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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
Advanced Center for Nursing & Rehabilitation, LLC 2434 9/30/2017 1

of
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.

| HEREBY CERTIFY that I have read the above statement and that I have examined the accompanying
Cost Report and supporting schedules prepared for Advanced Center for Nursing & Rehabilitation, LLC

[facility name], for the cost report period beginning October 1, 201 6 and ending September 30, 2017, 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. {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)
Patricia King Mordejai Salamon
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-1A Rev. 6/95

State of Connecticut

Department of Social Services

55 Farmington Avenue, Hartford, Connecticut 06105

Data Required for Real Wage Adjustment Page of
1A 37
Name of Facility Period Covered: From To
Advanced Center for Nursing & Rehabilitation, LLC 10/1/2016{ 9/30/2017
Address of Facility
169 Davenport Ave, New Haven, CT 06519
Report Prepared By Phone Number Date
Marcum LLP 203-781-9600 1/22/2018
Item Total CCNH RHNS | (Specify)

1. Dietary wages paid

Laundry wages paid

Housekeeping wages paid

Nursing wages paid

Total Wages Paid

Total salaries paid

2
3
4
5. All other wages paid
6
7
8

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

oo |em |ep |en |2 |2 |2 |2

Wages - Compensation computed on an hourly wage rate.

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

number of hours worked.

DO NOT include Fringe Benefit Costs.




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

General Information and Questionnaire
Type of Facility - Organization Structure

Phone No. of Facility |Report for Year Ended| Page of
203-789-1650 9/30/2017 2 37
Name of Facility (as shown on license) Address (No. & Street, City, State, Zip )
Advanced Center for Nursing & Rehabilitation, LLC 169 Davenport Ave, New Haven, CT 06519
CCNH RHNS (Specify) Medicare Provider No.
License Numbers: 2434 07-5348
Type of Facility (Check appropriate box(es))
Chronic and Convalescent Rest Home with Nursing .
. .. O (Specify)
Nursing Home only (CCNH) Supervision only (RHNS)
Type of Ownership (Check appropriate box)
O Proprietorship ® LLC ~ O Partnership O ProfitCorp. O Non-Profit Corp. O Government O Trust

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

Has there been any change in ownership
or operation during this report year? ® Yes O No If "Yes," explain fully.

The facility has changed ownership as of this cost reporting period. See ownership pages for new ownership.

Administrator

Name of Administrator Nursing Home

Pat King Administrator's 1634
License No.:

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

Name License No.:

N/A N/A




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

Advanced Center for Nursing & Rehabilitation, LLC 243419/30/2017 3 | 37
State(s) and/or Town(s) in
Legal Name of Partnership/LLC Business Address Which Registered
Advanced Center for Nursing & Rehabilitation, LLC {169 Davenport Ave,New |CT
Haven, CT 06519
Name of Partners/Members Business Address Title % Owned
Menajem Salamon ~ 169 Davenport Ave, New Haven, CT  |Owner 0.025
06519
Yojevedt Salamon Recovable 11169 Davenport Ave, New Haven, CT |Owner 0.375
06519
Mordejai Salamon 169 Davenport Ave, New Haven, CT Owner 0.1
06519
Sari Landa 169 Davenport Ave, New Haven, CT Owner 0.1
06519
Esther Gewirtz 169 Davenport Ave, New Haven, CT [|Owner 0.08
06519 '
Joseph Landa 169 Davenport Ave, New Haven, CT |Owner 0.08
06519
Joshua Landa 169 Davenport Ave, New Haven, CT |Owner 0.08
06519
Alan Landa & Steven Landa (8]169 Davenport Ave, New Haven, CT |Owner 0.16
06519




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
Advanced Center for Nursing & Rehabilitatio 2434 9/30/2017 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
N/A
. . ) No. Shares
Name of Directors, Officers Business Address Title Held by Each

Names of Stockholders Owning at Least 10%
of Shares




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

General Information and Questionnaire
Individual Proprietorship

Name of Facility License No.
Advanced Center for Nursing & Rehabilitation, L1 2434

Report for Year Ended Page  of
9/30/2017 3B | 37

If this facility is owned or operated as an individual proprietorship,

provide the following information:

Owner(s) of Facility

N/A
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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
Advanced Center for Nursing & Rehabilitation, 2434 9/30/2017 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 pounds processed

Housekeeping Number of square feet serviced

_ Number of hours of routine care provided by EACH

Nursing 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 plant Square feet

Property costs (depreciation) Square feet

Employee health and welfare Gross salaries

Management services Appropriate cost center involved

All other General Administrative expenses Total of Direct and Allocated Costs

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

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

N/A

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

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

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

N/A
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