treatments

A. Medicare - Part B

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

2. Restorative Treatments

C. Other

14,607

14,607

D. Total Occupational Therapy Treaiments

19,333

19,333




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-10 Rev. 972002
Report of Expenditures - Salaries & Wages
Name of Facility License No. Report for Year Ended Page of

Maefair Health Care Center . 2142C 9/30/2015 10 37

Yes [1 Neo
Total Cost and Hours

. Hours
A. Salaries and Wages* . T e S e PR R
1. Operators/Owners (Complete also Sec. 1 sl : z :
of Schedule Al) .
2. Administrator(s) (Complete also Sec. IIf e
of Schedule A1) 2,023
3. Assistant Administrator (Complete also Sec. IV e T
of Schedule Al)

4, Other Administrative Salaries (telephone
operator, clerks, receptionists, etc.}
. Dietary Service
2. Head Dietitian
b. Food Service Supervisor
c. Dietary Workers
6. Housekeeping Service
a. Head Housekeeper
b. Other Housekeeping Workers
7. Repairs & Maintenance Services
a, Engineer or Chief of Maintenance
b. Other Maintenarice Workers 39,196
8. Laundry Service s e
a, Supervisor
b. Other Laundry Workers
9. Barber and Beautician Services
10, Protective Services
11. Accounting Services R R e
a. Head Accountant
b. Other Accountants
12. Professional Care of Residents
a. Directors and Assistant Director of Nurses
b. RN
[. Direct Care
2. Administrative**
¢, LPN
1, Direct Care
2. Administrative**
Aides and Attendants 1,638,758 117,586
Physical Therapists 659,645 19,108
Speech Therapists 73,542 1,989
Occupational Therapists 347,990 8,964
Recreation Workers
Physicians
1. Medical Director
2. Utilization Review
3. Resident Care***
4, Other (Specify)

Lh

_ 178,22

SR

=l (e e

-

Dentists
Pharmacists
Podiatrists

. Social Workers/Case Management 194,518 6,722
Marketing
Other {Specify) e

ole|g|miml

A-13. Total Salary Expenditures 7,153,082 326,860

* Do not inelude in this section any expenditures paid to persons who receive a fee for services rendered or who are paid on a contract basis.
#% Administrative - costs and hours associated with the following positions: MDS Ceordinator, Inservice Training Coordinator and
Infection Control Nurse. Such costs shall be included in the dirsct care category for the purposes of rate setting.
*++ This item is not reimbursable to Facility. For Title 19 residents, doctors should bill DSS directly. Also, any costs for Title 18 andfor other
private pay residents must be removed on Page 28.



Maefair Health Care Center : Attachment Page 10/13
9/3012015 ‘

Schedule of Other Salaries and Wages (Page 10) .
Hours 5 Hours 3 Hours

ositio _ CCNH

s Hours 3 Hours 3 Hours
CCNH _(Specify) {Specify’

Bl

Schedule of Other Fees (Page 13)

$ Hours

{Specify)

Ty

Hours

EEeR
i
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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-13 Rev. 9/2002

B. Report of Expenditures - Professional Fees

Name of Facility License No. Report for Year Ended Page of
2142C 9/30/2015 13 37
Total Cost and Hours

: Ttem CCNH
*B. Direct care consultants paid on a fee : S : il:
" for service basis in lieu of salary Ol e o S
(For all such services complete Schedule B1) Sl - I[eas : :
L. DHetHiam. e e it reree s rer s 37,050 1,458
Dentist....oovvevvennns et e et e et iaiieaian 14,552 36
Pharmacist.....ooviveeeeieiiiiaeianns e rarieeas 10,051 155
Podiatrist................ TP
Physical Therapy e
2. ResidentCare.........cccoviviiiiiinininni.d

Hours | (Specify) | Hours

ol ||

=
12!
9
<
g.
B,
g
3
=)

=1
z
2]
et
4]
=,
[=]
=3
2
g
1

8. Physicians
a. Maedical Director (entire facility)
b. Utilization Review o
(Title 18 and 19 only) monthly meeting
¢. Resident Care®®.........ccccoiiiiiiiiirnns

d. Adminisirative Services facility
1. Infection Control Committee

{Quarterly meetings)
3. Pharmaceutical Conumittee
(Quarterly meetings)
3. Staff Development Commitiee
(Once annually)
e. Other (Specify)
See Attached Schedule
9. Speech Therapist ;
a. Resident Care......covrveeriiiiiinunnanas
LT O 1111
10. Occupational Therapist s S e
a. ResidentCare........covevvieinnnnen erenas 1,442 24
b, Other.. i iiiiiaineas ]
11. Nurses and aides and attendants
a. RN

1. Direct Care
2. Administrative***
b. LPN
1. Direct Care
2. Administrative®**
€. AIdES.. ittt

See Attached Schedule
B-13 Total Fees Paid in Lieu of Salaries 172,059 2,671

* Do not inlude in this section management consultants o services which must be reported ea Page 16 item M-12 and supported by required information, Pape 17.
*+* This item is not reimbussable fo facility. For Title 19 residents, doctors should bill DSS directly. Also, any costs for Tide [3 and/or other privats pay sesidenis must

be removed on Page 28.
+4% Administrative - costs and hours associated with the folfowing positions: MDS Coordinater, Inservice Training Coordistator and Infection Control Nurse. Such

costs shall be included in the direst care category for the purposes of rate setting.



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-14 Rev. 6/95

Report of Expendltures
Schedule B1 - Information Required for Individual(s) Paid on Fee for Service Basis*

Name of Facility

Maefair Health Care Center

License No.

2142C

9/30/2015

Report for Year Ended Page of

4 37

Name & Address of Individual

Full Explanation of Service

Related** to Owners,
Operators, Officers

Explanation of Relationship

Trumbull, CT 06611

Y

. Yes No
Dr Wayne Levin, 66 Deepdene Road, Trumbull, Medical Director
CT 06611 O
Athena Health Care, 135 South Road, MDS Fill in . Common Chamers
Farmington, CT 06032
Janine Gillum, [9 Eden Hill Road, Newtown, CT Dietician
Swallowing Diagnoestics, 21 Waterville, Rd, Therapy Services
Avon, CT
Health Drive, One Prestige Drive, Meriden, CT Deuntist
Pr. Iran Gomez, 3690 Main Street, Bridgeport,” Medical Staff
CT 06606 ’
Dir. John Flores MD, 15 Corporate Drive, medical staff

Omnicare/Vatue Health Care,525 Knotter Drive,
Cheshire, CT

Pharmacy Consultants

|

Access Therapies, PO Box 823461, Philadelphia,
PA 19182-3461

Therapy Services

=

Dr. Milla Stellman, 37135 Main Street, Bridgeport,

Medical Sttt

Bridgeport, CT

CT 06606
Onward Health Care, P.O.Box 27421, New York, Therapy Services

NY

Dr. Christopher Luthie, 3690 Main Street, Medical Staff

«

MVP Recruitment, 59 Saint Lawrence Way,
North Attleboro, MA 02760

Placement Fee - Nursing

06851

Cheryl Maciarakowski, 234 Sherman Ave, Apt 1, Dietician
Meriden, CT 06450 .
Amy Palmer, 24 Lufberry Lane, Norwalk, CT Dietician

=

Pinnacle Rehab Services, PO Box 8317,
Clearwater, FLA 33758

Therapy services

&

g|o|o|o|o|ojojoyo|jojo|cyo0to|o o8y oyopa
i

aoyoyojayro)d

* {Jse additional sheets if necessary.

** Refer to Page 4 for definition of related.




_ State of Connecticut

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

C. Expenditures Other Than Salaries - Administrative and General
Name of Facility License No. |Report for Year Ended Page of

Maefair Health Care Center ) 2142C 9/30/2015 15 37

Item
1. Administrative and General :
a. Employee Health & Welfare Benefits

B

1. Workmen's Compensation................ 3 546,414
2. Disability Insurance.............c.cec.... $ .

3. Unemployment Insurance.................. 3 161,030. 161,030
4. Social Security (FLCA).......cevvnne. $ 530,873 530,873
5. Health Insurance............cooieiiinnian. $

6. Life Insurance (employees only)

{(not-owners and not-operators)...........
7. Pensions (Non-Discriminatory)
(not-owners and not-operators)........... _
8. Uniform Allowance.............cooueiiinn.
9. Other (Specify)eeevvviiiiiiiiiiiniiinn
See Attached Schedule

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

Bad Debts®. it i

Accounting and Auditing..............oooiene

Legal (Services should be fully described on Page 7)

Tnsurance on Lives of Owners and
Operators (Specify ) .ovveiiiviiiiinnnns

Torhio oo

Office Supplies...c.ooveevviviiiiiiniiiieins.

= |aa

Telephone and Cellular Phones.................
1. Telephone & Pagers............cooeenennnt.

2. Cellular Phones............
i. Appraisal (Specify purpose and
attach copy)¥..oovvveiiiiiiiin

Corporation Business Taxes (franchise tax).

[

k. Other Taxes (Not related to property - See Page 22)
1. InCome™. . oiveiineiiiiniii i

2. Other (Specify) _ -
See Attached Schedule s e

3. Resident Day User Fee 807,630 807,63

_§
Subtotal . $| 3,376,814 1 3,376,814
* Facility should self-disallow the expense on Page 28 of the Cost Report. (Carry Subtotals forward to next page)




Maefair Health Care Center ‘ Attachment Page 15
9/30/2015

Schedule of Other Eniployee Benefits

Description

Schedule of Other Taxe
Description

T R

ST i

T




State. of Connecticut
Annual Report of Long-Term Care Fa(:lhty
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
Maefair Health Care Center 2142C 9/30/2015 16 37
Item Total CCNH RHNS | (Specify)
Stubtotals Brought Forward: 3 376 814 3,376, 814

1. Travel and Entertainment
Resident Travel and Entertainment......... S UORUTURTRR

Holiday Parties for Staff...........oooiiinnn...

Gifts to Staffand ResidentS...ovvrvvrcivrcviiesinaaininns

Employee Travel.....ooooiviviiiiiiiioniiiniine

Fducation Expenses Related to Seminars and Conventions

Automobile Expense (not purchase or depreciation ).....

el Bl ol Eol Bl Fad

Other (SPecify Yeiveeiiirneii e
See Attached Schedule

e o] eaen| e

m. Other Administrative and General Expenses

1. Advertising Help Wanted {all such expenses }........... 3
2. Advertising Telephone Directory (a/l such expenses )*** 3
3. Advertising Other (Specifiy Y™ *. ..o 3
See Attached Schedule
4, Fund-Raising™ * ... . . ievieiciiiiiiiiiiiiiiiniiiariainis
5. Medical Records..vovinareiniiriaiininiirarciiaiasanains
6. Barber and Beauty Supplies (if this service is supplied
directly and not by contract or fee for service)***..... ...
e POSIAEE. it s
* 8. Dues and Membership Fees to Professional
Associations (Specify )
See Attached Schedule ,
8a. Dues to Chamber of Commerce & Other Non-Allowable Org ¥**  §
0, SUDSCIIPHONS. . ivuiueniniiiratiiiiiiiiiieirararriraaaaiaes
10. Contributions*** ‘
See Attached Schedule
11. Services Provided by Contract (Specify and Complete
Schedule C-2, Page 21 for each firm or individual) ,
12. Administrative Management Services™................. 466 674 466,674
13. Other (Specify) ' $ 159 616 159 616
See Attached Schedule s

C-14 Total Administrative & General Expenditures

'$'4119304 “4'119304'

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




Maefair Health Care Center Attachment Page 16
9/30/2015

Schedule of Other Travel and Entertainment

Description ) CCNH RHNS (Specily)

Schedule of Other Advertising
Description CCNH RHNS {Specify}
Bromoation :

Schedule of Dues
Description CCNH RENS

Schedule of Contributions
Description CCNH RHNS {Specify)
i -

Schedule of Other Administrative and General

Description CCNH RIINS (Specify)
LoBb ' :
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State of Connecticut

Annual Report of Long-Term Care Facility

CSP-17 Rev. 10/97

Schedule C-1 - Management Services®

Farmington, CT 06032

Name of Facility License No. Report for Year Ended Page of
Maefair Health Care Center 2142C 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 #
Athena Health Care Assoc., Inc -
135 South Road $641,965 |Contract Attached to a
Farmington, CT 06032 Prior Year See Below
Allocation of the above $423,697 |Admin/Gen 66% Pg 16, Line 12
$102,714 |Indirect 16% Pg 18, Line 2C
$115,554 |Direct 18% Pg 20, Line 57
Athena Health Care Assoc., Inc
135 South Road $42,977 | Admin/Gen - Other Exp Pg 16, Line 12

* 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
Annnal Report of Long-Term Care Facility
CSP-18 Rev. 9/2002

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

(See Note on Page 5)
Name of Facility License No. Report for Year Ended Page of
Maefair Healih Care Center 2142C 9/30/2015 18 | 37

Ttem
2. Dietary
a. In-House Preparation & Service
1. RawFood........ccoooivvivinniiinnnnn
2.  Non-Food Supplies..............cveui.e. 33,834 33,834
3.  Other (Specify )
Dishes = 51,012
b. Purchased Services (by contract other
than through Management Services)
(Complete Schedule C-2 att. Page 21)
¢. Management Services®* ... ...viiiiiiinnns
d. Other (Specify )
2E. Total Dietary Expendifures (2a-+b+c+d) 418,048 418,048 I m
2F. Dietary Questionnaire Total CCNH RFINS (Specify)
G. Resident Meals:| Total no. of meals served per day:* 383 383
H. Ts cost of employee meals included in 2E? Yes [] No
1. Did you receive revenue from employees? L] Yes No  Ifyes, specify amount.
J.  Where is the revenue received reported in the Cost Report? (Page/Line Item)
- Is cost of meals provided to persons other than ) : :
K. employees or residents (i.e., Board Members, Yes ] No  Ifyes, specify cost. = $3568
Guests) included in 2E?
L. Is any revenue collected from these people? [] Yes No  Ifyes, specify amount.
M. Where is the revenue received reported in the Cost Report? (Page/Line Item)
Is cost of food (other than meals, e.g., snacks at .
N. monthly staff meetings, board meetings) provided to n Yes No  Ifyes, specify cost.
employees included in 2E?
0. Isany revenue collected from employees? [l Yes No  Ifyes, specify amount.
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.
e

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. Expendltures Other Than Salaries (cont'd) Laundry-BaSIS for Allocatlon of Costs
(See Note on Page-5)

Name of Facility License No. Report for Year Ended 7 Page of

vinefair Health Care Center 2142C . 9/30/2015 19 | 37
Item Total CCNH RHNS (Specify)
3. Laundry
a. In-House Processing™ Lbs.
1. Bed linens, cubicle curtains, draperies,
gowns and other resident care items Amt. §
washed, ironed, and/or processed.***
2. Employee items including uniforms, Lbs.

gowns, etc. washed, ironed and/or

processed. ®¥*

Amt. §
3. Personal clothing of residents Lbs.
washed, ironed, and/or processed. *¥* Amt. $
4,  Repair and/or purchase of linens. *** Lbs.
Ant. $ 13,746 13,746

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

¢, Management Services™™ ... ...

d. Other (Specify)
Supplies = $7,338

3E. Total Laundry Expenditures (3a+b+c+d) $|‘ i :2'1 8 — 21 .0484 T

3F. Laundry Questionnaire

G, Is cost of employee laundry included in 3E? (] Yes No  Ifyes, specify cost.

H. Did you receive revenue from employees? L] Yes No  Ifyes, specify amount.

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

Is Cost of laundry provided to persons other than .

. employees or residznts include}c)l in 3E7 [ Yes No fyes, specily cost

K. Did you receive revenue from these people? (] Yes No Ifyes, specily amount.
“|L.  Where is the revenue received reported in the Cost Report? (Page/Line Ttem)

®

Do not include salaries from page 10 as part of doilar values recorded in 1,2, 3, and 4.
All allocations should add to total recorded in 3E. .

#*  Schedule C-1, Page 17 must be fuily completed or this expenditure will not be allowed.
##%  Pounds of Laundry only required for multi-level facilities.



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

C. Expenditures Other Than Salaries (cont'd) - Housekeeping and Resident Care

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

Name of Facility License No.

Report for Year Ended

Page of
Macfair Health Care Center 2142C 9/30/2015 20 37
Ttem Total CCNH RHNS (Specify)
4. Housekeeping Sq. Ft. Serviced
a. In-House Care by Personnel
1. Supplies~ Cleaning (Mops, Amt. $ 41,947 41,947

pails, brooms, efc.)

b. Purchased Services (by contract other | Sq. Ft. Serviced
than through Management Services) | by Personnel
(Complete Schedule C-2 att. Amt, $
Page 21)
c. Management Services®.....o.ooiiiiiiiiiiiiiiieen.
d. Other (Specify)

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

5. Resident Care (Supplies)**

a.

Prescription Drugs***
1. Own Pharmacy...coceeeierne et iiiiiannnriniiicaeans

2. Purchased from

Omnicare

$ 510,854
.

Medicine Cabinet Drugs.......oocveeveviiiniiiiinianas

3 10,756

Medical and Therapeutic Supplies........ I PTRTOT

253,969

Ambulance/Limousine® ™ . o

oo

Oxygen
1. ForEmergency Use.......oooooviiniiinumniinnnianes

. OHher™ i s

X-rays and Related Radiological

Procedures® e e aneees

G

Dental (Not dentists who should be included under
SALaries OF fees) ..c...o.oiiiiiiiiiiiiiiiiin

Laboratory***,.......... e

Sl

e 3 oz i A Te) s DU U

$ 22,112 22,112

Other (Specify)****
Sce Attached Schedule

5K. Total Resident Care Expenditures (5a-5§)..............

T1,108,987 | 1,108,987

* 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.

w6+ Faeility should self-disallow the expense on Page 29 of the Cost Report.
*x¢+ JOFMR's should provide a detailed schedule of all Day Program Costs.




Maefair Health Care Center . Attachment Page 20
9/30/2015

Schedule of Other Resident Care

Description _ CCNH RIINS (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
Maefair Health Care Center 2142C 9/30/2015 22 | 37
Item Total CCNH RHNS (Specify)

6. Maintenance & Operation of Plant

a. Repairs & Maintenance............ccoivivnenininis e $ 137,889 137,889

b, Heat. . o e e b 70,185 70,185

C. Light & POWET. . \uviveieiiiinintinsinvierneaeeaanenne $ 131,202 131,202

LR T ) S S 3 72,898 72,898

e. Equipment Lease (Provide detail on page 6)........ 3 28,422 28,422

f. Other (ffemize ).....cccoovivvrivineriniin i 5 97,616 97,616 | -

See Attached Schedule - L

6g. Total Maint. & Operating Expense (6a-6f)............ $ 538,212 538,212
7. Depreciation (complete schedule page 23*)

a. Land IMprovements. ... ... coceveuiiiinirirainsiannen, 3 4,085 4,085

b. Building & Building Improvements..............ove. $ 103,759 103,759

¢. Non-Movable Equipment.........coouveeviiinninninne.. $ 17,533 17,533

d. Movable Equipment..........cccooeiiviiaiianiinann. 3 81,495 81,495
*7e. Total Depreciation Costs (Ta+b+c+d)................ $ 206,872 206,872
8. Amortization (Complete att. Schedule Page 24%*)

2. Organization EXPense. .. ....ocuuvuneiiiiiieiiraniinis $

b. Mortgage EXPenSe. . ... uveeueneerivinisiniriirsisianss 5

c. Leaschold Improvements. ... ....o.vveeeeceeeeeeieenees $ 8,725 8,725

d. Other (Specify)e..ovviiiiiiienaaaniiiaiianen, e $
*8e. Total Amortization Costs (Ba+b+c+d).....ccnins b 8,725 8,725 |
9. Rental payments on leased real property less

real estate taxes included in item 10b.... ..ol S| 1,066,697 1,066,697
10. Property Taxes

a. Real estate taxes paid by OWNer......covveivniiiinnennes b

b. Real estate taxes paid by lessor.........oc..coveeiennt. $ . 208,795 208,795

¢. Personal property taXxes.......oovveeeriinineiiiaiaiicins $ 20,882 20,882
11. Total Property Expenses (7e+8e¢-+-9+10)............. $1 1,511,971 1,511,971

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



Maefair Health Care Center ‘ Attachment Page 22
9/30/2015

Schedule of Other Repairs and Maintenance : ‘

Description
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Maefair Health Care Centey Attachment Page 23
9/30/2015 Page 1 .

Schedule of Land Improvements Acquired during this report period

' Useful
Acquisition Date Description of Item Cost Life  Depreciation
Addition

ES
- ke
Delction
etitn nd:amprevemel *%
*Ties to Page 23, Line A3
**Ties to Page 23, Line A2
Schedule of Building Improvements Acquired during this report period
Useful
Acquisition Date Description of Ttem Cost Life  Depreciation
Additions; |
Totalnddif *
Delctions;
! 0 j { g *%
*Ties to Page 23, Line B3
**Ties to Page 23, Line B2
Schedule of Non-Movable Equipment Acquired during this rcpén_'t period
Useful

Acquisition Date ) Description of Hem Cost Life  Depreciation
Additions |
9] )

%

E

**Tjes to Page 23, Line C2




Maefair Health Care Center

Aftachment Page 23

9/30/2013 Page 2
Schedule of Movable Equipment Acquired during this report period
Useful
Acquisition Date Description of Item Cost Life  Depreciation
[Additions:

log

“*Tics to Page 23, Line D¢
**Ties to Page 23, Line D2b




Maefair Headth Care Center

Attachment Page 23

9/30/2015 Page 3
Schedule of Leaschold Improvements Aequired during this report period
Useful
Acquisition Date Deseription of Item Cost Life  Depreciation
Additions:

0

Tota:addilibns fi

**Tjes top Page 24, Line C2
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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-25 Rev. 9/2002

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

Name of Facility License No. Report for Year Ended Page of
Maefafr Health Care Center 2142C 9/30/2015 25 | 37
11. Property Questionnaire
Part A )
YVes O No I "Yeg," complete Part B.

" Isthe property either owned by the Facility or leased from a Related Party*?

*If any owner or operator of this facility is related by family, marriage, ownership, ability to control or
business association to any person or organization from whom buildings are feased, then it is considered

2 related party transaction,

Description Total
Date Land Purchased 47171993
Date Structure Completed 4/1/1994
If NOT Original Owner, Date of Purchase
Date of Initial Licensure 411719941

Total Licensed Bed Capacity

Square Footage

Il e Pl ol Fl b

Acquusition Cost
8. Land

1,260,000

b. Building

7,823,776

P

If "No," complete Part C.

Part B - Owner and Related Parties st Mortoage. 2nd Mortgage 3rd Moﬁgage
1. Financing R e
a. Type of Financing (e.g., fixed, variable)
b, Date Mortgage Obtained 03/29/12
c. Interest Rate for the Cost Year 3.22%
d. Term of Mortgage (number of years) 35
e. Amount of Principal Borrowed 16,336,000 |.
f. Principal balance outstanding as of 9/30/2015 15,424,673
Complete if Morigage was Refinanced e “‘?"'J -
During Current Cost Year S

Type of Financing (e.g., fixed, variable)

Date of Refinancing

New Interest Rate

Term of Mortgage (number of years)

Amount of Principal Borrowed

[l B S

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



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-26 Rev. 6/95

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

Name of Facility License No. Report for Year Ended Page of
Maefair Health Care Center 2142C 9/30/2015 26 37
Item Total CCNH RENS (Specify)
12. Interest
A. Building, Land Improvement & Non-Movable
Equipment
1. First Mortgage......c.c.ocue.... e

Name of Lender

Address of Lender

2. Second Mortgage...... e reaneeaeaaneans

Name of Lender

Address of Lender

3. Third Mortgage......... e ennera e

Name of Lender

Address of Lender

%@%ﬁ ’:{a‘z, —r
S

Pt ¢
Sibnige

4. Fourth Mortgage............... e

Name of Lender

Address of Lender

B. CHEFA Loan Information

1. Original Loan Amount............ eeraaenes

2. Loan Origination Date....... et

3. Interest Rate %............ risaasinaes

5. CHEF A Interest Expense....... ereeanen

12 B7. Total Building Interest Expense (Al - A4 +B35)

$

(Carry Subtotals forward to next page )



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

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

Name of Facility License No. Report for Year Ended Page of
Maefair Health Care Center 2142C 9/30/2015 27 | 37
Item Total CCNH RHNS (Specify)

Subtotals Brought Forward:

12. C.. Movable Equipment
1. Automotive Equipment

A. Ttem

Lender

Address of Lender

2. Other (Specify)....

A. Ttem

Lender

Address of Lender

B. Item

Amount|

Lender

Address of Lender

12. C. 3. Total Movable Equipment Interest .
Expense (C1 +2)....... e $

12. D. Other Interest Expense (Specyﬁv)

Vender Interest =
Loan Interest & Fees = $62,230

$21,074; Line of Credit Interest = $23,641; Key Bank ; :

13. Total All Inferest Expense (12B7 +12C3 + 12D)...... b

106,945

106,945

14. Imsurance
a. Insurance on Property (buildings only)....... b

93,588

93,588

b. Insurance on Automobiles.......

c. Insurance other than Property (as specified above)
1. Umbrella (Blanket Coverage)...ivc........

$
2. Fire and Extended Coverage................ $
3. Other (Specify)eeecviiinnninn eeeereneiean, ' $

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

15. Total All Expenditures (A-13 thru C-14)......... $

15,285,227

15,285,227




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

Miaefair Health Care Center 2142C 9/30/2015 28 | 37
Total

Item | Page|Line ) Amount of

No. | No. | No. Item Description

Pagé 10 Salaries and Wages

1. Outpatient Service Costs...ovviiiiinien

2. Salaries not related to Resident Care.... 3§

3.| 10 - A12g]Occupational Therapy........coceivnnnnn 3 347,990 347,990

4.1 Var | Var |Other - See attached Schedule........... 3 2,863 2,863
Page 13 - Professional Fees : o

5. Resident Care Physicians **.............. 5
6. 13 |B10a}Occupational Therapy.......oovovrnnne 3 1,442 1,442
7 Other - See attached Schedule........... 3

Pages I5& 16 -

Adminisirative and General

PP U
d

8.] 15|1a9 [Discriminatory Benefits......cooviirinent,
9. 15 [ 1e [BadDebts........oooovvinniiiiiiianns
10 15 j1d&ejAccounting & Legal..........oocoooieeea
11.} 30 | v3 |Telephone.....ooovveiiicnniiiiiainiia
12.1 15 | 1n2 {Cellular Telephone........coieciiiiaiiinnn
13. Life insurance premiuins on the life
of Owners, Partners, Operators.......
141 16 |13 |Gifts, flowers and coffes shops...........
15. Education expenditures to colieges or
universities for tuition and related costs
16 |15 |for owners and employees................
16. Travel for purposes of attending
conferences or scminars outside the
continental U.S. Other out-of-state
travel in excess of one representative.... §
17. Automobile Expense (e.g. personal use). §
18.] 16 |m2&3Unallowable Advertising *................ $ 35,487 33,487
19, Income Tax / Corporate Business Tax... $}
20.F 16 |mdzro{Fund Raising / Contributions.............. 3 50 50
21.] 16 | m12 |Unallowable Management Fees........... 3 276,217 276,217
18| 2e 5 66,962 66,962
20 | 5§ 3 75,332 75,332
22| 16imé |Barber and Beauty............ SEPTITTTTRn $ 14,264 14,264
23.1 var | Var |Other - See attached Schedule............

Page 18 - Dietary Expenditures

240 18

2al

Meals to employees, guests and others
who are not residents.........

Page 19 - Laundry Expendifures

25.] 19

3d

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

Page 20 - Houseleeping Expenditures

26,1 20

4d

Housekeeping services to employees
and others who are not residents..........

Subtotal (ftems 1 -26) §

1,031,873

1,031,873

* All except "Help Wanted™,

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

(Carry Sublotal forward to next page)



Maefair Health Care Center Attachment Page 28
9/30/2015 .

Scheduie of Other Salarics Adjustment

Page Ref  Line Ref Description - CCNH RHNS {Specily

Schedule of Fees Adjustments

Page Ref  Line Ref Description CCNH RHNS (Specify)

Schedule of Other A&G Adjustments

CCNH RHNS  (Speeify)

Page Ref  Line Ref Description




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

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

510,8

Name of Facility License No., Report for Year Ended | Page of
Macfair Health Care Center 2142C 9/30/2015 29 | 37
I Total
ItemPage| Line Amount of '
No. | No, | No. Itemn Description Decrease (Specify)
: Subtotals Brought Forward $ 1,031,87
Page 20 - Resident Care Supplies *** : Sl

40.

Mortgage Insurance...................., L

. 27.] 20 |sa1za|Prescription Drugs........ocovvevininine 3 54 510,854
28| 20 sa [Ambulance/Limousine.................. 5 1,720 1,720
20,0 20 | s {Xerays, etC.. i, § 19,717 19,717
30 20 sh {Laboralory.........oiveevvveniniineinns $ 27,340 27,340
31.p 20 | se [Medical Supplies................. T $ 16,533 16,533
32,0 20 | se2 [Oxygen (non emergency)................ 3 39,023 39,023
33. Occupational Therapy..........co.couu.. 5
34.] var | Var |Other - See Attached Schedule. .. ..... $ 23,601 23,601

Page 22 - Maintenance and Property T
35. Excess Movable Equipment Depreciation

Var | Var |See Attached Schedule.....................
36. Depreciation on Unallowable
Motor Vehicles.......ccveeeniiciin,
37. Unallowable Property and Real
Estate Taxes...........oocoiviiviiiiinan.
38. Rental of Building Space or Rooms... ...
39. Other - See Attached Schedule...........
Page 27 - Insuraice

41.

Property Insurance........coovevcnneenen..

Other - Miscellaneous

S

42, Research or Experimental Activities. .. ..
43.1 30 | mv4 [Radio and Television Revenue...........
44, Vending Machine Revenue...............
45. Purchase Discounts and Allowances.....
46, Duplications of functions or services....
47. Expenditures made for the protection,

enhancement or promotion of the

providers interest.........cocvenvenninenn.n.
48.] 30 | 1vs [Interest Income on Accounts Rec........
49, Other (include personnel and other

costs unrelated to resident care) - See
Attached Schedule........cco.cvuninninn,

Not For Profit Providers Only

50.

Var

Var

Building/Non Movable Eq. Depreciation
Unallowable Building Interest -
See Attached Schedule....................

51. Total Amount of Decrease (Ifems I - 50)

1,703,894

1,703,894

*** lems billed directly to Department of Secinl Services and/or Health Services in CT, or athor states, Medicare, and private-pay residents. Identify

separately by category as indicated on Page 20.




Maefair Health Care Center Attachment Page 29
9/30/2015

Schedule of Other Ancillary Costs -

Pag_e Ref Line Ref Description ] CCNH ___RHNS (Specify)

ncillaty

Schedule of Excess Movable Equipment Deprecintion

Page Ref fon CCNH RHNS

=

Line Ref Descript

Schedule of Qthter Property Adjustments

Page Ref Line Ref Description _ ] _ _ i N CCNE RHNS (Specify)

Schedule of Other Adjustments

Page Rof

i

Line Ref Description CCNH RHNS {Specify)
e o e ‘ = - e

TG0t




Minefair Health Care Center Adtachment Page 29

9/30/2015

Schedute of Unallowable Building Interest . .

Page Ref  Line Ref Description CCNH RHNS {Specify)




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

F. Statement of Revenue

Name of Facility License No. Report for Year Ended Page - of
Maefair Health Care Center 2142C 9/30/2015 30 37
Ttem
I. Resident Room, Board & Routine Care Revenue 1 e
1. a. Medicaid Residents (CT only)... $ 16 966,150 16 966 150
b. Medicaid Room and Board Contractual Allowance FEeeriesrneens $| (8.710,285)| (8,710.283)
2. a. Medicaid (4J] other states). .. ST
b. Other States Room and Board Contractual Allowance EE rereienrernes $
3. a. Medicare Residents (a/l inclusive) .......cocoevviniiineiiiiiiiiiiivinnn $1 2202216 2202216
b. Medicare Room and Board Contractual Allowance **..........ccovnveerers $ 676,982 676,982
4. a. Private-Pay Residents and Other.. i 3,763,861 | 3,763,860
b. Private-Pay Room and Board Contractual Allowance BE e 3 (193,2740) (193 274)

II. Other Resident Revenue

S

1. a. Prescription Drugs - Medicare.....c.ooiniiniiinicinininiisiiesssssnasssionns 249,382 249,382
b. Prescription Drugs - Medicare Contractual Allowance **................. $]  (249,382)] (249,382)
¢. Prescription Drugs - Non-MediCare......oovmviaminisisrsssssmssins o 3 291,686 291,686
d. Prescription Drugs - Non-Medicare Contractual Allowance **......... S| (291.686)] (291,686)
2. a. Medical Supplies - MediCare.......cevoiieeeerescereerreesreraernesseessssreseeans 3 3,133 3,133
b. Medical Supplies - Medicare Contractual Allowance **...........c...... 5 {1,595) (1,595)
¢. Medical Supplies - Non-MediCare.......ccarurerssrreeirvsrecirisrecisisioesens 3 1,878 1,878
d. Medical Supplies - Non-Medicare Contractual Allowance **........... $ {1,878) (1,878)
3. a, Physical Therapy - MediCare........occveiiiininiens s $1 L102,644 | 1,102,644
b. Physical Therapy - Medicare Contractual Allowance **............co. $1 (835207 (835.207)
¢. Physical Therapy - Non-Medicare.......ccoverceseseniecrinrmeierserereisrsinnsens $ 543,226 543,226
d. Physical Therapy - Non-Medicare Contractual Allowance **........... $U 0 (543,226)]  (543,226)
4. a. Speech Therapy - MediCare......cvvmrmimmimmmsiisimicsieieee s cscsnasians 3 178,432 178,432
b. Speech Therapy - Medicare Contractual Allowance **.....cooeceeeree. $| (149,680)|  (149,680)
¢, Speech Therapy - Non-MediCare........coveviavvssminiisisismesssisessrasins $ 138,928 138,928
d. Speech Therapy - Non-Medicare Contractual Allowance **.......... L. §] (138.928) (138,928)
5. a. Qccupational Therapy - Medicare......c.ioviiiminnmnessa 3 726,544 726,544
b. Occupational Therapy - Medicare Contractual Allowance **....... 3 (624,668)f  (624.668)
¢. Occupational Therapy - Non-MediCare.........cceiiviiiininaii $ 457,407 457,407
d. Occupational Therapy - Non-Medicare Contractual Allowance *¥.... §|  (457,407)] (457407
6. a. Other (Specify) - MEdICare. .ocvvereeeeiereiereresiscreeseenssssestsss e rirsisioins 3
b. Other (Specify) - Non-MediCare......coviveissrmeiieesiiesssssassessssesasassssnins $ 2,241 © 2,241
111 Tofal Resident Revenue (Section Lthru Section TE).....c.ooviviinniniinin ${ 15,107,494 | 15,107,494
IV.CGther Revenue®
1. Meals sold to guests, employees & others...........cooveviiiiiiiiiniinni
2. Rental of rooms to nON-residents. ..o iveiviieiicississsiesrssnsressssrasssnrans
3. Telephone ..
4, Rental of Telev1310n and Cable Serwces .....................................
5. Interest Income (Specify) .. ' $ 27 27
6. Private Duty Nurses' Fees .. 3
7. Barber, Coffee, Beauty and Glﬂ shops $ 20,815 20,815
8. Other (Specify)... O PR VRTRITTURPITT 11,627 11,627
V. Total Other Revenue (1 thru 8) 3 32,469 32,469
V1, Total All Revenue (111 + V)., 3} 15,139,963 | 13.139,963

* Facility showld off-set the appropriate expense ont Page 28 or Page 29 of the Cost Report

**  Facility should report all contractual allowances and/or payer discounts..
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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-31 Rev. 6/95

G. Balance Sheet
Name of Facility License No. Report for Year Ended Page of
Maefair Health Care Center 2142C 9/30/2015 31 | 37
Account Amount
Assets
A. Current Assets
1. Cash (071 hand and i BARKS }e.ceueueniiiiiiiiiiiiiiiiiiiieiaiainea e e eias e $ 187,493
2. Resident Accounts Receivable (Less Allowance for Bad Debts)...........ccoce.... |$ 940,051
3. Other Accounts Receivable (Excluding Owners or Related Parties).................|$
4 Inventories......ccccecureen.n. S P PPPR $
5. Prepaid BXPEISES.. .t trrrrrveiitereete it e et e et e s e aene e $
a. Prepaid Insurance 175,950 c
b. Ppd exp -Fire alarm monitoring (6/15-5/16) 2,887
c.
d. _
6. Interest Receivable. . oot iiiire ot israesaesabarsaasad
7. Medicare Final Settlement Receivable......c.ooovviviiiiiniiiiiiiiiiiiiiiiininnans
8. Other Current ASSCLS (HeMIZE Yo vvirreireiiiniiiiiiiir e aee e
Due from Related Parties 456,020
.
A-9. Total Current Assefs (Lines Al thru8) ' $ 1,787,107
B. Fixed Assets
1. Land. ... iasseein e ieneenceeeaens BT PP PPTTPPY $
2. Land Improvements *Historical Cost...... 63,905 $ 29,084
‘ Accum. Depreciation (34,821) Net........ ’
3. Buildings *Historical Cost...... 1,299,096 $ 494,038
Accum. Depreciation (805,058) Net........
4, Leaschold Improvements *Historical Cost...... 128,179 $ 117,637
Accum. Depreciation (10,542) Net........
5. Non-Movable Equipment *Historical Cost...... 444,830 $ 61,174
Accum. Depreciation (383,656) Net........
6. Movable Equipment *Historical Cost...... 1,700,332 $ 223,683
Accum. Depreciation (1.476,649) Net........
7. Motor Vehicles *Historical Cost...... $
Accum. Depreciation Net........
8. Minor Equipment-Not Depreciable. .........ooiuiiiiniiriiiiiinerne e $
9. Other Fixed ASSEtS (HEMIZE Jeersenreneriiiiiiiii e eriar e et $ (14,098)
Equipment Carryforward adjustments 5,957
Depr adjustment due to conversion : (20,055)
B-10.  Total Fixed Assets (Lines BL1thru 9)....ooooiiiiiiia $ 911,518

* Historical Costs must agree with Historical Cost reported in Schedules on (Carry Total forward to next page)

Depreciation and Amortization (Pages 23 and 24).
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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
Maefair Health Care Center 2142C 9/30/2015 32 [ 37
Account Amount
' _ Total Brought Forward:|$ 2,698,625
C. Leasehold or like property recorded for Equity Purposes. :
R 0 ¢ Ve P T T T T PO PP RTRT LR $ 1,260,000
2. Land Improvements *Historical Cost......
Accum,. Depreciation Net........ $
3. Buildings *Historical Cost...... 7,823,776
Accum. Depreciation (5,607,045) Net........ $ 2,216,731
4, Non-Movable Equipment *Historical Cost......
Acecum. Depreciation Net........ |$
5. Movable Equipment *Historical Cost......
Accum. Depreciation Net........ $
6. Motor Vehicles *Historical Cost......
Accum. Depreciation Net........ $
7. Minor Equipment-Not Depreciable.......oiiiiaiiriiiiinirreiinniitiiiariiiinnniees $
C-8 Total Leasehold or Like Properties (Cl thru 7) $ 3,476,731
D. Investment and Other Assets
1. Deferred Deposits. .. .. vuveeneernriinaiiareuienes ST PP PPOPPTOTE $
2. ESCIOW DIEPOSIES. v tvveeeerreeeeetseataneiaunneeernearirreasi s seteasrecanriasisiears $
3. Organization Expense *Historical Cost......
Accum. Depreciation
4. Goodwill (Purchased Only).......covoeiriiiiiiriiiiiiniininnrreiireieenninaen JU
5, Investments Related to Resident Care (itemize ) ‘
6. Loans to Owners or Related Parties (ifemize )
‘Name and Address _ Amount Loan Date
Related Party Investment (8.734,040) 3/29/2012
7. Other Assets (Hemize ). ....c.ovoiees-Toviiinnniini s _
Unamortized Bed License 196,529 '
D-8. Total Investments and Other Assets (Lines D1 thru 7).....oooiiiiiininiinn 3 (8 537 51 1)
D-9. Total All Assets (Lines A9 +B10+C8+D8)...oiiiviiniiiiiiiiiiiiii. $ (2,362,155)

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



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-33 Rev. 6/95

G. Balance Sheet (cont'd)

Name of Facility License No. Report for Year Ended Page of
Maefair Health Care Center 2142C 9/30/2015 33 i .37
Account Amount
Liabilities
A. Current Liabilities
1. Trade Accounts Payable.........vcueeeniiiniiieiiiiniiiniineniiasn, e ieeaeeaeaas $ 947,557
2. Notes Payable (itemize ).oovveennvneniiniiinennenans e et 3 416,000
Key Bank Line of Credit 416,000 e
3. Loans Payable for Equipment (Current portion ) (itemize)......... e
Name of Lender Purpose Amount Date Due
4, Accrued Payroll (Exclusive of Owners and/or Stockholders only)................ $ - 257,097
5. Accrued Payroll (Owners and/or Stockholders only)...... T TP $
6. Accrued Payroll Taxes Payable............o.o.coinn OV UPPIN ¥ 11,228
7. Medicare Final Settlement Payable.................... ettt $
8. Medicare Current Financing Payable............... S T TTPPP $
9. Mortgage Payable (Current Portion).......covuuiiuni, bt aans veneene |8
10. Interest Payable (Exclusive of Owner and/or Related Parties).................... 3 2,670
11. Accrued Income Taxes*............. e e $
12. Other Current Liabilities (itemize ).............o.e. e 3 249,829
Security Deposits-Private Pay 11,670 ** T
Acc'd Iné-Private Pay Security Deposits 4,273
Acc'd Operating Expenses 24,271
Acc'd Expense - Sales Tax 508
Provider Taxes Due 209,107
A-13. Total Current Liabilities (Lines AL 0 12)...cocceeeninseene. TR $ 1,884,381

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

% Interest Beating - Do Not Include in Return on Equity Caleulation.

(Carry Total forward to next page)



Maefair health Care
Accd expenses
9/30/2015

IBNR (CTCARE)-9/30/15
Food rebate

audit fee

Medical Director
Health Brive Dental
Mgt fee adjmt

Office supplies

payroll processing fees
Data Processing
Repair & Maintenance
Nursing

($33,817.89)

$2,739.97
($14,000.00)
($5,000.00)
{$1,212.70)
$34,121.29
($97.09)
($371.22)
{$1,155.70)
($4,979.89)
($497.72)

(524,270.95)



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
Maefair Health Care Center 2142C 9/30/2015 34 | 37
) Account Amount
Total Brought Forward: 1,884,381

Liabilities {cont'd) ‘
B.  Long-Term Liabilities
1. Loans Payable-Equipment (itemize )
Purpose

Name of Lender

i

2. Mortgages Payable...,
3. Loans from Owners or Related Parties (itemize ).
Loan Date

Amount

Name and Address of Lender

4, Other Long-Term Liabilities (itemize ).......... .
' , (867,505)
572,906

Related Party
Key Bank Note Payable
" 3 (294,599}
s 1,589,782

I

B-5. Total Long-Terin Liabilities (Lines Bl thru4)............. e TTTTTTTen
C. Total All Liabilities (Lines A-13 + B-5).........




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

G. Balance Sheet (cont'd)

Reserves and Net Worth
Name of Facility License No. Report for Year Ended Page of
Maefair Health Care Center 2142C 9/30/2015 35 | 37
Account Amount

A. Reserves

[. Reserve for value of leased land........oooiiiiiiiiiiiiiiiiiicricic e $ 1,260,000

2. Reserve for depreciation value of leased buildings and appurtenances

t0 be amOrtiZed. ... . s et $ 2,216,731

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

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

5. Reserve for funds set aside as donor restricted.........coviiviiiriiiiiiiniiiin, b

6. Total RESEIVES..iviriiriieereanreerneatesiearrniaannes et tneeareteae et $ 3,476,731
B. Net Worth
' 1. Owner's Capital..........cocovvviniis e e h v et tbe e e aenan e aranens $

2. Capital STOCK. .. veinirri i e $ 2,000

3. Paild-in SUIPIUS. . uu ettt e e et e e $

A, TIEASUTY STOCK. 11uuuneuncreinitneusistea e st sttt sses st eaa st vatrstr s baraecnscnsss $

5, Cumulated Barmiigs. ... vu e e eeisines ettt ittt e tasaens $ (7.285,404)

6. Gain or Loss for Period 10/1/2014 thru 9/30/2015  |$ (145,264)

7. Total Net Worth..........cccoevvvuaecens e et e e r e eas $ (7,428,668)
C. Total Reserves and Net Worth ......cov oottt viiiiiaareasinaiaieaaeanaass $ (3,951,937)
D. Total Liabilities, Reserves, and Net Worth .............ooooviiiiiviiiiiiiin $ - (2,362,155)




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

H. Changes in Total Net Worth

1. Additional Capital Contributed (itemize )

61,823
2015 computer conversion depr adjustment 19,702
Swap Value Net Change 6,727

2. Other (itemize )

Total AddItonS. . everciiier it iieerarinainans et tetteta et ea e e st e raraaeeeaaaras .

Name of Facility _ License No. Report for Year Ended Page of
Maefair Health Care Center : _ 2142C 9/30/2015 36 | 37
Account Amount
A. Balance at End of Prior Period as shown on Report of 09/30/2014 $ (7,371,656)
B. Total Revenue (From Statement of Revernue Page 30 ) .....oovviiiiviiiiiiniin.n b 15,139,963
C. Total Expenditures (From Statement of Expenditures Page 27 ) .o.covvvveennnn. 5 15,285,227
D. NetlIncome or Deficit........ et et e e aee ettt et eaeietetraeteereareaaerraraans oo (145,264)
B, BalamCe. .. iieeii it i e eeana s et sratna e e et et s e e $ (7,516,920)
F. Additions o o

F-3.
G. Deductions

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

Name and Address (No., City, State, Zip )
2. Other Withdrawings (Specify).......ocvvvinennnn, everarene
Purpose

3. Total Deductions........coiiieiiiiniiniiniinninn, e e et et e et e e e

H. Balance at End of Period 09/30/15 $ (7,428,668)




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

I. Preparer's/Reviewer's Certification

|Name of Facility . License No. Report for Year Ended | Page of
Maefair Health Care Center 2142C 9/30/2015 37 37
Check appropriate category
CCNH RHNS Other (Specify)
L] O

Preparer/Reviewer Certification

I have prepared and reviewed this report and am familiar with the applicable regulations goveming its
preparation. I 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 appplicable regulations. All non-reimbursable expenses of which [ am aware
(except those expenses known to be automatically removed in the State rate computation system) as a
result of reading reports, inquiry ot other services performed by me are properly reported as such in this
report on Pages 28 and 29 (adjustments to statement of expenditures). Further, the data contained in this
report is in agreement with the books and records, as provided to me, by the Facility.

Signature of Prepare Title Date Signed

A ' Co5 | %4‘:2/& |

Pri/n{ed Name ofgep’arer

Athena Health Care Associates, Inc

Address Phone Number
135 South Road
Farmington, CT 06032 (860) 751-3900

Cost report forms generated by Athena Health Care Associates, Inc as approved in letter dated 12/11/13.



