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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 Mr. Mosier:

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

é . 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 occur: At that time, you will be required fo submita
new reguest for approval based on the modified annual report:

Should you have any questions, please feel free to contact me at (860) 687-0730. .

Brittany L. Hester, Administrative Assistant

-

Sincerely,

CC: Glaudette B. Pickens, CPA
CC: Chris Lavigne

L,“ DEDICATED TO GOVERNMENT HEALTH PROGRAMS 7 Waterside Crassing, Ste 202 | Windsor, CT 06025
T Py 860.687.0790 | pr 8557169377 | £x860.687.0810

. www.mslecom
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b State ofConnectlcut CEEREEELT S
‘Annual Report of Long—Term Care Faclhty
CSP-1 Rev.9/2002

General Information

Name of Facility (as licensed) License No. Report for Year Ended Page of
Stafford Springs CT SNF LLC d/b/a
Evergreen Health Care Center 2081C 9/30/2016 1 37

Administrator's/Owner's Certification

MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN
THIS COST REPORT MAY BE PUNISHABLE BY FINE AND/OR 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

Stafford Springs CT SNF LLC d/b/a Evergreen o . C e
Health Cors Cortes [facility name] for the cost report period beginning

December 29, 2015 and ending September 30, 2016 , and that to the best of
my knowledge and belief, it is a true, correct, and complete statement prepared from the books
and records of the provider(s) in accordance with applicable instructions.

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

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

Signed (Administrator) ‘ Date aner) o Date
Clniotne M- MGk 13|11 /AN,

Printed Name (Administrator) Printed Name (Owner)
Christine M. McKinney Lawrence Santilli
Subscribed and Sworn |State of Date / ‘Comm. Expires
to before me:} /7, -
| @)7/’7 3 / =13/ 150
Address of Notary Public R ( / / /]’“ Crv e ce /L,\,

Bttt T o6en

(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 Street, Hartford, Connecticut 06106

Data Required for Real Wage Adjustment Page of
1A 37
Name of Facility Period Covered: From To
Stafford Springs CT SNF LLC d/b/a Evergreen Health Care Center 12/29/2015| 9/30/2016
Address of Facility
205 Chestnut Hill Road, Stafford Springs, CT 06076
Report Prepared By Phone Number Date
Athena Health Care Associates, Inc (860) 751-3900 2/15/2017
Item Total CCNH RHNS | (Specify)

1. Dietary wages paid..........cceeiriniininiiininiieiiiininanenann.. $
2. Laundry wages paid.........cccoeeveiiiiiininiiiiiiininiiiineinnanan. $
3. Housekeeping wages paid...........cccccouveviniiiniiiiiinininn... $
4.  Nursing wages Paid...........couiuieiiiiininiiieiaeiiriiieaenanens $
5.  All other wages paid...........cocuveiinieeiiiiiiiiiiiiiiaiann, $
6. Total Wages Paid .........................cccoiiiinivininninnnnn, $
7. Total salaries paid.........c.cccveininiiiiiiniiiniiinieiinainnn, $
8.

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

Wages - Compensation computed on an hourly wage rate.

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

number of hours worked.

DO NOT include Fringe Benefit Costs.




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

General Information and Questionnaire
Type of Facility - Organization Structure

Phone No. of Facility Report for Year Ended Page of
860-684-6341 09/30/16 2 37
Name of Facility (as shown on license) Address (No. & Street, City, State, Zip)

205 Chestnut Hill Road, Stafford Springs, CT 06076

Stafford Springs CT SNF LLC d/b/a Evergreen Health Care Center

CCNH RHNS (Specity) Medicare Provider No.
License Numbers: 2081C 07-5326
Type of Facility (Check appropriate box(es))
Chronic and Convalescent Rest Home with Nursing O (Speci
Nursing Home only (CCNH) Supervision only (RHNS) (Specify)
Type of Ownership (Check appropriate box)
[J proprIETORSHIP LLC [ parTNERSHP O prorrcore. ) wow.prOFIT CORP, L covernvent [ 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 0 No If "Yes," explain fully.

Facility purchased on 12/29/2015

Administrator

Name of Administrator Nursing Home

Christine M McKinney Administrator's 001627
License No.:

Other Operators/Owners 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 License No. Report for Year Ended Page  of
Stafford Springs CT SNF LLC d/b/a Evergreen Health
Care Center 2081C 9/30/2016 3 37
State(s) and/or Town(s) in
Legal Name of Partnership/LLC Business Address Which Registered
Stafford Springs CT SNF LLC 205 Chestnut Hill Rd, CT
Stafford Springs, CT
Name of Partners/Members Business Address Title % Owned
Lawrence G Santilli 135 South Rd Farmington, CT 06032 President 54.0000%




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3A Rev. 10/2005

General Information and Questionnaire
Corporate Owners

Name of Facility
Stafford Springs CT SNF LLC d/b/a Evergreen
Health Care Center

License No.

2081C

Report for Year Ended

9/30/2016

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

Name of Directors, Officers

Business Address

Title

No. Shares
Held by Each

Not Applicable

Names of Stockholders Owning at Least
10% of Shares




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3B Rev. 10/2005

General Information and Questionnaire

Individual Proprietorship

Name of Facility License No. Report for Year Ended Page of
Stafford Springs CT SNF LL.C d/b/a Evergreen Health Care
Center 2081C 9/30/2016 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 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
Stafford Springs CT SNF LLC d/b/a Evergreen
Health Care Center 2081C 9/30/2016 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

| 1S | TP Number of meals served to residents

Laundry......oooooiiiiiiiii Number of pounds processed

Housekeeping......o.ocovveiuiniiiiiiiiininiiiiiiiiiiniiniini.e, Number of square feet serviced
Number of hours of routine care provided by EACH

NUSINZ. v et employee classification, i.e., Director (or Charge Nurse),
Registered Nurses, Licensed Practical Nurses, Aides and
Attendants

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

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

Property costs (depreciation)............c.oveeveeinininnnnnn.... Square feet

Employee health and welfare.................................... Gross salaries

Management SErVICeS. .. o.uuuuiniiiiieieanieeiieieienne, 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 th.ls Report, were all O Yes No If "No," explain fully why such allocation was
costs allocated as required? not made.

Not Applicable

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

Not Applicable

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

Yes [ No If "No," explain fully why such allocation was
not made.
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(ILEAE

1720A. Crete Street, Meberly, MO 65270
LEASE AGREEMENT Phene: 800-662-372"9; Fax: 8),00-426-2626
LESSEE LEGAL NAME: Tax ID&. Telephone No
Athena Health Care Associates, Inc. 999959959 8607513900
Bilhing Address’ Equipment Location (if other than Billing Address):

135 South Road, Farmington, CT 06032

135 South Road, Farmington, CT 06032

EQUIPMENT DESCRIPTION: (indicate quantity, new or used and include make, model, serial # and all atiachments — see below and/or attached Schedule A)

Unit Quamtity Description of Equipment Leased Make and Typs Model Number Serial Number
1 Ser Schrod A .-

BASE TERM “TOTALNUMBER OF LEASE END OF LEASE PURCHASE OPTION

IN MONTHS PAYMENTS o Fair market value, plus taxes (@ Advance Paymen: _ $0.00
_____ 10% of Equipment cost, plus taxes 3 i X

A8 48 @ $347.00 (plus taxes) $100 pr‘g ipment cost, p {b) Security Deposit $0.00

(FMY unless another option is selected. You may not exercise a purchase option {¢) Documentation Fee:  $95.00
if you are in dsfait. Tf you exercise a purchase option we will convey all of our ’
right, title and interest in such Equipment to you on an AS-1S WHERE 1S without Totlduea+b+c= $95.00

warranty.)

**If more than one lease payment is required as an Advance Payment, the balance will be applied to lease paymenis in inverse order, starting with the last lease payment.
Your obligation to pay all amounts and perform zll other obligations is non-cancellable, absolute, unconditional and nof subject fo abatement, set-off or defense.

: TERMS AND CONDITIONS

In this agreement (“Lease™), “we,” “our,” and “us” refers to LEAF Capital Funding, LLC a5
Lessor and “you™ and “your” refer to the Lessee. You agree to lease the Equipment upon the
following terms and conditions:

1. LEASE PAYMENTS AND TERM: The Lease is cnforceable on you wpon your
execution. The term of the Lease shall commence on the date the Equipment is delivered to
you {“Lease Commencement Date”). The first Lease Payment shall be due on the date we
specify in the month following the Lease Commencement Date as st forth in our invoice, and
the remaining Lease Payments will be dut on the same day of each subsequent month (each, a
“Payment Date™ until paid in full. The Base Term shall commence on the date one month
prior to the first Payment Date. We may charge you a portion of one Lease Payment for the
period from the Lease Commencement Date until the first day of the Base Term (“Interim

Rent"). The Interim Rent shall be due as invoiced. We may adjust the Lease Payments up to.

15% if the actual costs are different than the estimate used to calculate the Lease Payments.
2. DELIVERY, ACCEPTANCE, USE AND REPAIR: You are responsible for Equipment
delivery and instaliation. Unless you notify us otherwise in writing within 10 days of delivery,
you unconditionally accept the Equipment. You authorize us to fill in the Lease
Commencement Date, serial numbers and other information. You will not move the
Equipment from the above location without our written consent and are respousible for
l‘ taining the Equipment in good repair. We are not responsible for Equipment or vendor
failures,

3, INDEMNIFICATION: You agree to indemnify, defend and hold us harmiess from and
against any losses, damages, penalties, claims and suits, including attorneys’ fees and
expenses related to the ordering, manufacture, installation, ownership, condition, use, lease,
possession, delivery or return of Equipment. .

4. LEASE EXPIRATION, RENEWAL: Unless you notify us at least 90 days prior to the
expiration of the Lease of your election to retarz or purchase the Equipment, this Lease
will renew on & month-to-montk basis at the same monthly Lease Payment until you
cither exercise the purchase option ot provide us with at least 96 days notice and return
the Equipment. If you rerum the Equipment, () it must be to the Iocation we designate and
you are responsible for all retum costs and we may charge & Restocking Fee equal to one
Lease Payment, and (if} you must securely remove all data from any aod all disk drives or
magnetic media prior to retuming the Equipment (and you are solely responsible for selecting
ari appropriate removal standard that meets your business needs and complies with applicable
laws). You will pay us for any loss in value resulting from failure to naintain the Equipment
in accordance with this Lease or for damages incurred in shipping and handling. If you
exercise a purchase option we will convey all of our interest in such Equipment to you on an
AS-IS WHERE IS basis without representation or warranty.

5. LATE FEES AND CHARGES: If any amount is not paid within five (5) days of when
due, you agree to pay us 2 late charge cqual to the lesser of 10% of thé amount past due or the
maximum legal amount. Amounts which are not paid within 30 days of when due shall accrue
interest at 1.5% per month {or if less, the maximum legal rate) until paid. You agree to pay
$25 for each pry by phone and 535 for each retumned payment.

6. NO WARRANTY: We do not manufacture the Equipment and you have selected the
Equipment and the supplier. WE MAKE NO EXPRESS OR IMPLIED WARRANTIES,
INCLUDING THOSE OF MERCHANTABILITY. OR FITNESS FOR A PURPOSE
AND ARE NOT RESPONSIBLE' FOR CONSEQUENTIAL OR INCIDENTAL
DAMAGES. '

7, INSURANCE, RISK OF LOSS: You bear all risk of loss or damage to the Equipment
from its order until it is retumed in the required condition or purchased by you (“Risk
Period™). During the Risk Period you will maintain properly and lisbility insurance on the
Equipment acceptable to us, naming us loss payes and additional -insured. If you do not

provide us with proof of such insurance, we may secure insurance on the Equipment to cover
our interests (and only our interests). If ‘we obtain such insurance, you will pay us an
additional amount for the cost of such insurance and an administrative fes, the cost of which
may be more than the cost to obtain your own insurance and on which we may make a profit.
8. OWNERSHIP AND TAXES: We own the Equipment (excluding licensed softwase). If
you are desmed to own it, you grant us & secutity interest in the Equipment. You authorize us
to file UCC financing statements to confirm our interest. You will pay, when due, all taxes,
fines and penalties relating to the purchase, use, leasing andlor ownership of the
Equipment. For administrative purposes, unless we otherwise direct in writing, you will list
Lesses as the owner of the Equipment for property tax purposes snd file and pay when due
any property taxes relating to the Equipment directly to the taxing authority and provide us
with evidence of compliance. If we pay any taxes, fees or penalties on your behalf, you will
pay us the amount we paid plus an administrative fee. You agree to pay us the documentation
fes specified sbove or if not se specified, the greater of cither $123 or 0.5% of the Equipment
cast. If we require an Equipment site inspection, or you request administrative services, you
agree 10 reimburse our costs. .
9. DEFAULT; If you or any guarantor do not pay ts any amount within ten (10) days of its
dus date, or breach any termms of this Lease, any guaranty or any license relating to the,
Equipment, you will be in default. If you default, we may require you to do any combination
of the following: (a) immediately pay all amounts then due, plus the present value of the
yemaining Lease Payments, Interim Rent and residual value of the Equipment, as determined
by us, discounted at an annual rate of 3%; (b) retumn all of the Equipmant; {(c) aliow us to
the Equipment; or (d) use any and all ternedies avnilable to us under applicable
law. Tf you default, you agree to pay the cost of repossession and our attorney’s fees and
costs. In addition to all other charges and es reimbursement for expenses incurred and not 23
a penalty, we may require you to reimburse us for the phone calls, letters, and any additienal
expense incurred in the collection or servicing of this Lease for you. If we take possession of
the Equipment, we may seli or otherwise dispose of it with or without notice, at a public or
private sale, and apply the net proceeds (afiet we have deducted all costs related to the sale or
disposition of the Equipment) to the amounts that you owe us, You agree that if notice of sale
is required by law, 10 days’ notice shall constitute reasonable notice. You remain responsible
for any amolnts that are due after we have applied such net proceeds. We may apply any
security deposits to your obligations and if you do not default, the balance will be refunded
without interest. .
10, ASSEGNMENT: You bave oo right to sell or assign the Equipment or Lease, We may
sell or assign our rights in the Leass and/or Equipment and the new owner will have all our
rights but will not be subject to any claim or defense you have against us. ’ )
11, ARTICLE 2A: You agree this Lease is a “finance lease” as defined in Article 2A of the
Uniform Commarcial Code. You waive all rights and remedies conferred upou a lessee by
Article 2A. (S08-522) of the UCC, You have received a copy of the Supply Contract or besn
informed of the identity of the Supplier and you may have rights under the Supply Contract
and miay contact the Supplier for a description of these rights. .
12. CREDIT INFORMATION: You suthorize us or any of our affiliates to obin credit
bureau reports, and make other credit inquiries that we deem necessary.
13, CHOICE OF LAW: THIS LEASE WILL BE GOVERNED BY PENNSYLVANIA
1AW, YOU CONSENT TO JURISDICTION IN THE STATE OR FEDERAL COURTS
IN PENNSYLVANIA AND WAIVE ANY RIGHT TO A TRIAL BY JURY.
14. MISCELLANEOUS: This Lease is the parties® entirs agrcement and can be zmended
only in writing signed by both parties. A fax of the-Lease with fax signanwes may be treated
2s an original and will be admissible as evidence. You will usc the Equipment only for
business purposes and not for personal, family or household use.

Tesses Authonized Signature i

ACCﬁE-PTED'_BY\LESSEE: Athena Health Cars fssociats, Te. Print Nm;( Ui, STing . W\(JLU’I’I e T
- (\vtichies MU — “EMail Address, AL C (2]36[cs

),

suretyship defenses and notification if the Lessee is in defanit and consents to any ¢xtensions

and. our affiliates to obtain credit bureay reports and make inquiries regarding undersigned’s
expressly waive any right to a trial by jury:

: YW
PERSONAL GUARANTY: Undersigned guarantees)that Lessee will make all payments and perform all other obligations under the Lease when due. LFudEr'sigue‘d agrees that this is 2
guaranty of payment and not of collection, and that we can proceed directly against undersigned without first proceeding against Lessee of the Equipment. Undersigned also waives all

fees) we incur in enforcing our rights against undersigned or Lessee. If more than one person signs this guaranty, each agrees that his/her lizhility is joint and several. Undersigned authorizes as

or modifications granted to Lessee. Undersigned will pay us all expenses (including attomeys’

persoual credit. You consent to jurisdiction in the State or Federal courts in Pennsylvania and

SIGNED X Print Name; - E-Mail Address:
Accepted by:
: Title: d/ﬂv’aﬁvn; Hana g page 12/31/2015

¥ a.
LEAF Capital Funding, LLC By: ﬂé‘

LEASEO!L 8-20-2012 App=339429



pitney bowes

Your Business Information

PITNEY BOWES LEASE AGREEMENT

llllllllll

Agreement Number

EVERGREEN HEALTHCARE CENTER /ATHENA 942388882
Full Legal Name of Lessee DBA Name of Lessee Tax 1D # (FEIN/TIN)
205 CHESTNUT HILL RD STAFFORD SPRINGS CT 06076-4005
Billing Address: Street City State Zip+4
() ext 22327908863
Billing Contact Name Billing Contact Phone # Billing CAN #
205 CHESTNUT HILL RD STAFFORD SPRINGS CT 06076-4005
Installation Address (If different from billing address) : Street City State Zip+4
Todd Pandaitis (203) 217 2650 ext 22327908863

installation Contact Name

Installation Contact Phone #

Instaliation CAN #

Invoice Attention To
Your Business Needs
Qty} Business Solution Description

Mail Stream Solution -1
DM125 Desktop Mailing System

Lessee PO #

Check additional items to be included in client’s payment

Service Level Agreement

- Provides mai and support for equipment

IntelliLink Interface / PSD for DM125 / DM225

Basic Accounting (10 Dept)

terms apply) - Provides revision updates & technical assistance

5lb Integrated Weighing

Integrated Weighing Platform

Meter Rental
{ ) Value Based Services {notincluding USPS fees which will be charged separately)

X O

Moistener for DM125

pbSmartPostage Free

Purchase Power® - A line of credit providing a convenient way to mail now and pay later.

Professional Installation for DM100/DM125

Consolidate meter postage, permit postage and supplies under one account — see terms

intelliLink Subscription

& conditions

e

Program — f jon in case of loss or damage fo leased equipment

JUCUY JEN NS SRS JUEVS NS Q) PUENY NS B JUY

Digital Access Connection Accepted

{ YYes | want to enroll in the ValueMAX® equipment replacement program

If green products are identified on your Order, the equipment covered by this Ag

{x} No Enrollment (I will provide proof of insurance within the next 30 days as noted in Section
L9)

Your Payment Plan

Initial Term : £33 months
Number Of Months Monthly Amount Billed Quarterly At*
First 63 $63 $189

p that have gone through our factory certification testing process.

( ) Required advance check of $(
( ) Tax Exempt Certificate Attached
( ) Tax Exempt Certificate Not Required

) received

*Does not include any applicable sales, use, or property taxes which will be billed separately; payment plans begin after any applicable Interim Usage Pericd.

Your Signature Below

By signing below you agree to be bound by all the ferms of this Agreement, induding those Ipcated in the Pitney Boves Tems (Version: 10715}, which are
avallable at wawwwpb.comftenrnsconditions and are inosrpomted by eference. You acknowiedge that vou 'may not cancel the Lease (as defined in Section
(4 ofthe Pilney Bowes Terms} for any reason and thatall’ payma:tobi:ga&onsare ancondifional. The Leage will be binding on us after we have completed
our credit and documentation approval process and have signed below The Lease requires you eitherto provide proof of insurance or partidpate in the ValuelMAX
equipment replacement program (ses Section LS ofthe Pingy Boves Tems) for an additional fee.

E-Signed : 01/04/2016 01:05 PM CST

Lpatrz’cz'a 5@4&

)‘p_scoﬂeld@athenahealthcare .com
itle: Purchasing
1P: 50.202.223.126

Tint Name

Sertifi Electronic Signatire

DocID: 20160104130022555

Title

Date

Emait Address
Sales Information

James Burdacki 007

Pitney Bowes Signature

Print Name

Title

Date

Account Rep Name

PBGFS Lease Agreement {(Version 10/15)

District Office

See Pitney Bowes Terms for additional terms and conditions

©E9(1) .’é PfBe.y aﬁlfgﬁi 6&1%8 éﬁgfg’fmey Bowes, Purchase Power and ValueMAX are trademarks of Pitney Bowes Inc. or a subsidiary.

Sertifi Electronic Signature



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

General Information and Questionnaire

Accounting Basis

Name of Facility License No.
Stafford Springs C1 SNF LLC d/b/a
Evergreen Health Care Center 2081C

Report for Year Ended Page of

9/30/2016 7 37

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

Accrual [0 Cash [] Modified Cash
Is the accounting basis for this
period the same as for the Yes [0 No If"No," explain.

previous period?

Independent Accounting Firm

Name of Accounting Firm

1  Marcum LLP

2 Dworkin, Hillman, Lamorte & Sterczala
3
4

Address (No. & Street, City, State, Zip Code)
555 Long Wharf Drive, 12th Floor, New Haven, CT 06511
4 Corporate Dr Shelton, CT 06484

Services Provided by This Firm (describe fully )

1 Audit, Year End Financials & Tax Return $ 26,625
2 Tax Reporting (Disallow) s 2,100
3 s -
4 § -
Charge for Services Provided
528,725
Are These Charges Reflected in the Expenditure Portion of This Report? If Yes, Specify Expense Classification and Line No.
Yes Ll No Pg 15, Lineld
 Legal Services Information
Name of Legal Firm or Independent Attorney Telephone Number

1  Murtha Cullina

2 Goldman, Gruder & Woods, LLP
3
4
5

860-240-6000
203-899-8900

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

1 185 Asylum St Hartford, CT 06103

2 200 Connecticut Ave, Norwalk, CT 06854
3

4
5
Services Provided by This Firm (describe fully)
1 Misc Issues: (Disallow) S 4,163
2 A/R (disallow) $ 4,196
3 3 -
4 M -
5 $ -
Charge for Services Provided
58,359

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

Yes O No Pg 15, Linele
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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
Stafford Springs CT SNF LLC d/b/a
Evergreen Health Care Center 2081C 9/30/2016 9 37
4. Were there any changes in the certified bed capacity during the report year? 0 YES NO
If "YES", provide the following information:
Place of Change Change in Beds Capacity After Change
(Specify) Lost Gained
Date of CCNHRHNS
Change OB (3) M @ (G| O @] (3) |[CCNH RHNS (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 numl

RESIDENT DAYS for 90 days following the change.

ber of

Change in Resident Days CCNH RHNS (Specify)
Istchange... ..ot e
2ndchange.............ooo
3rdchange... ...
dthechange.........oooovvviiiiiiii i e e,
6. Number of Residents and Rates on September 30 of Cost Year
Medicare Medicaid Self-Pay Other State Assisted
Item CCNH CCNH RHNS CCNH RHNS (Specify) R.CH. | ICF-MR
No. of Residents 18 96 20 15
Per Diem Rate
a. One bed rm. 523,81 249.57 424,00 428.93
b. Two bed rms. 523.81 249.57 402.00 428.93
¢. Three or more
bed rms.

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

21,164

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

1,387

1,387

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

35,994

35,994

. Total Occupational Therapy Treatments

39,750

39,750




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
Stafford Springs CT SNF LLC d/b/a Evergreen Health
Care Center 2081C 9/30/2016 10 37
Are time records maintained by all individuals receiving compensation? Yes ' [ No
Total Cost and Hours
Item CCNH Hours RHNS Hours (Specify) Hours

A. Salaries and Wages*
1. Operators/Owners (Complete also Sec. |
of Schedule A1)

2. Administrator(s) (Complete aiso Sec. Il
of Schedule Al)

3. Assistant Administrator (Complete also Sec. [V
of Schedule Al)

4. Other Administrative Salaries (telephone
operator, clerks, receptionists, etc.)

5. Dietary Service
a. 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 64,931 1,746
b. Other Maintenance Workers 80,836 3,604

8. Laundry Service
a. Supervisor

b. Other Laundry Workers

71,559

9. Barber and Beautician Services

10. Protective Services

11. Accounting Services
a. Head Accountant

b. Other Accountants

12. Professional Care of Residents
Directors and Assistant Director of Nurses

&

b. RN
1. Direct Care

841,979

2. Administrative**

384,853

¢. LPN
1. Direct Care

1,065,344

41,064

2. Administrative**

Aides and Attendants

1,905,964

119,806

Physical Therapists

527,625

14,278

Speech Therapists

69.419

1,760

Occupational Therapists

369,330

11,341

Recreation Workers

170,628

e o e

Physicians
1. Medical Director

9,270

2. Utilization Review

3. Resident Care***

4. Other (Specify)

Dentists

Pharmacists

Podiatrists

. Social Workers/Case Management

178,328

7,264

Marketing

olpig|—|rl

Other (Specify)

A-13. Total Salary Expenditures

6,705,989

300,399

* Do not include in this section any expenditures paid to persons who receive a fee for services rendered or who are paid on a contract basis.

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

*** This item is not reimbursable to facility. For Title 19 residents, doctors should bill DSS directly. Also, any costs for Title 18 and/or other

private pay residents must be removed on Page 28.



Stafford Springs CT SN¥ LLC d/b/a Evergreen Health Care Center Attachment Page 10/13
9/30/2016

Schedule of Other Salaries and Wages (Page 10)
S Hours S Hours s Hours
Positon ___ , _____CONH ___CCNH __ RHNS __RHNS __(Specify) (Specify)

5

St

Schedule of Physician: Other Fees (Page 13)

N

-

Schedule of Other Fees (Page 13)

e
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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
Stafford Springs CT SNF LLC d/b/a Evergreen Health
Care Center 2081C 9/30/2016 13 37
Total Cost and Hours
Item CCNH Hours RHNS Hours | (Specify) | 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.....cceevrevininiiireiieeieenieienannnn.

2. Dentist......ccoviiiiiiiiiii 10,260 72

3. Pharmacist.........ccccevivviniiiiiiiiiinninninns 1,250 16

4. Podiafrist......ueeueneniiiiaiiiaieiaiinnnss

5. Physical Therapy

a. ResidentCare..........cooecivvienennn.... 17,782 320
6.
7.

8. Physicians

a. Medical Director (entire facility)

b. Utilization Review
(Title 18 and 19 only) monthly meeting

¢. Resident Care

%%k

d. Administrative Services facility
1. Infection Control Committee
(Quarterly meetings)

559

2. 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

15,042

272

11. Nurses and aides and attendants

a. RN
1. Direct Care

2. Administrative®**

b. LPN
1. Direct Care

31,348

147

2. Administrative***

12. Other (Specify)

See Attached Schedule

B-13 Total Fees Paid in Lieu of Salaries

91,244

1,027

* Do not include in this section management consultants or services which must be reported on Page 16 item M-12 and supported by required information, Page 17.

** This item is not reimbursable to facility. For Title 19 residents, doctors should bill DSS directly. Also, any costs for Title 18 and/or other private pay residents must

be removed on Page 28.

*3> Administrative - costs and hours associated with the following positions: MDS Coordinator, Inservice Training Coordinator and Infection Control Nurse. Such

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



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

B. Report of Expenditures - Professional Fees (Medical Director Detail)

Name of Facility License No. Report for Year Ended Page of
Stafford Springs CT SNF LLC d/b/a Evergreen Health Care Center 2081C 9/30/2016 i3a I 37
Total Cost and Hours
CCNH l Hours | RHNS | Hours | (specify) | Hours

a. Medical Director Detail

Dr Dushyant Parikh $15,003 200 hours



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-14 Rev. 6/95

Name of Facility

Stafford Springs CT SNF LLC d/b/a Evergreen Health Care

Center

Report of Expenditures
Schedule B1 - Information Required for Individual(s) Paid on Fee for Service Basis*
License No. Report for Year Ended | Page of
2081C 9/30/2016 14 37

Name & Address of Individual

Full Explanation of Service

Related** to Owners,
Operators, Officers

Explanation of Relationship

Yes No

HealthDrive Dental Group, 888 Worcester St, Dentist

Wellesley, MA 02482 a

Partners Pharmacy, PO Box 9689 Union, NY Pharmacy Consulting

11555 0

Janet Williams, 100 Bull Hill Rd Colchester, CT Nurse Consultant 0

06415

Athena Health Care 135 South Rd Farmington, Nursing Fill-In 0 Common Owners

CT 06032

Access Therapies, PO Box 823461, Philadelphia, | Physical and Occupational Therapy 0

PA 19182

Dushyant Parikh, 146 Hazard Ave, Enfield CT Medical Director

06082 O

Bay State Family Podiatry, 74 Palomba Drive, Physician

Enfield, CT 06082 O

Greater Hartford Orthoped, 1000 Aslyum Ave, Physician 0

Hartford, Ct 06105

HealthDrive Audiology Group, 888 Worcester St Physician 0

Wellesley, MA 02482
U O
U O
0 O
O O
O 0
0 O
O O
O O
D O
O O
O |
0 |
O (N

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




State of Connecticut

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

C. Expenditures Other Than Salaries - Administrative and General

Name of Facility
Stafford Springs CT SNF LLC d/b/a Evergreen Health
Care Center

2081C

License No.

Report for Year Ended

9/30/2016

Page
15

of
37

Item

1. Administrative and General

a.

Employee Health & Welfare Benefits
Workmen's Compensation................

Total

259,041

CCNH

259,041

RHNS

(Specity)

Disability Insurance........................

Unemployment Insurance..................

160,426

160,426

Social Security (FLC.A)..................

500,827

500,827

Health Insurance............cooovniinene ..

el hciael el el

A0 Rl Bl el R b

Life Insurance (employees only)
(not-owners and not-operators)...........

&

897,352

897,352

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

&

8. Uniform Allowance........ccoovvevennne.n..

40,272

40,272

9. Other (Specify)...cvevuinininniiiniinninn.
See Attached Schedule

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

Bad Debts™. oot

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

28,725

28,725

Legal (Services should be fully described on Page 7)

8,359

8,359

o oo

Insurance on Lives of Owners and
Operators (Specify )*.....cccovvvviieenin.n.

Office Supplies.........ccvvvininiiniiniiinini.

B

Telephone and Cellular Phones.................
1. Telephone & Pagers..............cc.oc.l.

11,120

11,120

54602 54602 |

2. CellularPhones............

360

360

Appraisal (Specify purpose and
antach copy Y*.....ccovveneeneiiinininennn,

s o

Corporation Business Taxes (franchise tax).

Other Taxes (Not related to property - See Page 22)
1. Income*.........ccoceiiiiiiiiiiinnn..

2. Other (Specify)
See Attached Schedule

3. Resident Day User Fee

672,009

672,009

Subtotal

2,633,093

2,633,093

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

(Carry Subtotals forward to next page)




Stafford Springs CT SNF LLC d/b/a Evergreen Health Care Center Attachment Page 15
9/30/2016

Schedule of Other Employee Benefits

e

-

i

Schedule of Other Taxes

oy

-

e

. ; L D . . o e L
S B N i




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

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

Name of Facility License No. Report for Year Ended| Page of
Stafford Springs CT SNF LLC d/b/a Evergreen Health
Care Center 2081C 9/30/2016 16 37
Item Total CCNH RHNS | (Specify)
2,633,0937 2,633,093

Subtotals Brought Forward:

I. Travel and Entertainment
1. Resident Travel and Entertainment........................... $
2. Holiday Parties for Staff...................c.cooeiinl, $
3. Giftsto Staffand Residents............cccovvviiiiiiiinnnnen. $ 7,136 7,136
4. Employee Travel..........coooiuiiiiniiiiiiiiiininiannn $ 2,585 2,585
5. Education Expenses Related to Seminars and Conventions $ 1,778 1,778
6. Automobile Expense (not purchase or depreciation)..... 3 2,246 2,246
7. Other (SPecify ).ee it $
See Attached Schedule
m. Other Administrative and General Expenses v .
1. Advertising Help Wanted (all such expenses )........... $ 4,624 4,624
2. Advertising Telephone Directory (all such expenses )*** $
3. Advertising Other (Specify Y*¥** ...,
See Attached Schedule
4. Fund-Raising™**..............cccviiiiiiiiiiiiiiiiiiiiiiiiiii,
5. Medical Records...........ocovvieiiiiniiiiiiiiniiiinannn,
6. Barber and Beauty Supplies (if this service is supplied
directly and not by contract or fee for service)***.........
J. POSIAZE. ..t
8. Dues and Membership Fees to Professional
Associations (Specify )
See Attached Schedule
8a. Dues to Chamber of Commerce & Other Non-Allowable Org. ***  §
9. SUDSCHPONS. ...uvuinieiiieeieinaniiiiiaiiaaiaanaananns, $ 13 13
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**................. $| 354,545 354,545
13. Other (Specify ) h) 79,528 79,528
See Attached Schedule

C-14 Total Administrative & General Expenditures

$

3,107,264

3,107,264

* 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.



Stafford Springs CT SNF LLC d/b/a Evergreen Health Care Center Attachment Page 16
9/30/2016
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State of Connecticut

Annual Report of Long-Term Care Facility

CSP-17 Rev. 10/97

Schedule C-1 - Management Services*

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

Stafford Springs CT SNF LLC d/b/a

Evergreen Health Care Center 2081C 9/30/2016 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 $493,116 |Contract Attached to a

Farmington, CT 06032 Prior Year See Below

Allocation of the Above $325,457 |Admin/Gen  66% Pg 16, Line 12
$78,899 |Indirect 16% Pg 18, Line 2C
$88,760 |Direct 18% Pg 20, Line 5J

Athena Health Care Assoc., Inc

135 South Road $29,088 [Admin/Gen- Other Exp Pg 16, Line 12

Farmington, CT 06032

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




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

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

(See Note on Page 5)
Name of Facility License No. Report for Year Ended Page of
Stafford Springs CT SNF LLC d/b/a Evergreen Health
Care Center 2081C 9/30/2016 18 | 37
Item Total CCNH RHNS (Specify)
2. Dietary
a. In-House Preparation & Service

1. RawFood....coovinniviiimeaannnnn.. $ 230,545 230,545

2.  Non-Food Supplies...................... $ 34,191 34,191

3. Other (Specify) $ 753 753

Dishes = $753

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

c. Management Services**.....................

$ 78,899

78,899

d. Other (Specify)

2E. Total Dietary Expenditures (2a+b+c+d) $ 344,388 344,388

2F. Dietary Questionnaire Total CCNH RHNS (Specify)

G. Resident Meals:|Tota1 no. of meals served per day:* 433 433

H. Is cost of employee meals included in 2E? Yes [J No

1. Did you receive revenue from employees? 1 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 O No  Ifyes, specify cost. =$713
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) providedto - Yes No  If'yes, specify cost.
employees included in 2E?
O. Is any 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.
**  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
Stafford Springs CT SNF LLC d/b/a Evergreen Health
Care Center 2081C 9/30/2016 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.

Amt. § 129,706 129,706

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

¢. Management Services**.....................
d. Other (Specify)
Supplies = $7,263
3E. Total Laundry Expenditures (3a+b+c+d) 136,969 136,969
3F. Laundry Questionnaire
G. Is cost of employee laundry included in 3E? [J Yes No Ifyes, specify cost.
H. Did you receive revenue from employees? ] Yes No Ifyes, specify amount.
1. Where is the revenue received reported in the Cost Report? (Page/Line Item)
Is Cost of laundry provided to persons other than :
I Yes No  Ifyes, specify cost.
employees or residents included in 3E? L yes, speciy
K. Did you receive revenue from these people? [J Yes No Ifyes, specify amount.
L. Where is the revenue received reported in the Cost Report? (Page/Line Item)
*

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

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



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

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

Name of Facility License No. |Report for Year Ended Page of
Stafford Springs CT SNF LLC d/b/a Evergreen
Health Care Center 2081C 9/30/2016 20 37
Item Total CCNH RHNS (Specify)
4. Housekeeping Sq. Ft. Serviced
a. In-House Care by Personnel
1. Supplies - Cleaning (Mops, Amt. $ 24,370 24,370

pails, brooms, etc.)

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™®............cciiiiiniiinieiinns
d. Other (Specify)

4E. Total Housekeeping Expenditures (4a+b+c+d)....
5. Resident Care (Supplies)**
a. Prescription Drugs***

1. OwnPharmacy...........ccoooeiiiiniiiiiiiannn...
2. Purchased from $ 388,887 388,887
" Partners Pharmacy and Procare Pharmacy
b. Medicine Cabinet Drugs...............cccoevueeenenennn, $ 51,784 51,784
c. Medical and Therapeutic Supplies...................... $ 259,417 259,417
d. Ambulance/Limousine®***. ... ........ccooiiiinnenn.. $ 1,154 1,154
e. Oxygen
1. ForEmergency Use...........ccovviiiuninniniinin.. $
2. Other* ™ $ 23,966 23,966
f. X-rays and Related Radiological $ 32,805 32,805
Procedures®*™*..........cccoiiiiiiiiiii
g. Dental (Not dentists who should be included under  $
salaries Or fees) ..........ccviiiiiiiiieiiiaiiiiieenin,
h. Laboratory*** .. ..........cccciiiiiiiiiiiiiieniii . $ 31,253 31,253
I Recreation......ovviiiviie e, $ 8,365 8,365
j. Other (Specify)**** $i 173,679 173,679
See Attached Schedule ,
5K. Total Resident Care Expenditures (5a - 5j).............. 971,310 971,310

* 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.
*** Facility should self-disallow the expense on Page 29 of the Cost Report.
***% JCFMR's should provide a detailed schedule of all Day Program Costs.



Stafford Springs CT SNF LLC d/b/a Evergreen Health Care Center Attachment Page 20
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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
Stafford Springs CT SNF LLC d/b/a Evergreen
Health Care Center 2081C 9/30/2016 22 I 37
Item Total CCNH RHNS (Specify)

6. Maintenance & Operation of Plant

a. Repairs & Maintenance..................c....coeu.... 151,559 151,559

b, Heat oo e 57,928 57,928

c. Light & POWer......cccvveiiiiiiiiiiiiiiiiiiiiiiian. ., 127,863 127,863

Ao Water. ..o

e. Equipment Lease (Provide detail on page 6)........ 9,609 9,609

. Other (iemize).........ccooveieieeiiiieeeiiiiieeeea, 79,873 79,873

See Attached Schedule

6g. Total Maint. & Operating Expense (6a-6f)............ 426,832 426,832
7. Depreciation (complete schedule page 23*)

a. Land Improvements.............cccooeviiniiniiniiiinens

b. Building & Building Improvements....................

¢. Non-Movable Equipment...........cccoovveiviiinnn...

d. Movable Equipment.............coovviiiiiiiiiiinnne... 60,605 60,605
*7e. Total Depreciation Costs (7Ta+b+c+d)................ 60,605 60,605
8. Amortization (Complete att. Schedule Page 24%)

a. Organization Expense............c..cocoeviiiiiiin.l.

b. Mortgage EXpense.......c.ccoveiiiieiiniineninieiiienns 3,825 3,825

c. Leasehold Improvements.................cocviiinnn. 9,200 9,200

d. Other (SPecify)....euuueeuniiiiniiiiine i,
*Re. Total Amortization Costs (8a+b+c+d)................ 13,025 13,025
9. Rental payments on leased real property less

real estate taxes included in item 10b...................... 540,660 540,660
10. Property Taxes

a. Real estate taxes paid by owner........c.....ccooeeen.n 132,035 132,035

b. Real estate taxes paid by lessor.............ccevennn...

c. Personal property taxes..........coovciuiiiiiiiinnnnnn.
11. Total Property Expenses (7e +8¢+9+10)............. 746,325 746,325

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




Stafford Springs CT SNF LLC d/b/a Evergreen Health Care Center Attachment Page 22
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Stafford Springs CT SNF
LLC d/b/a Evergreen Health : Attachment Page 23
9/30/2016 Page 1

Schedule of Land Improvements Acquired during this report period
Useful
Acquisition Date Description of Item Cost Life  Depreciation

**Ties to Page 23, Line A2
Schedule of Building Improvements Acquired during this report period
Useful
Acquisition Date Description of Item Cost Life  Depreciation

- - *
AW iy RS SRR, ¥
*Ties to Page 23, Line B3
**Ties to Page 23, Line B2
Schedule of Non-Mevable Equipment Acquired during this report period
Useful
Acquisition Date Description of Item Cost Life  Depreciation
tions:
ons:
- *%

**Tjes to Page 23, Line C2




Stafford Springs CT SNF

LLC d/b/a Evergreen Health Attachment Page 23
- . 9/36/2016 . e Page 2
Schedule of Movable Equipment Acquired during this report period
Useful
Acquisition Date Description of Item Cost Life  Depreciation

**Ties to Page 23, Line D2b




Stafford Springs CT SNF Attachment Page 23

9/30/2016 Page 3
‘Schedule of Leasehold Improvements Acquired during this report period - e
Useful
Acquisition Date Description of Item Cost Life  Depreciation

Additions:

**Ties to Page 24, Line C2

*¥




Evergreen Health Care Center
Leasehold Improvements
9/30/2016

DATE VENDOR

DESCRIPTION

YEARS AMOUNT

3/31/2016  Barts Electrical
5/31/2016  Sherwin Williams
7/31/2016  Vasseur Landscaping
12/31/2015 Raintech
3/31/2016  State-wide Electrical
3/31/2016  State-wide Electrical
4/30/2016  Precision Mechanical
5/31/2016  State-wide Electrical
7/31/2016  Write Way Sign
8/31/2016  All Trade Industires
9/30/2016  Total Communication
9/30/2016  Total Communication
9/30/2016  HD Supply
9/30/2016  Kidd-Luukko
9/30/2016  Total Communication
12/31/2015 CDW
6/30/2016  Precision Mechanical
7/31/2016  Procision Mechanical
9/30/2016  Simplex

TOTAL ACQUISITIONS FOR 2016

Magnasium Probe

Wall Paper - Lobby/ Nursing
Landscaping

Maglock

Electrical work & Outlets
Electrical work Circuts & panels
Motor & Recirculator Pump
Light fixtures

Sign

Shower Stall

Phone System

Phone System

Faucet

Roof

Phone System

Walimount Cabinet

Exhaust Fans

Service Sink

Sprinkler pipe replaced

$4,064.49
$5,446.46
$6,912.75
$626.25
$16,040.00
$10,286.32
$1,675.27
$2,443.39
$1,781.36
$15,055.44
$1,019.30
$1,122.72
$1,011.96
$9,250.00
$76,962.60
$651.31
$17,208.37
$1,716.38
$7,975.17

$181,247.54

$16,423.70

$137,274.61
$651.31

$26,897.92

$181,247.54
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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-25 Rev. 9/2002

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

Name of Facility License No. Report for Year Ended Page of
Stafford Springs CT SNF LLC d/b/a Evergreen
Health Care Center 2081C 9/30/2016 25 I 37
11. Property Questionnaire
Part A
If "Yes," complete Part B.
Yes [} No P

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

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

a related party transaction.

Description

Date Land Purchased

Date Structure Completed

If NOT Original Owner, Date of Purchase

Date of Initial Licensure

Total Licensed Bed Capacity

Square Footage

Al EA Bl Ead bad L fon

Acquisition Cost
a. Land

b. Building

Part B - Owner and Related Parties

1.

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

Conventional

If "No," complete Part C.

Date Mortgage Obtained

12/29/15

Interest Rate for the Cost Year

Term of Mortgage (number of years)

25

Amount of Principal Borrowed

9,400,000

mle oo (o

. Principal balance outstanding as of 9/30/2016

Complete if Mortgage was Refinanced
During Current Cost Year

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

9,229,000

Date of Refinancing

New Interest Rate

Term of Mortgage (number of years)

Amount of Principal Borrowed

o Fl ol B g 0

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

Stafford Springs CT SNF LLC d/b/a

Evergreen Health Care Center 2081C 9/30/2016 26 | 37
Item Total CCNH RHNS (Specify)

12. Interest
A. Building, Land Improvement & Non-Movable
Equipment
1. First Mortgage........cooovveeeniniviininininnn.

Name of Lender

Rate

Address of Lender

2. Second Mortgage..........coceviveinriinnnnn..

Name of Lender

Rate

Address of Lender

3. Third Mortgage........c.coooeeiiiiiinian...,

Name of Lender

Rate

Address of Lender

4. Fourth Mortgage..........coceveieiianinnnnn.n.

Name of Lender

Rate

Address of Lender

B. CHEFA Loan Information

1. Original Loan Amount.........c....c.c.......

Loan Origination Date.................c.......

Interest Rate %o....vovviviiiiiiiiiiiiiiinn,

Sl Rl 1

5. CHEFA Interest Expense.......................

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

(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

Stafford Springs CT SNF LLC d/b/a

Evergreen Health Care Center 2081C 9/30/2016 27 | 37
Item Total CCNH RHNS (Specify)

Subtotals Brought Forward:

12. C. Movable Equipment
1. Automotive Equipment......................

A. Ttem Rate

Lender

Address of Lender

2. Other (Specify)....cvvvveeiiiniieiiiannnnn.

A. Item Rate

Lender

Address of Lender

B. Item Rate

Lender

Address of Lender

12. C. 3. Total Movable Equipment Interest
Expense (C1 +2).........cccceiniiiiinnnn.n.

12. D. Other Interest Expense (Specify).....cc......
Vender Interest = $2,543; Bond Fees = $2,777

13.  Total All Interest Expense (12B7 + 12C3 + 12D)...... $ 5,320 5,320
14. Insurance
a. Insurance on Property (buildings only)....... $ 62,588 62,588
b. Insurance on Automobiles...................... $ 995 995

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

2. Fire and Extended Coverage................

3. Other (Specify)...voeeeuininiiiiiiiiiininns

14d. Total Insurance Expenditures (14a+b+c)... $ 63,583 63,583

15. Total All Expenditures (A-13 thru C-14)......... $| 12,623,594 | 12,623,594




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

D. Adjustments to Statement of Expenditures

Page 13 - Professional Fees

Name of Facility License No. Report for Year Ended Page of
Stafford Springs CT SNF LLC d/b/a Evergreen Health Care
Center 2081C 9/30/2016 28 | 37
Total

Item| Page | Line Amount of
No. | No. | No. Item Description D CCNH RHNS (Specify)
Page 10 - Salaries and Wages

1. Qutpatient Service Costs................. $

2. Salaries not related to Resident Care.... $

3. 10 |A12g|Occupational Therapy.................... $ 369,330 369,330

4.} Var | Var |Other - See attached Schedule $ 51,649 51,649

Pages 15 & 16 -

Administrative and General

5.0 13 | B8c |Resident Care Physicians **.............. $ | 559 559
6.| 13 [B10ajOccupational Therapy................... 3 15,042 15,042
7 Other - See attached Schedule........... $

who are not residents.......

| Page 19 - Laundry Expenditures

25 19

3d

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

Page 20 - Housekeeping Expenditures

26.] 20

4d

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

8. 15]1a9 |Discriminatory Benefits...................
9. Bad Debts..........occvviiinininnnn.n.
10.{ 15 |1d&e|Accounting & Legal....................... $ 10,459 10,459
11.; 30 | 1v3 |Telephone.............
12. Cellular Telephone
13. Life insurance premiums on the life
of Owners, Partners, Operators..........
14.1 16 |13 |Gifis, flowers and coffee shops........... 3 7,136 7,136
15. Education expenditures to colleges or
universities for tuition and related costs
for owners and employees................
16. Travel for purposes of attending
conferences or seminars outside the
continental U.S. Other out-of-state
travel in excess of one representative.... $
17. Automobile Expense (e.g. personal use). $
18.] 16 [m2&3Unallowable Advertising *................ $ 7,730 7,730
19. Income Tax / Corporate Business Tax... §
20, Fund Raising / Contributions............... $
21.| 16 | mi12|{Unallowable Management Fees........... $ 214,471 214,471
18 | 2¢ 5 51,993 51,993
20 | 5§ $ 58,492 58,492
22. Barber and Beauty..........................
23.] Var | var |Other - See attached Schedule............
Page 18 - Dietary Expenditures
24.1 18 [2a1 |Meals to employees, guests and others

Subtotal (Items 1 -26) §

799,885

799,885

* All except "Help Wanted”.

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

(Carry Subtotal forward to next page)



Stafford Springs CT SNF LLC d/b/a Evergreen Health Care Center o Attachment Page 28
9/30/2016
Schedule of Other Salaries Adjustment

Page Ref Line Ref Description ’ CCNH RHNS (Specify)

o
L

Schedule of Fees Adjustments

Page Ref Line Ref Descrition v ‘ ‘CC’NH RHNS {Specify)

-
i

Schedule of Other A&G Adjustments




State of Connecticut
Annual Report of Long-Term Care Facility

CSP-29 Rev. 10/2006 o
D. Adjustments to Statement of Expenditures (cont'd)

Name of Facility License No. Report for Year Ended | Page of
Stafford Springs CT SNF LLC d/b/a Evergreen Health Care
Center 2081C 9/30/2016 29 37
Total
Item|Page|Line Amount of
No. | No. | No. Item Description Decrease CCNH RHNS {Specify)

Subtotals Brought Forward $

Page 20 - Resident Care Supplies***

99,885

27.] 20 |{ss1&2fPrescription Drugs....................... $ 388,887 388,887
28.f 20 | sa |Ambulance/Limousine.................. $ 1,154 1,154
29.1 20 | sr |Xerays,efC.....ociiiiiiiiiiniiiinininnn.. $ 32,805 32,805
30.f 20 | sun |[Laboratory............ccceeiiuininnn.. $ 31,253 31,253
31.] 20 | sc |Medical Supplies......................... 5 34,395 34,395
32.| 20 | sez |Oxygen (non emergency)................ $ 23,966 23,966
33.] 20 | s |Occupational Therapy................... 3 2,697 2,697
34.1 var | Var |Other - See Attached Schedule........ $

Page 22 - Maintenance and Property

35. Excess Movable Equipment Depreciation
Var | Var {See Attached Schedule.....................
36. Depreciation on Unaliowable
Motor Vehicles................cooeinnn.
37. Unallowable Property and Real
Estate Taxes......ccovveeniiiineeinennnnnen.
38. Rental of Building Space or Rooms.....
39. Other - See Attached Schedule...........
Page 27 - Insurance
40. Mortgage Insurance........................ $
41. Property Insurance
Other - Miscellaneous :
42, Research or Experimental Activities..... 3
43.] 20 si |Radio and Television Revenue........... $ 16,844 16,844
44.] 30 | vs |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............c...oeeenenn.n.
48.1 30 | 1vs {Interest Income on Accounts Rec........ 5 115 115
49. Other (include personnel and other
costs unrelated to resident care) - See
Attached Schedule......................... $
Not For Profit Providers Only
50.} Var | var {Building/Non Movable Eq. Depreciation
Unallowable Building Interest -
See Attached Schedule.................... $
51. Total Amount of Decrease (Items 1-50) ......... $ 1,397,582 | 1,397,582

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



Stafford Springs CT SNF LLC d/b/a Evergreen Health Care Center Attachment Page 29
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Schedule of Other Ancillary Costs

S




Evergreen Moveable Equipment Carryforward Schedule

TVs
Patient Purchase
Rooms  Price adjmt

Cost Year 2016 2016 Totals
Original
Disallow
Adjustme
nt
Cost $ 3,139 & 500,000
Term 5 5
2016  Deprec $ 314 $ 50,000 $ 50,314
2016 BookValue $ 2,825 $ 450,000 $452,825
2017  Deprec $ 628 $ 100,000 $100,628
2017 BookValue $ 2,197 $ 350,000 $352,197
2018 Deprec $ 628 $ 100,000 $100,628
2018 BookValu¢e $ 1,569 $ 250,000 $251,569
2019 Deprec $ 628 $ 100,000 $100,628
2019 BookValue $§ 941 $ 150,000 $ 150,941
$ 628 $ 100,000 $100,628
$ 313 $ 50,000 $ 50,313
$ 313.00 $50,000.00 $ 50,313
3 - $ - $ -



Stafford Springs CT SNF LLC d/b/a Evergreen Health Care Center cmee “Attachment Page 29
9/30/2016

Schedule of Unallowable Building Interest




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
Stafford Springs CT SNF LLC d/b/a
Evergreen Health Care Center 2081C 9/30/2016 30

Item

I. Resident Room, Board & Routine Care Revenue

1. a. Medicaid Residents (CT only)... SSTORSORRORURUU. | 10,934,815
b. Medicaid Room and Board Contractual Allowance FE everrveeoreerenas $| (4.561,692)] (4,561.692)
2. a. Medicaid (4!l other states)... RURURURRE |
b. Other States Room and Board Contractual Allowance EE eeereerenn $
3. a. Medicare Residents (all inclusive) ..........ccccvivivuiiiiiiiiniiiiniiinn $| 2421468 2,421,468
b. Medicare Room and Board Contractual Allowance **.......c..cuvee... $ 824,803 824,803
4. a. Private-Pay Residents and Other... . $1 3,479,001 3,479,001
b. Private-Pay Room and Board Contraotual Allowance B i, $ (43,731) (45.731)

II. Other Resident Revenue

1. a. Prescription Drugs - Medicare...........cccoeuvevrrrincererenrereecrerieeeresvvennne $ 261,074 261,074
b. Prescription Drugs - Medicare Contractual Allowance **................. $ (261,074)| (261,074)
c. Prescription Drugs - Non-Medicare..........ocovimininnnniiiinnens $ 221,236 221,236
d. Prescription Drugs - Non-Medicare Contractual Allowance **......... $1  (182,306)] (182.306)
2. a. Medical Supplies - Medicare............cocccvevueerecrevreerrernereereereerinrrenens $ 16,395 16,395
b. Medical Supplies - Medicare Contractual Allowance **................... $ (8,860) (8.860)
c. Medical Supplies - Non-Medicare...............ccoccoreveenrrarieerecnerernennnn $ 1,717 1,717
d. Medical Supplies - Non-Medicare Contractual Allowance **........... $ (1,717) (1,717)
3. a. Physical Therapy - Medicare.........c..cceceereceerecreenreerreereeseecrnerecrenens $1 1,042,739 ) 1,042,739
b. Physical Therapy - Medicare Contractual Allowance **................... 3 (887,220) (887,220)
c. Physical Therapy - Non-Medicare.............coeeeriereceerrrierecrercrcenerenenne. $ 381,475 381,475
d. Physical Therapy - Non-Medicare Contractual Allowance **........... $|  (379,035)] (379.035)
4. a. Speech Therapy - MEICAre.......ccoeveeeeverieireenireeerisersseencseneresrssesaas $| 153,125 153,125
b. Speech Therapy - Medicare Contractual Allowance **..................... $1 (127,328)]  (127,328)
¢. Speech Therapy - Non-Medicare.........cceeeiorrnrncncniroieineieeerecenscene $ 51,330 51,330
d. Speech Therapy - Non-Medicare Contractual Allowance **............. $ (48,680) (48.680)
5. a. Occupational Therapy - Medicare...........ccccoeeverevirecrererernernesreerenne. $ 987,969 987,969
b. Occupational Therapy - Medicare Contractual Allowance **............ $ (864,956) (864,956)
c. Occupational Therapy - Non-Medicare...........ccccouereereveerrrrrecerrannnn. $ 351,110 351,110
d. Occupational Therapy - Non-Medicare Contractual Allowance **..., $ (349,110)}  (349,110)
6. a. Other (Specify) - MEdICare........ccoovvveeriveverrererrcieineieceeeessevecrerseneores 3
b. Other (Specify) - Non-MediCare..........ccceoeerrrvrveernverenrsrenreenreereerernens $ 43,572 43,572
M1 Total Resident Revenue (Section Lthru Section IL).............covvvinvnnnn. $| 13,454,120 | 13,454,120

IV. Other Revenue*

1.

Meals sold to guests, employees & others...........c.c.uvvcrvvcecvceverrnnann,

Rental of rooms to non-residents........coeeueeveeeceiceeecrinvereesensneennes

Telephone ..

Rental of Telev151on and Cable Servwes ..............................

Interest Income (Specify)

2,652

2,652

Private Duty Nurses' Fees..

Al Sl Rl ok B

Barber, Coffee, Beauty and Glﬁ shops

8.

Other (Specify)...

1,757

1,757

V. Total Other Revenue (l thru 8)

4,409

4,409

VI. Total All Revenue (111 +V)...

13,458,529

13,458,529

* 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..



Stafford Springs CT SNF LLC d/b/a Evergreen Health Care Center
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Attachment Page 30

Schedule of Other Resident Revenue - Medicare

Related Exp
Page Ref Desqriﬁon ’ CCNH RHNS {Specif’

Schedule of Other Non-Medicare Resident Revenue

Related Exp
Pak e Ref ‘ De;cri ption ___ CCNH ’ RHNS ; (Specify)

Account
Page Ref ‘Ac ount ’ ‘ ‘ Bglance - CCNH RHNS (Specify)

Schedule of Other Revenue

Page Ref Descriptio CCNH RHNS (Specify
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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
Stafford Springs CT SNF LLC d/b/a
Evergreen Health Care Center 2081C 9/30/2016 31 | 37
Account Amount
Assets
A. Current Assets
1. Cash(onhand and in banks)............ccouieiiiiiiiiiiieiiiiiiiiiiiiiieiiiiiiiean, $ 648,124
2. Resident Accounts Receivable (Less Allowance for Bad Debts).....................1$ 1,244,003
3. Other Accounts Receivable (Excluding Owners or Related Parties).................|$ -
I 1 o) 3 L T TR $ 29,224
5. Prepaid Expenses $ 136,239
a. Prepaid Insurance 136,239
b.
c.
d.
6. Interest Receivable.......ccovueiinininieiiiiiiiiiiiiie i
7. Medicare Final Settlement Receivable (2,457)
8. Other Current Assets (itemize) 1,611,703

Wage Enhancement (80.824)
Working Capital Reserve 1,647,527
Renewal & Replacement Fund 45,000
A-9. Total Current Assets (Lines Al thru 8) $ 3,666,836
B. Fixed Assets
| s U« DU $
2. Land Improvements *Historical Cost...... $
Accum. Depreciation Net........
3. Buildings *Historical Cost...... $
Accum. Depreciation Net........
4. Leasehold Improvements *Historical Cost...... 181,248 $ 172,048
Accum. Depreciation {9,200) Net........
5. Non-Movable Equipment *Historical Cost...... $
Accum. Depreciation Net........
6. Movable Equipment *Historical Cost...... 142,313 $ 81,708
Accum. Depreciation (60,605) Net........
7. Motor Vehicles *Historical Cost...... $
Accum. Depreciation Net......
8. Minor Equipment-Not Depreciable............coooiviiiiiiiiiiiiiiiiiieee e $
9. Other Fixed ASSES (JIEMUZE )ueereenenereniieaii ettt ee e e eae e nan e ens $ 574,198
Moveable Equipment Carryforward 452,825
Project Development - See Attached 121,373
B-10.  Total Fixed Assets (Lines Bl thru 9)........ccoooiiiiin $ 827,954

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

(Carry Total forward to next page)



Evergreen Health Care Center
Project Development

FYE 9/30/16

Date Vendor

4/30/2016 ROSE-TISO & CO., LLC

5/31/2016 ROSE-TISC & CO,, LLC

6/30/2016 SHERWIN-WILLIAMS: EVERGREEN
8/31/2016 Sherwin williams

8/31/2016 Sherwin williams

8/31/2016 Sherwin williams

8/31/2016 Sherwin williams

Balance @ 9/30/16

Description

ev-schematic design contract
ev-construction documents
EV-INSTALL FLOORING
Flooring

Flooring

Flooring

Flooring

Amount

$2,600.00
$2,900.00
$95,960.67
$11,778.14
$6,444.70
$1,049.36
$640.57

$121,373.44



State of Connecticut

Annual Report of Long-Term Care Facnhty

CSP-32 Rev. 6/95°

G. Balance Sheet (cont'd)

Name of Facility License No. Report for Year Ended Page of
Stafford Springs CT SNF LLC d/b/a
Evergreen Health Care Center 2081C 9/30/2016 32 | 37
Account Amount
Total Brought Forward:|$ 4,494,790
C. Leasehold or like property recorded for Equity Purposes.
| s F T $
2. Land Improvements *Historical Cost......
Accum. Depreciation Net...... $
3. Buildings *Historical Cost......
Accum. Depreciation Net. .18
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............ocoiiiiiiiiiiiiiiiiiiiii. $
C-8 Total Leasehold or Like Properties (C1 thru 7) $
D. Investment and Other Assets
1. Deferred DepOSits. ... ue ettt ettt a et eeeeaeeaaaaaan $
2. ESCTOW DePOSIES. .. euenttin ettt e e e $
3. Organization Expense *Historical Cost......
Accum. Depreciation Net. .18
4. Goodwill (Purchased Only)..........couiuiiiuiiiiiiiiiiiiiiieieeieeieeeeneanns $ 269,395
5. Investments Related to Resident Care (itemize )

6. Loans to Owners or Related Parties (itemize )

Name and Address Amount Loan Date
7. Other ASSEtS (JIEMIZE ). cuvneneiniiit ittt a s
Defered Finance Fees 47,175
Goodwill 1,954,600

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

...................................

2,271,170

D-9. Total All Assets (Lines A9 +B10 + C8 + D8)

.............................................

6,765,960

* 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 S

G. Balance Sheet (cont'd)

Name of Facility License No. Report for Year Ended Page of
Stafford Springs CT SNF LLC d/b/a Evergreen
Health Care Center 2081C 9/30/2016 33 ] 37
Account Amount
Liabilities
A. Current Liabilities
1. Trade Accounts Payable..........oooiiiiiiiiiiiii e $ 1,007,687
2. Notes Payable (f1emize ). .o $ 1,282,000
Due From Related Party (1,282,000) ’
3. Loans Payable for Equipment (Current portion ) (itemize).........c...ocovun.n..
Name of Lender Purpose Amount Date Due
4. Accrued Payroll (Exclusive of Owners and/or Stockholders only)................ 3 484,436
5. Accrued Payroll (Owners and/or Stockholders only).......cccoovviviiiininin.n. 3
6. Accrued Payroll Taxes Payable............c.oooviiiiiiiiiiiiiiiiiiiiiiii i, $ 23,479
7. Medicare Final Settlement Payable...........ccoviiiiiiiiiiiiieiie i,
8. Medicare Current Financing Payable..................oocviiiiiiiiiiiiiiin,

9. Mortgage Payable (Current POrtion }..........ccouiiiiiieeieiieiiiiiniaeininiininnns

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

11, Accrued INCome Taxes . ...ttt ettt eeeaneearanns

Acc'd Operating Expenses 50,938
Acc'd Expense - Sales Tax 4,057
Provider Taxes Due 229,980

A-13. Total Current Liabilities (Lines A1 thru 12)........cociiiiiiiiiiiiiiiiiiicieiecinnennn

518,577

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

** Interest Bearing - Do Not Include in Return on Equity Calculation.

(Carry Total forward to next page)
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CSP-34 Rev. 6/95 ‘ '

G. Balance Sheet (cont'd)

Name of Facility License No. Report for Year Ended Page of
Stafford Springs CT SNF LLC d/b/a Evergreen
Health Care Center 2081C 9/30/2016 34 | 37
Account Amount
Total Brought Forward: 518,577

Liabilities (cont'd)
B.  Long-Term Liabilities
1. Loans Payable-Equipment (ifemize ).............c.ccovuvieuiriiiiiiainianannn..
Name of Lender Purpose Amount Date Due

2. Mortgages Payable..........ciiiuiiiiiiiiiiiii e
3. Loans from Owners or Related Parties (itemize )........ccoooveveiiiiiiiiininn.n.

Name and Address of Lender Amount Loan Date
4. Other Long-Term Liabilities (ifemize)........................ et eaeeir e, 4,894,514
Notes Payable Related Landlord - 4,894,514
B-5. Total Long-Term Liabilities (Lines Bl thru4)............coooviiiiiiiiiiiiiiiinn. 3 4,894,514

C.  Total All Liabilities (Lines A-13 +B-5).......c. i, $ 5,413,091




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
Stafford Springs CT SNF LLC d/b/a
Evergreen Health Care Center : 2081C 9/30/2016 35 | 37
Account Amount

A. Reserves

1. Reserve for value of leased land.................cooiiiii i

2. Reserve for depreciation value of leased buildings and appurtenances

£0 D AMOTIZEA. ... e e e a

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.............ccoviviiiiiniiininnn....

6. Total ReSEIVES. . ettt ittt ittt et e ie i eie e eieenanees )
B. Net Worth

1. OWNer's Capital.....c.cuuinini it

2. Capital STOCK. ..uiuiniinin it

3. Paid-in SUIPluS. ....cuiieii i e

4. TreaSUNY STOCK. ...ttt e e 657,292

5. Cumulated Earmings.....couiuunei e iiniiiieieii i iies e e iaaraaaanaaaaas (139,358)

6. Gain or Loss for Period 12/29/2015 thru 9/30/2016 834,935

7. Total Net WOorth.....ooiiiiiiiiiiiir it ee e ieeeeeaneneansd 1,352,869
C. Total Reserves and Net WOrth .............ccoooeiiiiiiiiiiiiiieiiiiiieiieiinennenn 1,352,869
D. Total Liabilities, Reserves, and Net Worth ..............c.ccocciiiiiiiiniiiiiininananan. 6,765,960




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
Stafford Springs CT SNF LLC d/b/a
Evergreen Health Care Center 2081C 9/30/2016 36 | 37
Account Amount

A. Balance at End of Prior Period as shown on Report of 09/30/2015 $
B. Total Revenue (From Statement of Revenue Page 30 ) .........cccocevvvininnninn, $ 13,458,529
C.  Total Expenditures (From Statement of Expenditures Page 27 ) .................. $ 12,623,594
D.  NetIncome or DefiCi....ooviireiviiit i et $ 834,935
E.  Balance........cooiiiiiiiiiiiiiiii e e $ 834,935
F.  Additions

1. Additional Capital Contributed (itemize )

Preferred Equity Payments (139,358)
Treasury Stock 657,292

2. Other (itemize)
F-3. Total AddItIOnS. .cuinitiniiii ittt et ettt e e e eeeeaenennns $ 517,934
G. Deductions

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

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

3. Total DedUCtiONS. .. uuiniieiiiintir ettt ettt et eae e ate e e e

H. Balance at End of Period 09/30/16 $ 1,352,869




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

I. Preparer's/Reviewer's Certification

Name of Facility License No. Report for Year Ended | Page of
Stafford Springs CT SNF LLC d/b/a
Evergreen Health Care Center 2081C 9/30/2016 37 37
Check appropriate category
CCNH RHNS Other (Specify)
u O

Preparer/Reviewer Certification

I have prepared and reviewed this report and am familiar with the applicable regulations governing 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 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.

Title Date Signed

DS D

Signature of Pré

0
QN

Printed Name of%parer

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.



