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State of Connecticut

Annual Report of Long-Term Care Facility

CSP-1 Rev.9/2002

General Information
Name of Facility (as licensed) License No. Report for Year Ended Page ~ of

JACC Healthcare Center of Danielson 383940364 9/30/20] 8 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 IMPRISIONMENT UNDER STATE OR
FEDERAL LAW.

I HEREBY CERTIFY that I have read the above statement and that I have examined the accompanying
Cost Report and supporting schedules prepared for JACC Healthcare Center of Danielson [facility name],
for the cost report period beginning October 1, 2017 and ending September 30, 2018, and that to the best of
my knowledge and belied it is a true, correct, and complete statement prepared from the books and records
of the providers) 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.{a}

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

{a} Subject to Desk Audit Review

Signed (Administrator) Date Signed (Owner) Date

Printed Name (Administrator) Printed Name (Owner)
Steven Barrett

Subscribed and Sworn State of Date Signed (Notary Public) Comm. Expires
to before me:

/ /
Address of Notary Public

(Notary Seal)



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

State of Connecticut

Department of Social Services

5 5 Farmington Avenue, Hartford, Connecticut 06105

Data Required for Real Wage Adjustment Page of
lA 37

Name of Facility

JACC Healthcare Center of Danielson

Period Covered: From

10/1/2017

To

9/30/2018

Address of Facility
111 Westcott Road, Danielson, CT 06239
Report Prepared By
Marcum LLP

Phone Number
203-781-9600

Date
1/17/2019

Item Total CCNH RHNS (Specify)

1. Dietary wages paid $

2. Laundry wa es paid $

3. Housekeeping wages aid $

4. Nursin wages paid $

5. All other wa es paid $

6. Tota[ Wages Paid $

7. Total salaries aid $

g. 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

(860) 774-9540
Report for Year Ended
9/30/2018

Page
2

of
37

Name of Facility (as shown on license)

JACC Healthcare Center of Danielson

Address (No. &Street, Ciry, State, Zip )

111 Westcott Road, Danielson, CT 06239

License Numbers:
CCNH
383940364

RHNS (Specify) Medicare Provider No.
07-5423

Type of Facility (Check appropriate box(es))

Chronic and Convalescent
~ Nursing Home only (CCNH) ~

Rest Home with Nursing p ~~

Supervision only (R.HNS) ~ ~S eci

Type of Ownership (Check appropriate box)

O Proprietorship O LLC O Partnership O Profit Corp. O Non-Profit Corp. O Government O Trust

1f this facility opened or closed during report year provide:

Date Opened Date Closed

Has there been any change in ownership

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

N/A

Administrator
Name of Administrator

Steven Barrett

Nursing Home
Administrator's
License No.:

00141

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

Name
N/A

License No.:



State of Connecticut
Annual Report of Long-Term Care Facility

CSP-3 Rev. 10/2005

General Information and Questionnaire
Partners/Members

Name of Facility
JACC Healthcare Center of Danielson

License No.
383940364

Report for Year Ended
9/30/2018

Page of
3 37

Le al Name of Partnershi /LLC Business Address

States) and/or Towns) in

Which Re istered

JACC Healthcare Center of Danielson 111 Westcott Road,
Danielson, CT 06239

CT

Name of Partners/Members Business Address Title %Owned.

JACC Healthcare Group LLC 130 Main Street, Thomaston, CT 06787 Member 0.25

Shimshon Fisher 111 Westcott Road, Danielson, CT

06239

Member 0.75



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3A Rev. 10/2005

General Information and Questionnaire
Corporate pwners

Name of Facility
JACC Healthcare Center of Danielson

If this facility is owned or operated as a

Leal Name of Caraoration

License No. Report for Year Ended
383940364 9/30/2018

~ation, provide the following information:

Business Address St

Page of

3A ~ 37

s) in Which

IN/A

Name of Directors, Officers Business Address
No. Shares

Title 
Held by Each

IN/A

Names of Stockholders Owning at Least 10%
of Shares

/A



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

General Information and Questionnaire
Individual Proprietorship

Name of Facility
JACC Healthcare Center of Danielson

License No.
383940364

Report for Year Ended
9/30/2018

Page of
3B 37

If this facilit is owned or o erated as an individual ro rietorshi rovide the followin information:

Owners) of Facility

N/A



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-4 Rev. 10/2005

General Information and Questionnaire
Related Parties*

Name of Facility
JACC Healthcare Center of Danielson

License No.
383940364

Report for Year Ended
9/30/2018

Page of
4 37

Are any individuals receiving compensation from the facility related through If "Yes," provide the Name/Address and

marriage, ability to control, ownership, family or business association? O Yes O No complete the information on Page 11 of the report.

Are any individuals or companies which provide goods or services,

including the rental of property or the loaning of funds to this facility,

related through family association, common ownership, control, or business O Yes O No

association to any of the owners, operators, or officials of this facility? If "Yes," provide the following information:

Name of Related
Individual or Company

Business
Address

Also Provides
Goods/Services to

Non-Related Parties Description of Goods/Services

Provided

Indicate Where

Costs are Included
in Annual Report

Pa e # /Line #

Cost

Re orted

Actual Cost to the
Related PartyYes No %**

Shimshon Fisher
estcott oa anie son,

06239 ~ ~ Loan Page 34, Line B3 585,500 585,500

O O

O O

O O

O O

O O

O O

O O

O O

* Use additional sheets if necessary.

** Provide the percentage amount of revenue received from non-related parties.



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

JACC Healthcare Center of Danielson

License No.

383940364

Report for Year Ended

9/30/2018

Page of

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
Dietary Number of meals served to residents
Laundry Number of ounds rocessed
Housekee ing Number of square feet serviced

Nursing
Number of hours of routine care provided by EACH
employee classification, i.e., Director (or Charge Nurse),
Registered Nurses, Licensed Practical Nurses, Aides and
Attendants

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

Maintenance and operation of lant Square feet
Pro erty costs (de reciation) Square feet
Em loyee health and welfare Gross salaries
Management services Appro riate cost center involved
All other General Administrative expenses Total of Direct and Allocated Costs

The preparer of this report must answer the following questions applicable to the cost information provided.
1. In the preparation of this Report, were all

costs allocated as required?
p yes O No 

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

N/A -Only One Level of Care

2. Explain the allocation of related compan ex enses and attach cop of appropriate sup orting data.
N/A

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

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

N/A -Only One Level of Care



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-6 Rev. 9/2002

General Information and Questionnaire

Leases (Excluding Real Property)

Operating Leases -Include all long-term leases for motor vehicles and equipment that have not been capitalized. Short-term leases or as needed rentals

should not be included in these amounts.

Name of Facility

JACC Healthcare Center of Danielson

License No.

383940364

Report for Year Ended

9/30/2018

Page of

6 37

Name and Address of Lessor

Related * to

Owners,

Operators,

Officers

Descri tion of Items Leased

Date of
Lease**

Term of
Lease

Annual

Amount

of Lease

Amount

ClaimedYes No
ECOLAB, Inc., 370 N. Wabasha Street, St. Paul, MN

55102

O O Phase II Dishmachine
02/09/15 On-going 3,501 3,501

Pitney Bowes O O Postage Meter
09/09/15 39 Months 370 370

Digital Office Solurions, 1449 37th Street, Brooklyn, NY

11218

O O Copier
04/07/16 48 Months 8,257 8,257

~ ~

~ 0

~ ~

~ ~

~ 0

~ 0

~ ~

Is a Mileage Log Book Maintained for All Leased Vehicles ? 
O Yes No Total *** t2,i2s

* Refer to Page 4 for definition of related. If "Yes," transaction should be reported on Page 4 also.

** Attach copies of newly acquired leases.

*** Amount should agree to Page 22, Line 6e.



State of Connecticut
Annual Report of Long-Term Care Facility

CSP-7 Rev. 6/95

General Information and Questionnaire
Accounting Basis

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

JACC Healthcare Center of Daniel 383940364 9/30/2018 7 37

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

O Accrual O Cash O Modified Cash

Is the accounting basis for this

period the same as for the O Yes If "No," explain.

revious eriod? O No

N/A

Inde endent Accountin Firm

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

1 Marcum LLP 555 Long Wharf Drive, New Haven, CT 06511

2 H.A Business Services PO Box 182, Plainville, CT 06062

3 Saul N. Friedman 1333 60th St., Brooklyn, NY 11219

4 Harvard Bookkee in 1408 N Piedmont Wa ,Tallahassee, FL

Services Provided by This Firm (describe fully )

1 Cost Report Prepazation &Reimbursement Support $ 8,626

2 Bookkeeping $ 1,200

3 Bookkeeping /Financial Statement Prepazation $ 30,000

4 Bookkeeping $ 200

Charge for Services Provided

$ 40,026

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

O Yes O No Pa e 15, Line ld

Le al Services Information

Name of Legal Firm or Independent Attorney Telephone Number

1 Arthur P Johnson 860-774-2059

2 Capozzi Adler P.C. 717-412-1531

3 Goldman Gruder 203-899-8900

4 LeClaire Ryan 215-278-8023

5 See Attached Various

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

1 610 Hartford Turnpike, Dayville, CT

2 1200 Camp Hill Byp Ste 205, Camp Hill, PA 17011

3 200 Connecticut Ave, Norwalk, CT 06854

4 1818 Market Street 26th Floor, Philadelphia, PA 19103

5 Various

Services Provided by This Firm (describe fully )

1 General Legal Consultation $ 1,002

2 General Legal Consultation $ 938

3 General Legal Consultation $ 8,205

4 General Legal Consultation $ Z ~ ~

5 Various (See Attached) $ 9,321

Charge for Services Provided

$ 19,676

Are These Chazges Reflected in the Expenditure Portion of This Report? if Yes, Specify Expense C►assification and Line No.

Page 15, Line le
O Yes O No



State of Connecticut
Annual Report of Long-Term Care Facility

CSP-7 Rev. 6/95

General Information and Questionnaire
Accounting Basis

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

JACC Healthcare Center of Danielson 383940364 9/30/2018 7a 37

Le al Services Information
Name of Legal Firm or Independent Attorney Telephone Number

1 Murtha Cullina 203-772-7700

2 Treasurer State of CT 860-702-3000

3
4
5
Address (No. &Street, City, State, Zip Code )

1 2 Whitney Ave, New Haven, CT 06510
2 55 Elm Street, Hartford, CT 06106
3
4
5

Services Provided b This Firm describe ull
1 General Legal Consultation /Write off from Previous yeazs $ 5,496

2 General Legal Consultation $ 3,825

3 $

4 $

5 $

Charge for Services Provided

$ 9,321

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

O Yes O No Pa e 15, Line 1 e



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-8 Rev. 9/2002

Schedule of Resident Statistics

Name of Facility

JACC Healthcare Center of Danielson

License No.
383940364

Report for Year Ended

9/30/2018

Page of

8 37

Total All
Levels

Total
CCNH
Level

Total
RHNS
Level

Total
(Specify)

Period 10/1 Thru 6/30 Period 7/1 Thru 9/30

Total CCNH RHNS (Specify) Total CCNH RHNS (Specify)

1. Certified Bed Capacity

A. On last day of PREVIOUS report period 190 190 190 190 190 190

B. On last day of THIS report period 190 190 190 190 190 190

2. Number of Residents

A. As of midnight of PREVIOUS report period 153 153 153 153 169 169

B. As of midnight of THIS report period 162 162 169 169 162 162

3. Total Number of Days Caze Provided During Period

A. Medicare 5,721 5,721 4,450 4,450 1,271 1,271

B. Medicaid (Conn.) 46,462 46,462 33,980 33,980 12,482 12,482

C. Medicaid (other states)

D. Private Pay 3,639 3,639 2,948 2,948 691 691

E. State SSI for RCH

F. Other (Specify) Commercial Insurance / Manag 5,042 5,042 3,885 3,885 1,157 1,157

G. Total Care Days During Period (3A thru F) 60,864 60,864 45,263 45,263 15,601 15,601

4. Total Number of Days Not Included in Figures in 3G

for Which Revenue Was Received for Reserved Beds

A. Medicaid Bed Reserve Days

B. Other Bed Reserve Days

5. Total Resident Days (3G + 4A + 4B) 60,864 60,864 45,263 45,263 15,601 15,601



State of Connecticut
Annual Report of Long-Term Care Facility

CSP-9 Rev. 9/2002

Schedule of Resident Statistics (Cont'd)
Name of Facility

JACC Healthcare Center of Danielson

License No.

383940364

Report for Year Ended

9/30/2018

Page of

9 37

4. Were there any changes in the certified bed capacity during the report year? O Yes O No

If "YES", provide the following information:

Date of

Change

Place of Change Change in Beds Capacity After Change

Reason for Change

CCNH

~1)

RIINS

(2)

(Specify)

(3)

Lost Gained

CCNH RI3NS (Specify)(1) (2) (3) (1) (2) (3)

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

RESIDENT DAYS for 90 days following the change.

Change in Resident Days
1st chan e

CCNH RHNS (Specify)

2nd than e
3rd than e
4th than e

6. Number of Residents and Rates on Se tember 30 of Cost Year

Item

Medicare Medicaid Self-Pa Other State Assisted

CCNH CCNH RHNS CCNH RIINS S eci R.C.H. ICF-MR

No. of Residents i~ isz is
Per Diem Rate
a. One bed rm. var;o~5 244.09 sso.00
b. Two bed rms. v~,;o»S 244.09 336.00

c. Three or more
bed rms.

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

TOTAL CCNH RHNS S eci
4,330 4,330

B. Medicaid (Exclusive of Part B)
1. Maintenance Treatments 2,229

--
2,229

_~

2. Restorative Treatments
C. Other 22,950 22,950

D. Tota[ Physical Therapy Treatments 29,so9 z9,so9

8. Total Number of Speech Therapy Treatments
A. Medicare - Part B a= ~

_
5 ~;

~ , .-

B. Medicaid (Exclusive of Part B)
1. Maintenance Treatments 396

~'~
396

;~' ~ , t~.,~~ ~'

2. Restorative Treatments
C. Other 2,9s~ 2,9s~
D. Total Speech Therapy Treatments a,23s a,z3a

9. Total Number of Occupational Therapy Treatments
A. Medicare - Part B

; ~;, _ ~ ~~
~t.~~v~

_ ;~
~, ~~3

_~ ~,~_-:~ _ _ ,

B. Medicaid (Exclusive of Part B)
1. Maintenance Treatments 2,t67

_' ~ -
z,~6~

: ; t `t` ' "

2. Restorative Treatments 23,465 23,465

C. Other
D. Total Occupational Therapy Treatments 3o,~zs 30,125



State of Connecticut
Annual Report of Long-Term Care Facility

CSP-10 Rev. 9/2002

Report of Expenditures -Salaries &Wages
Name of Facflity

JACC Healthcaze Center of Danielson

License No.

383940364

Report for Year Ended

9/30/2018

Page of

10 37

Are tune records maintained by all individuals receiving compensation? O Yes O No

Total Cost and Hours

Item CCNH Hours RHNS Hours (Specify) Hours

A. Salaries and Wages*
1. Operators/Owners (Complete also Sea I

of Schedule Al

_
~ _ , ,_ _ __ `, `-; F _

2. Administra[or(s) (Complete also Sec. III

of Schedule Al)

_,

I ~lu.~s<~

v ~~x

~ _i i;tii

____ ~_ -- _.,,. ~ ~-s ~ ___ ~.. _-r~`-=

3. Assistant Administrator (Complete also Sec. IV

of Schedule A 1)

__. _ __ __ r -_ , ~ _ .-_ ~ _ ~ ~ _ ;; ', , ~~ ̀-. _ __. _~ . m

4. Other Administrative Salaries (telephone
o erator, clerks, rece tionists, etc.)

_
~ I~ ~n.;u~i

~
I ? ~~~~

_ _ , ,_ ,__ __

5. Dietary Service
a. Head Dietitian 63,'ly3 2,139

- -

b. Food Service Su ervisor 48,485 2,102
c. Diet Workers 586,370 33,218

6. Housekeeping Service
a. Head Housekee er

, .

b. Other Housekee in Workers 371,278 19,826

7. Repairs &Maintenance Services
a. En ineer or Chief of Maintenance 71,530 2,120

_ r_

b. Other Maintenance Workers 97,710 5,588
8. Laundry Service ~~~~

a. Su rvisor
. FA =. __ ~F~:: ~_ _- _.:. _ _. ._ ~ _

b. Other Laun Workers 188,291 11,586
9. Bazber and Beautician Services
10. Protective Services
11. Accounting Services

a. Head Accountant
_

b. Other Accountants
12. Professional Caze of Residents

a. Directors and Assistant Director ofNurses ^_~5.1 S9

_

4,080

- ~ _..

1. Duect Caze I ' 10,272
~_ . _ _...V---

32,046

2. Administrative** 274,047 14,669

c. LPN
1. Direct Care ],514,072 52,281

_ : - -_

2. Administrative*'~ 71,758 2,080

d. Aides and Attendants 2,937,288 166,957
e. Ph sical Thera fists 412,038 12,247
f. S eech Thera fists 110,242 2,142

Occu ational Thera fists 518,049 15,076
h. Recreation Workers 194,513 10,710
i. Physicians

1. Medical Director
2. Utilization Review
3. ResidentCare***
4. Other (Specify) _

Dentists
k. Pharmacists
1. Podiatrists
m. Social Workers/Case Mana ement 90,603 4,218
n. Mazketin
o. Other (SpeciPY)

See Attached Schedule
_

3,819
_~ _

122
_ . -_. _-

A-13. Total Sala Ex enditures 9,515,544 412,980

* 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 duect 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 cosu for Title 18 and/or other

private pay residents must be removed on Page 28.



JACC Healthcaze Center of Danielson

9/30/2018

Schedule of Other Salaries and Wages (Page 10)

Attachment Page 10/13

CCNH RHNS (SpeciTy)

Position $ Hours $ Hours $ Hours

0

Res .Thera ist $ 3,819 122

Total $ 3,819 122 $ - - $ -

Schedule ot'Other Fees (Page 13)

CCNH RHNS (Specify)

Service $ Hours $ Hours $ Hours

U

Contracted Admissions $ 2,3.50 Monthl

MDS Consultant 9,810 Contract

Total $ ]2,160 - $ - - $ - -



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-11 Rev. 10/2005

Schedule Al -Salary Information for Operators/Owners; Administrators,

Assistant Administrators and Other Related Parties*
Name of Facility

JACC Healthcare Center of Danielson

License No.

383940364

Report for Year Ended

9/30/2018

Page of

11 37

Name

Salary Paid
range lienehts

and/or Other
Payments

(describe fully)
Full Description of
Services Rendered

Total
Hours
Worked

Line Where
Claimed on
Page 10

Name and Address of All

Other Employment**

Total
Hours
Worked

Compensation
ReceivedCCNH RHNS (Specify)

Section I -Operators/Owners

Section II -Other related
parties of Operators/Owners
employed in and paid by
facility (EXCEPT those who
may be the Administrator or
Assistant Administrators who
are identified on Page 12).

* No allowance for salaries will be considered unless full information is provided. Use additional sheets if required.

** Include all employment worked during the cost year.



State of Connecticut
Annual Report of Long-Term Care Facility

CSP-12 Rev. 10/2005

Schedule Al -Salary Information for Operators/Owners; Administrators,

Assistant Administrators and Other Related Parties*
Name of Facility (as licensed)

JACC Healthcare Center of Danielson

License No.

383940364

Report for Year Ended

9/30/2018

Page of

12 37

Name

Salary Paid
range t3enents

and/or Other

Payments

(describe fully)

Full Description of

Services Rendered

Total Hours

Worked

Line Where

Claimed on

Page 10

Name and Address of All

Other Employment**

Total

Hours

Worked

Compensation

ReceivedCCNH RHNS (Specify)

Section III -Administrators***

Steven Barrett 140,389

Non

Discriminatory Administrator 2,080 A2 N/A

Section IV -Assistant

Administrators

*No allowance for salaries will be considered unless full information is provided. Use additional sheets if required.

** Include all other employment worked during the cost year.

*** If more than one Administrator is reported, include dates of employment for each.



State of Connecticut
Annual Report of Long-Term Care Facility

CSP-13 Rev. 9/2002

B. Report of Expenditures -Professional Fees
Name of Facility
JACC Healthcare Center of Danielson

License No.
383940364

Report for Year Ended
9/30/2018

Page of
13 37

- Total Cost and Hours

Item CCNH Hows RHNS Hours (Specifyl Hours

*B. Direct care consultants paid on a fee
for service basis in lieu of salary

(For all such services com lete Schedule B1)

~ ~Y
fl ~t~

~'~ v`~ t
. a..

_

~r ,~~
-L • ~

~s~

1

~~~ ~~_"~
4~= S ~.:SF

~

,;,~ ~~
Vim̂ , r~ ~ ~ ~-

~ ~i 
yi_

~ , _~ ~

~ ~
{, - f

~' ~y
:, ';-

~~~f
~~ b ~ t =_

,_ __

1. Dietitian 1,984 40

2. Dentist 16,224 48

3. Pharmacist 39,515 376

4. Podiatrist

124,625

--
2,061

5. Physical Therapy
a. Resident Care

b. Other
6. Social Worker
7. Recreation Worker

8. Physicians
a. Medical Director (entire facility)

-
~>~~.r>i~i~

--
I ~~7

_ -.

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

-_ _ - ___

c. Resident Care** 8,000 24

d. Administrative Services facility
1, Infection Control Committee

(Quarterly meetings)

_ - , ,

2, Pharmaceutical Committee

(Quarterly meetings)
3, Staff Development Committee

(Once annually)

e. Other (Specify) ,_ - __ -

9. Speech Therapist

a. Resident Care
-

76
_

17
- _ - ,___

b. Other
10. Occupational Therapist

a. Resident Care
_ ,_

b. Other
1 1. Nurses and aides and attendants

1. Direct Care

_ ~,.. - -

2. Administrative***
b. LPN

1. Direct Care
~ _ . _, ~ `= _ `Y

2. Administrative***

c. Aides
d. Other

12. Other (Specify)
See Attached Schedule

- ~
12,160

- - _- - - ,-

B-13 Total Fees Paid in Lieu o Salaries 268,584 2,763

• Do no[ include in this section management consultants or services which must be reported on Page 16 item M-12 end supported by required information, Page 17.

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

be removed on Page 28.

••* Adminish'ative -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 Individuals) Paid on Fee for Service Basis*

Name of Facility
JACC Healthcare Center of Danielson

License No.
383940364

Report for Year Ended
9/30/2018

Page of
14 37

Name &Address of Individual Full Explanation of Service
Related** to Owners,
O erators, Officers Explanation of Relationship

Yes No
James Alessandro Medical Director O O N/A

Partners Pharmacy Pharmacist O O N/A

Integra Scripts Pharmacist O O N/A

Grandison Management Rehab Therapy O O N/A

Swallowing Diagnostics ST Therapy O O N/A

Diane Tryon Dietician O O N/A

Lisa Meadows MDS Consultant O O N/A

Healthdrive Dental Dental O O N/A

Dr. Suba Physcian Services O O N/A

Hirsch Contracted Admissions O O N/A

Melissa Bonafue Contracted Admissions O O N/A

~ ~

~ ~

~ ~

~ ~

0 ~

~ ~

~ ~

~ 0

~ 0

~ ~

~ ~

* 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
JACC Healthcare Center of Danielson

License No.
383940364

Report for Year Ended
9/30/2018

Page of
l 5 37

Item Total CCNH RHNS (S eci )

1. Administrative and General

a. Employee Health &Welfare Benefits

1. Workmen's Com ensation $

~ ;=-; • ~
_~~.~ ~
337,270

: 4 }

-~ _
337,270

= ~

~_ ~ ̀'

.~

,- 4z_

2. Disabilit Insurance $
3. Unem to ment Insurance $ 119,456 119,456

4. Social Securit (F.I.C.A.) $ 725,020 725,020

5. Health Insurance $ 1,793,384 1,793,384

6. Life Insurance (employees only)

(not-owners and not-o erators) $

- ~ " - - _ _ -_

7. Pensions (Non-Discriminatory) $

(not-owners and not-o erators)

597,855 ~~)7.b~5

8. Uniform Allowance $ 53,529 53,529

9. Other (Specify) $

See Attached Schedule

87,991 87,991

b. Personal Retirement Plans, Pensions, and $

Profit Sharing Plans for Owners and

Operators (Discriminatory)*

-

c. Bad Debts* $

d. Accountin and Auditin $ 40,026 40,026

e. Le al Services should be ull described on Pa e 7 $ 19,676 19,676

£ Insurance on Lives of Owners and $
O erators (S eci )*

Office Su lies $ ~ 7,y I ~ ~7.~~

h. Telephone and Cellular Phones

1. Tele hone & Pa ers $ 30,609
' -
30,609

_,

2. Cellular Phones $ 5,726 5,726

i. Appraisal (Specify purpose and $

attach coPY )*

Co oration Business Taxes ranchise tax) $ 70, 70

k. Other Taxes (Not related to property -See Page 22)

1. Income* $
2. Other (Spec ~) $

See Attached Schedule Y=°` z' ;'~ ~` ~~ ~ ~ a-~ 5 ~~"
3. Resident Da User Fee $ 1,063,275 1,063,275

Subtotal $ 4,9 ] 2,434 4,912,434

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



*'~X DO NOT Include Holiday Parties /Awards /Gifts to Staff

JACC Healthcare Center of Danielson Attachment Page 15

9/30/2018

Schedule of Other Employee Benefits

Descri tion CCNH RHNS (Specify)

0

Misc Em to ee Benefits(further info will be rovided u on audit) $ 13,150

Union Trainin 74,841

Total $ 87,991 $ - $ -

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
JACC Healthcare Center of Danielson

License No.
383940364

Report for Year Ended

9/30/2018
Page of
16 37

Item Total CCNH RHNS (S eci )

Subtotals Brou ht Forward: 4,912,434 4,912,434

1. Travel and Entertainment

1. Resident Travel and Entertainment $

= - _,

2. Holida Parties for Staff $

3. Gifts to Staff and Residents $
4. Em to ee Travel $ 24,345 24,345

5. Education Ex enses Related to Seminars and Conventions $ 1,812 1,812

6. Automobile Ex ense (not urchase or de reciation) $

7. Other (Specify) $
See Attached Schedule - -_

m. Other Administrative and General Expenses

1. Advertisin Hel Wanted (all such ex enses) $

_ -- ~ i ' r

2. Advertisin Tele hone Directory all such ex enses )*** $

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

39,867 39,867

4. Fund-Raisin *** $
5. Medical Records $ 4,664 4,664

6. Barber and Beauty Supplies (if this service is supplied $

directl and not b contract or fee for service)***

7. Posta e $ 4,043 4,043

* 8. Dues and Membership Fees to Professional $

Associations (Specify )

See Attached Schedule

8a. Dues to Chamber of Commerce &Other Non-Allowable Or .*** $

9. Subscri tions $
10. Contributions*** $

See Attached Schedule - ~ _ =F - r ~'

1 1. Services Provided by Contract (Specify and Complete $

Schedule G2, Pa e 21 or each irm or individual

10 ~ _ ~ ~~ I

-

I U ~ . ~ 6

_

12. Administrative Mana ement Services** $ 197.~4~t l I ~~Z-1 l~t

13. Other (Specify) $

See Attached Schedule

~~0.~~~-I ~~~~.~<~~t

-

C-14 Total Administrative &General Expenditures $ 5,377,764 5,377,764

* 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.



]ACC Healthcare Center of Danielson Attachment Page 16

9/30/2018

Schedule of Olher Travel and Entertainment

Descri tion CCNH RHNS (S cif )

Total Other Travel and Entertainment $ S S

Schedule of Other Advertising

no. ..r... ~rNu RHNC rs~a~cr ~

0

Promotional Advertisin $ 34.667

business Develo ment 5 000

Total Qkhcr Advertigjng $ 39 867 $ $

Schedule of Duea

Descri lion CCNH RANS (S cif )

0

Tolal Uues $ $ $

Schedule of Contributions

Descri tion CCNH RHNS (S ecif )

0

Total Contributions 5 $ $

Schedule of Other Administrative end General

ne ~r~nio unie rc..e..: a.~

0

Hank Char es $ 13 813

Licenses& Permits 1,775

Small P ui ~menl Purohase 16,984

Fines d Penalties Disallow BO

Penalties -Bed Tar (Disallow) 31 800

Em >lo ee Ph sic¢Is 4,584

Consultin Fee 1,000

State &Federal Corn liance 5 717

Purchasin Consultant 12 250

Accoantin Software 2,597

Total Other Administrative enJ Geuernl S 90 594 $ $



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-17 Rev. 10/97

Schedule C-1 -Management Services*

Name of Facility

JACC Healthcare Center of Danielson

License No.

383940364

Report for Year Ended

9/30/2018

Page of

17 ~ 37

Name &Address of Individual or

Company Supplying Service

Cost of

Management

Service

Full Description of Mgmt. Service

Provided

Indicate Where Costs

are Included in Annual

Report Page #/Line #

Sam Krohn ] 16,000 Oversees day to day operations Page 16, Line M l 2

Jennifer Simon LLC 81,444 Back office work Page 16, Line M12

* 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

JACC Healthcare Center of Danielson 383940364 9/30/2018 18 37

Item Total CCNH RHNS (Specify)

2. Dietary ~ -~ -- '' ~ =~ ~
~~

~ ~"~ ~~~~ ~, ~~

a. In-House Preparation &Service ,. ,,~ ~~~~' _ - : ,~ r ~~ __ t

1. Raw Food $ 424,937 424,937

2. Non-Food Supplies $

3. Other (Spec) $ __ ~_
-r.

b. Purchased Services (by contract other $ -t~~8 -toH

than through Management Services) _ _
~ `}"f.(Complete Schedule G2 att. Page 21) -- - _

c. Other (Spec ~) $ -1 ~ .5 17 -1 ~ _ ~ 17

Other Dietary Supplies ~
.-_

_ ~, - _

2D. Total Dietary Expenditures (2a + b + c + d) $ 470,952 470,952

2F. Dietary Questionnaire Total CCNH RHNS (Specify)

G. Resident Meals: Total no. of meals served per day:*

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

I. Did you receive revenue from employees? O Yes O No
If yes, specify

amt.

J. Where is the revenue received reported in the Cost Report? (Page/Line Item)

Is cost of meals provided to persons other
If yes, specify

K. than employees or residents (i.e., Board O Yes O No

Members, Guests) included in 2E?
cost.

L. Is any revenue collected from these people? O Yes O No
If yes, specify

amt.

M. Where is the revenue received reported in the Cost Report? (Page/Line Item)

Is cost of food (other than meals, e.g., snacks
if yes, specify

N. at monthly staff meetings, board meetings) O Yes O No
provided to employees included in 2E?

cost.

O. Is any revenue collected from employees? O Yes O No
If yes, specify

amt.

P. Where is the revenue received reported in the Cost Report? (Page/Line Item)

* Count each tray served to a resident at meal time, but do not count liquids or other "between meal" snacks.



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

JACC Healthcare Center of Danielson 383940364 9/30/2018 19 ~ 37

Item Total CCNH RHNS (Specify)

3. Laundry
a. In-House Processing* Lbs.

1. Bed linens, cubicle curtains, draperies,
Amt. $gowns and other resident care items

washed, ironed, and/or rocessed.***
2. Employee items including uniforms, Lbs.

gowns, etc. washed, ironed and/or

Amt. $
processed.***

3. Personal clothing of residents Lbs.

~t $washed, ironed, and/or processed.***

4. Repair and/or purchase of linens.*** Lbs.

Amt. $ 6,983 6,983
b. Purchased Services (by contract other $

than through Management Services) ~ _~

(Com lete Schedule G2 att. Pa e 21) _ , ~~ x

c. Other (Specify) $ 8,q~>; 8.8~)~

Other Laund Sup lies

3D. Total Laundry Expenditures (3a + b + c) $ 15,876 15,876

3F. Laund Questionnaire

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

H. Did you receive revenue from employees? O Yes O No 
Ifyes,
s eci amt.

I. Where is the revenue received re orted in the Cost Re ort? (Page/Line Item)

J Is Cost of laundry provided to persons other 
O Yes O No 

Ifyes,
than employees or residents included in 3E? specify cost.

K. Did you receive revenue from these people? O Yes O No 
If yes,
s eci amt.

L. Where is the revenue received re orted in the Cost Re ort? (Page/Line Item)

* Do not include salaries from page 10 as part of dollaz values recorded in 1, 2, 3, and 4.

All allocations should add to total recorded in 3E.

* * * Pounds of Laundry only requved 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

JACC Healthcare Center of Danielson 383940364 9/30/2018 20 37

Item Total CCNH RHNS (Specify)

4. Housekeeping Sq. Ft. Serviced

a. In-House Care by Personnel

Amt. $ 19,842 19,8421. Supplies -Cleaning (Mops,

pails, brooms, etc. )

b. Purchased Services (by contract other Sq. Ft. Serviced

than through Management Services) by Personnel

amt. $(Complete Schedule C-2 att.

Page 21)

C. Other (Specify) $

4D. Total Housekeeping Expenditures (4a + b + c) $ I ~~.5 +~ I ~>.S~l'

5. . Resident Care (Supplies)** _-

a. Prescription Drugs***

_- _

=_ 'k

1. Own Pharmacy $

2. Purchased from $ 484,088 484,088

Swallowing Diagnostics -~ ' `' ~ v ;t - -

b. Medicine Cabinet Drugs $ 18,457 18,457

a Medical and Thera eutic Sup lies $ 177,107 177,107

d. Ambulance/Limousine*** $ 57,314 57,314

e. Oxygen - :.
1. For Emergency Use $

2. Other*** $ 10,228 10,228

£ X-rays and Related Radiological $ 9,455 9,455

Procedures***

g. Dental (Not dentists who should be included under $

salaries or fees) ~ -

h. Laboratory*** $ 15,100 15,100

i. Recreation $ 27,048 27,048

Direct Mana ement Services* $

k. Indirect Mana ement Services* $

1. Other (Specify)**** $ 55.876 55.876

See Attached Schedule

SM. Total Resident Care Expenditures (Sa - Sj) $ 854,673 854,673

* 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.

**** ICFMR's should provide a detailed schedule of all Day Program Costs.



JACC Healthcare Center of Danielson

9/30/2018

Schedule of Other Resident Care

Attachment Page 20

Descrintion CCNH RHNS (Specify)

0

Tube Feedin $ 1,514

Medical E ui ►nent Rental (Disallow) 25,602
Patient Ex enses 3,001
Patient Consolidated Billin (Disallow) 20,648
Ph sical Thera Su lies 3,919
Occu ational Thera Su lies (Disallow) 1,192

Total Other Resident Care $ 55,876 $ - $ -



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-21 Rev. 10/2001

Report of Expenditures

Schedule C-2 -Individuals or Firms Providing Services by Contract

Name of Facility

JACC Healthcare Center of Danielson

License No.

383940364

Report for Year Ended

9/30/2018

Page of

21 3~

Name of Individual or

Company Address

Related * * to Owners,

Operators, Officers

Explanation of

Relationship

Full Explanation of

Service Provided*

Total Cost/Page Ref.

Yes No CCNH RHNS (Specify) Pg Line

Steve Hirsch Consulting LLC

Ste 209, Fountain

Valley, CA 92708 O O N/A Purchasing Consultant 12,250 16 m13

O O

O O

O O

O O

O O

O O

O O

O O

O O

O O

O O

O O

O O

* List all contracted services over $10,000. Use additional sheets if necessary.

** Refer to Page 4 for definition of related.

*** Please cross-reference amount to the appropriate page in the Annual Report (Pages 16, 18, 19, 20 or 22).



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

JACC Healthcare Center of Danielson
License No.
383940364

Report for Year Ended

9/30/2018

Page of

22 ~ 37

Item Total CCNH RHNS (Specify)

6. Maintenance &Operation of Plant

a. Re airs &Maintenance $ 43,815 43,815

b. Heat $ 163,804 163,804

c. Li ht &Power $

d. Water $ 96,926 96,926

e. Equipment Lease (Provide detail on page 6) $ 12,128 12,128

f. Other (itemize) $

See Attached Schedule

65,438

-

65,438

u,~~ t

6 Total Maint. &Operating Expense (6a - 6 fl $ 382,111 382,11 ]

7. Depreciation (complete schedule page 23 * )

a. Land Im rovements $

b. Buildin & Buildin Im rovements $ 96,576 96,576

c. Non-Movable E ui ment $

d. Movable E ui ment $ 4,396 4,396

*7e. Total Depreciation Costs (7a + b + c + d) $ 100,972 100,972

8. Amortization (Complete att. Schedule Page 24 * )

a. Or anization Ex ense $

b. Mort a e Ex ense $

c. Leasehold Im rovements $ 10,599 10,599

d. Other (Spec) $

*8e. Total Amortization Costs (8a + b + c + d) $ 10,599 10,599

9. Rental payments on leased real property less

real estate taxes included in item l Ob $ 919,131 919,131

10. Property Taxes

a. Real estate taxes aid b owner $

b. Real estate taxes aid b lessor $ 145,888 145,888

c. Personal roe taxes $ 22,300 22,300

1 1. Total Property Expenses (7e + 8e + 9 + 10) $ 1,198,890 1,198,890

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



JACC Healthcare Center of Danielson

9/30/2018

Schedule of Other Repairs and Maintenance

Attachment Page 22

Description CCNH RHNS (Specify)

0

Contracted Services (None over $lOK) $ 19,224

Fest Control 2,165

Groundskee in /Sow Removal (No sin le vendor over $1 OK) 12,783

Trash Removal 27,233

Medical Waste 583

Minor E ui ment 3,370

Maintenance Consultant 80

Total Other Repairs and Maintenance $ 65,438 $ - $



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-23 Rev. 10/2006

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

JACC Healthcare Center of Danielson 383940364 9/30/2018 23 37

Historical Accumulated

Cost Less Depreciation to Method of

Exclusive of Salvage Cost to Be Beginning of Computing Useful Depreciation

Property Item Land Value Depreciated Year's Operations Depreciation Life for This Year Totals

A. Land Improvements k ~~ ~~~ ~~

1. Acquired prior to this report period

_,,

~ 'k

~~2. Disposals (attach schedule)

,G,~

~~, ~ -

3. Acquired during this report period (attach schedule) -~ ~" r~~ `~

A-4. Subtotal
p ~" ~; i~~,Y~

B. Building and Building Improvements ~~i~~`

1. Acquired prior to this report period 633,393 633,393 41,472 S/I, Various 75 007 ~., ~ ~~~`~.:

~w~ ~~~~2. Disposals (attach schedule) ^ ~=,

3. Acquired during this report period (attach schedule) 172,553 172,553 S/L Various 21 5r~ ' a

B-4. Subtotal ~~`::' '~~,-~76

C. Non-Movable Equipment
,

~'~- 6" "~'i r

ri t this re ort eriod1. Ac aired or o9 P P P
~~

~IfJ ~r"I,~R'~I~
2. Disposals (attach schedule)

r ,~ ~ y

~'~~~ ~ ~ ~'~3. Acquired during this report period (attach schedule) ~ ~'~

C-4. Subtotal '~IJ ~~

Is a mileage

logbook Date of Historical Accumulated

maintained? Acquisition Cost Less Depreciation to Method of

Exclusive of Salvage Cost to Be Beginning of Computing Useful Depreciation

Yes No Month Year Land Value Depreciated Year's Operations Depreciation Life for This Year Totals

D. Movable Equipment r ', ~ i"' ~
~'"~~~

~ ~~~ Ic y ~a~~~~u' ~~, i;1 ~ ,'I.~ ti ~ r , j,
1. Motor Vehicles (Specify name, model i ~'rc " ~ ~

~~~

~'~~~ ~ ", `'i ~~~'~ ~ "~ , ';~~ ~~;s

and yeaz of each vehicle) i j'~ ~. .,
' ~~

~
~ i t I I

~ ~r~~ ~ i "A
.. , .

I ~l . !I ' n ~~ ~ r ' 
~R

~ ~~~, _ ~. a ,,r.

a. u i I ~i
. ~.. ~`rrr~: i,~

b. ~Y f s.~, a~

d.
a

~~Ir~~ V
~ i!

2. Movable Equipment ~. - ° 
~

~
.,, ..

:'~~,y~ ~ ~ ~ ~,' ~_'~ ~'' .
~ ~~

,''~~' r ~~'
5~

k~'v~r~'~~~ ~'. , ~~"'~':
a. Acquved prior to this report period ~ ~ .~r.~ Var. 29,850 29,850 7,168 S2 Various~ ~~ ~ 3 6y~ ~~i '~~ik ~, ;~ ~ ~ ~~,~,

~ ~ a-' ;i~;~'.~ ~~~ ~r 
I~

,s ~
r i~~~~`"'

. Di sals attach schedu leb s Po ~ )

c. Acquired during this report period ~
~~

~ ' ~ , ~ '°~~

(attach schedule) ~~,~ V':ir ~~.~r ~ ̀~4r, 1.h~r, ~ I V',~n~,u~ ~,'~5 ~~~~~ .

D 3. Subtota 1 ~~ ~.

y' ' ~

4,396

E. Total Depreciation 100,972



JACC Healthcare Center of Danielson
9/30/2018

Schedule of Land Improvements Acquired during this report period

Attachment Page 23 Attachment Pages 23 24

Useful

Ac uisition Date Descri tion of Item Lost Life De reciation

Additions:

Total addi[ioos for Land Improvements ~ - $ -

Deletions:

'~'otal deletipns (orL~od lmp~oveme~ts $ - ~ -

"Ties to Page 23, Line A3

**Ties to Page 23, Line A2

Schedule of Building Improvements Acquired during this report period
Useful

A rnnisitinn Dafr Desrrinfinn of Item Cnsf Life Denrecistinn

Additions:

Asbestos Removal $ . 14;850 8 $ 1,856

Shower Rooms Renovation Pro'cct 130,000 8 16,250

AC Units 27 703 8 3,463

Total additions for Building Improvements $ 172,553 $ 21,569

Deletions:

Total deletions for Building In~provemeo~s $ - $ -

a

..

r

..

*Ties to Page 23, Line B3

~̀*Ties to Page 23, Line B2 
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Schedule of Non-Movable Equipment Acquired during this report period

Useful
nc msmon ua[e uescn non of icem i,os[ Lne ue rec~anon
Additions:

7bta1 additions for Non-Movable Equipment $ - $ -

Deletions:

Total deletions For Non-Movable Equipment $ - $ - :s

*Ties to Page 23, Line C3
*"Ties to Page 23, Line C2 
-----------------------------------



Schedule of Movable Equipment Acquired during this report period

UseTul
♦......:Q:H.... i~o~o ll..c nHnn of i~nm ('nef i.ifr Den reriafinn

Additions:

Ultrasound E ui ment $ 2,887 7 $ 412

Floor Wax Machine 1,999 7 286

Total additions Cor b1ovable Equipment $ x,886 $ 698

Deletions:

Total deletions fur Movable Equipment $ - $ -

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

Schedule of Leasehold Improvements Acquired during this report period

Useful

e

Ac uisition Date Descri tion of Item Cost Life De reciation

Additions:

Total additions for Leasehold Improvement $ - $ - "

Deletions:

'Cotal deletions for Leasehold Improvement $ - $ - **

Attachment Pages 23 24

*Ties to Page 24, Line C3
'~*Ties_to Pale 24, Line C2 

-------------------------------------------------------------------------------------------------------------------------------------------------



State of Connecticut
Annual Report of Long-Term Care Facility

CSP-24 Rev. 10/2006

Amortization Schedule

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

JACC Healthcare Center of Danielson 383940364 9/30/2018 24 37

Accumulated

Date of Amort. to

Acquisition Beginning of Basis for

Length of Cost to Be Year's Computing Rate Amortization

Item Month Year Amortization Amortized Operations Amortization** % for This Year Totals

A. Organization Expense ~,~_~~~ ''" a'~~ ` ~.
1. ~ ̀ ~,r~~~~ ~ ~~~~~~~~t,

,,:

3. '~ '.
A-4. Subtotal ~, ~~,~'~'~~" _
B. Mortgage Expense "`

a ,c~:~~~~ s
1.

r k.'- i YI'I, i,
'FI lull

2.
`

~ l; ~ I

. v~'~.~ , ~s .
3.

B-4. Subtotal ~ , r~~ r ll'~'

C. Leasehold Improvements and Other ~ I,.

1. Acquired prior to this report period Var. Var. Various 73,685 10,441 S2 10,599 :~~ ~~--~;. ~a~~ ,;; ,.

~2. Dis osals attach schedule ~~~, ~~~ `"~~

3. Acquired during this report period ~~1. ; ;~Ŝ.LII~Y1 r l'~L, i P ~y ̀ ` '`'4 1!t I I,~ S1

(attach schedule) ~ ~ "''' ~~

C-4. Subtotal
~ ~ ~ - ~

"~1
~

~f i i

t
:k a ~„ ~ ~

~ 4 y1 i~~~r

;~ ~~~ r:

10,599

D. Total Amortization 10,599

* Straight-line method must be used.

** Specify which of the following bases were used:

A. Minimum of 5 years or 60 months.

B. Life of mortgage; OR

C. Remaining Life of Lease; OR

D. Actual Life if owned by Related Party.



IACC Healthcare Center of Danielson

Cost Report Year 2018

Medicaid Cost Report -Depreciation Summary 9/30/2016 9/30/2017 9/30/2017 9/30/2018 9/30/2018 NBV

Historical Cost Method Life
~~umulated

Depreciation Expense
A~~umulated

pePredation Expense
Accumulated

Depreciation Depreclatlon Depreciation

Building Improvement

2016 Additions

Sign 16,750 5/L 10 1,675 1,675 3,350 1,675 5,025 11,725

Dining Room Renovations 50,000 S/L 20 2,500 2,500 5,000 2,500 7,500 42,500

Total Additions 2016 66,750 4,175 4,175 8,350 4,175 12,525 54,225

2017 Additions

Renovation 50,000 S/L 8 - 5,208 5,208 6,250 11,458 38,542

HD Supply 5,655 5/L 8 - 531 531 707 1,238 4,416

Asbestos Abatement 8,000 5/L 8 - 667 667 1,000 1,667 6,333

Renovation 102,880 5/L 8 - 8,573 8,573 12,860 21,433 81,447

Renovation 37,720 S/L 8 - 3,143 3,143 4,715 7,858 29,862

Architec[ualDrawings 5,800 S/L 8 - 483 483 725 1,208 4,592

Commercial Doors 4,165 S/L 8 - 347 347 521 868 3,297

American Express 3,060 5/L 8 - 255 255 383 638 2,422

New Counter Tops 5,315 5/L 8 - 443 443 664 1,107 4,208

American Express 2,110 5/L 8 - 176 176 264 440 1,670

Renovation 64,300 S/L 8 - 4,689 4,689 8,038 12,727 51,573

American Express 2,888 5/L 8 - 181 181 361 542 2,347

American Express 1,194 5/L 8 - 75 75 149 224 970

Commercial Doors 5,285 5/L S - 275 275 661 936 4,349

American Express 1,413 5/L 8 - 59 59 177 236 1,177

Renovation 222,285 5/L 8 - 6,946 6,946 27,786 34,732 187,553

P&J Sprinkler 3,162 5/L 8 - 66 66 395 461 2,701

Asbestos Abatement 34,650 S/L 8 - 361 361 4,331 4,692 29,958

New Windows 6,762 5/L 8 - 644 644 845 1,489 5,273

Total Additions 2017 566,643 - 33,122 33,122 70,832 103,954 462,690

2018 Additions

Asbestos Removal 14,850 5/L 8 - - - 1,856 1,856 12,994

Shower Rooms Renovation Project 130,000 5/l 8 - - - 16,250 16,250 113,750

AC Unitr 27,703 S/L 8 - - - 3,463 3,463 24,240

Total Additions 2018 172,553 - - - 21,569 21,569 150,984

tai Bufldine Improvement 805.946 4.175 37.297 41.472 %.576 138.048 667.899



Moveable Equipment

2015 Additions

Greb Bars 5,151 5/L 15 686 343 1,029 343 1,372 3,779

Time Clock 1,952 S/L 10 390 195 585 195 780 1,172

Server 2,825 S/L 5 1,130 565 1,695 565 2,260 565

Wireless Routers 1,535 5/L 5 614 307 921 307 1,228 307

Total Additions 2015 11,463 2,821 1,410 4,231 1,410 5,641 5,822

2016 Additions

Freezer 1,569 5/L 15 105 105 210 105 315 1,254

Oxygen Concentrator 4,977 5/L 7 711 711 1,422 711 2,133 2,844

Ice Machine 5,110 5/L SO 511 511 1,022 511 1,533 3,577

ToWI Additions 2016 11,656 1,327 1,327 2,654 1,327 3,981 7,675

2017 Additions

Compact Water Booster 2,527 S/L 7 - 180 180 361 541 1,985

Water Cooler 2,066 5/L 7 - 49 49 295 344 1,722

Ice Bin 722 5/L 7 - 17 17 103 120 602

Garbage Disposal 1,379 S/L 7 - 33 33 197 230 1,149

Computer Equipment 35 5/L 7 - 2 2 5 ~ 2$

Total Additions 2017 6,730 - 282 282 961 1,243 5,487

2018 Additions

Ultrasound Equipment 2,887 S/L 7 - - - 412 412 2,475

Floor Wax Machine 1,999 S/L 7 - - - 286 286 1,713

Total Additions 2D18

Total Moveable Eautoment

4,886

34.734

-

4.147

-

3.019

-

7.166

698

4396

698

11.562

4,188

23.172

Toul for 2017 840.680 8322 40316 48.638 100.972 149.610 691.071

Prior Year Current Year

Net Book Value per Trial Balance ao~ 608,798 692,935

Net Book Value per C/R Depreciation s.o~ 614,593 '. 691,070

Variance (5,805) 1,865

Software (Net) Ao~ -

CR vs. TB AdjusUnent page 31 of the Cost Report e.oi (5,805) 1,865

Per Marcum

PerTTB Above Variance

Building Improvement 87,695 96,576

Moveable Equipment 5,607 4,396

Depreciation Adjustment - Vage 36 of the Cost Report 93,302 100,972 (7,670)



JACC Healthcare Center of Danielson

Cost Report Year 2018

Medicaid Cost Report -Amortization Summary 9/30/2016 9/30/2017 9/30/2017 9/30/2018 9/30/2018 NBV

A«umulated Depreciation Accumulated Depreciation Accumulated
Historical Cost Method ~~e

Depreciation Expense Depreciation Expense Depreciation

Leasehold Improvement

2016 Additions

Leasehold Acquisition Cost 18,516 S/L 5 3,703 3,703 7,406 3,703 11,109 7,407

Total Additions 2016 18,516 3,703 3,703 7,406 3,703 11,109 7,407

2017 Additions

Leasehold Acquisition Cost 5,169 S/L 8 - 431 431 646 1,077 4,092

Leasehold Acquisition Cost 50,000 S/L 8 - 2,604 2,604 6,250 8,854 41,146

TOWIAdditions2017 55,169 - 3,035 3,035 6,896 9,931 45,238

52,645



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
JACC Healthcare Center of Danielson

License No.
383940364

Report for Year Ended
9/30/2018

Page of
25 37

11. Property Questionnaire

Part A
Is the property either owned by the Facility If "Yes," complete Part B.

or leased from a Related Party?* 
O Yes O No 

If'No," complete Part C.

*If any owner or operator of this facility is related by firmly, 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 Total ~~~ ? _ _

c' ~ ~~` '''
S i~ K

= — =. ~µ ~ ~ z ;;
~F ~~ ~~~ - ~ . ~ ~'=

~ ~~ ~f ~ ~ ~"'•
=--

- _.~

E
;~-. . _ _

2n~J ~1~~r<<~a~~e ~r~i ~1o~-t~~a~~c -1th ~1ort~a~_r

1. Date Land Purchased
2. Date Structure Completed
3. If NOT Original Owner, Date of Purchase
4. Date of Initial Licensure
5. Total Licensed Bed Capacity
6. Square Footage
7. Acquisition Cost

a. Land
=_

b. Buildin

Part B -Owner and Related Parties 1st Mortgage

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

- __

b. Date Mortgage Obtained
c. Interest Rate for the Cost Year

d. Term of Mortgage (number of years)
e. Amount of Principal Borrowed
f. Princi al balance outstandin as of

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. Princi al Outstandin on Note Paid-Off

Part C -Arms-Length Leases for Real Property Improvements Only

Name and Address of Lessor Property Leased Date of Lease Term of Lease Annual Amount of Lease

Danielson Senior Holdings, LLC, 13 Freedom
Drive, Lakewood, NJ 08701

111 Westcott Road,
Danielson, CT 06239-9292

09/01/15 10 Years 919,131

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 lOb.



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-26 Rev. 6/95

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

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

JACC Healthcare Center of Danielson 383940364 9/30/2018 26 I 37

Item Total CCNH RHNS (S eci )

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

Equipment
1. First Mort a e $

Name of Lender Rate ~ -_ _ ; }~,~ ~
-

- _

- .:

~ zv -~ ~ -

_

Address of Lender

2. Second Mort a e $
Name of Lender Rate

~r~ - -- _Address of Lender
1

__ ~ ._ y- -- ~ ~-
=

--- _ -~_ -~ -
_-

- .~ _z_. -_-~--
3. Third Mort a e 

$

Name of Lender Rate -- ~, ~ ~ ~~ ~ ~ ~ =- ~= f

_ -r - - _
Address of Lender

4. Fourth Mort a e $
Name of Lender Rate

Address of Lender
~4

`~

~ ̀  ̀

{

' ~ ~ _~ ~~ -r

B. CHEFA Loan Information

1. Ori final Loan Amount $

2. Loan Ori ination Date - = ~ ~"

3. Interest Rate

4. Term

5. CHEFA Interest Ex ense

12 B7. Total Buildin Interest Ex erase 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

JACC Healthcare Center of Daniel 383940364 9/30/2018 27 37

Item Total CCNH RHNS (Specify)

Subtotals Brou t Forward:

12. C. Movable Equipment

1. Automotive E ui ment $

A. Item Rate Amount 3 .~ ~ ~ - ~ ~

sr 1

~ "

_ _

-~'K,t -

.. _ _ _

_ -

_~_ _

Lender

Address of Lender

2. Other (Spec) $

A. Item Rate Amount
l- ~ f =-

_

_-

~~.y '~-.

3~

~~ L
i _ fE~ — -

Lender
__

-~ J

~._ ~_

_

_ 1

- ¢

-

N}', _s

' =~

~`3` _

' ~ _ -

Address of Lender

=-

~f

B. Item Rate Amount

Lender

Address of Lender
~' =_ ~_

12. C. 3. Total Movable Equipment Interest

Ex erase (C1 + 2) $
12. D. Other Interest Expense (Specify) $ 21,658 21,658

Late Payment /Insurance Financing /Credit Card (Disallo~

13. Total All interest Expense (12B7 + 12C3 + 12D) $ 21,658 21,658

14. Insurance

a. Insurance on Pro e (buildin s oral) $ 108,721 108,721

b. Insurance on Automobiles $
c. Insurance other than Property (as specified above)

1. Umbrella (Blanket Coverage) $

2. Fire and Extended Covera e $
3. Other (Specify) $ 9,260 9,260

EPLI and D&O Insurance (Disallowed) ~ ~ = ~ ~~ z ~-= -; `X`'~'

14d. Tota[ Insurance Ex enditures (14a + b + c) $ 117,981 117,981

] 5. Total All Ex enditures (A-13 thru C-I4) $ 18,243,875 18,243,875



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

D. Adjustments to Statement of Expenditures

Name of Facility
JACC Healthcare Center of Danielson

License No.
383940364

Report for Year Ended
9/30/2018

Page of
28 ~ 37

Item
No.

Page
No.

Line
No. Item Description

Total
Amount of
Decrease CCNH RHNS (Specify)

Page 10 -Salaries and Wages - - - ~- ̀-F ~~ t 1`_~-

1. Out atient Service Costs $
2. Salaries not related to Resident Care $
3. 10 a12g Occu ational Thera $ 518,049 518,049
4. Other -See attached Schedule $ 3,819 3,819

Page 13 -Pro essional Fees
5. 13 B8c Resident Care Physicians ** $ 8,000 8,000

6. Occu ational Therapy $
7. Other -See attached Schedule $

Pages 1 S & l6 -Administrative and General
8. Discriminatory Benefits $
9. Bad Debts $
10. Accountin $

10a. Legal $
1 1. Telephone $
12. 15 h2 Cellular Tele hone $ 4,286 4,286
13. Life insurance premiums on the life

of Owners, Partners, Operators $
14. Gifts, flowers and coffee shops $
15. Education expenditures to colleges or

universities for tuition and related costs
for owners and employees $

- - ~ ~;

16. 16 L4 Travel for purposes of attending
conferences or seminars outside the
continental U.S. Other out-of-state
travel in excess of one re resentative $

=
y =
_; ~~

5,678

_ ~ - -;
~'_ 4 __

5,678

= _
- - - s,

_

17. Automobile Expense (e. .personal use) $
18. 16 m2/3 Unallowable Advertising * $ 39,867 39,867
19. 15 lj Income Tax /Corporate Business Tax $ 455 455
20. Fund Raising /Contributions $
21. Unallowable Management Fees $
22. Barber and Beauty $
23. Other -See attached Schedule $ 31,880 31,880
Page 18 - Dieta enditures ~ ~ ~ = '~ ~ ` ~~-t:~<<:._
24. Meals to employees, guests and others

who are not residents $
, F ; _ _ . _ _

Pa e 19 - Laund Ex enditures ~' 4 ': ~1Z sj t- ~ .' i =' --
25. Laundry services to employees, guests

and others who are not residents $

~ . "~~ _`~. _ "

Page 20 -Housekeeping E.zpenditures =° _
26. Housekeeping services to employees, guests

and others who are not residents $
'Y ~ ~- '^~ ~-~_ ~~,~w~~̀ " ~~~~~` '=,

Subtotal (Items 1 - 26) $ 612,034 612,034

• All except'?-Ielp Waned". (Carry Subtotal forward to next page )
•̀ Physicians who provide services to Tide 19 residents are required to bill [he Department of Social Services directly for each individual resident.



JACC Healthcare Center of Danielson

9/30/2018

Attachment Page 28

Schedule of Other Salaries Adjustment

PA4P RPI~ i,inr RPf llPcrrintinn CCNH RHNS (Saecifv)

10 B 12o Res .Thera ist $ 3,819

Total Other Salaries Adjustment $ 3,819 $ - $

Schedule of Fees Adjustments

Page Ref Line Ref Description CCNH RHNS (Specify)

Total Other Fees Adjustments $ - $ - $

Schedule of Other A&G Adjustments

Pane Ref Line Ref Description CCNH RHNS (SDeCIfV)

16 m 13 Fines &Penalties $ 8d

16 m l 3 Penalties -Bed Ta~c 31,800

Total OtherA&G Adjustments $ 31,880 $ - $ -



JACC Healthcare Center of Danielson

Calculation of Allowable Cell Phone Expense

September 30, 2018

# of Allowable

Beds Cell Phones

1-100 3

101-200 4

201-300 5

301-400 6

Total Bed Capacity 190:

# of Allowable Cell Phones 4

Allowable Cell Phone Expense (per cell phone):

per month $ 30

per year $ 360

Page 15 Line lh2

Cell Phone expense per TB

Amount

$ 5,726

Allowable Cell Phone expense $ ] ,440

Disallowed Cell Phone expense $ 4,286 Page 28 Line 12



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-29 Rev. 10/2006

D. Adiustments to Statement of Expenditures (cont'd)
Name of Facility

JACC Healthcare Center of Danielson

License No.

383940364
Report for Year Ended

9/30/2018

Page of

29 ~ 37

Item
No.

Page
No.

Line

No. Item Description

Total

Amount of

Decrease CCNH RHNS (Specify)

Subtotals Brou ht Forward $ 612,034 612,034

Page 20 -Resident Care Supplies * * * = ~ t - Y = ` ': ' - ~ ~ y ~T~ ~'-

27. 20 Sat Prescri tion Drugs $ 484,088 484,088

28. 20 Sd Ambulance/Limousine $ 57,3]4 57,314

29. 20 Sf X-rays, etc $ 9,455 9,455

30. 20 Sh Laborato $ 15,100 15,100

31. Medical Supplies $

32. 20 Set Oxygen (non emergency) $ 10,228 10,228

33. Occupational Therapy $

34. Other -See Attached Schedule $ 58,121 58,121

Pa e 22 -Maintenance and Property =- _= ~ ~ ' _"-

35. Excess Movable Equipment Depreciation

See Attached Schedule $

- -

36. Depreciation on Unallowable

Motor Vehicles $

-

37. Unallowable Property and Real

Estate Takes $

3

38. Rental of Building S ace or Rooms $

39. Other -See Attached Schedule $

Page 27 -Insurance
40. Mortgage Insurance $

41. Property Insurance $

Other -Miscellaneous

42. Other -Indirect $

43. Interest Income on Account Rec. $

44. Other - Miscellaneous Administrative $

45. Management Fees Direct $

46. Mana ement Fees Indirect $

47. Other -Direct $ 37,550 37,550

Nol For Profit Providers Only _ -_

48. Building/Non Movable Eq. Depreciation

Unallowable Building Interest -

See Attached Schedule $

- -

_~ -_

~ ' ~,

- '', ~ .

;'

, _ _ _

49. Total Amount o Decrease (Items 1 - 48) $ 1,283,890 1,283,890

"" Items billed directly to Department of Social Services and/or Health Services in CT, or other states, Medicare, and private-pay residents. Identify

sepazately by category as indicated on Page 20.



Attachment Page 2~ttachment Page 29

JACC Healthcare Center of Danielson

9/30/2018

Schedule of Other Ancillary Costs

Pane Ref i.ine Ref Deccrinfinn CCNH RHNS (Saecifv)

2U Si Cable Television Disallowance See Attached) $ 10,679

20 51 Non Allowable Medical E ui ment Rentals 25,602

2U 51 Occu ational The a Su lies 1,192

20 51 Patient Consolidated Billin 20,648

Total Other Ancillary Costs $ 58 12] $ - $ -

Schedule of Excess. Movable Equipment Depreciation

Pa e Ref Line Ref Descri lion CCNH RHNS (Specify)

Total Excess Movable Equipment Depreciation $ - $ $'

Schedule of Other Property Adjustments

Pa e Ref Line Ref Descri lion CCNH RHNS (~pec~ty)

Total Other Property Adjustments $ - $ - $ -



Schedule of Other Adjustments Attachment Page 29

Pave Ref i,ine Ref Descrintinn CCNH RHNS (Snecil'v)

27 12d Interest ~x ense on Insurance Financin $ 2,452

27 12d Interest Cx ease on Late Pa ~ment 9,490

27 ltd Interest Ex ense on Credit Card 9,716

30 N 8 State of CT Vendor Pa ~ment 150

30 N 8 O tum Q2 & Q3 Bonus Revenue 6,232

30 iV 8 Check from Putnam Taxi 250

27 14c3 EPLI & D&O Insurance 9,260

Total Oxher Adjustments $ 37,»0 $ - $ -

Schedule of Unallowable Building Interest

Pa e Ref Line Ref Descri lion CCNH RHNS (Specify)

Total Unallowable Building Interest $ - $ - $



JACC Healthcare Center of Danielson

Disallowance Schedule for Cable TV

9/30/2018

Amount

Total Cable TV Expense acct # 14,279 TB Linked

Monthly Allowable amount $ 300

Months in Cost Report Year 12

Total Allowable Cost $ 3,600

Disallowed Cable TV $ 10,679

Pg. 29



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-30 Rev.10/2005

F. Statement of Revenue
Name of Facility

JACC Healthcare Center of Danielson

License No.

383940364

Report for Year Ended

9/30/2018

Page of

30 ~ 37

Item Total CCNH RI-INS (Specify)

L Resident Room, Board &Routine Care Revenue

1. a. Medicaid Residents (CT only) $

~ ,-

15,517,467

- ': t

15,517,467

J_

b. Medicaid Room and Board Contractual Allowance ** $ (4,393,585) (4,393,;85)

2. a. Medicaid (All other states) $

b. Other States Room and Board Contractual Allowance ** $

3. a. Medicare Residents (all inclusive) $ 1,645,823 1,645,823

b. Medicare Room and Board Contractual Allowance ** $ 1,894,148 1,894,148

4. a. Private-Pay Residents and Other $ 3,344,778 3,344,778

b. Private-Pa Room and Boazd Contractual Allowance * * $ 50,394 50,394

II. Other Resident Revenue

1. a. Prescri tion Drugs -Medicare $ 435,559 435,559

- _

b. Prescri tion Drugs -Medicare Contractual Allowance ** $

c. Prescri tion Dru s -Non-Medicare $ 44,536 44,536

d. Prescri lion Drugs -Non-Medicare Contractual Allowance ** $

2. a. Medical Supplies -Medicare $

b. Medical Su plies -Medicare Contractual Allowance ** $

c. Medical Supplies -Non-Medicare $

d. Medical Su lies -Non-Medicare Contractual Allowance ** $

3. a. Physical Therapy -Medicare $ 1,062,981 1,062,981

b. Physical Thera y -Medicare Contractual Allowance * * $

c. Physical Therapy-Non-Medicare $ 114,15] 114,151

d. Physical Therapy -Non-Medicare Contractual Allowance * * $

4. a. Speech Therapy -Medicare $ 212,494 212,494

b. Speech Therapy -Medicare Contractual Allowance * * $

c. S eech Therapy -Non-Medicare $ 28,055 28,055

d. Speech Therapy -Non-Medicare Contractual Allowance * * $

5. a. Occupational Thera y -Medicare $ ],156,405 1,156,405

b. Occupational Therap -Medicare Contractual Allowance ** $

c. Occu ational Therapy -Non-Medicare $ 141,221 ]41,221

d. Occupational Thera y -Non-Medicare Contractual Allowance ** $

6. a. Other (Specify) -Medicare $ (2,343,209) (2,343,?09)

b. Other (Specify) -Non-Medicare $ (320,(136) (320,036)

III. Tot¢l Resident Revenue (Section I. thru Section II.) $ 18,591,182 18,591,182

IV. Other Revenue*

1. Meals sold to guests, em loyees &others $

2. Rental of rooms to non-residents $

3. Telephone $

4. Rental of Television and Cable Services $

5. Interest Income (Specify) $ 139 139

6. Private Dut Nurses' Fees $

7. Barber, Coffee, Beaut and Gift sho s $

8. Other (Specify) $ 53,230 53,230

V. Tota[ Other Revenue (1 thru 8) $ 53,369 53,369

VI. Total All Revenue (III+V) $ ]8,644,551 18,644,551

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

•̀ Facility should report a!! contractual allowances and/or payer discounts.



JACC Healthcare Center of Danielson

9/30/2018

Attachment Page 30

Schedule of Other Resident Revenue -Medicare

Related Exp

PA4P RPf Drs~rintinn ('C'Ni-i RHNC (Soecifvl

0

30II6a X-Ra $ I,O50

30II6a Contractual Allow¢nce (2,338,963)

30ll6a Se uestrution 5,296)

Total Qther Resident Revenue -Medicare $ (2,343,2Q9) $ - $'

Schedule of Other Noo-Medicare Resident Revenue

Related Exp

Paee Ref Descriotinn CCNH RHNS (Snecity)

U

30 I16b X-Ra ~ $ 375

30 116b Contrachial Allowance (320,41 1)

Total OtherRcsident $evenue $ (32Q,034) $ $ -

Interest Income

Pnar Rrf Arrn~mf

Account

R~I~nrn !`!'Ni-i Ri-iNC lRnvrifvl

0

30 IVS Interest Income N%A $ 139

Total Interest Income $ 139 $ - $ -

Schedule of Other Revenue

Paoe Ref Ilrccrintinn (`f'NFI RIINC lSnrrifvl

30 N 8 Write Off (Prior Year Ex ~nses $ 46,598

30 IV 8 State of LT Vendor Payment 150

30 N 8 O tam Q2 & 3 Bonus 6,232

30 IV 8 Check from Putnam'Paxi Z50

Total Othcr Revenue $ 53,230 $ - $



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

JACC Healthcare Center of Danielson 383940364 9/30/2018 31 ~ 37

Account Amount

Assets
A. Current Assets

1. Cash (on hand and in banks) $ (24S,3Ei0)

2. Resident Accounts Receivable (Less Allowance for Bad Debts) $ 3,728,369

3. Other Accounts Receivable (Excludin Owners or Related Parties) $
4 Inventories $
5. Prepaid Expenses $ 73,167

a. Prepaid Workers Comp 47,677
b. Prepaid Insurance 25,490 ~'~ ~'~=~

c.
d. See Schedule

6. Interest Receivable $
7. Medicare Final Settlement Receivable $ 19,459

8. Other Current Assets (itemize) $ 93,555
Allowance for Doubtful Accounts 89,635 =
Utilities Deposit 3,920 ~~,~ ~, _ ~ T

~ - ~ r

See Sche ule

A-9. Total Current Assets (Lines A 1 thru 8) $ 3,669,190
B. Fixed Assets

1. Land $
2. Land Improvements *Historical Cost $

Accum. Depreciation Net
3. Buildings *Historical Cost 805,946 $ 667,898

Accum. Depreciation 138,048 Net
4. Leasehold Improvements *Historical Cost $

Accum. Depreciation Net
5. Non-Movable Equipment *Historical Cost $

Accum. Depreciation Net
6. Movable Equipment *Historical Cost 34,736 $ 23,172

Accum. Depreciation 11,564 Net
7. Motor Vehicles *Historical Cost $

Accum. Depreciation Net
8. Minor Equipment-Not Depreciable $

9. Other Fixed Assets (itemize) $ 1,865
FS vs CR Net Book Value 1,865
See Schedule

B-10. Total Fixed Assets (Lines B1 thru 9) $ 692,935

* Historical Costs must agree with Historical Cost reported in Schedules on ~car,~ roar forward to next page )

Depreciation and Amortization (Pages 23 and 24).
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Annual Report of Long-Term Care Facility

CSP-32 Rev. 6/95

G. Balance Sheet (cont'd)

Name of Facility

JACC Healthcare Center of Danielson
License No.

383940364

Report for Year Ended
9/30/2018

Page of

32 ~ 37

Account Amount

Total Brou ht Forward:$ 4,362,125

C. Leasehold or like property recorded for Equity Purposes.

1. Land $
2. Land Improvements *Historical Cost

Accum. De reciation Net $

3. Buildings *Historical Cost

Accum. De reciation Net $

4. Non-Movable Equipment *Historical Cost

Accum. De reciation Net $

5. Movable Equipment *Historical Cost

Accum. De reciation Net $

6. Motor Vehicles *Historical Cost

Accum. De reciation Net $

7. Minor E ui ment-Not De reciable $

C-8 Total Leasehold or Like Properties (C 1 thru 7) $

D. Investment and Other Assets

1. Deferred De osits $

2. Escrow De osits $

3. Organization Expense *Historical Cost

Accum. De reciation Net $

4. Goodwill (Purchased Onl) $

5. Investments Related to Resident Care (itemize) $

6. Loans to Owners or Related Parties (itemize) $

Name and Address Amount Loan Date = - -

7. Other Assets (itemize)

Due from Prior Owner 338,983
Due from Landlord 11,280

See Schedule (71, l 45)

$ ~ 7~). I l 8

~:r - ~,~`~°~" ~" ;' _-=~ F~
-̀~_ :'~ z~„~,~ ~= {~~<
. r~J~ f } ~'

D-8. Total Investments and Other Assets (Lines D 1 thru 7) $ 279,118

D-9. Tota[AllAssets (Lines A9 + B10 + C8 + D8) $ 4,641,243

* 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

JACC Healthcare Center of Danielson 383940364 9/30/2018 33 ~ 37

Account Amount

Liabilities
A. Current Liabilities

1. Trade Accounts Pa able $ 2,369,912

2. Notes Payable (itemize) $

See Schedule

,j

3. Loans Pa able for E ui ment (Current onion) (itemize) $
Name of Lender Pu ose Amount Date Due

f ~~r.

3
-r~

4. Accrued Pa roll (Exclusive o Owners and/or Stockholders onl ) $ 440,010

5. Accrued Pa roll (Owners and/or Stockholders onl $

6. Accrued Pa roll Taxes Pa able $ 15,958

7. Medicare Final Settlement Pa able $

8. Medicare Current Financin Pa able $

9. Mort a e Pa able (Current Portion) $

10. Interest Pa able (Exclusive o Owner and/or Related Parties) $

ll. Accrued Income Taxes* $
12. Other Current Liabilities (itemize) ~ 329,308

Accrued Provider Tax 296,294 Union Dues Witholding (1,011)

Accrued Expense Other 22,916 Accrued Employee Ins. 657

Accrued Accounting 10,000 Parient Refund (42,770) ~~—` ̀~

Accrued Health &Welfare 43,222 See Schedule

A-13. Total Current Liabilities (Lines Al thru 12) $ 3,155,188

* Business Inwme Taac (not that withheld from employees). Attach copy of owner's Federal Income (Carry Tofa! forward [o nex[ page)

Ta~c Return.



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

JACC Healthcare Center of Danielson 383940364 9/30/2018 34 ~ 37

Account Amount
Total Brought Forward: 3, ] 55,188

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

1. Loans Payable-Equipment (itemize) $

Name of Lender Pu ose Amount Date Due ~~ ~ __
~~ 3~ ~ . -~

-.~-
+-4': ,~.hY~ ~ r _~~

— i' _
'' c ~~

fi_-
t ~.t {

~̀  ~~i
t~ ~. Fx. `~` _

r ~ Gam-• -
'- tk r-.'-~- 

b

-~

2. Mort ages Payable $

3. Loans from Owners or Related Parties (itemize) $ 585,500

Name and Address of Lender Amount Loan Date ,~ , .,
4L_~ ~'~

S

T~ r i ~~

ShimshonFisher 585,500 On-Going

_.x~ ,I

~ _1~

_~ s~x~ .~ ~~,.P~~~~:

f ~ ~-~ f~_, fi~~.,-

_-

4. Other Long-Term Liabilities (itemize) $ 6(~U.750

Due to 3rd Party A 87,500

Due to 3rd Party B 513,250 "~ ~~ ~s ~=
~~

s_,.
See Schedule

.;
~~r~ -~ "~- ~=,

B-5. Total Long-Term Liabilities (Lines B 1 thru 4) $ 1,186,250

C. Total All Liabilities (Lines A-13 + B-5) $ 4,341,438



JACC HeallMare Cemer of Danielwn Anachmem Page 31-74

9/30/2018

Schedule otPrepaid Eipensea Page 71 Lice AS

Schedule of OiberFaed Acvcts (Ilem've) Pege 31 Lice B9

i Ana •mom ~r.~a ~n~

32 D7 Lonnk EKc S t75 230

32 D7 Lca~c isilion Cost Nci S 52 l35

12 D7 Rc lace~~n~ Rau,•rvcs S 50 J60

Total Other A,seets ~$ 71 19<}

Scbeduk of Other Loog-Teem LiabBities (i~emve) Page 34 Lice B4

Pooe Ref lice Re! Dearrinlinn

Total Othcr Cu~reet 4iablitc~ (ItemFie) .$
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Scbeduk of Ofber Aasels Page 72 Lice D7
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CSP-35 Rev. 6/95

G. Balance Sheet (cont'd)
Reserves and Net Worth

Name of Facility

JACC Healthcare Center of Danielson
License No.

383940364
Report for Year Ended

9/30/2018

Page of

35 ~ 37

Account Amount

A. Reserves

1. Reserve for value of leased land $

2. Reserve for depreciation value of leased buildings and appurtenances

to be amortized $

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

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

5. Reserve for funds set aside as donor restricted $

6. Total Reserves $

B. Net Worth

1. Owner's Ca ital $ 1,500,000

2. Ca ital Stock $

3. Paid-in Su lus $

4. Treasu Stock $

5. Cumulated Earnin s $ (1,608,541)

6. Gain or Loss for Period 10/1/2017 thru 9/30/2018 $ 408,346

7. Total Net Worth $ 299,805

C. Total Reserves and Net Worth $ 299,805

D. Total Liabilities, Reserves, and Net Worth $ 4,641,243



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

JACC Healthcare Center of Danielson 383940364 9/30/2018 36 ~ 37

Account Amount

A. Balance at End of Prior Period as shown on Report of 09/30/2017 $ (108,541)

$. Total Revenue (From Statement of Revenue Page 30) $ l 8,644,551

C. Total Expenditures (From Statement of Expenditures Page 27) $ 18,236,205

D. Net Income or Deficit $ 408,346

E. Balance $ 299,805

F. Additions r ' ~~ ~~~

~ ~~~~d =~1. Additional Capital Contributed (itemize) ~~~~~

Expenses Per Page 27 $18,243,875 =F ̀  ~ -~ ~}. ,-,
Difference in Depreciation (7,670) r_ ~ ~ _ ~~ ., :,`

Total Expenses $18,236,205

_

`~' ~ ' ``~'`=~ ~' ~~*

_.y rt - _

,; s
~_

2. Other (itemize)

-~
--

~~ _.~ s

F-3. Total Additions $

G. Deductions

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

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

2. Other Withdrawings (Spec) $

Purpose Amount - ~ _ -i ,_
J: }

3. Total Deductions $
H, Balance at End of Period 09/30/18 $ 299,805



State of Connecticut
Annual Report of Long-Term Care Facility

CSP-37 Rev. 9/2002

I. Preparer's/Reviewer's Certification

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

JACC Healthcare Center of Danielson 383940364 9/30/2018 37 37

Check a ro riate cate o

~ Chronic and Convalescent Nursing ~ Rest Home with Nursing ❑ (Specify)
Home only (CCNH) Supervision only (RHNS)

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

applicable regulations. All non-reimbursable expenses of which l 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.

Sign re o Title Date Signed

~t2-1 .v C i P Az 2~ l~ I 1 ~1,

Printed Name of Preparer

Matthew S. Bavolack
Addre: Address Phone Number

555 Lon Wharf Drive, New Haven, CT 06511 203-781-9600

Annual Report Contact Phone Number

Sam Fisher (860) 774-9540

Annual Report Contact Email Address

sfisher davis lacehcacom
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