State of Connecticut Long-Term Care Facility DR AFT
RATE COMPUTATION REPORT
Based on 10/01/2014 through 09/30/2015
The Willows Facility: 374
Page: 22
Date: 01/06/2016

Page - Lic. Type - Rate Yr__ Error Message

3-CCH Physician Hourly Limit Cost Year Variable is 0, hourly limits cannot be checked

3-CCH Dietician Hourly Limit Cost Year Variable is 0, hourly limits cannot be checked

4-CCH Physician Hourly Limit Cost Year Variable is 0, hourly limits cannot be checked

4-CCH Dietician Hourly Limit Cost Year Variable is 0, hourly limits cannot be checked

4-CCH OT fees do not agree to OT fee adjustment

5-CCH Bad Debt (265,671) does not match value on page 13 (0)

11-CCH (2), Total Expenses does not foot

16-CCH (2,901), Television Revenue is greater than reported on page 13

17 Administrator's salary needs to be entered

DRD Bed Capacity not entered in the DRD

18 Annual Report Fair Rent (pg. 23, 24) Additions total (138,052) does not match Real
Property Additions on pg. 18 of Rate Comp. (0)

20 (2), Sum of Ttl Liab., Res., & Net W. does not match Annual Report Total Assets

12-CCH-2017 Other Fair Rent Expense Adjustments Prior Year (-167) exist and current year does not.

RC-Nurs Fac-CCH No Self Pay rates entered
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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)
Willowa Care and Rehabilitation Center

License No,
2202-C

Report for Year Ended
9/30/2015

of
37

Page

Administrator's/fOwner's Certification

MISREPRESENTATION CR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS
COST REPORT MAY BE PUNISHABLE BY FINE AND/OR IMPRISIOCNMENT 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 Willows Care and Rehabilitation Center [facility name],
for the cost report period beginning October 1, 2014 and ending September 30, 2015, and that to the best of
my knowledge and belief, it is a true, correct, and complete statement prepared from the books and records
of the provider(s) in accordance with applicable instructions.

I hereby certify that Y have directed the preparation of the attached General Information and Questionnaires, Schedule
of Resident Statistics, Statements of Reported Expendifures, Statements of Revenues and the related Balance Sheet of
this Facility in accordance with the Reporting Requirements of the State of Connecticut for the year ended as

specified above,

I have read this Report and hereby certify that the information provided is true and correct to the best of my
knowledge under the penalty of petjury. 1 also certify that all salary and non-salary expenses presented in
this Report as a basis for securing reimbursement for Title XIX and/or other State assisted residents were
incurred to provide resident care in this Facility. All supporting records for the expenses recorded have
been retained as required by Connecticut law and will be made available to auditors upon request,

Signed (Administrator)

Date

Signed (Owner)

=

Date

' (Printed Name (Administrator)
Peter Mongillo

Printed Name (Owner)
Keith Davis, V. P, of Reimb., Genesis

LA e

Healthcare

Subscribed and Swom
to before me;

State of

Ra

Comm. Expires

!/ /

Address of Notary Public

— .
COMMONWEAILTH OF PENNSYLVANIA

NOTARIAL SEAL
v (M O IA A

(Notary Seal)

Upper

arby Twp., Delaware Cou
My Commission Expires May 28, 2017

k-




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

General Information

Name of Facility (as licensed) License No. Report for Year Ended! Page of
Willows Care and Rehabilitation. Center 2202-C 9/30/2015 I Y

Administrator's/Owner's Certification

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

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

1 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 fo the best of my
knowledge under the penalty of perjury. I also certify that all salary and non-salary expenscs presented in
this Report as a basis for securing reimbursement for Title X1X and/or other State assisted residents were
incurred to provide resident care in this Facility. All supporting records for the expenses recorded have
been retained as required by Connecticut law and will be made available to auditors upon request.

Signed (Administrator) Date Signed (Owner) Date

Printed Name (Administrator) Printed Name (Owner)

Peter Mongillo Keith Davis, V.P. of Reimb., Genesis Healthcare

Subscribed and Sworn State of Date Signed (Notary Public) Comimn, Expires

to before me: :
/ /

Address of Notary Public

(Notary Seal)



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

State of Connecticut

- Department of Social Services ~— -

25 Sigourney Sireet, Hartford, Connecticut 06106

Data Required for Real Wage Adjustment Page of
1A 37
Name of Facility Period Covered: From To
Willows Care and Rehabilitation Center 10/1/20141 9/30/2015
_|Address of Facility '
225 Amity Road, Woodbndge CT 06525 ,
Repott Prepared By Phone Number Date
Thomas Farnan 978-247-5029 12/21/2015
Item Total CCNH RHNS | (Specify)

I. Dietary wages paid $ 399,449 | 399,449
2. Laundry wages paid ¥
3. Housckeeping wages paid . $1
4. Nursing wages paid $ | 3,417,192 | 3,417,192
5. All other wages paid $ 572,662 | 572,662
6. Total Wages Paid $ | 4,389,304 | 4,389,304
7. Total salaries paid $ 198,933 198,933
8. Total Wages and Salaries Paid (As per page 10 of Report) $ | 4,588,237 | 4,588,237

Wages - Compensation computed on an hourly wage rate.

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

number of hours worked.

DO NOT include Fringe Benefit Costs.




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

General Information and Questionnaire
Type of Facility - Organization Structure

Phone No. of Facility |Report for Year Ended| Page of
203-387-0076 9/30/2015 2 37
Name of Facility (as shown on license) Address (No. & Street, City, State, Zip )
Willows Care and Rehabilitation Center 225 Amity Road, Woodbridge, CT 06525
: ‘ CCNH RHNS (Specify) Medicare Provider No.
License Numbers: 2202-C 07-5331
Type of Facility (Check appropriate box{(es)) , ‘
Chronic and Convalescent o . Rest Home with Nursing O (Specify)
Nursing Home only (CCNH) Supervision only (RHNS)
Type of Ownership (Check appropriate box) )
O Proprietorsship ® LIC O Partership O ProfitCorp. O Non-ProfitCorp. O Government O Trust

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

Has there been any change in ownership

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

Administraior

Name of Administrator Nursing Home

Peter Mongillo Administrator's 1401/1860
License No.:

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

Name License No.:




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3 Rev. 10/2005

General Information and Questionnaire

87109

Partners/Members

Name of Facility - License No.  |Report for Year Ended Page of
Willows Care and Rehabilitation Center 2202-C 9/30/2015 3 | 37
: State(s) and/or Town(s) in

Legal Name of Partnership/LLC Business Address Which Registered
Name of Partners/Members Business Address Title % Owned

Harborside Health I Corporatiof 101 Sun Ave. NE, Albuquerque, NM 1

87109
Harborside Healthcare Limited|101 Sun Ave. NE, Albuquerque, NM 99




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3A Rev. 10/2005

General Information and Questionnaire

Corporate Owners

Name of Facility
Willows Care and Rehabilitation Center

2202-C 9/30/2015

License No. Report for Year Ended

Page of
3A | 37

If this facility is owned or operated as a corporation, provide the following information:

Legal Name of Corporation Business Address State(s) in Which Incorporated
Willows Care and Rehabilitation 101 East State Street, Kennet{ PA
Center Square, PA 19348
. ) . . No. Shares
Name of Directors, Officers Business Address Title Held by Each
N/A

Names of Stockholders Owning at Least 10%

of Shares

N/A




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3B Rev. 10/2005

General Information and Questionnaire
Individual Proprietorship

Name of Facility
Willows Care and Rehabilitation Center

License No.
2202-C

Report for Year Ended
0/30/2015

Page  of
3B | 37

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

Owner(s) of Facility
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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 License No. Report for Year Ended Page of
Willows Care and Rehabilitation Center 2202-C 9/30/2015 5 | 37

If the facility is licensed as CDH and/or RCH or provides AIDS or TBI services with special Medicaid rates, costs
must be allocated to CCNH and RHNS as follows:

Ttem : Method of Allocation

Dietary ‘ ‘ , Number of meals served to residents

Laundry Number of pounds processed -

Housckeeping Number of square feet serviced
Number of hours of routine care provided by EACH

Nursing employee classification, i.e., Director (or Charge Nusse),
Registered Nurses, Licensed Practical Nurses, Aides and
Attendants

Direct Resident Care Consultants Number of hours of resident care provided by EACH
specialist (See listing page 13)

Maintenance and operation of plant Square feet

Property costs (depreciation) Square feet

Employee health and welfare Gross salaries

Management services Appropriate cost center involved

All other General Administrative expenses Total of Direct and Allocated Costs

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

1. In the preparation of this Report, were all If "No," explain fully why such allocation was
. ® Yes O No
costs allocated as required? not made.

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

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

® Yes O No If "No," explain fully why such allocation was
not made.
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State of Connecticut
Annual Report of Long-Term Care Facility
CRP-7 Rev. 6/95

General Information and Questionnaire
Accounting Basis

Name of Facility License No. Report for Year Ended
Willows Care and Rehabilitation C 2202-C 8/30/2015

Page of

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

® Accrual O Cash O Modified Cash

¥s the accouniing basis for this
period the same as for the
previous period?

® Yes
O No

If "No," explain.

Independent Accounting Fhrm

Name of Accounting Firm
1 KPMG Peat Marwick
2
3
4 -

Address (No. & Street, City, State, Zip Code)
1600 Market Street, Philadelphia, PA 19103

Services Provided by This Firm {describe fully )

Year end financial audit

$
$
$

1
2
k)
4

%

Charge for Services Provided

$

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

Legal Services Information

Name of Legal Firm or Independent Attomey
Goldman Gruder & Woods LLC

1
2
3
4
S

Telephone Number
(203) 899-8900

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

1 200 Connecticut Ave, Norwalk, CT 06854

2

3

4

5

Services Provided by This Firm (describe filly )

1  Review collection issue 3

2 $

3 b}

4 3

5 3

Charge for Services Provided

3

Are These Charges Reflected in the Expenditure Portion of This Report? If Yes, Specify Expense Classification and Line No.
Legal Fees pg. 15 1
® Yes O No & PE
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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-9 Rev. 972002

Schedule of Resident Statistics (Cont'd)

Name of Facility License No. Report for Year Ended Page of
Willows Care and Rehabilitation Center 2202-C 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
Dateof [|CCNH[RHNS| (Specify) Lost Gained
Change ' .
O] @ (3) M & [ O | @] 3 |CCNH| RHNS {Specify) Reason for Change

5. Tfthere was any change in certified bed capacity during the report year {as reported in item 4 above) provide the number of

RESIDENT DAYS for 90 days following the change.

Change in Resident Days
15t change

CCNI

RENS

(Specify)

2nd change

3rd chanpe

4th change

6. Number of Residents and Rates on September 30 of Cost Year

Medicare Medicaid

Seclf-Pay

Other State Assisted

Jtem RIINS

CCNH

(Specify)

ICF-HD

No. of Residents

Per Diem Rate

a. One bed rm.

520.00

b. Two bed mns. 239,34

485.92

¢. Three or more
bed rmus.

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

(Specify)

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

2. Restorative Treatments

C. Other

D, Total Physical Therapy Treatments

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

B. Medicaid (Bxclusive 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

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

2. Restorative Treatments 240 240
C. Other 28,580 28,580
D. Total Occupational Therapy Treatmenis 20,294 30,294




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

Report of Expenditures - Salaries & Wages

Name of Facility License No. Report for Year Ended Page of
Willows Care and Rehabilitation Center 2202-C 9/30/2015 10 37
Are time records maintained by all individuals receiving compensation? @ Yes O Neo

Total Cost and Hours

Item
A, Salaries and Wages*
1. Operators/Cwaers (Complete also Sec. I
of Schedule Al)

2

Administrator(s) (Complete also Sec, IIT
of Schedule Al)

3. Assistant Administrator (Complete also Sec. IV
of Schedule AI) :

¢, Other Administrative Salaries {telephone
operator, clerks, receptionists, etc.)
5, Dietary Service
a. Head Dietitian

b. Food Service Supervisor

¢. Dietary Workers

6. Housekeeping Service
a, Iead Housekeeper

b. Other Housekeeping Workers

7. Repairs & Maintenance Services
a. Engineer or Chief of Maintenance

o
e
SRR

b, Other Maintenance Workers
8. Laundry Service
a. Supervisor

b. Other Laundry Workers

9. Barber and Beautician Services

10, Protective Services

11. 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

G

180777

2, Administrative®**

¢, LPN
1. Direct Care

{“3’-:‘3‘-. P i .'(-.-:-v\. R R
715335 24,645

2. Administrative®*

. Aides and Aitendants

1,378,552

72,593

Physical Therapists

mio e

Speech Therapists

. Occupational Therapists

B e

Recreation Workers

123,185

[y

Physicians
1. Medical Director

5,231

. Utilization Review

. Resident Carg®#*

S|

. Other (Specify)

Dentis(s

e

w

Pharmacists

1. Podiattists

m. Social Workers/Case Management

185,855

1, Marketing
o. Other (Specify)
See Attached Schedule

A-13, Total Salary Expenditures

4,588,237

* Do pot include in this secfion any expenditures paid fo 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 Coeordinator, Inservice Training Coordinator and

Infection Control Nurse. Such costs shall be included in the direct care category for the purposes of rate setting,

##% Thig jtem is not reimbursable fo facility. For Title 19 residents, doctors should bill DSS directly, Alse, any costs for Title 18 and/or other

private pay tesidents must be removed on Page 28.




Willows Cere and Rehebilitation Center Attachment Page 10/13
$/30/2015

Schednle of Other Salaries and Wages (Page 10)

CCNH (Specify)

Position 3 Hours 3 Hours |
‘Ward Clesks 0 4 0 0 0
Coordinator-Staffing Centers 0 1547¢ 863 0 0
Central Supply 0 12941 744 0 0
Medicai Records 0 26582 1286 0 0

0 0 0 0

Q G 0 0

8] 4 -0 Q

0 ] 0 0] 22

0 ol 0 0

0 4] 0 G

0 ] 0 G

0 0 ] ¢

0 0 0 Ol

0 0 0 ol

0 0 0 ofE

0 0 0 Qs

ol 0 of 0

Sechedule of Other Fees (Page 13)

CCNH RHNS {Specify)
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State of Connecticut
Annual Report of Leng-Term Care Facility
CSP-13 Rev. 9/2002

B. Report of Expenditures - Professional Fees

Name of Facility
Willows Care and Rehabilitation Center

License No.
2202-C

Report for Year Ended
9/30/2015

Total Cost and Hours

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

1. Dietitian

Dentist . ' :

Podiatrist

2,

.3, Pharmacist
4,
5.

Physical Therapy
a. Resident Care

b. Other

6. Social Worker

1. Recreation Worker

8. Physicians
a. Medical Director (entire facility)

b. Utilization Review

(Title 18 and 19 only) monthly meeting .

¢. Resident Care**

d. Administrative Services facility
1. Infection Control Committes

{Quarterly meetings)

9. Pharmaceutical Committee
(Quarterly meetings)

3. Staff Development Committee
(Once annually)

e. Other (Specify)

9. Speech Therapist
a. Resident Care

b. Other

10. Occupational Therapist
a. Resident Care

b. Other
11. Nurses and aides and attendants
a. RN
1. Direct Care
2. Administrative®™**
b, LPN
1. Direct Care 511 8
2. Administrative™**
¢. Aldes
d. Other
12. Other (Specify)
See Aitached Schedule 6,262
B-13 Total Fees Paid in Lien of Salaries 1,391,542 18,333

* Do not include in this section manegermeat consulfants or services which must be seported on Page 16 item M-12 and supported by required information, Page 17.
*+ Thig item is not reimbursable to facitity, For Title 19 residents, doctors shonld bill DSS directly. Also, any costs for Title 18 and/or other private pay rosidents must

be removed on Page 28,

#%% pdminictrative - costs and hours associated with the following positions: MDS Coordinator, Inservice Fraining Coordinator and Infection Control Nurse. Such

costs shall be included in the direct care category for the purposes of rate setting,




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-14 Rev. 6/95

Report of Expenditures
Schedule Bl - Information Required for Individual(s) Paid on Fee for Service Basis*
Name of Facility License No. Report for Year Ended Page of
Willows Care and Rehabilitation Center 2202-C 9/30/2015 14 l 37
Related** to Owners,
Name & Address of Individual Full Explanation of Service Operaiors, Officers Explanation of Relationship
Yes No

Genesis Eldercare Hospitality Services, 101 East Dietary Services Common Ownership

©

State Strect, Kennett Square, PA 19348

Genesis Eldercare Rehabilitation Services, 101 | Physical, Oceupational, and Speech Common Ownership

East State Street, Kennett Square, PA 19348 ' ‘ Therapy -

Genesis Eldexcare Physician Services, 101 Bast Medieal Director Common Ownership
State Street, Kennett Square, PA 19348

Genesis Bldercare Staffing Services, 101 East Nursing Pool Common Ownership
State Street, Kennett Square, PA 19348

Respiratory Health Services, 515 Fairmount Ave]  Respiratory and Oxygen Supplies Common Ownership

6th Floor, Suite 600, Towson, M) 21286

ol O0jO0jJ]OoO|OC|J]O|O|C|O|]O|OC|]O|OC|O(QO|0O|O10OC|C|[0OC]|O0

oc|j|ojo|lO0|O|]O}lO}J0O|0C|O|O|O|O0|O0O|O0C|O0|0O|@|@|0,;0@

* Use additional sheefs if necessary.
## Refer fo 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
Willows Care and Rehabilitation Center

License No.
2202-C

9/30/2015

Report for Year Ended

Page
15

of

Ttem

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

SRR SRR A X
1. Workmen's Compensation 3 58,815 258,815
2. Disability Insurance $
3. Unemployment Insurance $ 82,538 82,538
4. Social Security (FI1.C.A) $ 337,826 337,826
5. Health Insurance $ 186,507 186,507
6. Life Insurance (employees only) gl

(not-owners and nof-operators)
7. Pensions (Non-Discriminatory)
(not-owners and not-operators)
8. Uniform Allowance
9. Other (Specify)
See Attached Schedule
b. Personal Retirement Plans, Pensions, and
Profit Sharing Plaits for Owners and
Operators (Discriminatory)®

pcd e

Bad Debts*

Accounting and Audifing

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

Office Supphes

Telephone and Cellular Phones

1. Telephone & Pagers

2. Cellular Phones

1. Appraisal (Specify purpose and
aftach copy ¥

mle ae

4100 |60 |00

= jq

j. Corporation Business Taxes (franchise tax )
k. Other Taxes (Not related to property - See Page 22)
1. Income*
2. Other (Specifi)
See Attached Schedule i -
3. Resident Day User Fee $ 410,983 410,983
Subitotal $| 1,932.477 1,932,477

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




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

Willows Care and Rehabilitation Center Attachment Page 15
9/30/2015
Schedule of Other Employee Benefits
Description : CCNH RHNS {Specify)
3030520020 Union Health & Welfary  50,315.00 0
3225520020 Union Health & Welfar{  261,406.00 0
5035520020 "*|Union Health & Welfary = 8,004.00 O

0 0 - 0

0 0 - ol

0 0 - il

0 0 - Ot

0 0 0f

0 0 0

0 0 0

0] 0 0

Schedule of Other Taxes

Description CCNH RHNS (Specify)
1020640110 Sales Tax 469.00 0 0
1020640110 Sales Tax 1,502.00 0 0
1020640110 Sales Tax - 0 ]




State of Connecticut
Annua! Report of Long-Term Care Facility
CSP-16 Rev. 972002

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

Name of Facility License No. Report for Year Ended| Page of
Willows Care and Rehabilitation Center 2202-C 9/30/2015 16 37
Ttem Total CCNH RHNS | (Specify)
Subtotals Brought Forward: | 1,932,477 1,932,477
1. Travel and Entertainment L e

Resident Travel and Entertainment

Holiday Parties for Staff

Gifts to Staff and Residents

Employee Travel

791

Education Expenses Related to Seminars and Conventions

438

Automobile Expense {iot purchase or depreciation )

] Bl U POt ol Pl Fan

Other (Specify)
See Attached Schedule

wlm|em|a|m|wlw
T

m. Other Administrative and General Expenses
1. Advertising Help Wanted &/! such expenses )

2. Advertising Telephone Directory &ll such expenses )***

3. Advertising Other Specify )***
See Attached Schedule

4. Fund-Raising***

5. Medical Records

6. Barber and Beauty Supplies (if this service is supplied
directly and not by contract or fee for service)***
7. Postage
* 8, Dues and Membership Fees to Professional
Associations {Specifi )
See Attached Schedule

Ra. Dues to Chamber of Commerce & Other Non-Allowable Org. ***  $§ B
9. Subscriptions $ 956 956
10. Contributions®** $ 1,246 1,246

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®*

513,916

513,916

13. Other (Specify)
See Aftached Schedule

$
$

C-14 Total Administrative & General Expenditures

[ 1,176,910

* Do not include Subscriptions, which should go in item 9.

** Schedule C-1, Page 17 must be fully completed or this expenditure will not be allowed.
*#¥ Facility should self-disallow the expense on Page 28 of the Cost Report.




Wiliows Care and Rehabilitation Center Attachment Page 16
$/36/2015

Schedule of Other Travef and Enterfainment

Description CCNH RHNS (Specify

_ Sehedule of Other Adverﬁs.ing

Schedule of Dues

G

Description CCNH RHNS




Schedule of Contributions

tion CCRH RHNS {Specify)
1'5 = o s e Vi e

Deseri

Schedule of Other Administrative and General

Description : CCNH RHNS Specify)




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-17 Rev. 10/97

Schedule C-1 - Management Services®

Kennett Square, PA 19348

Name of Facility License No. Report for Year Ended Page of
Willows Care and Rehabilitation Center 2202-C 9/30/2015 17 | 37
Cost of Indicate Where Costs
Name & Address of Individual or Management | Full Description of Mgmt. Service| are Included in Annual

Company Supplying Service Service Provided Report Page #/Line #
Genesis Health Ventures, 101 East St., 438,099 Mgmt Services, Property Mgmt  [pg 16 m-12
Kennett Square, PA 19348 Assisting, MIS, Personnel,

Compliance '

Gengesis Health Ventures, 101 East St., 44,716 |Capital Interest pg 26 12-A-1

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



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

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

. Note on Page 5)
Name of Facility License No. Report for Year Ended Page of
Willows Care and Rehabilitation Centfer 2202-C 9/30/2015 18 | 37
Item : Total CCNH RHNS (Specify)
> Dietary - S T
a. In-House Preparation & Service G ggzﬁ%;’% S

1. Raw Food $ 146,239 146,239

2. Non-Food Supplies $ 18,088 18,988

3, Other (Specify ) B

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

¢. Management Scrvices*#

d. Other (Specify )

e
e

2F. Total Dietary Expenditures 2a+th+c+d) $ 164,647 164,647
2F. Dietary Questionnaire Total CCNH RIINS (Specify)
G. Resident Meals:lTotal no, of meals served per day:*
H. Is cost of employee meals included in 2E? O Yes @ No
I.  Did you receive revenue from cmployces? O Yes ® No gl?rtes, specify
J.  Where is the revenue received reported in the Cost Report? (Page/Line Item)

Is cost of meals provided to persons other i ify
K. than employees or residents (i.e., Board C Yes ® No ytes, spee

Members, Guests) included in 2E? cost
L. Isany revenue collecied from these people? O Yes ® No mﬁs’ specify
M. Where is the revenue received reported in the Cost Report? (Page/Line Item)

Is cost of food (other than meals, e.g., snacks If ves iy
N. at monthly staff meetings, board meetings) O Yes ® No yt » Spect

provided to employees included in 2E? cost.

: If yes, specify

0. Isany revenue collected from employces? O Yes ® No amt

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



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

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

(See Note on Page 5)
Name of Facility License No. Report for Year Ended | Page of
Willows Care and Rehabilitation Center 2202-C 9/30/2015 19 | 37
Item _ " Total CCNH | RHNS (Specify)
3. Laundry
a. In-House Processing® : Lbs.
1. Bed linens, cubicle curtains, draperics,
gowns and other resident care items Amt, § 4,689 4,689
washed, ironed, and/or processed. ***
2. Employee items including uniforms, Lbs.

gowns, efc. 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.
Amt. § 8,045 8,045
b. Purchased Services Gy contract other $) 150,701 150,701

than through Management Services)
(Complete Schedule C-2 ait. Page 21)

¢. Management Services™*
d. Other (Specify)

AE. Total Lanundry Expenditures 3a+b+c+d)
3F. Laundry Questionnaire

. . If yes,
‘7
G. Is cost of employee laundry included in 38?7 O Yes ® No specify cost,
H. Did you receive revenue from employces? O Yes ® No Ifye‘s .
specify amt,
I.  Where is the revenue received reported in the Cost Repor(? (Page/Line liem)
Is Cost of laundry provided to persons other Ifyes,
J. than employees or residents included in 3E? O Yes ® No specify cost.
Did you receive revenue from these people? O Yes ® No Ifyef; ;
specify amt.
L., Where is the revenue received reported in the Cost Report? (Page/Line Item)

* Do not include salaries from page 10 as part of dollar values recorded in 1, 2, 3, and 4.
All allocations shounld add to total recorded in 3E.
** Qehedule C-1, Page 17 must be fully completed or this expenditure will not be allowed.
*4% 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
Willows Care and Rehabilitation Center 2202.C 9/30/2015 20 37
Item Total CCNH RHNS (Specify)
4. Housekeeping Sq. Fi. Serviced
a. In-House Care by Personunel
1. Supplies - Cleaning (Mops, Amt, $ 18,549 18,549

pails, brooms, etc. )

b. Purchased Services (by contract other |Sq. Ft. Serviced
than through Management Services) | by Personnel

(Complete Schedule C-2 att. Amt, $ 225,328 225,328

Page 21

¢. Management Services™®

d. Other (Specify)

&2 [ &2

4E. Total Honsekeeping Expenditures (4a+b+c+d) $
5. Resident Care (Supplies)**
a, Prescription Drugs*+*
1. Own Pharmacy
2. Purchased from

5 | 5
.
i~
[
o
%]
g

473,024

17,749 17,749
133380 | 133380
14314 14,314

Medicine Cabinet Drugs

Medical and Therapeuiic Supplics
Ambulance/Limousine®**#
Oxygen

1. For Emergency Use

2. Other¥**

f. X-rays and Related Radiological
Procedures® ¥

prl el kv

olale s

g. Dental (Wot dentists who should be included under
salaries or fees)

h, Laboratory®##* 3
i. Recreation $
j. Other (Specify)**+*# $
See Attached Schedule T :
SK. Total Resident Care Expenditures (5a - 5i) $ 853 047 853 047

* Schedule C-1, Page 17 must be fully completed or this expenditore 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.
*ok% Facility should self~disallow the expense on Page 29 of the Cost Report,
*xk JCFMR's should provide a detailed schedule of all Day Program Costs.




Willows Care and Rehabilitation Center Aftachment Page 20
9/30/2015

Schedule of Other Resident Care

Deseription A ‘ CCNH RENS (Specify) ]




(77 10 07 ‘61 QT ‘9T $93eg) poday oy o wr 25ed s1errdoxdde 91 01 ITMOTIE Q0TARIOI-SS0X AP ssx

“PIBISI JO TONITGAP I0F ¢ 958 O} JOJNT 4
"ATESS300T IT §109TS TEUOTHIPDPE 9511 000 Q1S A0 SO0TAIDS POIORIITOD IR 1S 4

O O
O O
O O
O O
O O
O o
O O
O o
O O
O O
O O
O @]
ap{0z 121°¢IT SOOIATRG POIOBNTO) JODESA, 8 ® 07061 dnorn SevAISS STEIITEaY
pesegoing Sudeoyesnol] Vd “waesusy QAL
acler 10L°0€T SO0IATOS DRARBITO.) XODUSA O ® 0Z061 dnoIn) SedrAles SILIEON
: poserom Ampuney Vd ‘momwsuag ‘et
ow]| 84 | (Awedg) | SNHY | HNDD | «PIPIAOII 99IAIS drqsuone ey ON E2F $SAIPPY Auedwo)
Jo moneueidxy Mg Jo uoneuerdxy I0 TENPIATPU] JO STHBN
wak J9Y 288471800 [BI0L SBOIO ‘srolemdQ
SIUAQ 03 4 PAIRIY
LE _ |44 S10Z/0¢/6 JrE0ZT I9Jael) UOTIRNTIRTRY PUR 9127y SAO[[TAL
Jo afeg pepuy Jes X 10 wodayg “ON 95TUIITT AT JO STmeN

» JOBIUOD £q SINAISG SUIPIA0IJ SULILY IO S[ENPIAIPU] - 7-D) AMPIAYI

saamypuadxq Jo jaodoy

T00TAT AL 12480

Ae 938 W3] -suo ] Jo Jodayy renuuy

MOTIOSTIC)) JO B



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
Willows Care and Rehabilitation Center 2202-C ~ 19/30/2015 22 | 37
Item Total CCNH RHENS (Specify)
6. Maintenance & Operation of Plant
a. Repairs & Maintenance $. 202,388 202,388
b. Heat ' $| 90,756 90,756
c. Light & Power 3 157,085 157,085
d. Water $ 38,944 38,944
e. Equipment Lease (Provide detail on page 6) $
f. Other (itemize) $ | ’
Sec Attached Schedule ..
6g. Total Maint, & Operating Expense (6a - 6f) - $ 489,173 489,173
7. Depreciation complete schedule page 23%)
a. Land Improvements $ (2,197) (2,197)
b. Building & Building Improvements 3 (116,684)]  (116,684)
¢. Non-Movable Equipment $ 21,144 21,144
d. Movable Equipment $ 27,597 27,597
*7e. Total Depreciation Costs (7a+b+c+d) $ (70,139) (70,139)
8. Amortization Complete att. Schedule Page 24%)
a. Organization Expense $
b. Mortgage Expense $
¢, Leaschold Improvements $
d. Other (Specify) $
*8e, Total Amortization Costs (8a+b +c+d) $
9. Rental payments on leased real property less
real estate taxes included in item 10b $1 1,238,121 1,238,121
10. Property Taxes
a. Real estate taxes paid by owner $
b. Real estate taxes paid by lessor $ 234,788 234,788
c. Personal property taxes $
11. Total Property Expenses (7e + 8e+ 9+ 10) $1 1,402,770 | 1,402,770

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



Willows Care and Rehabilitation Center Attachment Page 22
9/30/2015

Schedule of Other Repairs and Maintenance

Description CONI'___ RENS ____(Speciiy)
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Attachment PAvgaxrhment Pages 23 24

Willows Care and Rehabilitation Center

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

Additiq

Fk

*Ties to PagéMZS, Line A3
**Ties to Page 23, Line A2

Schedule of Building Improvements Acquired during this report period
Useful

Acquisition Date Description of Ifem Cost Life Depreciation
Additions:




324

Lotal E*
*Ties to Page 23, Line B3
**Ties to Page 23, Line B2

Schedule of Non-Movable Equipment Acquired during this report period

Useful
Acquisition Date Description of Item Cost Life Depreciation
|Additions:




Deletions:

*Ties to Page 23, Line C3

**Ties to Page 23, Line C2

Schedule of Movable Equipment Acquired during this report period

..Ac@isiﬁon Date

Useful
Description of Item Cost Life Depreciation

Addiﬁo_lls-




Deletions:

Ties to Page 23, Line D2
**Ties to Page 23, Line D2b

Schedule of Leaschold Improvements Acquired during this report period

_ Useful
Acquisition Date Description of Item Cost Life Depreciation
Additions:

eletions:

ies to Page 2.—4, Line C3
**Ties to Page 24, Line C2




"A)red pYR[oy Aq PO JI I [eOY

|0 ‘oses J0 o] Sureway )
M) ‘9Fedouw Jo oJr g
"SYIUOT ()9 IO SIROA G JO WNIULA "

'PISTL 2194 S98B( SUTMOT[OT 9113 JO YoM AJ0eds .

"POSHL 9 JSITIL POTPOUE SUL-JSIETS

UOPDZIIOW |D,

Tejo3qng

(s[npayos yoeye)
porrad 11odar si Surmp paxmboy ¢

(S[npatos yoene) s[esodsiq g

ponrad 1xodarx sy 03 Joud paxmbay °7
1330 pue syudurdAcxdary pjoyesedy )

fero1qng g

asuadxy a8efyroly ‘g
Boqns v
¢
aswadxy woyBzIuUEsI) VY
TR X ST 10} 9% | 4xUONRZNIOUIY | SUORRIRA) | POZOIOUY |UOHBZLIOWNY | 183X [YIcolAl wR)
voneznIowy | orey | Sunndwo)) SJe2 X og 0115070 | JoypSue]
107 siseqg Jo SummnSog uonISIboy
. 0} “JIOUry Jo a1
- POIBIIUNDDY
LE 1 S10T/0%/6 D-20TT Tejus) UCHEN[IqEYSY PUe 91Ty SMOIIA
Jo o8eq pepug 1ea & 10y poday "ON 9501y A1[10e 10 SWeN
2I[MPIYOS BONBZILIoOUTY

900T/01 A=Y ¥T-dSD

Aymoey sxe)y urra Y -Suery Jo 1Ioday [enuuny

MOBIUUO,) JO O1EIS




State of Connecticut
Amnual Report of Long-Term Care Facility
C8P-23 Rev, 9/2002

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

Name of Facility License No, Report for Year Ended Page of
Willows Care and Rehabilitation Centy 2202-C 9/30/2015 25 | 37
11. Property Questionnaire
Part A
1 F '1' u 1t
Is the property either owned by the Facility O Yes ® No If "Yes," complete Part B.

or leased from a Related Party?*

*If any owner or operator of this facility is related by family, martiege, ownership, ability to conirol or

business association {o any person or organization from whom buildings are leased, then it is considered a

related party transaction.

Description

Date Land Purchased

Date Structure Completed

If "No," complete Part C.

IENOT Original Owner, Date of Purchase

Date of Initial Licensure

Total Licensed Bed Capacity

Square Footage

e vl |w] |-~

Acquisition Cost
a. Land

b. Building

Part B - Owner and Related Parties

L

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

Date Mortgage Obiained

Interest Rate for the Cost Year

Teim of Mortgage (number of years)

Amount of Principal Borrowed

ml o |ale oo

Principal balance outstanding as of

Complete if Moxrtgage was Refinanced
During Current Cost Year

g. Type ol Financing (e.g., fixed, variable)
h. Date of Refinancing

i. New Interest Rate

i.  Term of Mortgage (mumber of years)

k. Amount of Principal Bormowed

1. 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

SABRA, 101 Sun Ave. NE, Albuquergue, NM

87109

Facility Lease

11/15/10 - 6/34

1277 months 1,238,121

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




State of Connecticut
Annuzl 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
Willows Care and Rehabilitation Centg 2202-C 9/30/2015 26 | 37
Item Total CCNH RHNS (Specify)

12. Interest

Equipment
1., First Mortgage

A, Building, Land Improvement & Non-Movable

Name of Lender

Address of Lender

2. Second Mortgage

Name of Lender

Address of Lender

3. Third Mortgage

Name of Lender

Address of Lender

4, Fourth Mortgage

Name of Lender

Address of Lender

B. CHEFA T.can Information

1. Original Loan Amount

. Loan Origination Date

:
o

2
3. Interest Rate %
4

. Term

5. CHEFA Interest Expense

i
e
L

12 B7. Total Building Inferest Expense (Al - A4 +B5)

$

44,716 44,716

(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
Willows Care and Rehabilitation C4

License No.
2202-C

Report for Year Ended

9/30/2015

Page of
27 | 37

Item

RHNS

(Specify)

Subtotals Brought Forward;

12. C. Movahle Equipment
1. Automotive Equipment:

A. Ttem Rate

Lender

Address of Lender

2. Other (Specify )

$

A, Hem Rate

- Amount

Lender

Address of Lender

B. Item Rate

Amount

Lender

Address of Lender

12. C. 3. Total Movable Equipment Interest

Expense (C1 + 2)

12.  D. Other Interest Expense Specify )

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

14. Insurance

a. Insurance on Property (buildings only)

b. Insurance on Automobiles

&5 &5

c. Insurance other than Property (as specified above)

1. Umbrella (Bianket Coverage)

2. Fire and Extended Coverage

3. Other (Specify )

el el

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

115,812

15.  Total All Expenditures (4-13 thru C-14)

13,108,398

13,108,398




State of Comnecticut
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
Willows Care and Rehabilitation Center 2202-C 9/30/2015 28 | 37
Total
Item | Page | Line Amount of
No. | No. | No. Hem Description
Page 10 - Salaries and Wages o
1. Outpatient Service Costs 3
2. Salaries not related to Resident Care by
3. Occupational Therapy b
4, Other - Sce attached Schedule 3 16,962
Page 13 - Professional Fees
5.] 13 IB-8-c|Resident Care Physicians ** $
6. B-10 |Occupational Therapy 5
7. Other - See attached Schedule 51 1,301,709 1,301,709
Pages 15 & 16 - Administrative and General 7 S -
8. Discriminatory Benefits $
9. 1511 |[BadDebts - 3 265,671 265,671
10. Accounting & Legal 3
11, Telephone $
12, Cellular Telephone $
13. Life insurance premiums on the life -
of Owners, Partners, Operators $
14. Gifts, flowers and coffec shops $
15, Education expenditures to colleges or

universities for tuition and refated costs
for owners and employecs

16. Travel for purposcs of attending
conferences or seminars cuiside the
continental U.S, Other out-of-state

travel in excess of one representative k3
17. Automobile Expense (e.g. personal use) $
18.| 16 jm-2 &§Unallowable Advertising * $ 11,428 11,428
19, Income Tax / Corporate Business Tax 3
20. Fund Raising / Contributions $ 1,246 1,246
21,0 Unallowable Management Fees $ 558,632 558,632
22. Barber and Beauty $
23, Other - See attached Schedule $| 1,150,524 1,150,524

Page 18 - Dietary Expenditures - :

24, Meals to employees, guests and others

who are not residents

Page 19 - Laundry Expenditures

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

Page 20 - Housekeeping Expenditures

26, Housekeeping services to employees, guests
and others who are not residents $
Subtotal (ltems 1 -26) $| 3,306,172 | 3,306,172
* All except "Help Wanted", - (Carry Subtotal forward to next page )

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




Willows Care and Rehabilitation Center Attachment Page 28

9/30/2015

Schedule of Other Salaries Adjustment

- Speeify)

Page Ref Line Ref Descripiion CCNH RIONS

Schedule of Fees Adjustments

Page Ref Li[_le Ref

Specify

Description CCNH RHNS _

Schedule of Other A&G Adjustments

(Specify




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

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

Name of Facility License No. Report for Year Bnded | Page of
Willows Care and Rehabilitation Center 2202-C 9/30/2015 28 | 37
Total
Ttem | Page | Line Amount of
No. | No. | No. Item Description Decrease CCNH RHNS (Specity)
Subtotals Brought Forward ${ 3,306,172 | 3,306,172

Page 20 - Resident Care Supplies®**

473,024

27.] 20 |5-a-2|Prescription Drugs $ 473,024
28.] 20 |5-d |Ambulance/Limousine . $ 14,314 14,314
29.0 20 |5-f |X-rays, etc $ 41,423 41,423
30.| 20 |5-h [Laboratory $ 47,407 47,407
31. Medical Supplies $
32.] 20 |5-e-2|Oxypen {(non emergency) $ 29,002 29,002
33. " [Occupational Therapy $
34, Other - See Attached Schedule $ 44,813
Page 22 - Maintenance and Property : '
35 Excess Movable Equipment Depreciation
See Attached Schedule
36, Depreciation on Unallowable
Motor Vehicles
37. Unallowable Property and Real
Estate Taxes
38. Rental of Building Space or Rooms
39. Other - See Attached Schedule
Page 27 - Insurance o
40, Mortgage Insurance $
41, Property Insurance $
Other - Miscellaneous e
42, Research or Experimental Activities $
43. Radio and Television Revenue b
44, Vending Machine Revenue $
45. Purchase Discounts and Allowances 3
46. Duplications of functions or services $
47. Expenditures made for the protection,
enhancement or promotion of the
providers interest
48. Interest Income on Accounts Rec
49, Other (include personnel and other

costs unrelated to resident care) - See
Attached Schedule

Not For Profit Providers Only

50.

Building/Non Movable Eq. Depreciation

Unallowable Building Interest -
See Attached Schedule

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

o
$

4,043,356

4,043,356

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




Attachment Page 29ttachment Page 29

Willows Care and Rehabilitation Center
9/30/2015

Schedule of Other Ancillary Costs

Page Ref  Line Ref Description 7 _ CCNH RHNS ‘ (Specify)

Schedule of Excess Movable Equipment Depreciation

Page Ref Line Ref Description ” 7 7 RHNS (Specify)

1

Schedule of Other Property Adjustments

Page Ref Line Ref Description

CCNH RHNS (Specify) _




Schedule of Other Adjustments Attachment Page 29

Page Ref Line Ref Description CCNH RHNS (Specify)

Schedule of Unallowable Building Interest

Page Ref ‘ Line__l_{i:f Description _ CCNH RIINS (Specify)




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

F. Statement of Revenue

Name of Facility

[License No.

Willows Care and Rehabilifation Center  2202-C

9/30£2015

Report for Year Ended

Ttem

_ Total

L Resident Room, Board & Reutine Care Revenue 0 o
1. a. Medicaid Residents ( CT only) sl 7.8%, 151 782,151
b. Medicaid Room and Board Contractual Allowance ** $| (3.979,176)| (3.979,176)
2. a. Medicaid (Al other states } 3
b. Other States Room and Board Confractual Allowance ** $
3. a. Medicare Residents (all inclusive) $| 5228350 5228350
b. Medicare Room and Board Contractual Allowance ** $| (1857429 (1,857,429)
4, a. Private-Pay Residents and Other $| 2764114 2,764,114
b. Private-Pay Room and Board Contractual Allowance ** 3

II. Other Resident Revenue

377,636 |

1. a. Prescription Drugs - Medicare 3 377 636
b. Prescription Drugs - Medicare Contractnal Allowance ** $ (134,159 (134,159

¢. Prescription Drugs - Non-Medicare $ 146,270 145,270
d. Prescription Drugs - Non-Medicare Confractual Allowance *#* $ (58,392) (58,392)

2. a. Medical Supplies - Medicare $ 477 477
b. Medical Supplies - Medicare Confractual Allowance ** 3 (170 (170}

¢. Medical Supplies - Non-Medicare $ 91 91
d. Medical Supplies - Non-Medicare Contractual Allowance ** $ (40) (40)

3. a. Physical Therapy - Medicare $1 1,249963 | 1,249,963
b. Physical Therapy - Medicare Confractual Allowance ** $| (444063)]  (444,063)

¢. Physical Therapy - Non-Medicare $ 356,742 356,742
d. Physical Therapy - Non-Medicare Confractual Allowance ** $1 (1453800  (145,380)

4, a. Speech Therapy - Medicare $ 201,288 201,238
b. Speech Therapy - Medicare Contractual Allowance $* $ {71,510) (71,510%

¢. Speech Therapy - Non-Medicare $ 44,949 44,949
d. Speech Therapy - Non-Medicare Contractnal Allowance ** $ (18,587) (18,587)

5. a. Occupational Therapy - Medicare §| 1324341 | 1,324,541
b. Cccupational Therapy - Medicare Contractual Allowance ** $1  (470,558)| (470.558)

¢. Occopational Therapy - Non-Medicare $ 357,013 357,013
d. Occupational Therapy - Non-Medicare Contractual Allowance ** 8] (144,267  (144,267)

6. a. Other (Specify} - Medicare $ 45,941 45,941

b. Other (Specify) - Non-Medicare 3 17,342 17,342

. Total Resident Revenue (Section I thru Section IL) $ 11,567,793

IV. Other Revenue *

11,567,793

1, Meals sold fo guests, employees & others $

2. Rental of rooms to non-residents 3

3. Telephone $

4. Rental of Television and Cable Services b 2,901 2,901

5. Inferest lncome (Specify) $ 508 508

6. Private Duty Nurses' Fees 3

7. Barber, Coffee, Beauty and Gift shops $

8. Other (Specifi’) $ 4455 4,453
V. Total Other Revenue (1 thru8) b3 7,864 7,864
VI Total All Revenne (NI +V) 81 11,575,657 | 11,575,657

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

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




Willows Care and Rehabilitation Cenfer : Attachment Page 30
9/30/2015

Sehedule of Other Resident Revenue - Medieare

Related Exp

Page Ref Dy

escription CCNH RHNS (Specify

Schedule of Other Non-Medicare Resident Revenue

Related Exp
Page Ref Description CCNH RHNS {Specify)




Interest Income

Aceount

Page Ref Account Balance CCNH RHNS (Speciiy)

Schedule of Other Revenue

Page Ref Descri




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
Willows Care and Rehabilitation Centef 2202-C 9/30/2015 31 | 37
Account Amount
Assets
A.  Current Asseis
1. Cash (on hand and in banks ) $ 5,190
2. Resident Accounts Receivable (Less Allowance for Bad Debis) $ 1,316,856
3. Other Accounts Receivable (Excluding Owners or Related Partics) 5 13,241
4 Inventories $ 39,348
5. Prepaid Expenses $ 62,260
a. Prepaid Expenses o
b. Prepaid Property Tax 56,854
¢. Prepaid Personal Property Tax
d. Prepaid Personal Property Tax 5,406
6. Interest Receivable
7. Medicare Final Settlement Receivable
8. Other Current Assets (itemize)
A-9. Total Current Assets (Lines Al thru 8)
B. Fixed Assets
1. Land 1%
2. Land Improvements *Historical Cost $
Accum, Depreciation Net
3. Buildings *Historical Cost 138,052 $ 136,314
Accum. Depreciation 1,738 Net
4. Leasehold Improvements *Historical Cost $
Accum. Depreciation Net
5. Non-Movable Equipment *Historical Cost 191,317 $ 132,940
Accum. Depreciation 58,377 Net
6. Movable Equipment *Historical Cost 191,125 $ 114,270
Accum. Depreciation 76,855 Net
7. Motor Vehicles *Historical Cost $
Accurn. Depreciation Net
8. Minor Equipment-Not Depreciable $
9. Other Fixed Assets (itemize) $
B-10.  Total Fixed Assets (Lines Bl thru 9) $ 383,524

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

(Carry Total forward fo 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
Willows Care and Rehabilitation Centey 2202-C 9/30/2015 32 | 37
Account Amount
Total Brought Forward;$ 1,820,419
C.  Leasehold or like property recorded for Equity Purposes.
1. Land $
2. Land Improvements - *Historical Cost
' Accum. Depreciation Net $
3. Buildings *Historical Cost
Accum. Depreciation Net $
4. Non-Movable Equipment *Historical Cost
' Accum, Depreciation Net $
5. Movable Equipment *Historical Cost
Accum. Depreciation Net $
6. Motor Vehicles *Historical Cost ]
Accum. Depreciation | Net $
7. Minor Equipment-Not Depreciable 3
C-8 Total Leasehold or Like Properties (C1 thru7) $

D. Investment and Other Assets

1. Deferred Deposits $
2. Escrow Deposits : $
3. Organization Expense *Historical Cost

Accum. Depreciation Net $
4. Goodwill (Purchased Only) $
5. Investments Related to Resident Care {femize) $

6. Loans to Owners or Related Parties {femize)

Name and Address Amount Loan Date

7. Other Assets (ifemize)
1/C Due to/Due From Owned (3,526,927)
I/C Due to/Due From Multicare

D-8. Total Investments and Other Assets (Lines D1 thru 7) $. T (3 526 927)

D-9. Total All Asseis (Lines A9 +B10 + C8 +D8) $ (1,706,508)

* 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
Willows Care and Rehabilitation Center 2202-C 9/30/2015 33 | 37
Account Amount
Liahilities
A, Current Liabilities
1. Trade Accounis Payable $ 434,597
2. Notes Payable (temize)

3. T.oans Payable for Equipment Current portion ) (itemize)

Name of Lender

Purpose

Amount

Date Due

4. Accrued Payroll(Exclusive of Owners and/or Stockholders only ) b
5. Accrued Payroll Owners and/or Stockholders only ) $
6. Accrued Payroll Taxes Payable 3
7. Medicare Final Settlement Payable $
8. Medicare Current Financing Payable $
9. Mortgage Payable (Current Portion ) $
10. Interest Payable (Exclusive of Owner and/or Related Parties ) $
11. Accrued Income Taxes*® $
12. Other Current Liabilities (temize ) 3 458,339

Accmued Provider/Bed Tax 98,878 Accr Sales and Use Tax g '

A/R Credit Gross Up Liability 138,599 Defemed Revenue

Acer Exp Water and Sewer 19,350 Accr Exp Suspense

Acer Bxp Other 171,976 Acer Sales and Use Tax -

A-13. Total Current Ligbilities (Lines Al thry 12)

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

Tax Retwm,

{Carry Total forward to next page)




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-34 Rev. 6/95

G. Balance Sheet (cont'd)

Name of Facility License No. Report for Year Ended Page of
Willows Care and Rehabilitation Center 2202-C 9/30/2015 34 | 37
Account Amount
Total Brought Forward: 1,218,071
Liabilities (cont'd)

B.  Long-Term Liabilities
1. Loans Payable-Equipment §femize )

Name of Lender Purpose - Amount
2. Mortgages Payable
3. Loans from Owners or Related Parties (femize)
Name and Address of Lender Amount Loan Date
4. Other Long-Term Liabilities {temize )
LT Debt-Financing Obligation 198,438

B-5. Total Long-Term Liabilities (1ines B1 thru 4)

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

1,416,509




State of Connecticuf

Annnal 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
Willows Care and Rehabilitation Cente 2202-C 9/30/2015 35 [ 37
Account Amount

A. Reserves

1. Reserve for value of leased land

2. Reserve for dépreciation value of leased buildings and appurtenances

to be amortized

3. Reserve for depreciation value of leased personal propertyKquity)

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

5. Reserve for funds set aside as donor restricted

6. Total Reserves
B. Net Worth

1. Owner's Capital

2. Capital Stock

3. Paid-in Surplus

4. Treasury Stock

5. Cumulated Earnings (1,590,278)

6. Gain or Loss for Period 10/1/2014 thru 9/30/2015 (1,532,741)

7. Total Net Worth (3,123,019)
C.  Total Reserves and Net Worth (3,123,019)

D.  Total Liabilities, Reserves, and Net Worth

(1,706,510)




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
Willows Care and Rehabilitation Center 2202-C 9/30/2015 36 | 37
Account Amount

A. Balance at End of Prior Period as shown on Report of 09/30/2014 h) (1,590,278)
B. Total Revenue (From Statement of Revenue Page 30) $ 11,575,657
C. Total Expenditures (From Statement of Expenditures Page 27) $ 13,108,398
D. Net Income or Deficit ' $ (1,532,741)
E. Balance = ' $ (3,123,019)
F.  Additions e

1. Additional Capital Contributed {femize )

2. Other (itemize)
F-3. Total Additions
G. Deductions

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

Name and Address NVo., City, State, Zip ) Title Amount
2. Other Withdrawings (Specify)
Purpose Amount

3. Total Deductions

H.  Balance at End of Period 09/30/15 5 (3,123,019)

J




State of Connecticut
Annual Report of Long-T'erm Care Facility
CSP-37 Rev. 9/2002

L. Preparer's/Reviewer's Certification

Name of Facility License No. Report for Year Ended | Page of
Willows Care and Rehabilitation Center 2202-C 9/30/2015 37 | 37
Check appropriate category
Chronic and Convalescent Nursing Rest Home with Nursing O (Specify)
Home only (CCNH) Supervision only (RHNS) P

Preparer/Reviewer Certification

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

Thomas Faman  Title -Sr. Director of Reimbursement

Signature of Preparer Title Date Signed
T ;
%a}m ST L lestyr O Bonborgimgi™ /) 28/ 207"
Printed Name of Pfeparer

Addres Address

200 Brickstone Square, Andover, MA 01810

Phone Number

978-247-5029

State of Connecticut 2013 Annual Cost Report

Version 12.1




