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State of Connecticut

*Annual Report of ] Long-Term Care Facihty A

CSP-1 Rev.9/2002 s s
General Informatlon
Name of Facility (as licensed) License No. 1t for Year Ended P of
Sharen SNF CT LLC, d/b/a Sharen Health Repo e
Care Center 2382 913012016 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.

T HEREBY CERTIFY that I have read the above statement and that [ have examined the

accompanying Cost Report and supporting schedules prepared for
argn SNF CT LLC, d/b/a Sharan Health Cs

gsgs!!‘
October 01, 2015

[facility name] for the cost report period beginning

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.

1 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 XTX 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.

p

/
N ¢ /7
Signed {Administrat Date S@d’ {Ownmer) Date
" Q’ié' 1M / - ig“]/?
infed Name (Administrator) /|Printed Name (Owner)
John Hortsman Lawrence Santilli
Subscribed and Swom |State of |Comm. Expires
to before me: - o
L/@/ 1 3 ! } B/\
Address of Notary Public { g:u(v s Q’c {

. ’imi O OO

(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
Sharon SNF CT LLC, d/b/a Sharon Health Care Center 10/1/2015] 9/30/2016
Address of Facility
27 Hospital Hill Road Sharon, CT 06069
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..........coooiiiiiiiiiiniiiiiniiinieiieeens. $
2. Laundry wages paid..........c.coieiiiiiiiiiniiniitiiiiieeieaaans $
3. Housekeeping wages paid............ccccoiiieiiiiiiiiiiinninn.. $
4. Nursingwages paid..........ccooviiiiiiiiiiiiiiiiiini i, $
5. Allother wages paid...........coeoiiiiiiiiininiiniiiiiiei i, 3
6. Total WagesPaid......................c.ooeiiiiiiiiiiiiiiiaaniinl, $
7.  Total salaries paid.............coeeeeuininiieiiieriiiiieieeieiiiienns $
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
860-364-1002 09/30/16 2 37
Name of Facility (as shown on license) Address (No. & Street, City, State, Zip)
Sharon SNF CT LLC, d/b/a Sharon Health Care Center 27 Hospital Hill Road  Sharon, CT 06069
CCNH RHNS (Specify) Medicare Provider No.
License Numbers: 2382 075379
Type of Facility (Check appropriate box(es))
Chronic and Convalescent N Rest Home with Nursing n .
Nursing Home only (CCNH) Supervision only (RHNS) (Specify)
Type of Ownership (Check appropriate box)
[ proprIETORSHIP LLC 0 paRTNERSHIP O prorrcore. ) non-proFIT coRe. L government O 1rust
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? 1 Yes No If "Yes," explain fully.

Administrator

Name of Administrator Nursing Home

John Hortsman Administrator's 359
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
Sharon SNF CT LLC, d/b/a Sharon Health Care Center 2382 9/30/2016 3 37
State(s) and/or Town(s) in
Legal Name of Partnership/LLC Business Address Which Registered
Sharon SNF CT LLC 27 Hospital Hill Road, CT
Sharon, CT

Name of Partners/Members Business Address Title % Owned
Lawrence G Santilli 135 South Road, Farmington, CT Manager 67.6700%

06032




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3A Rev. 10/2005

General Information and Questionnaire
Corporate Owners

Name of Facility License No. Report for Year Ended Page  of
Sharon SNF CT LLC, d/b/a Sharon Health Care
Center 2382 9/30/2016 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 HI:lOd. ;}:a];zh

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

Sharon SNF CT LLC, d/b/a Sharon Health Care Center

License No.

2382

Report for Year Ended

9/30/2016

Page
3B

of
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
Sharon SNF CT LLC, d/b/a Sharon Health Care
Center 2382 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:

Item Method of Allocation

1D (C e o TN Number of meals served to residents

Laundry...o.ooi i s Number of pounds processed

HOUSEKEEPINE. .o vuvte et it caeainanenaaes Number of square feet serviced
Number of hours of routine care provided by EACH

NUISIIZ. + ettt et e e e neeen ] employee classification, i.e., Director (or Charge Nurse),
Registered Nurses, Licensed Practical Nurses, Aides and
Attendants

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

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

Property costs (depreciation)...........ocveveiuineeiinenennnnns Square feet

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

Management SEIVICES. .. .uuuvrreeerrerevneenrineeirenniaaaneens 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.IS Report, were all 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, Qutpatient Services, Adult Day Care Services, etc.)

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

Not Applicable:No Non-Nursing Home Cost Centers
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Hewlett-Packard Financial
Serilcgs
200 Connell Drive Suite 5000
Berkeley Heights, NJ 07922
888-277-0670

4/29/2016

SHARON HEALTH CARE CENTER
135 SOUTH RD

FARMINGTON, CT 06032

Attn: Michael Mosier

Subject: Business Lease Agreement Number: 522744596928549USA2
Dear Michael Mosier:
Thank you for selecting Hewlett-Packard Financial Services Company for your financial solutions.

We are in receipt of the Final invoice(s) for the above referenced Lease Number. The invoice(s) reflect an
adjustment to the Total Cost originally indicated on the Schedule. The Total Cost has been adjusted from
$28,620.23 to $27,699.18 which is a decrease of $921.15.

@

This change was due to:

DXupfront Taxes
Xlshipping/Handling
Decrease in Equipment
[] other as explained below

As a result of the above, your monthly payments will decrease from $554.56 to $536.71.
All terms used herein and not defined shall have the meanings set forth in the Business Lease
Agreement. All other terms and conditions of the Business Lease Agreement remain unchanged and in

full force and effect.

If you should have any questions or require additional information, please contact me at
richard.b.roma@hpe.com.

Sincerely,

Rick Roma
Contract Administrator



N hase

Hewlett-Packard Financial

200 Connell Drive Suite 5000
Berkeley Heights, NJ 07922
888-277-0670

4/29/2016

SHARON HEALTH CARE CENTER
135 SOUTHRD

FARMINGTON, CT 06032

Attn: Michael Mosier

Subject: Business Lease Agreement Number: 522744596928549USA2
Dear Michael Mosier:
Thank you for selecting Hewlett-Packard Financial Services Company for your financial solutions.
We are in receipt of the Final invoice(s) for the above referenced Lease Number. The invoice(s) reflect an
adjustment to the Total Cost ariginally indicated on the Schedule. The Total Cost has been adjusted from
$28,620.23 to $27,699.18 which is a decrease of $921.15.
This change was due to:
Xupfront Taxes
Xlshipping/Handling
Decrease in Equipment
[[] other as explained below
As a result of the above, your monthly payments will decrease from $554.56 to $536.71.
All terms used herein and not defined shall have the meanings set forth in the Business Lease
Agreement. All other terms and conditions of the Business Lease Agreement remain unchanged and in

full force and effect.

If you should have any questions or require additional information, please contact me at
richard.b.roma@hpe.com.

Sincerely,

Rick Roma
Contract Administrator



k)

Hewlett-Packard Financial Services Company

V ":_;‘Oiu\;j;l HQL‘!

Lessee (Complete Legal Name); SHARON SNF CT, LLC

Lease Agreement Number: 522744586928545USA2

Business Lease Agreement

This lease (including the attached Schedules A and B, this *Lease") refers
throughout to Lessee as “you” or “your” and to Lessor as “we”, *us” or "our”,
In consideration of our purchase of the squipment described on Schedule A
(the *Equipment™), you hereby lease the Equipment from us for your business
purposes only (and not for personal, family or household purposes), subject
to all terms and conditions of this Lease, You acknowledge that you selected
the vendor as Identified in Schedule A (the *Vendor®) and all such Equipment
without our assistance. You agree that this Lease Is a net [ease 50 you
will pay, by Lease payment Increass or upon our demand, al} costs,
faes, taxes (e.g. property, sales and use taxes) or other charges
connectad with the Lease and the Equipmant, as well as all costs for
Insurance, ropairs, maintenance, shipping, and filing fees. You authorize
us to adjust your Lease payment by up to ten percent (10%] if the actual total
cost of the Equlpment at acceptance varies from the original estimate, Lease
paymenis-shall commence on the Acceplance Date, as defined bejow, and
are due In advance or aears each monthly or quarterdy period (*Period”)
during the Lease term on the monthly or quaredy anniversary of the
Acceptance Dale, all as specified In Schedule A . You agree to pay a one-
lime documentalion fee In the amount specifled In Schedule A with the first
Lease payment to cover account-setup costs. If you do not elect to elther
purchase the Equipment, rensw the Lease or retum the Equipment by the
end of the Leasa lerm In accordance with the terms of Schedule A hereto, or
you fail to comply wilh your obligations arising from the election, you will
continue to pay the original Lease payments for any full or partial Period that
you keep the Equipment. if you have selectsd elther a FMV ora 10% End of
Term Purchase Optlon (as Indlcated ‘on Schedule A), then we and you Intend
this Lease lo be a “Finance Lease" as defined In Articie 2A of the Uniform
Commerclal Code (as enacled and In effect in any applicable Jurisdiction, the
*UCC™) and you aulhorze us to fila a UCC financing statement o give public
notice of our ownership of the Equipmant, If you have selecled & $1.00 End
of Term Purchase Option orif this Lease is otherwise deemed to ba a "lease
intanded for security’, then {o secure payment and performance of your
obligations under this Lease, you hereby grant us a purchase money security
Interest In the Equipment and In all attachments, accessories, additions,
products, replacements, and proceeds (including Insurance proceeds) to and
of the Equipment, as well as a sscurity Intergst in any other equipment we
have leased {o or financed for you, and you authorize us fo fila a UCC
financing statement to perfect such securty Interest. You hereby appoint us
as your altomey-in-fact to: () sign any UCC financing stalements in your
name, () modify Schedule A to reflect any Lease payment adjustment
provided for above and to complete or modify any Equipment descriplion In
Schedule A or any related document to accuralely describe the Equipment
actually accepled by you, and (ill) camect all typographical, derical or legal
name ertors discovered in any or all of the documentation required In
connection with this Lease and execute or Initfal alf such documeniation
correclions In your name,

EXCEPT AS TO QUIET ENJOYMENT, WE MAKE ABSOLUTELY NO
REPRESENTATIONS OR WARRANTIES, EXPRESSED OR IMPLIED,
INCLUDING NO WARRANTY OF MERCHANTABILITY OR OF FITNESS
FOR A PARTICULAR PURPOSE. You can only make any claim relaling to
the Equipment against the Vendor or manufacturer, and you waive any such
clalm against us, We hereby assign any Equipment wamanties during the
Lease lemm for your exercise at your expense, WE WILL NOT BE LIABLE
FOR INCIDENTAL, SPECIAL, INDIRECT, OR CONSEQUENTIAL
DAMAGES, YOU AGREE TO MAKE PAYMENTS TO US WHEN DUE,
UNCONDITIONALLY, WITHOUT ABATEMENT OR OFFSET FOR ANY
CAUSE AND REGARDLESS OF ANY PROBLEMS WITH THE
EQUIPMENT, VENDOR, OR US AND YOU WAIVE ANY CLAIM OR
DEFENSE TO ANY LEASE PAYMENT.

You agree lo indemnify us against third party claims or other loss or
damages, Including altomeys’ fees, arsing directly or Indireclly oul of
Equipment defects, use, or operation, and whather arising oul of breach of
contract, torl, or slrict or product Hability, You agree not to move the
Equipment or {o {ransfer, sell, subleass, or encumber either the Equipment
or any rights under this Lease without our prior wiitten consent, We may
freely assign our rights and interests under this Lease without natice to you
or your consent, You agree that our assignee will have the same rights and
remedies as we do and that our assignee's righ!s will not be subject to any
claims or defenses you may have against us, You and any guarantor hereby
authorize us to share information about you and any guarantor (including
personally identifiable information) with our assignees, poteatlal assigness,
the Vendor and other third parties providing services o us.

We own the Equipment and, unfess you have seiected a $1.00 End of Term
Purchase Option, we retain ali benefits of ownership and you agree not to
take any posilion inconsistent with our ownership., We may Inspect the
Equipment and altach Equipment ownership labels. You are solely
msponsible for the inslallation, operaion, and maintenance of the
Equipment, will keep It In good condition, will use it In compitance with

e - 200 Connell Drive, Suite 5000 - -

Berkeley Heights, NJ 07922

applicable law, and will nol aftach it lo bullding fixtures. You bear all risk of
loss or damage to or from the Equipment arising prior to its retumn to us and
will have It duly insured against all risk of loss and damage up o the grealer
of Its replacement value or the Stipulated Loss Value (as defined below) and
against public Hability for bodily injury or damage to properly arising in
C ction with the Equipment. You will provide to us a certificate showing
that you have such Insurance coverages, naming us as loss payee. Upon the
accurrence of any loss or imeparable damage to the Equipment (“Casually
Loss™), you agree to Immediately (c) replace the affected Equipment with
equipment of equivalent or better value and supplied by a manufacturer
scceptable lo us or (d) pay us an amount (*Stipulated Loss Valus™) which Is
the sum of (1) all arears in Lease payments as of the date of payment of the
Stipulated Loss Value, if any (fl) all Lease payments payable from the date of
payment of the Slipulated Loss Value up untll expiry of the term (discounted
al & rate equal lo the 3% per annum (the “Discount Rate"), compounded
monthly) and (ill) an amount calculated by mulliplying the Equipment Total
Cost with the applicable percentage specified in the next senfence. The
applicable percentage will be 40% for Equipment having an initlal Term of
Jess than 24 months; 35% for Equipment having an initial Term of 24 months
or greater, but less than 36 months; and 30% for Equipment having an Iniiial
Term of 38 months or grealer.

You do not and will not: 1) export, re-export, or transfer any Equipment,
softwars, source code or any direct product thersof to a prohibiled
destination, or to nationals of proscribed countries wherever lacated, without
prior authorizatlon from the United States and other applicable govemments;
and 2) use any Equipment, software or lschnology, technlcal data, or
technlcal assistance related therato or the products thereof in the design,
davelopment, or production of nuclear, missila, chemical, or biological
weapons or {ransfer the same to a prohibiled deslination, or to nationals of
proscribed countries, without prior authorization from the United States and
olher applicable govemments. You are not an entily or person designated by
the United Statss government or any other applicable govemment with which
transacting business without the prior consent of such govemment Is
prohibited,

You are famifiar with the U.S. Forelgn Corrupt Practices Act, the UK, Bribery
Act, and other analogous anti-corruplion legisiation in other jurisdictions In
which you conduct business or which otherwise apply lo you, and with refated
reguistions (colleclively the “Anti-Corruption Laws®). You shall not in
connection with this Lease; () make any Improper payment or lransfer
anything of value, offer, promisa or give a financial or other advantage or
requast to, or agrae to receive or accept a finandal or olher advantage from,
elther directly or indirectly, any government official or govemment empioyee
(including employeas of a government corporation or public intemational
organization) or to any polieal party or candidate for public office or fo any
other person or enlily with an intent to obtain or retain business or ctherwise
gain an improper business advantage; or (i) take any action which would
causs us to be in violallon of any AnU-Corruption Laws. You shall promplly
notify us If you become aware of any violation of the representations and
covenants set forth in this paragraph.

If you do ot pay or pesform any obllgalion under this Lease within 10 days
of when such payment or performanca is dus, or you or any guarantor dle,
become Insoivent or unable to pay debts when dus; stop doing business as
a going concern; merge, consolidate, transfer all or substaniially all of your
assets; make an assignment for the benefit of creditors, file bankrupley,
appoint a trustee or recelver or undergo a material adverse change In your
financial or oparaling condition, we can do any or all of the following: (1)
accelerate without notice alf payments provided for in this Lease (discounted
at the Discount Rata), (2) Immediately repossess the Equipment or {(absent
Equipment repossession or relum) claim a further amount equal {o Stipulated
Loss Value from you, (3) collect all costs of collection, Including any bad
check charges and reasonable attorneys’ fees, (4) collect lost tax benefils
and all unpald amounts due hereunder, (§) sell or relet the Equipment, and
(8) exercise all other remedies at law or aquily, if we do not recsive any
payment when due, you will pay a one-lime late charge on any overdue
payment equal to the greater of $.10 per dollar for each late payment, or $15
{lo compensate for the cost and expense of collecting and processing the
fate payment), plus a charge of 1 1/2% of the late payment for every month
after the first month In which the payment Is [ate (for damagss Including our
Inability to reinvest the Iale amount), but in any case, never to excaed more
than the maximum charge allowed by law. In addition, If you are definquent
in payment, you agree (o pay the actual out-of-pocket expenses Incured by
us In our collection efforls (Including, but not Himitad to, any bad check
charges), Your payments may be applied, as we elect, first {o the oldest
amount due. Our action or failure to act on any one remedy shall not
constitute an efection of such as our sole ramedy. Any provision of this Lease
Is severable if unenforceable. Any action or clalm by you against us shall be
cammenced within one year after the cause of action arisas or be forevar
barred.

You agree to sign such other documents and take such other actions as we
may require to accamplish the intent and purpose of this Lease. All of your
reprasentalions, wamentfes and obligations hereunder shall survive the
termination of this Lease. All notices, demands and other communications
required lo be given under this Lease shall be in wiiling and shefl be deemed
to have been given If delivered personally or mailed via ceriified mail ora
natienally recognized ovemight courier service,
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EXECUTED AND PERFORMED IN THE STATE OF NEW JERSEY AND
SHALL BE GOVERNED BY AND CONSTRUED IN ACCORDANCE WITH
THE LAWS THEREOF. TO THE EXTENT NOT PROHIBITED BY
APPLICABLE LAW, THE PARTIES HERETO EXPRESSLY WAIVE ALL
RIGHTS TO A TRIAL BY JURY IN ANY JURISDICTION, YOU WAIVE ANY
STATUTORY PROVISIONS WHICH CONFLICT WITH THE TERMS OF
THIS LEASE, INCLUDING BUT NOT LIMITED TO UCC ARTICLE 2A
SECTION 303 AND SECTIONS 508 THROUGH 522, You acknowledge
that neither any Vendor nor any Equipment salesperson Is an agent of
ours nor are they authorized to walve or alter the terms of this Lease,
Thelr representations in no way affect any of our rights and obligations
as herein set forth, If an E-Signature Rider Is executed and delivered to us
In connection with this Lease ("E-Rlder”), such E-Rider will apply In the event
this Lease and the Delivary and Acceplance Certificate (if requested) ars
submitied to you for electronic execution, You agres that an executed copy
of this Lease bearing our original manual signatura and yourslgnamre {either

---- - =200 Connell Drive, ¢
Berkeley Heights, NJ 07922

v S
R [ A [
hed\aaz d

TIME IS OF THE ESSENCE. THIS LEASE SHALL BE DEEMED FULLY

Read Céréfully Before Signing

This lease {s non-cancellable and is our ful} and final agreament, merging afl
prior understandings, and cannot be modified or terminated except by a
written agreement signed by you and by a corporate officer of our company.
You warrant lo us that you have recelved, reviewed and approved your
vendor's wrilten supply contract covering the equipment terms of sale and
waranties. You hereby authorize us {o purchase the equipment in rellance
solely upon your statements herein, By your initlals below, you shall be
deemed to have imevocably accepted the equipment 10 business days after
shipmen! of the squipment o you unless we raceive your written rejection
prior {6 the end of the 10-day period, However, you agree to execute and
dellver to us a dellvery and acceptance cerlificate upon our request.
“Accaplance date” means the first business day following the explration of
such 10-day pesriod or such other dale set forth in any delivery and
acceptancs certificate requested by us. The term of {his lease shall begin on
{he acceptance dale.

an original manual signature or such signature reproduced by ofa
refiable electronic form, such as a photocopy, facsimile or, i you have
executed this Lease elecironically pursuant to an exscuted E-Rider, a
printout of this Lease from our systems bearing your electronic signa(ure)
shall be marked "Original" by us and shall constitute the only original
document for all effective purposas; all other copies shall be duplicates, To
the extent this Lease constitules chattel paper (as defined in the UCC}, no
sacurily Interest In this Lease may be created excepl by possassion or
transfer of the execuled copy marked "Original® by us,

You acknowledge that certain personal information may be communicated to
us In the course of the performance of the Lease and will be used by us lo
administer our- righls and obligations under the Lease and any other
agr tered into beh you and us, You confirm that you have
obtained any requisite consent to the disclosure and processing of such
information by us for that purpose. All such personal data will be processed
In accordance with the Hewlatt-Packard privacy pollcy in force from ime to
fime (available at www.hp.com). You authorize us to share information
rejated 1o this Lease with our affiliates for any reason and any third party as
necessary to fulfill our obligations under this Lease,

By signing and Initlaling a copy of this Lease where required below
{eithar on paper or electronically} and providing the deposit account
informiation required by Schadule B, you are agreeing to all of the terms
and conditions of this Lease, Including the terms and conditions
contalned in Scheduiss A and B and Annex 1, sach of which is hereby
incorporated by reference into this Business Lease Agresment. This
Lease shall bacome effective upon our acceptance hereof but we will
have no obilgation to purchase the Equlpment until you have accepted
it as set forth below,

LESSEE SIGNATUREHE

ND BELOW*

ey’ v o

Print Name and Title of Signatory:

Micknel € Mosier: D b o

*LESSEE (INITIAL) X '/(/( /
DATE:, / // é

ACCEPTED BY!
COMPANY?

Y

“PAC FINANCIAL SERVICES
BY:

DATE: ‘//Z ‘fl// é
Guaranty

In consideration of this Lease of Equipment to Lessee, and lo be legally
bound, the underslgned (*Guarantor”) personally, ievocably and
uncondluonally guarantees payment and performancs of, and as a primary
deblor agress fo be joinlly and severally Hlable for (without becoming entilled
to the bensfils of) all obligations under this Lease untll such obligations are
satisfied. WE MAY PROCEED AGAINST THE GUARANTOR IN THE FIRST
INSTANCE WITHOUT RESORTING TO OTHER REMEDIES, AND THE
GUARANTOR WAIVES ANY STATUTORY OR QTHER RIGHT TO
REQUIRE OTHERWISE. Guarantor waives subrogation rights; waives
defenses and rights relating lo Impalrment, invaildity, modification, extension
of the Leass, or relafing to substitution, dishonor, release or compromise of
Lessee; walves demand, protast, presentment; and waives all notices related
to any of the foregomg Guarantor shall pay all cosis of enforcement and
flection Incl ! fees. THIS GUARANTY SHALL BE
GOVERNED BY THE LAWS OF NEW JERSEY. GUARANTOR
CONSENTS TO THE PERSONAL JURISDICTION AND VENUE OF
FEDERAL AND STATE COURTS IN NEW JERSEY, THE PARTIES
HERETO EXPRESSLY WAIVE ALL RIGHTS TO A TRIAL BY JURY.

GUARANTOR SIGNATURE HERE:

Name Address

8Soc, Sec#:

tAuthorized to do business In the name of Hewlat-Packard Finandial
Services Company Inc. in Alabama and New Yark.
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Schedule A to Business Lease Agreement Lease Agresment Number: 522744596928545USA2

-~ Hewlett-Packard Financial Services Company

Lessee (full legal name): SHARON SNF CT, LLC

Billing Address: 135 SOUTH ROAD, FARMINGTON, CT 06032, UNITED STATES

Tax ID Number:

Telephone Number (including area code): Fax Number (including area code):
Equipment See Attached Annex 1 to this Schedule
Description:

Equipment Location: (if different from Billing Address)
27 HOSPITAL HILL RD, SHARON, CONNECTICUT, 06069, UNITED STATES

Vendor Information: CDW Government, inc
Term: 60 End-of-Term Option: Periodic Lease Payment: Tax on Periodic
Period: Monthly DOLLAR QUT $554.56 Lease Payment (if
Payable; Amrears applicable): "
$35.21 $39.01

Advance Lease Payment: Tax on Advance Lease Documentation Fee:

Payment (if applicable) $100.00
The payment of any Advance Lease Payment reflected herein shall Total First Payment:
be a condition to Lessor's agreement to this Lease and may include
either or both of the following; (a) applicable taxes, and/or (b) any $688.77
cther "Down Payment® (defined herein below). *Down Payment” (The Total First Payment shall include any Advance
shall mean such amount determined by Lessor required upon the Lease Payment, the first Periodic Lease Payment, any
execution of this Lease and shall be credited against the original applicable taxes, and the Documentation Fee.) )
cost of the Equipment leased under this Lease, ! :

Lessee's end of term options:

if you have on a limely basis fully complied with ail the terms and conditlons of this Lease, you may choosa to exercise ane of the following options upon the
nalural expiration of the term or any extension or renewal lerm on an “all or none” basis as to each optlon, provided however, you must give us written nolice
not less than ninety (80) days before expiratlon of the relevant term;

1. PURCHASE OPTIONS: You may purchase the Equip for the Purct Pricoe (as dsfined balow) on an “as-ls, where-Is* basis, without any
representations or warrantles, including no warrantles of merchantability or fitness for a particular purposs, “Purchase Price” means (a) if you have selecled a
FMV End of Term Purchase Option (as Indicated above), the then *Falr Market Value® (as definad bslow) of the Equipment (plus all applicable laxes), or {b) If
you have sslected a 10% End of Term Purchase Option (as indicated above), an amount equal to ten percant (10%) of the original Equipment cost (plus all
applicable taxes), or () if you have selectad a $1.00 End of Term Purchase Option (as indicated above), an amount equal {o one dollar ($1.00) (plus all
applicable taxes), *Fair Markat Value™ means the prica that a willing buyer (who is nelther 2 lessee In possession nor a usad equipment dsaler) would pay for
the Equipment in an arm's-length transaction to a willing seler under no compulsion to seif; provided, however, that in such datermination: (i) the Equipment
will be assumed to be In the condition in which it is required to be mainialned and retumed under this Lease, (il} In the case of any Installed Equipment, that
Equipment shall be valued on an installed basls, and (i) costs of removal from the current location shall not be a deduction from such valuation, If you and we
are unable lo agree on the Falr Market Value of the Equipment at least thirty (30} days before Lease explration, we will appoint an independent appraiser
(reasonably acceptable to you and at your sxpense) to determine the Fair Market Vaius and such appraiser's determination will be final, binding and conclusive.

2, RENEWAL OPTION: You may renew the Lease at the then Fair Marke! Rental Value, "Fair Marke! Rental Value" means the amount of periodic rent that
would be payable for the Equipment in an arm's length transaction between an informed and willing lessee and an informed and willing lessor, nelther under
compulsion to lease, Such amount will not be reduced by the costs of removing any Equipment from Iis current location or moving it lo a new locallon. in the
avent of such an election, Lessee shall enter into a mutually agresable renewal agreement with Lessor on or before the last day of the then applicable lerm
confirming the period for which the Leasa Is to ba renewed (the "Renewal Term"), and the amount of Rent and the ¥mes at which such Rent Is lo be payable

during the Renewal Term.

3. EQUIPMENT RETURN OPTION: You may returm the Equipment, at your expensa, o a jocation designated by us on or before the last day of the Lease
term. Upon return, the Equipment must be In the same condilion as when yau first received it (excepling only reasonable wear and tear) and Include all original
parts, attachments and accassorias, For all Equipment to be retumed to us, you agree {o (a) remove any of your labels, lags or other idenifying marks on the
Equipment and wips clsan or permanently delete all data contained on the Equipment, Including without Emitation, any data contained on Intemal or extemal
drives, discs, or accompanying medla, and {b) pack the Equipment In accardance with the manufacturer's guldelines. You must also retum to us all copies of
any operating syst t (Including any certificate of authenticity) you recelved with the Equipmant.

4. AUTOMATYIC EXTENSION. IF THE LEASE DOES NOT CONTAIN A $1.00 END-OF-TERM PURCHASE OPTION, AND YOU FAIL TO DELIVER TO US THE END-
OF-TERM NOTICE NOT LESS THAN NINETY (90) DAYS BEFORE THE EXPIRATION OF THE RELEVANT TERM, THEN, WITHOUT ANY ADDITIONAL NOTICE OR
DOCUMENTATION, THE THEN RELEVANT TERM SHALL BE AUTOMATICALLY EXTENDED FOR SUCCESSIVE CALENDAR MONTHS WITH RESPECT TO ALL
JTEMS OF EQUIPMENT SUBJECT 7O THIS LEASE THROUGH THE END OF THE CALENDAR PERIOD FALLING AT LEAST 90 DAYS AFTER THE DATE YOU
SHALL HAVE DELIVERED TO US AN END-OF-TERM NOTICE WiTH RESPECT TO THIS LEASE AND ALL OTHER PROVISIONS OF THE LEASE SHALL CONTINUE
T0Q APPLY. IF YOU DELIVER SUCH END-OF-TERM NOTICE, BUT SHALL HAVE SUBSEQUENTLY FAILED TO COMPLY WITH ITS OBLIGATIONS ARISING FROM
THE ELECTIONS SPECIFIED THEREIN; THEN THE THEN APPLICABLE TERM OF THIS LEASE SHALL, WITHOUT ANY ADDITIONAL NOTICE OR
DOCUMENTATION, BE AUTOMATICALLY EXTENDED. FOR EACH CALENDAR PERIOD THAT THE THEN APPLICABLE TERM OF THIS LEASE IS SO EXTENDED,
YOU SHALL PAY TO US LEASE PAYMENTS IN AN AMOUNT EQUAL TO THE PERIODIC LEASE PAYMENT IN EFFECT IMMEDIATELY PRIOR 70 SUCH

EXTENSION AND AWOV!S!ONS OF THE LEASE SHALL CONTINUE TO APPLY.

Lessee (nitial): ie
[/
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Hewlett-Packard Financial Services Company

200 Connell Drive, Suite 5000
Berke!ey Heights, NJ 07922

Annex 1 to the Schedule

Equipment Schedule Number 522744596928549USA2 Forming Part of Lease # 522744596928549USA2 between
Lessor Hewlett-Packard Financial Services Company and Lessee SHARON SNF CT, LLC

g FYE-1000E-T-B0L-331-12
Cormiract Prernier - Yankee Abance
F?-{T-ISJ

Elecironic dutriburon - HO MEDIA

FORTINET 1YR 8X5 FC FORTIVCICEENT 1960133 1901723
WigR: FVEQQ00S-T-B0L-11 112
Contract: Pranier « Yankee Afiancs
PP-IT -133

Becronic distitedion ~ KO NEDIA

0 3133388 FORTINGT FORTIFONE 2001 WHKEY 38,08 £64.00

gk FON-2008

Contract, Premist - Yankew ASizace

PP4T-133

2807324 FORTMET IP PHONEDISR B 204.50 409,00

Migh; FORMTO

Contract: Premier - Yankae Afiance
PPAT-133
3 ALK FORTIET FORTIFONE E700 KANOSET 131.00 363.00
Wefg¥: FONBTOL
Contract; Premies - Yankee Aliance
PPLT133
FORTINEY FORTIFONE FF-ST0I NDSET 100 I 30200
Wigs FONSTD
Contraer, Pretuier - Yankes ARiance
PPAT-133. 3
1 2993048 FW%RHFONE EXPANSION MOOLLE 4528 3525

MigE:
: Conlyact MARKET
2 3048057 FORTINET 1YR 247 FC HAT.00 108520
&Bﬁ' FO-10-FVET 12470242
-Yankex ASiance

1 3851741 FORTINET §YR 8X5 FC FORTIWVOICEENT ) 198173 |, 1.001.73

*

§
:

PPJT-!33
1 3044080 FORTINET FYC EXPANSION MOD WiPR BTH 170.51 1705

2 IDFIZAL FORNNET FORTIFONE 400! WiD KEYS W72 3334

§

Contrawt. Prerver - Yankee ARiacce
PPIT-133 .
6 304128 FORTINET FORTIFONE 3701 130,87 4,158,482
Mg FONI?0!
Contract: Prernier - Yankee Alliarce :
PRIT-133
24 2254500 FORTINET TRAVEL CREDIT 110.00 2,630.00
’ WV“ FP-10-TECO 1-000-00-00

Contract Premier- Yankee Afance
PPIT-133
¥ TIREIRY FORTIRET URSITE RESUURLE SVC ZUSGIRT e
Rifg FP-10-PS001-200-01-01¢
Conirack: Premier » Yankes A3fance
. PPIT-123
2 Lhess GRANDSTREAM 48-PORT FXS VOIF GTWY 1,016.70 203340
M2 BE-GXRH4E
Cortract: Premier - Yankee A¥iance
PRIT-133

Shipping $58.75
Total Amount  $28,620.23

The described items Wl theEquipment covered by the above referenced lease.
Lessee (initial): X__-
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Fax Server 67872016 12:39:28

PM PAGE 3/004 Fax Server

OLEAF

27 Hospital Hill Rd, Sharon, CT 06069

ASE 'EME 1720A Crefe Street, Moberly, \IO 65270
LEASE AGRFEMENT Phone: §00-662-3759, Frx: 800-426-2626
LESHEE LEGAL NAME: Tax ID3: Teleghone No-
Sharon Health Care 452207854 8603641002
Biflng Adiess, Bouipment Location (if vher (oo Bilfing AGGestp

27 Hospital Hill Rd, Sharon, CT 06069

RCQUIPMENT DESCRIFTION: {indicale quantity, now or used and include mnke, made), se

2 100  Gllowed by

4B @S20D.00 (s toces) — SLOD, plus taxes

: rint # and ail attechments —see befow and’or stiachied Schedule A)
Unil Quantity Descriptisnaf Bquipmens Leased Make and Type Model Nimbes Serial Namber
* PLEASE REFER TO SCHEDUEE A
BASE TERM TOTALNUMBER OF LEASE END OF LEASE. FURCHASR OPTION X
mugqms PAYMENTS ﬁrmm valie, plus buces (a)Advance Fayment: 0,00

e 1% of Equipment cost, plus taxes

(ngmG:‘;zt&m Jurpﬁonksdeﬁed. You myn?tmmrc‘is&apmdmag}xﬁm (o) Dacumentation Fec: ~ $95.00
you are L Jf you exercise a purchasce option we will convey il of aur
right, title and Interest in such Fquipment to you on en AS-IS WHERE IS without | Torel due s+ bée= 9500

(b) Secarity Deposit: Soae

31 mora than one lease payment is tequired as an Advancs Payment, the batance will be

Your obiigation to pay all amounts and perform all ofber obligations is non-canccliable,

applied 1o lense paymeats in inverse order, starting with the last lease payment.
absolute, uncoaditional and not subject to abatement, set-off or defense.

TERMS AND CONDITIONS
E:mk asmed %‘r;i S"Lu% "uei" "ou‘r'.;ml‘:;:f"ywm to LEA¥ Capita) Funding, LLC =
5501 A o refer o . You agres to lease the nt upon the
following teravs and conditions; Basipmiat upo
L LEASE PAYMENTS AND TERM: The Leate Is enforceshle on you upon your
exeeution, The torm of the Leate shall commenen on the date the Bauipment i delivered to
yau {‘Lease Commencement Date™). The first Lease Payment sball be due on the dale we
specify in the month Following the Lease Commencement Date as set forth inourinveice, and
the remaining Lease Payments will be due on the same dsy of each subsequent month (each,
“Payment Date™) untif paid in full. The Base Term shall comemence an the date one month

mEy Yo
period fom the Lease Commencement Date until the fizst day of the Base Term (“loterim
Rent™). The Tnterim Rent shalt be due as invoiced. We may adjust the Lease Payments vp to
15% 1€ the actual costs are different than fhe estimate used o calcutate {he Lease Payments.
2, DELIVERY, ACCEFTANCE, USE AND REPAIR: You are rexponsible for Equipment
delivery and imtallation. You urcondittonally sceept the Bquipment upon ihe carlicr of (a)
your orel o1 writien acceplance of the Equipment, or (b) 10 days after delivery of the
Eguipmant, You suthsarize us to fill fn the Lesse Commetrceinent Date, sertal anmbers amd
other information. Yon will nat move the Equipment from the above loeatlon sithowt oor
written it and are responaible for maintaining the Equlpmznt In good repain We
ere not responsible for Equipment or vendor failures,
3. INDEMNIFICATION: You agree to indemmify, defend and hold u4 harmiess from and
ogainst any losses, damuges, penallics, chaims and suits, including ottarneys® fees and
expenses related to the ordering, mamifactore, instailation, ownership, conditlon, use, leass,
possession, delivety or refum of Equipment.
4 LEASE EXPIRATION, RENEWAL: Unless you notify us at least 99 days prior to the
expiration of the Lease of your etection to retum or purchase the Equipment, thiy Lease
will renew on a month-to-month basty at the same nonthly Lesse Payment untll you
elther ise the purchnse option or p de s with Bt teast 90 dayx noticr and return
the unlpm:m.'!r yoit retum the Equipmeny, (i) it must be to the loeation we designate and
you are responsible formrcmmmdmmychmpamngh: ual to one
Lease Payment, end (i) you amst securcly remave all data fram any and il disk drives er
magnetic media prior to retuming the Equipment (ond you are solely responsible for selecting
anappropriae removal siandand that meets yuur busloess nceds and complics with applicabic
!aws). You will pay us for any loss in value resulting from faitore fo mainfain the Equipment
in ascordance with this Lease or for dammges incumed in shipping and handling. If you
exercise & purchase optien we will eanvey all of our interest in gich Equipment to yononan
AS-I3 WHERR 13 basis without representation or warranty,
5 LATE FEES AND CHARGES: Iif any amount is oot paid within five {S) days of when
due, you agrec to pay usa ate charge equal tn the leseer of 10% of the amowrd past ducor the
madmum legal amount. Amounts which are not paid within 30 days of when due shall scorse

inierest at 1,525 per month (or if less, the madimum Tepal ratc) untll paid. You agree to pay  buvesn

525 fhir cach pay by phone and $38 for ench retumed poyment.
€. NO WARRANTY: We do not manufactire the Equipment and you have selected the
Eqtlpment and the supglier. WE MAKE NO EXPRESS OR IMPLIED WARRANTIES,
INCLUDIXG THOSE OF MERCHANTABILITY OR FITNESS FOR A PURPOSE
:;ANS’AAM HOT RESPONSIBLE FOR CONSEQUENTIAL OR INCIDENTAL
7. INSURANCE, RISK OF LOSS: You bear gll risk of loss or damage fo the Equipment
n‘mp its urder umtll it is sctumed fu te requited condition or purchased by you (“Risk
Period™), During tha Risk Perind you will mainiain property and liability insurance an the
Ryulpment acceptobic b g, naming s loss payee and additianal insured I you do not

pmviﬂcuswiﬂtmfo!mhﬁuumncc.mwmmmamtkwimmwma
out intercsts (and only our interests). If we obiain such insurance, you will pay us an
additional amount for the cost of such insurence and an administrative fec, the cost of which
mybemﬂanhemttuohﬂinynurownimumuﬂmwh&hwmy make a profit.
8. OWNERSHIP ARD TAXES: We own the Bquipment (excluding licensed software). If
you aee deemed to own if, you grant us a secusity interest {n the . You authorize us
to file UCC tinanclng statements to confiem owr interest. You will pay, when due, all wxes,
fines and penalties relating to the puchase, use, teasing and/or ownership of the Equipment.
1€ we pay any taxes, (including property tax), fecs or penalfics on your behalf, you will pay
s the amount we paid phs an sdministetive fec. You ageee to pay us the documentation fe
speeified above or if not 5o specified, the yreater of cither $125 or 0.5% of the Equipment
cost, If we require an Rquipmtent «ite inepection, or you request administrative services, you
sgr;e fo reimburse our costs. & witia ea (10) days of
9. DERAULT: 1f you or any guarantor do nol pay us any amount within ten its
dut date, or breych any mwmwmwgmmywmﬁmm,mm
Bouiprent, you will be in defautt, If you default, we fmay require you o do any combimtion
of the filmwing: (a) Immxedisicly pay 2l uenounts then due, plus the present valne of the
remaining Lense Payments, Toterim Rent and residual valve of the Bquipment, as deteomined
by us, dicconnted at an amnual sate of 3%; (b) retum aft of the Bquipment; (¢) allow us to
repassess the Equipment; or (4) we any and olf remedics svailable 1 us undes appliratle
law. 7f you defanlt, you agres fo pay the cost of repossession and oy attomey’s fexs and
costs. In eddition to all other charges and as reimbursement for expenses ad ot as
& penally, we may require you to reimburse us for the phone calls, Jetters, and any additionnt
expense {ncurred Inthe collection or servicing of this Lease for you. I we taka pussession of
the Equipmen, we may sell or othenvise dispose of it with or withont nafice, al a publis or
private sale, and apply the net proveeds {afler we have deducted alf copts related 1o the salo or
dispasition of ihe Equipment) to the smounts that you owe s. You agree that i notice of sale
is requdrcal by Iaw, 10 days’ natics shall constitute reasonable notice. You remain responsible
for any emounts that ace dus efler we have spplied such net procecds. We may spply any
security deposits t your obliyations and if you do not default, the balence will be refinded
without interest.
10, ASSIGNMENT: You have no right fa tell or anign the Equipment or Lease, We may
scll or assign our dghts in the Lease andior Equipment and the new owner will have all gur
sights but will not be subject to any claim or defense you have against ue,
1L ARTICI.R 2A: You agres thit Leasz is o “finance fease™ as defined in Article 2A of the
Uniform Commercial Code. You walve all rights and remedies eonferced upon o lessee by
Artlele 2A (508-522) of the UCC, You have received a copy of the Supply Contmaet o been
informed of the identity of the Supplier and you may have rights wider [h Supply Contruct
and may contact the Supplier for a description of those rights.
12, CREDIT INFORMATION: You authorizo us or ey of our afiiliales to obtain credit
repants, and make athier credit inquiries that we deem necessary,
13. CHOICE OF LAW: THIS LEASE WILL BE COVERNED BY PRNNSYLVANTA
LAY, YOU CONSENT TO JURISDICTION IN THE SEATE OR FEDERAL COURTS
IN PENNSYLVANIA AND WAIVE ANY RIGHT TO A TRIAL BY JURY,
&BHSCELMNEOU&;“% Tease is the parlies’ e:etire lgxz;nctu and ¢an be aminded
? in writing signed by both parties. This Lease moy be execut in counferparts (rnanunlly
or by electronic means) and, when tmnsmitted to us shall be hinding upon you fir nll
purposes. This Lease is not binding on us antil we sign it, You agree not to ralse as a defense
to the ¢nforcement of this Lense that it was executed of tansmitted to us by clectronio
means. You will use the Equipntent only for business purposes and not for persoral, fenily
howsehald nse.

nr
:cx-:mom'wss 2-Sharon Health Care ,,,,-mm’{f;,u ot fx it ey
Lessee Authorized Signalure Bl ; e {&//6

-4

PERSONAL GUARANTY: Undersigned goamnices Thai Lessee will niake all
of payment and nat of collection, and that we can procesd directly

and our affiliates to obhin credit bureau reports and make inquities segording undersipned's
expressly waive any right 1o a trial by jury,

SIGNBD X Prinl Naipe,

payments aad perform alf other, obiigntions under the T.case when due. Undersigned ayrees that mis i3 o

goaranty agninst unelorsigned without first procecding ogainst Lessec or the Bquipment. Undersigned also waives all
jsurctyship deRonses and natification if the Lessee is i defiudt and consents to any extensions or modifications grated

Tees) we incur in enforcing our rights against undezsiyned of Lessee, Imore than one persan signs this gnaranty, each agrees that histher lohility is join and several. Undersigned anthorizes us

to Leasee. Undersigned will pay us all sxpenses (Including sttormeys®
personal ercdit. Yon ennsent to juridiction in the State or Federl courls in Pennsylvenia md’

B-Mail Add

Accepted by:

LEAK Copifal ¥unding, LLC gyﬂé‘ Z“\-'nmc: Cpprehims Mansgor pate:  V15/2016

LEASEQ! 6-2-2016 App=360441)
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SCHEDULE A TO LEASE AGREEMENT
(EQUIPMENT DESCRIPTION)

Lease Application No.: 360441

{anr] Equipment Description | NewiUsod | Make I Mode! I sarial Number |
T e RpWSa3SY
-/‘3- B & Xarox 3655 Copler Syslems New
| CN¥3L OIS
CTYRL TOS
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C7¢ 370932
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TITLE: _ 27" /2easger TITLE: (psvetrms Hanag
oare: 64/l DATE: 8152016
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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-7 Rev. 6/95

General Information and Questionnaire

Accounting Basis

Name of Facility License No.
Sharon SN¥ CI LLC, d/b/a Sharon

Health Care Center 2382

Report for Year Ended

9/306/2016

Page of

Accrual [J Cash 7] Modified Cash

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

Is the accounting basis for this
period the same as for the Yes
previous period?

[0 No If"No," explain.

Independent Accounting Firm

Name of Accounting Firm
1  Marcum LLP

2 Marcum LLP

3 "

4 1"

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

185 Asylum Street, Hartford, CT 06103
185 Asylum Street, Hartford, CT 06103

Services Provided by This Firm (describe fully)

2016 Audit fees(22,000-allowed), 2016Tax Return (4,125-allowed)

26,125

2015 Medicare Cost report-allowed

2015 affiliate tax return -disallowed

$
S 2,650
$ 2,155

FEN I IS E

2015 Form 8752-disallowed

3 500

Charge for Services Provided
$31,430

Yes O No Pg 15, Lineld

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

Legal Services Information

Name of Legal Firm or Independent Attorney
1 Murtha, Cullina, LLP

2 Goldman, Gruder, & Woods

3 Goldman, Gruder, & Woods

4  Litchfield Hills Probate

5

Telephone Number
860-240-6000
203-899-8900
203-899-8900
860-824-7012

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

City Place, 185 Asylum St., Hartford, CT 06103
200 Connecticut Ave, Norwalk, CT 06854

200 Connecticut Ave, Norwalk, CT 06854

4 100 Pease St., Canaan, CT 06018

5

W N e

Services Provided by This Firm (describe fully)

1 Title servies/resident discharge issue (disallowed) S 466
2 A/R Collections (disallowed) § 22,767
3 Audit Jetter -allowed 8 660
4 Probate Hearings-disallowed 3 225
5 $ -
Charge for Services Provided
$24,118

Yes 0 No

Pg 15, Line le

Are These Charges Reflected in the Expenditure Portion of This Report? If Yes, Specify Expense Classification and Line No.
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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
Sharon SNF CT LLC, d/b/a Sharon
Health Care Center 2382 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 CCNHREHNS
Change M1 @ 3) 0)) 2) G M | @) (3) |CCNH| RHNS (Specify) Reason for Change

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

RESIDENT DAYS for 90 days following the change.

ber of

Change in Resident Days CCNH RHNS (Specify)
ISt Change. .. .ooie i e e
2nd change. ..
3rd Change. .. ... v ee e et iee e e e aee e
Ath Change.......o..c.veeiiiieeivsiee e ceeeiiieeaaeann s
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 15 58

Per Diem Rate

a. One bed rm.

§79.69

247.89

490.00

529.55

b. Two bed rms.

579,69 24789 475.00 52055
¢. Three or more
bed rms.
Total Number of Physical Therapy Treatments TOTAL CCNH RHNS |(Specify)
A. Medicare - Part B 5,084 5,084

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

468

2. Restorative Treatments

C. Other

12,582

D. Total Physical Therapy Treatments

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

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

18,134

2. Restorative Treatments

C. Other

D. Total Speech Therapy Treatments

Total Number of Occupational Therapy Treatments

A. Medicare - Part B

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

2. Restorative Treatments

C. Other

11,985

11,985

D. Total Occupational Therapy Treatments

16,431

16,431




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
Sharon SNF CT LLC, d/b/a Sharon Health Care Center 2382 9/30/2016 10 37
Are time records maintained by all individuals receiving compensation? Yes O No

Item

Total Cost and Hours

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

2. Administrator(s) (Complete also Sec. Il
of Schedule A1)

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

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

5. Dietary Service
a. Head Dietitian

131

Hours

(Specify)

b. Food Service Supervisor

68.000

c. Dietary Workers

6. Housekeeping Service
a. Head Housekeeper

49,744

b. Other Housekeeping Workers

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

60,368

b. Other Maintenance Workers

8. Laundry Service
a. Supervisor

40,105

b. Other Laundry Workers

72,566

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

415,565

11,275

2. Administrative**

382,511

c. LPN
1. Direct Care

665.201

13,464

22471

2. Administrative**

Aides and Attendants

1,096,538

63,110

Physical Therapists

455,251

12,621

=lo o

Speech Therapists

73,473

1,892

Qccupational Therapists

202,320

5,139

Recreation Workers

= )

Physicians
1. Medical Director

150,419

7,326

2. Utilization Review

3. Resident Care***

4. Other (Specify)

Dentists

Pharmacists

Podiatrists

. Social Workers/Case Management

147,862

5,680

Marketing

CRENEN b g

Other (Specify)

A-13. Total Salary Expenditures

4,847,971

203,231

* 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.



Sharon SNF CT LLC, d/b/a Sharon Health Care Center Attachment Page 10/13
9/30/2016

Schedule of Other Salaries and Wages (Page 10)

3 Hours $ Hours $ Hours
CCNH CCNH RHNS ; RHNS (Specify)  (Specify)

Schedule of Physician: Other Fees (Page 13)
S Hours s Hours 3 Hours

S

Schedule of Other Fees (Page 13)
S Hours S Hours S Hours




"129K 1500 oy} ulnp padIom JUSWAO[AWS {1 SPNIOU] 4y
“parinbal 31 $300US [BUOHIPPE 9S() "PapIACId SI UOHBULIOJUL [j1Yf SSO[UR POIOPISUOD 3q [JiM SILIB[ES JOJ SOUBMO|[B ON

ajqeoijddy 0N

(T1 98eg uo payuaIp! e
OUM SIOJRAISIUIWIPY JURISISSY
10 10JRSIUTWPY 9y} 9q Avw
oym aso LATIXH) ANjoeg
Aq pred pue up pakojduro
spumQysiozeradQ jo sopaed
Paje[RL IO - [ UOIIIG

sjqeoiddy joN

spuMQ/s103e1d( - | uondIg

PIAIOdDY | payiom sJuouIfo[duwz JoyiQ 0193ed | PaYOM | Pasopudy] saoiaieg | (A]ng aquosep) | (Awadg) | SNHY | HNDO
uonesusdwio) | SIMOH | |1V Jo ssaIppy pueoweN | uo pawyer) | smopy | jo uonduosaq jnyg sjuowAheg QweN
e, a1y sul] | [0 IayiQ Jojpue
syjouag a8uily
pied Arejeg
LE 3 9107/0¢/6 78¢T 493Uy 9287 PRI UOLBYS B/q/p “DTT LD JANS ucleyg
Jo a8eq papuy 1ea & 10J podoy "ON 95U Ajij1oe,f Jo sweN

«SoNIBd PaIe[oy IOyl PUE SIOJRNSIUIIPY JUB)SISSY

‘SI0TRISIUIWPY ‘SIoum()/siojerad() 10J uorjeuLIoju] Are[es - [V 9[npayos

S00T/01 "A%Y 11-dSD

Apey aae) uLd I -3uory Jo ja10day [enuuy

Nd1133UU0Y JO 21e1S




“yoes 10j uowikojdwe Jo sajep apnjoul ‘papodal St IOJEISIUIUPY QUO UBY} 9JOW JT 44

“J894 1502 9y Juunp pasjiom Justukojdws 110 {8 9pnou] 44

"paiinbai i s100ys [RUONIPPR 98] ‘PIPIA0Id SI UCHIBULIOJU] [|NJ SS[UN PAIIPISUOD G [[14 SALIB[ES J0J SOUBMO[B ON 4

siejeSIuupy
JUBISISSY - A] UOLIIG

v 8%0°C "Aipoey|  soxe] [j0ikeq 88€°1€1 (91/0¢/60
swoy Fursinu 9y} jo ‘soourInSul -G1/10/01) UBWSLIOL] uyof
suonesado Aep 0} Aeq A1 % YeoH
%3 SI0JEHSIUIUPY - T UONIS
PaAIRY PO sxuswkordwd 19410 01 93ed | payioa, | palopuay seoialeS | (Apry equosap) | (Ayioedg) | SNITY HNDD
uonesusdwio)) | smnop] |y jo ssalppy pue oweN | uo pawe]) | smop | Jo uonduosag [nd suawAe sweN
feio], QIYM ouIT | [eBI0L JoyI0 Jojpue
syjouag 28ul,]
pred Arejes
LE 4! 910Z/0¢/6 [4:1%4 A0JURD) 18]y YIBIH uoABYS €/q/p ‘DT LD ANS uotsyg
Jo 98eqg papus Jes & 1o0j Wodoy *ON 95U201] (pasuoot] se) A)1j108,] JO QWBN

«SOTIRJ PaIe[Y] JoUI() pUE SIOJENSIUIWPY
JUBISISSY ‘SI0JRNISIUIWPY ‘SIoum()/siorerad() 10] uoneuLoju] Aefes - [y o[npayos

S007/01 "A3Y C1-dSO

Ajroey] aae)) uLd I -3uory jo jodoy jenuuy

mo1303UU0]) JO AjeIS




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
Sharen SNF CT LLC, d/b/a Sharon Health Care Center 2382 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......cccoevirieeiniinieniineseeneinsad
2. DentiSt . it ie e
3. Pharmacist......oeueeeeeeeneainaariniieiiaiinens 7,490 96
4, POQIAtTiSt. .t inineeiie i iieiarans
5. Physical Therapy . .
a. ResidentCare.......c.covveiimeinninnninnes 47,961 740
D, Other. i iiiaiiieiaanns
. Soctal Worker........ooviiviiiiiiiiiiiiinld
7. Recreation WOrKer..........ooveviiiiiieininns
8. Physicians
a. Medical Director (entire facility)........
b. Utilization Review
(Title 18 and 19 only) monthly meeting
c. Resident Care**.........c.ccoouiiuiinannnns
d. Administrative Services facility
1. Infection Control Committee
(Quarterly meetings)
2. Pharmaceutical Committee
(Quarterly meetings)
3. Staff Development Committee
(Once annually)
e. Other (Specify)
See Attached Schedule
9. Speech Therapist
a. ResidentCare......oevevvivenariinnnannns 9,510 27
D, Other..ooiiiiiiiiieeiaeiviaiiiinanees
10. Occupational Therapist |
a. Resident Care......ocovvvevnenrevaniennins 124,453 1,980
b, Other ..o iiiieiainens
11. Nurses and aides and attendants
a. RN
1. Direct Care 162,253 2,843
2. Administrative*** 1,295 22
b. LPN
1. Direct Care 101,155 1,984
2. Administrative***
C. AIES..eeeiii i 109,729 3,929
A Other. .ot eiiaiaaaans
12. Other (Specify)
See Attached Schedule

B-13 Total Fees Paid in Lieu of Salaries

679,016

12,469

* Do not include in this section management consultants or services which must be reported on Page 16 itern 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.

##* 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-14 Rev. 6/95

Report of Expenditures
Schedule B1 - Information Required for Individual(s) Paid on Fee for Service Basis*
Name of Facility License No. Report for Year Ended Page of
Sharon SNF CT LLC, d/b/a Sharon Health Care Center 2382 9/30/2016 14 37
Related** to Owners,
Name & Address of Individual Full Explanation of Service Operators, Officers Explanation of Relationship
Yes No
Dr. Sabooh Mubbashar, 123 Peck Hill Road, Psychiatrist
Woodbridge, CT 06525 O
Douglas Finch, PO Box 1009, Kent, CT 06757 Physician =
N M Orthopedic Associates, 131 Kent Rd, New Physician
Milford, CT 06776 0
Evan Rashkoff, MD, 269 Indian Mountain Road, Assistant Medical Director 0
Lakeville, CT 06039
Omnicare of Connecticut, 525 Knotter Drive, Pharmacist
Cheshire, CT 06410 O
Healthdrive, 85 Bames Rd, Wallingford, CT Podiatrist, Ophthalmologist, & Dental 0
06492
Mark Marshall, DO, 32 Burton Road, Salisbury, Medical director
CT 06068 D
Quotidian, 52 Seneff Road, Washington, CT Assistant Medical Director
06793 u
Procare Professional Healthcare, P.O. Box Nurse Pool 0
823461, Philadelphia, PA 19182
Access Therapies, Inc., P.O. Box 823461, Physical Therapist
Philadelphia, PA 19182 O
Ready Nurse Staffing Services, PO Box 200528, Nurse Pool
Houston, TX 77216 O
Nurse Network, 653 Main Street, Plantsville, CT Nurse Pool
06479 a
Procare, LTC, 111 Execative Blvd., Farmingdale, Pharmacist 0 Common Owners
NY 11735
Athena Health Care, 135 South Road, MDS Nurse - Fill-in 0 Common Owners
Farmington, CT 06032
O O
O 1l
O O
O ]
J a
] O
O ]
] i

* Use additional sheets if necessary.

** Refer to Page 4 for definition of related.




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

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

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

Sharon SNF CT LLC, d/b/a Sharon Health Care Center 2382 9/30/2016 14A 37

Related** to Owners,
Name & Address of Individual Full Explanation of Service Operators, Officers Explanation of Relationship
Yes

O

g|oyo|ojogyololojo|loyooyoyoyoyojaoyoyaoypoyad
DDDDDDDDDDDDDDDDDDDDDDg

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



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

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

Name of Facility License No. Report for Year Ended Page of
Sharon SNF CT LLC, d/b/a Sharon Health Care Center - 2382 9/30/2016 14B 37
Related** to Owners,
Name & Address of Individual Full Explanation of Service Operators, Officers Explanation of Relationship
Yes

]

Ooyoyo|joyojojoyojoyjooyo|o)yoloyojojoyoyo) g
DDDDDDDDDDDDDDDDDDDDDDg

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



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

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

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

Sharon SNF CT LLC, d/b/a Sharon Health Care Center 2382 9/30/2016 14C 37

Related** to Owners,
Name & Address of Individual Full Explanation of Service Operators, Officers Explanation of Relationship
Yes No

O

gyoyoyoyoyojojo|joyjoyoyoyoyoyojojoyoyojo)pd
oyojoyoyo|jojoyojoyojoyo|joyoyoyoy ooy ojoyopo

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



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

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

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

Sharon SNF CT LLC, d/b/a Sharon Health Care Center 2382 9/30/2016 14D 37

Related** to Owners,
Name & Address of Individual Full Explanation of Service Operators, Officers Explanation of Relationship
Yes

[

oyoojoyoyoyo|ojoyojo|joyojloyojoloygolo]ol o
DDDDDDDDDDDDDDDDDDDDDDg

* 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 License No. |Report for Year Ended Page of
Sharon SNF CT LLC, d/b/a Sharon Health Care Center [2382 9/30/2016 15 37
Ttem Total CCNH RHNS (Specify)

1. Administrative and General

a.

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

247,410

247,410

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

Unemployment Insurance......... v

104,469

104,469

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

359,309

359,309

Health Insurance...........c.oo oo,

AL |A

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

681,568

681,568

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

el el

8. Uniform Allowance...........c.covveeenn...

9. Other (Specify)..cevvveiiniiiiiniiinnn, .
See Attached Schedule

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

Bad Debts*............

114,449

114,449

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

31,430

31,430

o a0

Legal (Services should be fully described on Page 7)

24,118

24,118

h

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

PR leoln

Office Suppli€s........c.covvvivnvienennannn..

= loa

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

2. Cellular Phones. ...........

Appraisal (Specify purpose and
attach copy)*............... e

ey

Corporation Business Taxes (franchise tax).

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

250

2. Other (Specify)
See Attached Schedule

3. Resident Day User Fee

$

505,704

505,704

Subtotal

$

2,155,743

2,155,743

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

(Carry Subtotals forward to next page)



Sharon SNF CT LLC, d/b/a Sharon Health Care Center Attachment Page 15
9/30/2016

Schedule of Other Employee Benefits

Description _ ‘ ___CCNH RHNS (Specify)

Schedule of Other Taxes




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
Sharon SNF CT LLC, d/b/a Sharon Health Care Center 2382 9/30/2016 16 37
Item Total CCNH RHNS | (Specify)
Subtotals Brought Forward: | 2,155,743] 2,155,743
I.  Travel and Entertainment ‘ ‘ '
1. Resident Travel and Entertainment........................... $
2. Holiday Parties for Staff..............ccocvvviviinnnnnn. $ 2,850 2,850
3. Giftsto Staff and Residents.......ovvveeeeeiiineiiinianann, $ 13,977 13,977
4. Employee Travel.........ccooooiiiiiiiiiiiiiiiiiinn, $ 1,865 1,865
S. Education Expenses Related to Seminars and Conventions $ 12,805 12,805
6. Automobile Expense (not purchase or depreciation)..... $ 7,590 7,590
7. Other (SPecify ). i, $
See Attached Schedule
m. Other Administrative and General Expenses
1. Advertising Help Wanted (all such expenses )........... $ 27,335 27,335
2. Advertising Telephone Directory (all such expenses y*** $ 1,633 1,633
3. Advertising Other (Specify )Y*** . ..., $ 21,512 21,512
See Attached Schedule
4. Fund-Raising®*™*...........ccoiiiiiiiiiiiiiiiiiiiiiiiiiiiii,
5. Medical Records.........oovvvrivinniiiinininiiniiiiiiinann,
6. Barber and Beauty Supplies (if this service is supplied
directly and not by contract or fee for service)***......... .
T POSIAZE. ittt 3 9,894 9,894
* 8. Dues and Membership Fees to Professional $ 7,155 7,155
Associations (Specify )
See Attached Schedule
8a. Dues to Chamber of Commerce & Other Non-Allowable Org, ***
9. SubSCriptioNS.......u.vviiiiiiiiiieiiieiieieieiaeiene, 3 530 530
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**.................
13. Other (Specify )
See Attached Schedule

LR

C-14 Total Administrative & General Expenditures

$] 2,361,059 | 2,361,059

* 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.




Sharon SNF CT LLC, d/b/a Sharon Health Care Center Attachment Page 16
9/30/2016

Schedule of Other Travel and Entertainment

Description CCNH RHNS Specify)

Schedule of Other Advertising
Description ; CCNH RHNS (Specify

Schedule of Dues
Description CCNH RHNS (Specify)

Schedule of Contributions
Description . CCNH RHNS (Specify)




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
Sharon SNF CT LLC, d/b/a Sharon Health
Care Center 2382 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 Full Management Services
Farmington, CT 06032 See Below
Amounts added back on Page 28 Admin/Gen 66% Pg 16, Line 12
Indirect 16% Pg 18, Line 2C
Direct 18% Pg 20, Line 5J
Athena Health Care Assoc., Inc
135 South Road $2,586 |Admin/Gen-Other Expense 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
Sharon SNF CT LLC, d/b/a Sharon Health Care Center 2382 9/30/2016 18 | 37
Item Total CCNH RHNS (Specify)

2. Dietary
a. In-House Preparation & Service ,‘
1. RawFood..........cooovvimnienn.. $ 193,638 193,638
2. Non-Food Supplies...................... $ 20,438 20,438
3. Other (Specify) $ 1,537 1,537
Dishes = $1,537 . .
b. Purchased Services (by contract other $
than through Management Services) “
(Complete Schedule C-2 att. Page 21) . &
c. Management Services**..................... $
d. Other (Specify) $

R

2E. Total Dietary Expenditures (2a+ b + ¢ + d) $|  215613| 215613
2F. Dietary Questionnaire Total CCNH RHNS (Specify)
G. Resident Meals:ITotal no. of meals served per day:* 233 233
H. Is cost of employee meals included in 2E? Yes L] No
I. _ Did you receive revenue from employees? L] Yes No  If yes, specify amount.
J.  Where is the revenue received reported in the Cost Report? (Page/Line Item)
Is cost of meals provided to persons other than
K. employees or residents (i.e., Board Members, Yes ] No  Ifyes, specify cost. =$3563
Guests) included in 2E?
L. Isany revenue collected from these people? Yes [ No Ifyes, specify amount. = $3148
M. Where is the revenue received reported in the Cost Report? (Page/Line Item) Pg 18, Line 2al

Is cost of food (other than meals, e.g., snacks at
N.  monthly staff meetings, board meetings) provided to ] Yes No  Ifyes, specify cost.
employees included in 2E?
O. Is any revenue collected from employees? (] 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
Sharon SNF CT LLC, d/b/a Sharon Health Care Center 2382 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. $ 10,350 10,350
b. Purchased Services (by contract other $

than through Management Services)
(Complete Schedule C-2 att. Page 21)
c. Management Services**.................... $

d. Other (Specify)
Supplies = $4,900

3E. Total Laundry Expenditures (3a+b+c+d) $| 15,250|
3F. Laundry Questionnaire
G. Is cost of employee laundry included in 3E? (] Yes No Ifyes, specify cost.
H. Did you receive revenue from employees? [ Yes No Ifyes, specify amount.
I.  Where is the revenue received reported in the Cost Report? (Page/Line Item)
Is Cost of laundry provided to persons other than .
L. Yes No  Ifyes, specify cost.
employees or residents included in 3E? L yes, specify
K. Did you receive revenue from these people? L] 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
Sharon SNF CT LLC, d/b/a Sharon Health Care
Center 2382 9/30/2016 20 37
Item Total CCNH RHNS (Specify)
4. Housekeeping Sq. Ft. Serviced 40,000 40,000
a. In-House Care by Personnel
1. Supplies - Cleaning (Mops, Amt. $ 24,381 24,381
pails, brooms, etc.)
b. Purchased Services (by contract other | $q. Ft. Serviced 40,000 40,000
than through Management Services) | by Personnel
(Complete Schedule C-2 att. Amt. $
Page 21)
¢. Management Services*..............ccvvviiiiiiiinnenn...
d. Other (Specify)

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

5. Resident Care (Supplies)**
a. Prescription Drugs***

1. OwnPharmacy..........ccoviviiniiiiiiii .
2. Purchased from $ 238,942 238,942
Omni Care
b. Medicine Cabinet Drugs................ccociiiiiian ... $ 12,932 12,932
c. Medical and Therapeutic Supplies...................... $ 176,805 176,805
d. Ambulance/Limousine***................c.ccocicenin. $ 2,285 2,285
e. Oxygen
1. ForEmergency US€...........covvuveviviiiinnnnan... $

2. Other*** $ 38,309 38,309
f. X-rays and Related Radiological $

Procedures®** . ... e

g. Dental (Not dentists who should be included under
salaries Or fees) .................cccoeiiiiiiiii

h. Laboratory*** ... .. ... .. ..o, $ 29,569 29,569
I ReECTeatION. ...ttt $ 32,502 32,502
j. Other (Specify)****
See Attached Schedule
5K. Total Resident Care Expenditures (5a - 5j).............. $ 676,247 676,247

* 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.



Sharon SNF CT LLC, d/b/a Sharon Health Care Center Attachment Page 20
9/30/2016

Schedule of Other Resident Care

Descriptio
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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

Sharon SNF CT LLC, d/b/a Sharon Health Care

Center 2382 9/30/2016 22 | 37
Item Total CCNH RHNS (Specify)

6. Maintenance & Operation of Plant

Equipment Lease (Provide detail on page 6)

a. Repairs & Maintenance.....................ccceevennnn.. 82,289 82,289
B HEAE oo e 53,893 53,893
c. Light & Power.....cvvevviviiii i, 95,434 95,434
Ao Water. e e 57,968 57,968
e.
f.

Other (J1emize Y. ..o iv e et

See Attached Schedule

6g. Total Maint. & Operating Expense (6a-6f)............ 388,267 388,267
7. Depreciation (complete schedule page 23*)

a. Land Improvements.................covviiiiiiiin i

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

¢. Non-Movable Equipment................................ 17,550 17,550

d. Movable Equipment...........cccooviiuiiiineniin... 51,677 51,677
*7e. Total Depreciation Costs (Ta+b+c+d)................ 69,227 69,227
8. Amortization (Complete att. Schedule Page 24*)

a. Organization Expense.............c.ocouviiiiiiieean..

b. Mortgage EXpense.......c..coveiviiiiiiiiiniiiiineinnns.

c. Leasehold Improvements......................cceveee... 44,498 44,498

d. Other (Specify ). eeniieiaiiiiii e,
*8e. Total Amortization Costs (8a+b+c+d)................ 44,498 44,498
9. Rental payments on leased real property less

real estate taxes included initem 10b...................... 355,088 355,088
10. Property Taxes

a. Real estate taxes paid by owner.........................

b. Real estate taxes paid by lessor......................... 52,055 52,055

c. Personal property taxes...........coooeeiiiiiiiiiinn.. 2,530 2,530
11. Total Property Expenses (7e +8¢+9+10)............. 523,398 523,398

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




Sharon SNF CT LLC, d/b/a Sharon Health Care Center Attachment Page 22
9/30/2016 5

Schedule of Other Repairs and Maintenance
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Sharen SNF CT LLC, d/b/a
Sharon Health Care Center 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

Additions:

*Ties to Page 23, Line A3
**Ties to Page 23, Line A2
Schedule of Building Improvements Acquired during this report period
Useful
Acquisition Date Description of Item Cost Life  Depreciation

Additions:

di uildi *

fi
*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:

: addy!
Deletions: | |

*¥

*Ties to Fagé 23, Line C3
**Ties to Page 23, Line C2




Sharon SNF CT LLC, d/b/a

Sharon Health Care Center Attachment Page 23
9/30/2016 Page 2
Schedule of Movable Equipment Acquired during this report period
Useful
Acquisition Date Description of Item Cost Life  Depreciation

Additions:

*Ties to Page 23, Line D2c¢
**Ties to Page 23, Line D2b




Sharen SNF CT LLC, d/b/a Attachment Page 23

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

Additions:

Deletions: _______ [ [ 1 [ —

*Ties to Page 24, Line C3
**Ties to Page 24, Line C2
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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
Sharon SNF CT LLC, d/b/a Sharon Health Care
Center 2382 9/30/2016 25 | 37

11. Property Questionnaire
Part A

If "Yes," complete Part B.
Is the property either owned by the Facility or leased from a Related Party*? Yes L1 No If "No," complete Part C.
*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
Acquisition Cost
a. Land
b. Building
Part B - Owner and Related Parties 4th Mortgage
1. Financing ' . P - -

a. Type of Financing (e.g., fixed, variable) Fixed
. Date Mortgage Obtained 04/10/12
Interest Rate for the Cost Year 5.05%
Term of Mortgage (number of years) 7
Amount of Principal Borrowed 5,100,000
Principal balance outstanding as of 9/30/2016 4,586,798
Complete if Mortgage was Refinanced : . . -

During Current Cost Year ' - . '
g. Type of Financing (e.g., fixed, variable)
h. Date of Refinancing
i. New Interest Rate
j. Term of Mortgage (number of years)
k. Amount of Principal Borrowed
1. Principal Outstanding on Note Paid-Off
Part C - Arms-Length Leases for Real Property Improvements Only

I P EN [N NI

mio oo o

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
Sharon SNF CT LLC, d/b/a Sharon
Health Care Center

License No.

2382

Report for Year Ended

9/30/2016

Page of
26 | 37

Item

Total CCNH RHNS

(Specify)

12. Interest

A. Building, Land Improvement & Non-Movable

Equipment

1. First Mortgage...........ocvviiviiinnnnnn.n.

Name of Lender

Rate

Address of Lender

2. Second Mortgage.................coeiunnl,

3|

Name of Lender

Rate

Address of Lender

3. Third Mortgage............c.ocoiveiiiiin.n..

Name of Lender

Rate

Address of Lender

4. Fourth Mortgage................ccceeeiunnin...

Name of Lender

Rate

Address of Lender

B. CHEFA Loan Information

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

Loan Origination Date

Interest Rate %o...ccvviiiiiiiiiiiiiienn,

hall Bl I

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
Sharon SNF CT LLC, d/b/a Sharon
Health Care Center 2382 9/30/2016 27 | 37
Item Total CCNH RHNS (Specify)
Subtotals Brought Forward:
12. C. Movable Equipment
1. Automotive Equipment...................... $
A. Ttem Rate {Amount
Lender
Address of Lender
2. Other (Specify)....cooviiiiiiiiiiiiiiin... $ |
A. Ttem Rate |Amount]
Lender
Address of Lender ‘
B. Item Rate |Amount] -
Lender .
Address of Lender
12. C. 3. Total Movable Equipment Interest
Expense (C1 +2).......ccovevieiininnn.... $
12. D. Other Interest Expense (Specify)....cccevrn.n. $ 56,334 56,334

Vender Interest = ($5,015); Interest Seller Note = $61,349

13.  Total All Interest Expense (12B7 + 12C3 + 12D)...... $ 56,334 56,334
14. Insurance
a. Insurance on Property (buildings only)....... $ 60,594 60,594
b. Insurance on Automobiles...................... $ 1,336 1,336

c. Insurance other than Property (as specified above)

1. Umbrella (Blanket Coverage)..............

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

3. Other (Specify)eeeeevniiiiiiiinne,

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

61,930

61,930

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

&

9,849,466

9,849,466




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

D. Adjustments to Statement of Expenditures

Name of Facility License No. Report for Year Ended Page of
Sharon SNF CT LLC, d/b/a Sharon Health Care Center 2382 9/30/2016 28 | 37
Total

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

1. Outpatient Service Costs................. 3

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

3. 10 |A12g|{Occupational Therapy....c............... $ 202,320 202,320

4.1 var | Var |Other - See attached Schedule........... $ 10,922 10,922

Page 13 - Professional Fees

5.1 13 | B8c |Resident Care Physicians **.............. b 22,870 22,870
6.} 13 |B10a|Occupational Therapy........ vivriienee. § 124,453 124,453
7. Other - See attached Schedule........... $
Pages 15 & 16 - Administrative and General - ‘

8. Discriminatory Benefits.............. ... §
9.1 15 | 1c |Bad Debts..... e $ 114,449 114,449

10.] 15 |1d&ejAccounting & Legal....................... $ 26,113 26,113

11. Telephone.................. s $

12.{ 15 | 1h2 |Cellular Telephone................ veieneen. B 499 499

13. Life insurance premiums on the life
of Owners, Partners, Operators..........

141 16 |13 Gifts, flowers and coffee shops. ..

15. Education expenditures to colleges or . -
universities for tuition and related costs . . .
16 {15 |for owners and employees................ $ 2,449 2,449

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 *......... e 3 23,145 23,145
&k
19.] 15 ]&2 Income Tax / Corporate Business Tax... $ 250 250
20. Fund Raising / Contributions............. $
21.{ 16 | m12 {Unallowable Management Fees........... $ (96.638) (96,638)
18 | 2¢ $ (23,427) (23,427)
20 | 5§ $ (26,356) (26.356)
22.] 16 |mé |Barber and Beauty............ e $
23.] var | Var |Other - See attached Schedule............ $ 39,596 39,596

Page 18 - Dietary Expenditures

24,1 18 2at |Meals to employees, guests and others
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. .........

&2

Subtotal (Items 1 - 26) 435,037 435,037
* All except "Help Wanted". (Carry Subtotal forward to next page)

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



Sharon SNF CT LLC, d/b/a Sharon Health Care Center Attachment Page 28
9/30/2016

Schedule of Other Salaries Adjustment

Schedule of Fees Adjustments

Ref ’ine Ref cription _ _ ’ CCNH RHN (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 Ended | Page of
Sharon SNF CT LLC, d/b/a Sharon Health Care Center 2382 9/30/2016 29 | 37
Total
Item | Page | Line Amount of
No. | No. | No. Item Description Decrease CCNH RHNS (Specify)
Subtotals Brought Forward § 435,037
Page 20 - Resident Care Supplies *** ! .
27.] 20 |sa1&2|Prescription Drugs....................... $ 238,942 238,942
28.| 20 | sa |Ambulance/Limousine................ .. 3 2,285 2,285
29.] 20 56 | X-Tays, B1C.....vevniiiiriie i, 5 20,887 20,887
30.] 20 | se |Laboratory...........cocociiiiiiiii... $ 29,569 29,569
31.] 20 | sc |Medical Supplies.........cc.euenne.... $ 8,800 8,800
32.] 20 | sez |Oxygen (non emergency)................ $ 38,309 38,309
33. Occupational Therapy................... 3
34.| var | var [Other - See Attached Schedule........ 3 35917 35,917
Page 22 - Maintenance and Property
35. Excess Movable Equipment Depreciation
Var | Var |See Attached Schedule.................... $
36. Depreciation on Unallowable
22 | 7a |Motor Vehicles...........ccccevvennenn.. 5
37. Unallowable Property and Real
Estate Taxes............. eeaeennnierneaes D
38. Rental of Building Space or Rooms..... $
39. Other - See Attached Schedule........... $
Page 27 - Insurance
40, Mortgage Insurance.......... errrieneeen, B
41. Property Insurance..............occoiuinns
Other - Miscellaneous
42. Research or Experimental Activities..... $
431 20 5i |Radio and Television Revenue........... $ 16,122 16,122
44. Vending Machine Revenue...............
45. Purchase Discounts and Allowances.....
46. Duplications of functions or services....
47. Expenditures made for the protection,
enhancement or promotion of the
providers interest....... et
48.1 30 | rvs |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.] var | var |Building/Non Movable Eq. Depreciation
Unallowable Building Interest -
See Attached Schedule............ e
51. Total Amount of Decrease (Items 1 -50) ......... $ 833,351 833,351

*** Jtems 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.



Sharon SNF CT LLC, d/b/a Sharon Health Care Center Attachment Page 29
9/30/2016
Schedule of Other Ancillary Costs

Page Ref} Line Ref Description CCNH RHNS ‘(S ecify)
200 5 [Medial Equipmen ‘ -

Line Ref Descr

Schedule of Other Property Adjustments

Page Ref Line Ref Description CCN RHNS ’ (Specify)
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Schedule of Unallowable Building Interest

Pa




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

Sharon SNF CT LLC, d/b/a Sharon Health

Care Center 2382 9/30/2016 30 37
Item CNH

I. Resident Room, Board & Routine Care Revenue

1. a. Medicaid Residents (C7T only)... $] 8,300,961 | 8,300,961
b. Medicaid Room and Board Contractual Allowance B e S| (4.067.209) (4,067.209)
2. a. Medicaid (4/] other states)... v $1 1,759,235 | 1,759,235
b. Other States Room and Board Contractual Allowance FE eeeereeenas $  (864.427)| (864,427)
3. a. Medicare Residents (all inclusive) ...........ccueeiiiiiiieiinineiiinnnnnn, $| 1,881,830 | 1,881,880
b. Medicare Room and Board Contractual Allowance **.................... 3 485,626 485,626
4. a. Private-Pay Residents and Other.. . $| 1,602,414 1,602,414
b. Private-Pay Room and Board Contractual Allowance e $ 42,860 42,860
I1. Other Resident Revenue _
1. a. Prescription Drugs - Medicare.........cooucureveoriviiiniieioriceiciniiciionens $ 226,439 226,439
b. Prescription Drugs - Medicare Contractual Allowance **................. $ (226,439) (226,439)
c. Prescription Drugs - Non-Medicare. ..........ccvvvorioernrneerenenensncnens $ 109,907 109,907
d. Prescription Drugs - Non-Medicare Contractual Allowance **......... $|  (109,907)] (109,907)
2. a. Medical Supplies - MEdICAre.........c.coeereereereeoirercserairereeaceveeeeeneans $
b. Medical Supplies - Medicare Contractual Allowance **................... $
c. Medical Supplies - Non-Medicare.........ccccoviiniiiininninicccncnnans $ 86 86
d. Medical Supplies - Non-Medicare Contractual Allowance **........... $ (86) (86)
3. a. Physical Therapy - Medicare.........cccoovvvviciiiiiininiicniiriiiinieiicnenne 3 690,936 690,936
b. Physical Therapy - Medicare Contractual Allowance **................... S| (556,429)] (556,429)
c. Physical Therapy - Non-MediCare.........ccocveeververirneeeteneeceiereencenenn $ 117,824 117,824
d. Physical Therapy - Non-Medicare Contractual Allowance **........... 3 (116,384)] (116,384)
4. a. Speech Therapy - Medicare.......coocvveriiccniiniiiiniiiiiiiieincinrenes $ 233,652 233,652
b. Speech Therapy - Medicare Contractual Allowance **..................... $ (141,455) (141,455)
c. Speech Therapy - Non-Medicare..........ccocoeivrriiicininianinicinainns $ 14,329 14,329
d. Speech Therapy - Non-Medicare Contractual Allowance **............ $ (14,329) (14,329)
5. a. Occupational Therapy - Medicare......co.coovvevcvecivircvinieieininnisinnneineas $ 646,951 646,951
b. Occupational Therapy - Medicare Contractual Allowance **............ 8|  (547.623)] (547.623)
c. Occupational Therapy - Non-Medicare..........cccccevvvnviincninininninns, $ 109,028 109,028
d. Occupational Therapy - Non-Medicare Contractual Allowance **.... $| (108,938)]  (108,938)
6. a. Other (Specify) - MedICAre.......coeeverreeeirireeeicrrenireeeenereeseentseeereeeenens $
b. Other (Specify) - Non-MediCare..........coccveevirreveiniininiinieieinesicnnieins $ (1,199) (1,199)
11X Total Resident Revenue (Section Lthru Section IL)............oveivvinnnan, $1 9,467,703 | 9,467,703

IV. Other Revenue*
Meals sold to guests, employees & others...........ccovviiviciniiinnn,

1.

Rental of rooms t0 NON-TeSIAENIS. ..covvvrreririeiiiirrrerieeererrerereeeeeernnes

Telephone ..

Rental of Televxslon and Cable Serv1ces ..............................

Interest Income (Specify)

&3

Private Duty Nurses' Fees..

il Bt s Pl el

Barber, Coffee, Beauty and Glﬁ shops

8.

Other (Specify)...

3,600

3,600

V. Total Other Revenue (l thru 8)

3,600

3.600

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

AlAinla|

9,471,303

9,471,303

* 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..



Sharon SNF CT LLC, d/b/a Sharon Health Care Center Attachment Page 30
9/36/2016

Schedule of Other Resident Revenue - Medicare

Related Exp
Page Ref Des

s

cription CCNH RHNS (Specify)

Schedule of Other Non-Medicare Resident Revenue

Related Exp
Page Ref Descritiqn ‘ CCNH _ RHNS ’(Secif)

Interest Income
Account
Page Ref Account ’ ‘ _ CCNH‘ RHNS (Specify)

T

Schedule of Other Revenue

R

PaeRgf Description ’ ‘ (Secif)




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
Sharon SNF CT LLC, d/b/a Sharon Health
Care Center 2382 9/30/2016

Item

I. Resident Room, Board & Routine Care Revenue

1. a. Medicaid Residents (CT only)... $1 8,300,961 8,300,961
b. Medicaid Room and Board Contractual Allowance ke evereerenieans 8| (4.067.209)| (4,067,209)
2. a. Medicaid (All other states)... - $1 1,759,235 1,759,235
b. Other States Room and Board Contractual Allowance EE eeerrereens 3|  (864.427)] (864,427)
3. a. Medicare Residents (a/] inclusive) ...........cccciviiiiiiinieiiiininnan, $| 1,881,880 1,881,880
b. Medicare Room and Board Contractual Allowance **.........c.......... $ 485,626 485,626
4. a. Private-Pay Residents and Other... . $| 1,602,414 1,602,414
b. Private-Pay Room and Board Contractual Allowance ITPPTTOTRO 3 42,860 42,860
II. Other Resident Revenue ‘
1. a. Prescription Drugs - MediCare..........coveeueierereeeereiereeeccerieeeceeenenes $ 226,439 226,439
b. Prescription Drugs - Medicare Contractual Allowance **................. 31 (226,439 (226,439
c. Prescription Drugs - Non-Medicare...........cccovereenieeeniennnesesesionnene $ 109,907 109,907
d. Prescription Drugs - Non-Medicare Contractual Allowance **......... $ (109,907) (109,907)
2. a. Medical Supplies - MediCare............cccuvnveeervrenerrereereeeereresussrsserens $
b. Medical Supplies - Medicare Contractual Allowance **................... $
c. Medical Supplies - Non-Medicare.........ccooviviiinniniininniiiininnne, $ 86 86
d. Medical Supplies - Non-Medicare Contractual Allowance **........... 3 (86) (86)
3. a. Physical Therapy - MediCare...........co.oceceeniererieruesienrseisrseresssseseene $ 690,936 690,936
b. Physical Therapy - Medicare Contractual Allowance **................... $ (356,429) (356,429)
c. Physical Therapy - Non-Medicare.........ccccoevvicvimncrnreneencienncnecens $ 117,824 117,824
d. Physical Therapy - Non-Medicare Contractual Allowance **........... $| (116384)] (116,384)
4. a. Speech Therapy - MediCare..........coeoueereneerincrrionareireescseccnessonens 3 233,652 233,652
b. Speech Therapy - Medicare Contractual Allowance **..................... 3 (141,455) (141,435)
c. Speech Therapy - Non-Medicare.........occovceinivniionioiniacniieines $ 14,329 14,329
d. Speech Therapy - Non-Medicare Contractual Allowance **............. $ (14,329) (14,329)
5. a. Occupational Therapy - Medicare..........ccovviiiiniiniiiiiiniiiinn, $ 646,951 646,951
b. Occupational Therapy - Medicare Contractual Allowance **............ 3 (547,623)1 (547.623)
¢. Occupational Therapy - Non-Medicare.........cc.coccreeoeercerinceeereannnence 3 109,028 109,028
d. Occupational Therapy - Non-Medicare Contractual Allowance **.... $§| (108,938)| (108,938)
6. a. Other (Specify) - MEdIiCare........ccuvveruevercemrvenrarerrecoeeneerecorenesoracsrans $
b. Other (Specify) - Non-Medicare.........ccocvmrmevrececriencenreesiecceanennecneas $ {1,199) (1,199)
III Total Resident Revenue (Section Lthru Section IL).....................eee. $ 9,467,703 | 9,467,703

IV.Other Revenue*

1.

Meals sold to guests, employees & others...........ovovviviiiiiniiiinnen,

Rental of rooms 10 NON-TESIARIIES.......oovviiiieeeirircreeeerereeereeeeeereeeeerreennens

Telephone ..

Rental of Telev151on and Cable Servxces .....................................

Interest Income (SPecify) ....ooviveiiiniiiiiiiiiiiiiiiiiiiiii e,

Private Duty Nurses' Fees..

bl BoAY Bl Pasl Bad K

Barber, Coffee, Beauty and G1ﬁ shops

8.

Other (Specify)...

3,600

3,600

V. Total Other Revenue ( 1 thru 8)

3,600

3,600

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

9,471,303

9,471,303

* 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..



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
Sharon SNF CT LLC, d/b/a Sharon Health
Care Center 2382 9/30/2016 31 | 37
Account Amount
Assets
A. Current Assets
1. Cash(onhand and in Banks )..........c.coceuiiiiiiiiiiiiiiiiiiiiiaeiiieiieeann, 77,452
2. Resident Accounts Receivable (Less Allowance for Bad Debts)..................... 1,051,064
3. Other Accounts Receivable (Excluding Owners or Related Parties).................
L A 11 o) o (=TSP 19,263
5. Prepaid Expenses 192,387
a. Prepaid Insurance 178,052
b. Prepaid Expenses-Other 14,335
c.
d.
6. Interest Receivable.......ccocoviiiiiiiiiiiiniiiiiiiiiiiiiiii e
7. Medicare Final Settlement Receivable................cocooviiiiiiiiiiiiiinin .
8. Other Current ASSES (JIEMIZE ). .uvvninit et ee ettt e e ee et s eeaaiaeaenns
Related Party 136,037
A/R Other-food rebate 501
A-9. Total Current Assets (Lines Al thru 8) 1,476,704
B. Fixed Assets
| s L« T P
2. Land Improvements *Historical Cost......
Accum. Depreciation Net........
3. Buildings *Historical Cost......
Accum. Depreciation Net......
4. Leasehold Improvements *Historical Cost...... 387,603 254,191
Accum. Depreciation (133,412) Net........
5. Non-Movable Equipment *Historical Cost...... 209,765 141,558
Accum. Depreciation (68,207) Net........
6. Movable Equipment *Historical Cost...... 350,706 174,895
Accum. Depreciation (175,811) Net........
7. Motor Vehicles *Historical Cost...... 14,668 2,400
Accum. Depreciation (12,268) Net........
8. Minor Equipment-Not Depreciable.........ccoooviiiiiiiiiiiiiiiiiiiiiiinieeeen
9. Other Fixed ASSEtS (JIeMIZ€ Jeueenenne et e e e eaeans 15,014
Excluded Movable Equipment 6,746
Excluded Vehicles 8,268
B-10.  Total Fixed Assets (Lines Bl thru 9).........o.ooiiiiiiiiiae 588,058

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

(Carry Total forward to next page )




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-32 Rev. 6/95

G. Balance Sheet (cont'd)

Name of Facility License No. Report for Year Ended Page of
Sharon SNF CT LLC, d/b/a Sharon Health
Care Center 2382 9/30/2016 32 | 37
Account Amount
Total Brought Forward:|$ 2,064,762
C.  Leasehold or like property recorded for Equity Purposes.
1. Land.......ooiiiiiniiinanan.. et ettt e e e e e aeaaas $
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....................... TP UUTUPRTRE b
C-8 Total Leasehold or Like Properties (C1 thru 7) $
D. Investment and Other Assets
1. Deferred Deposits..............ccceun..s e et .43
2. ESCrow Deposifs.....ccuiuininininininiininiiiiiininininanananns PP PUTUTUPRS b 3
3. Organization Expense *Historical Cost......
Accum. Depreciation Net........ |$
4. Goodwill (Purchased Only)...........ccoiviiiiiiiiiiiiiiii. eeene PR b ) 2,724,133
5. Investments Related to Resident Care (itemize ).......coccvvvvevinnnn.n.
6. Loans to Owners or Related Parties (itemize )
Name and Address Amount Loan Date
7. Other Assets (itemize ).....ccceovevevenneiennnn.. e TSP
Project Development 166,751
Deposits-Taxes 786
D-8. Total Investments and Other Assets (LinesD1thru7).......ccoovviiiiiiiiiiiiiiiinennn. $ 2,891,670
D-9. Total All Assets (Lines A9 +B10+C8+D8)................... TSP PUPURN |, 4,956,432

* 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
Sharon SNF CT LLC, d/b/a Sharon Health Care
Center 2382 9/30/2016 33 | 37
Account Amount
Liabilities
A. Current Liabilities
1. Trade Accounts Payable..........covvviriiiiiiiinnin i $ 1,346,292
2. Notes Payable (J1emize ). ....ooouiei i $ 445,000
Loans - Related Parties 445,000 ‘
3. Loans Payable for Equipment (Current portion ) (itemize )........................ $
Name of Lender Purpose Amount Date Due \
Accrued Payroll (Exclusive of Owners and/or Stockholders only)................ $ 228,237
Accrued Payroll (Owners and/or Stockholders only)...............covvviinn.n. $
Accrued Payroll Taxes Payable...............ociiiiiiiiiiiiiiiiii i, $ 10,821

Medicare Final Settlement Payable.......

Medicare Current Financing Payable

el Rl Bl ol Bl P

Mortgage Payable (Current

Portion).....

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

11, Accrued InCome TaXes . . .ottt e et e et aannan

Acc'd Operating Expenses 83,084
Acc'd Expense - CT Sales & Use Tax 730
Provider Taxes Due 123,998

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

2,238,162

* 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)



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
Sharon SNF CT LLC, d/b/a Sharon Health Care
Center 2382 9/30/2016 34 | 37
Account : Amount
Total Brought Forward: 2,238,162

Liabilities (cont'd)
B.  Long-Term Liabilities

1. Loans Payable-Equipment (itemize )..............ccviiiiiiiiiiiiiiiiinininnnn.. 134,398
Name of Lender Purpose Amount Date Due
Energy Efficiency Project 134,398
2. Mortgages Payable............ o
3. Loans from Owners or Related Parties (itemize ).......coooviiiiiiiiiiiiinnnnn.
Name and Address of Lender Amount Loan Date
4. Other Long-Term Liabilities (ifemize }..........cooiiiiiiiiiiniiiiiieieaieens $ | 2,737,595
N/P United Methodist 1,798,803 ’ '
N/P Related Landlord 938,792
B-5. Total Long-Term Liabilities (LinesBl thrud)....................ocoiiiiiiiiini. . $ ‘ 2,871,993
C.  Total All Liabilities (Lines A-13 +B-5).........cooi $ 5,110,155




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
Sharon SNF CT LLC, d/b/a Sharon Health
Care Center 2382 9/30/2016 35 | 37
Account Amount

A. Reserves

1. Reserve for value of leased land..............cooviviiiiiiiiiiiii i, $

2. Reserve for depreciation value of leased buildings and appurtenances

10 bE AMOTtIZEd. .. uieit i e $

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...............ccovviiiiiiiien... $

6. TOtal RESEIVES. . .uinieii ittt ettt e e e $
B. Net Worth

L. OWner's Capital.......couiiii i e e e e $

2. Capital StOCK. ...ttt e $

3. Paid-in SUIPIUS. ...ttt e $

4. Treasury StOCK. ... .cuiuiri it e $

5. Cumulated Earnings...........ouueunininiiiiiiiiiieieiaeeieieaeeeeeraeaaanas $ 224,444

6. Gain or Loss for Period 10/1/2015 thru 9/30/2016  {$ (378,167)

7. Total Net Worth......oociiii i $ (153,723)
C. Total Reserves and Net WOrth ................c.ccoeuviuiueaiiiiiniiiiiiiiiiiienineannns $ (153,723)
D. Total Liabilities, Reserves, and Net Worth ....................c..ocooioiiiiiiiiininnn, $ 4,956,432




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
Sharon SNF CT LLC, d/b/a Sharon Health
Care Center 2382 9/30/2016 36 | 37
Account Amount

A. Balance at End of Prior Period as shown on Report of 09/30/2015 $ 224,444
B. Total Revenue (From Statement of Revenue Page 30 ) ................. e $ 9,471,303
C. Total Expenditures (From Statement of Expenditures Page 27 ) .................. $ 9,849,466
D. Net Income or Deficit........................ e e aaaaaan $ (378,163)
E. Balance......cooooviiiiiiiiiiiiiiiiiiiiniinnnn e e )8 (153,719)
F.  Additions ’ .

1. Additional Capital Contributed (itemize )

2. Other (itemize)
F-3. Total Additions................cccuunn.... et eeeateeaaaias e iaer et $

G. Deductions

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

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

2. Other Withdrawings (Specify)

Purpose Amount
SIS N'eT -1 B 1T 111 4 o) o TS s
H. Balance at End of Period 09/30/16 $ (153,719)




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

1. Preparer's/Reviewer's Certification

Name of Facility License No. Report for Year Ended | Page of
Sharon SNF CT LLC, d/b/a Sharon
Health Care Center 2382 9/30/2016 37 37
Check appropriate category
CCNH RHNS Other (Specify)
D 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.

Signature of Prépare Title Date Signed

7 | Cro >-15-17

Prifited Name of Pigﬁfrer

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.



Name of Facility License No. Report for Year Ended Page
Sharon SNF CT LLC, d/b/a Sharon Health Care
Center 2198-C/2198-C 9/30/2016 ERROR REPORT
INCOME/EXPENSE STATEMENT
ERROR CHECK LIST $HPRED CELLS INDICATE POSSIBLE ERROR* Y
**%* REVIEW THE FOLLOWING FOR POSSIBLE ERRORS #**
RECONCILIATION OF COST REPORT PAGES TO INTERFACE:
(NUMBERS FROM INTERFACE MUST EQUAL COST REPORT PAGES)
OTHER:
TOTAL CCNH RHNS (Specify)
PG 1A PER INTERFACE N/A
PG 1A PER COST REPORT N/A
DIFFERENCE
PG 10 PER INTERFACE 4,847,971 4,847,971
PG 10 PER COST REPORT 4,847,971 4,847,971
DIFFERENCE
PG 1A PER COST REPORT N/A
PG 10 PER COST REPORT N/A
DIFFERENCE
PG 13 PER INTERFACE 679,016 679,016
PG 13 PER COST REPORT 679,016 679,016
DIFFERENCE
PG 15 & 16 PER INTERFACE 2,361,059 2,361,059
PG 15 & 16 PER COST REPORT 2,361,059 2,361,059
DIFFERENCE
PG 18 PER INTERFACE 215,613 215,613
PG 18 PER COST REPORT 215,613 215,613
DIFFERENCE
PG 19 PER INTERFACE 15,250 15,250
PG 19 PER COST REPORT 15,250 15,250
DIFFERENCE
PG 20 PER INTERFACE 700,628 700,628
PG 20 PER COST REPORT 700,628 700,628
DIFFERENCE
PG 22 PER INTERFACE 911,665 911,665
PG 22 PER COST REPORT 911,665 911,665
DIFFERENCE
PG 26 & 27 PER INTERFACE 118,264 118,264
PG 26 & 27 PER COST REPORT 118,264 118,264
DIFFERENCE
TOTAL EXPENSES PER INTERFACE 9,849,466 9,849,466
TOTAL EXPENSES PER COST REPORT 9,849,466 9,849,466
DIFFERENCE
TOTAL REVENUES PER INTERFACE 9,471,303 9,471,303
TOTAL REVENUES PER COST REPORT 9,471,303 9,471,303
DIFFERENCE
EQUIPMENT LEASES PER PAGE 6 22,170
EQUIPMENT LEASES PER PAGE 22,LINE 6¢ 22,170

DIFFERENCE




Name of Facility License No.
Sharon SNF CT LLC, d/b/a Sharon Health Care
Center 2198-C/2198-C

Report for Year Ended

9/30/2016

Page

ERROR REPORT

BALANCE SHEET ERROR CHECK LIST
*** REVIEW THE FOLLOWING FOR POSSIBLE ERRORS ##**
RECONCILIATION OF COST REPORT PAGES TO INTERFACE:

**RED CELLS INDICATE POSSIBLE ERROR>**

PG 31 CURRENT ASSETS PER INTERFACE
PG 31 CURRENT ASSETS PER COST REPORT
DIFFERENCE

PG 31 FIXED ASSETS PER INTERFACE
PG 31 FIXED ASSETS PER COST REPORT
DIFFERENCE

PG 32 LEASED ASSETS PER INTERFACE
PG 32 LEASED ASSETS PER COST REPORT
DIFFERENCE

PG 32 OTHER ASSETS PER INTERFACE
PG 32 OTHER ASSETS PER COST REPORT
DIFFERENCE

PG 32 TOTAL ASSETS PER INTERFACE
PG 32 TOTAL ASSETS PER COST REPORT
DIFFERENCE

PG 33 CURRENT LIABS PER INTERFACE
PG 33 CURRENT LIABS PER COST REPORT
DIFFERENCE

PG 34 LONG TERM LIABS PER INTERFACE
PG 34 LONG TERM LIABS PER COST REPORT
DIFFERENCE

PG 34 TOTAL LIABS PER INTERFACE
PG 34 TOTAL LIABS PER COST REPORT
DIFFERENCE

PG 35 RESERVES PER INTERFACE
PG 35 RESERVES PER COST REPORT
DIFFERENCE

PG 35 NET WORTH PER INTERFACE
PG 35 NET WORTH PER COST REPORT
DIFFERENCE

PG 35 TOTAL LIAB & WORTH PER INTERFACE
PG 35 TOTAL LIAB & WORTH PER COST REPORT
DIFFERENCE

PG 32 TOTAL ASSETS PER COST REPORT
PG 35 TOTAL LIAB & WORTH PER COST REPORT
DIFFERENCE

NET INCOME PER BALANCE SHEET
NET INCOME PER INCOME STATEMENT
DIFFERENCE

PG 35 NET WORTH PER COST REPORT
TOTAL NET WORTH PER PG 36
DIFFERENCE

(NUMBERS FROM INTERFACE MUST EQUAL COST REPORT PAGES)

TOTAL

1,476,704
1,476,704

588,058
588,058

2,891,670
2,891,670

4,956,432
4,956,432

2,238,162
2,238,162

2,871,993

2,871,993

5,110,155
5,110,155

4,956,432
4,956,432

4,956,432

4,956,432

(378.167)
(378.163)

(153,723)
(153,719)




Name of Facility License No. [Report for Year Ended Page
Sharon SNF CT LLC, d/b/a Sharon Health Care
Center 2198-C/2198-C 9/30/2016 ERROR REPORT
INFORMATIONAL PAGES PHERED CELLS INDICATE POSSIBLE ERROR**»
ERROR CHECK LIST
*** REVIEW THE FOLLOWING FOR POSSIBLE ERRORS ***
RECONCILIATION OF COST REPORT PAGES TO INTERFACE INPUT:
(NUMBERS FROM INTERFACE MUST EQUAL COST REPORT PAGES)
OTHER:
TOTAL CCNH RHNS (Specify)
PG 7 TOTAL LEGAL FEES DETAIL 24,118 NOT APPLICABLE
PG 15, LINE le LEGAL FEES PER COST REPORT 24,118 NOT APPLICABLE
DIFFERENCE NOT APPLICABLE
PG 7 TOTAL ACCOUNTING FEES DETAIL 31,430 NOT APPLICABLE
PG 15, LINE 1d ACCOUNTING FEES PER C/RPT 31,430 NOT APPLICABLE
DIFFERENCE NOT APPLICABLE
PG 11 OWNER'S SALARY PER COST REPORT -
PG 10 OWNER'S SALARY PER COST REPORT -
DIFFERENCE
PG 12 ADMINISTRATOR'S SALARY PER C/RPT 131,388 131,388
PG 10 ADMINISTRATOR'S SALARY PER C/RPT 131,388 131,388
DIFFERENCE
PG 12 ASST ADMIN'S SALARY PER COST REPORT -
PG 10 ASST ADMIN'S SALARY PER COST REPORT -
DIFFERENCE
PT TREATMENTS CROSSFOOT CHECK:(PG 9)
VERTICAL TOTALS 18,134 NOT APPLICABLE
HORIZONTAL TOTALS 18,134 NOT APPLICABLE
DIFFERENCE NOT APPLICABLE
ST TREATMENTS CROSSFOOT CHECK:(PG 9)
VERTICAL TOTALS 2,558 NOT APPLICABLE
HORIZONTAL TOTALS 2,558 NOT APPLICABLE
DIFFERENCE NOT APPLICABLE
OT TREATMENTS CROSSFOOT CHECK:(PG 9)
VERTICAL TOTALS 16,431 NOT APPLICABLE
HORIZONTAL TOTALS 16,431 NOT APPLICABLE
DIFFERENCE NOT APPLICABLE
NO. OF CERTIFIED BEDS RECONCILATION:
NUMBER OF BEDS-BEG OF REPORT PERIOD(PG 8 88 88
ADDITIONS/DELETIONS DURING PERIOD(PG 9) -
CALCULATED CERT. BEDS AT END OF PERIOD 88 88

ACTUAL CERT. BEDS END OF PERIOD(PG 8)

88

88

DIFFERENCE

COMPARISON OF ACTUAL PATIENT DAYS TO MAXIMUM POSSIBLE PATIENT DAYS:

AVERAGE CERTIFIED BEDS
MAXIMUM PATIENT DAYS
ACTUAL PATIENT DAYS

88.00000
32,208
28,430

88.00000
32,208
28,430

PERCENT OCCUPIED(NOT TO EXCEED 100%)

88.2700%

88.2700%




Name of Facility License No. Report for Year Ended Page
Sharon SNF CT LLC, d/b/a Sharon Health Care
Center 2198-C/2198-C 9/30/2016 ERROR REPORT
DEPRECIATION TIE-IN . PURED CELLS INDICATE POSSIBLE ERROR? >
ERROR CHECK LIST
*** REVIEW THE FOLLOWING FOR POSSIBLE ERRORS *#*
RECONCILIATION OF COST REPORT BALANCE SHEET TO DEPRECIATION PAGES:
(BOOK VALUE NUMBERS FROM EACH COLUMN BELOW MUST EQUAL)
BOOK BOOK

FIXED ASSET CATEGORY VALUE VALUE Difference

PG230R24 PG 31 OR 32
LAND IMPROVEMENTS - - -
BUILDING AND BUILDING IMPROVEMENTS - - -
LEASEHOLD IMPROVEMENTS 254,191 254,191 -
NON-MOVEABLE EQUIPMENT 141,558 141,558 -
MOTOR VEHICLES 2,400 2,400 -
MOVEABLE EQUIPMNT(NET OF LEASED EQUIP) 189,833 174895 B
LEASED MOVEABLE EQUIPMENT - - -
ORGANIZATION/START-UP - - -
OTHER-PG 24 - N/A **
FIXED ASSET CATEGORY EXPENSE EXPENSE

PG 23 OR 24 PG 22 Difference
LAND IMPROVEMENTS - - -
BUILDING AND BUILDING IMPROVEMENTS - - -
NON-MOVEABLE EQUIPMENT 17,550 17,550 -
MOVEABLE EQUIPMENT(NET OF LEASED EQUIP) &

MOTOR VEHICLES 51,677 51,677 -
LEASED MOVEABLE EQUIPMENT - N/A *
ORGANIZATION/START-UP - - -
FINANCE FEES - - -
LEASEHOLD IMPROVES 44,498 44,498 -
OTHER AMORTIZATION - - -
* NOT APPLICABLE BECAUSE THERE IS NO CORRESPONDING LINE ON PAGE 22.

**NOT APPLICABLE BECAUSE THERE IS NO CORRESPONDING LINE ON PAGES 31 OR 32,
FIXED ASSET CATEGORY PG 23a/24a PG 2324
Difference
COMPARE DETAIL ADDITIONS TO PAGES 23 & 24
LAND IMPROVEMENTS ADDITIONS - - -
DEPREC - - -
BUILDING IMPROVEMENTS ADDITIONS - - -
DEPREC - - -
NON-MOVEABLE EQUIPMENT ADDITIONS 1,157 1,157 -
DEPREC 116
MOVE EQUIP(NET OF LEASED EQUIP&VEHICLES ADDITIONS 40,981
DEPREC 2,861
LEASEHOLD IMPROVES ADDITIONS 35,392
DEPREC 1,227




