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Administrator's/Owner's Certification

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

FEDERAL LAW.

T HEREBY CERTIFY that I have read the above statement and that I have examined the accompanying
Cost Report and supporting schedules prepared for SecureCare Options, LLC [facility name], for the cost
report period beginning October 1, 2018 and ending September 30, 2019, 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.

T 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 Conmecticut for the year ended as

specified above.

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

Signed (Administrator) Date Signed (Owner) Date
Printed Name {Administrator) Printed Name (Owner)
Jessica Dering
Subscribed and Swom State of Date Signed (Notary Public) Comm. Expires
to before me;
/ /

Address of Notary Public

(Notary Seal)
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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
SecureCare Options, LLC 10/1/2018] 9/30/2019
Address of Facility
60 West Street Rocky Hill CT
Report Prepared By Phone Number Date
PKF O'Connor Davieg, LLP 860-257-1875 2/10/2020
[tem Total CCNH RHNS | (Specify)

1. Dietary wages paid $
2. Laundry wages paid $
3. Housekeeping wages paid $
4. Nursing wages paid $
5. All other wages paid $
6. Total Wages Paid $
7. Total salaries paid $
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

lPhone No. of Facility |Report for Year Ended| Page of
860-243-9591 9/30/2019 2 37
Name of Facility (as shown on license) Address (No. & Street, City, State, Zip)
SecureCare Options, LLC 60 West Strect Rocky Hili CT
CCNH RHNS (Specify) Medicare Provider No.
License Numbers: 2389 07-5264
Type of Facility (Check appropriate box(es))
Chronic and Convalescent Rest Home with Nursing O (Specify)
Nursing Home only (CCNH) Supervision only (RHNS) P
Type of Ownership (Check appropriate box)
QO Proprietorship @ LLC O Partnership O Profit Corp. 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? QO Yes ® No If "Yes,"” explain fully,

Administrator

Name of Administrator Nursing Home

Jessica Dering Administrator's 1580
License No.:

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

Name License No.:




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3 Rev. 10/2005

General Information and Questionnaire

Partners/Members
Name of Facility License No. Report for Year Ended Page of
SecureCare Options, LLC 2389(9/30/2019 3 | 37
State(s) and/or Town(s) in
Legal Name of Partnership/L.LC Business Address Which Registered
SecureCare Options, LLC 60 West Street Rocky Hill  |CT
Name of Partners/Members Business Address Title % Owned
Rocky Associates 245 South Benton St STE 100, Member 31.66
Lakewood, CO 80226
UTG Investments, LI.C 2500 17th St, STE 201 Denver CO Member 31.66
802211
LTC Associates, LLC 245 South Benton St STE 100, Member 31.66
Lakewood, CO 80226
Vantage Capital, LLC c/o1Care, 341 Bidwell St Manchester |Member 5.02

CT 06040




State of Connecticut
Amnual 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
SecureCare Options, LLC 2389 9/30/2019 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
. . , 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. Report for Year Ended Page  of
SecureCare Options, LL.C 2389 9/30/2019 3B | 37

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

Owner(s) of Facility
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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-5 Rev. 9/2002

General Informatio

n and Questionnaire

Basis for Allocation of Costs

License No.
2389

Name of Facility
SecureCare Options, LL.C

of
37

Report for Year Ended
9/30/2019

Page
5 |

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

. O Y
costs allocated as required? e

If "No," explain fully why such allocation was

® N
© not made.

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

3. Dud 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,

O Yes

Adult Day Care Services, etc.)

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

® No
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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. Report for Year Ended Page
SecureCare Options, LLC 2389 9/30/2019 7

of
37

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

® Accrual O Cash O Modified Cash

Is the accounting basis for this
period the same as for the @ Yes If "No," explain,
previous period? O No

Independent Accounting Firm

Name of Accounting Firm Address (No. & Street, City, State, Zip Code)
1
2 PKF O'Connor, Davies LLP 100 Great Meadow Rd. Wethersfield CT
3
4
Services Provided by This Firm (describe fully )
1 $
2 Taxes, financial statements, accounting support 3 10,994
3 $
4 $
Charge for Services Provided
$ 10,994
Are These Charges Reflected in the Expenditure Portion of This Reporl? o Yes, Specify Expense Classification and Line No.
© Yes O No |15D
Legal Services Information
Name of Legal Firm or Independent Attomey Telephone Number
1 iCare Health Management, LL.C 860-570-2140
2 #REF!
3 H#REF!
4 American Arbitration, Kainen, Escalera, McKale
5  State Marshall and Treasurer State of CT
Address (No. & Street, City, State, Zip Code)
1 341 Bidwell St. Manchester CT
2
3
4
5
Services Provided by This Firmn {describe fully )
1 Lease and contract issucs, general tegal advice, labor law $ 17,416
2 3§
3 3
4 Employment Arbitrations ($650), General Consultation ($114) 3 764
3 Conservatorships { see pg 28) $ 293

Charge for Services Provided
$ 18,467

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

® Yes O No 15¢
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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 Iicense No, Report for Year Ended Page of
SecureCare Options, LLC 2389 9/30/2019 9 37
4. Were there any changes in the certified bed capacity during the report year? QO Yes @ No
H"YES", provide the following information:
Place of Change Change in Beds Capacity After Change
Date of |CCNI|RIINS| (Specify) Lost Gained
Change .
)] {2) 3) Ml @ |®] O | @] 3) |CCNH| REHNS (Specify) Reason for Change

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

RESIDENT DAYS for 90 days following the change.

provide the number of

Change in Resident Days CCNH RHNS (Specify)
1st change
2nd change
3rd change
4th change
6. Number of Residents and Rates on September 30 of Cost Year
Medicare Medicaid Self-Pay Other State Assisted
Ttem CCNH CCNH RENS CCNH RHNS {Specify) R.CH. ICF-MR
No. of Residents £9
Per Diem Rate

a. One bed rm.

400.60

£07.00

b. Two bed rms.

¢. Three or more
bed rms.

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

TOTAL

CCNH

RHNS

(Specify)

1,495

B. Medicaid (Exclusive of Part B)

1,495

1. Maintenance Treatments 940 940
2. Restorative Treatments 547 547
C. Other 2,133 2,133

D. Total Physical Therapy Treatments

5,115

8. Total Number of Speech Therapy Treatments
A, Medicare - Part 3

B. Medicaid (Exclusive of Part B)

1. Maintenance Treatments

5,115

2. Restorative Treatments

C. Other

309

309

. Total Speech Therapy Treatinents

928

528

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

B. Medicaid (Exclusive of Part B)

1. Maintenance Treatments

847 847

2. Restorative Treatments 320 320

C. Other 1,657 1,657
D. Total Occupational Therapy Treatiments 3,949 3,949




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

Report of Expenditures - Salaries & Wages

1

A. Salaries and Wages*

. Operators/Owners (Complete also Sec. 1
of Scheduie Al)

2.

Administrator{s) (Complete also Sec. II
of Schedule Al)

Name of Facility License No. Report for Year Ended Page of
SecureCare Options, LLC 2389 9/30/2019 10 37
Are time records mamtained by all individuals receiving compensation? @ Yes QO No
Total Cost and Hours
Ttem CCNH Hours RHNS Hours (Specity) Hours

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

. Other Adminisirative Salaries (telephone
aperator, clerks, receptionists, etc.)

. Dietary Service
a. Head Diefifian

b. Food Service Supervisor

¢. Dietary Workers

. Housekeeping Service
a. Head Housekeeper

b. Other Housekeeping Workers

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

b, Other Maintenance Workers

89,414

. Laundry Service
a. Supervisor

2,384

b. Other Laundry Workers

. Barber and Beautician Services

16.

Protective Services

1.

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 591,519 13,280
2. Administrative** 568,974 13,950

¢. LPN
1. Direct Care

1,039,051

32,871

2. Administrative**

Aides and Atfendants

2,111,990

107,543

Physical Therapists

Speech Therapists

Ocoupational Therapists

Fia [rh o e

Recreation Workers

Physicians
1. Medical Director

2. Utilization Review

3. Resident Carg®**

4. Other (Specify)

Dentists

Pharmacists

Podiatrists

. Social Workers/Case Management

448,331

14,687

Marketing

ol=lg |71

Other (Specify)
See Attached Schedule

150,208]

6,776]

A-13. Total Salary Expenditures

5,743,141

209,011

* Do not include in this section any expenditures paid to persons who receive a fee for services rendered or who are paid on a confract 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 Tifle 18 and/or other

private pay residents must be removed on Page 28,



Schedule of Other Salaries and Wages (Page 10)

Atiachment Page 10/13

CCNH RHNS (Specify)
Position 3 Hours Hours 3 Hours
Unit Secretary $ 6,027 402
Central Supply 5 61,367 2,086
Plant Security Salaries $ 82,814 4,288
Total 3 150,208 6,776 | § - 3 - -
Schedule of Other Fees (Page 13)

CCNH RHNS (Specify)
Service $ Hours Hours $ Hours
Medical Records 3 {4.617) (306)
Admissions Contracted Serv $ 31,741 6635
Central Supply Contracted Serv. $ (30,971 {899)
Respiratory Therapy $ 1,313
Nursing Contracted Service IC $ (70,763) (1,710)
Total $ (73,297} (2,250 § - b -
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State of Connecticut
Annual Report of Long-Terim Care Facility
CSP-13 Rev. 9/2002

B. Report of Expenditures - Professional Fees

Name of Facility
SecureCare Options, LLC

Item

License No. Report for Year Ended Page of
2389 9/30/2019 i3 37
Total Cost and Hours
CCNH Hours RHNS Hours {Specify) Hours

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

Dietitian

Dentist

Pharmacist

16,689

222

Podiatrist

e I e

Physical Therapy
a. Resident Care

70,181

1,344

b. Other

Social Worker

29,190

428

B

Recreation Worker

21,919

8. Physicians
a. Medical Dircctor (entire facility)

35

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

¢. Resident Care®*

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

2. Pharmaceutical Committee
{Quarterly meetings)

3. Staft Development Committee
{Once annually)

e. Other (Specify)

Physician Care Contract Services

9. Speech Therapist
a. Resident Care

24,321

466

b. Other

10. Occupational Therapist
a. Resident Care

25,838

495

b. Other
11. Nurses and aides and attendanis
a. RN

1. Direct Care

33,980

410

2. Administrative***

b. LEN

1. Direct Care 39,077 847
2. Administrative***
c. Aides 243 10
d. Other
12. Other (Specify) S 5
See Attached Schedale (73,297) {(2,250)
B-13 Total Fees Paid in Lieu of Salaries 284317 2,356

* Do not include in this section management consultants or services which must be reported on Page 16 item M-12 and supported by required information, Page 17.
** This item is not reimbursable to facility. For Title 19 residents, doctors should bill DSS direstly. Also, any costs for Title 18 andfor other private pay residents must

be removed on Page 28.

okt Administrative - costs and hours associated with the following positions: MDS Coordinator, Inservice Training Cocrdinator 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
SecureCare Options, LLC 2389 9/30/2019 14 | 37
Related** to Owners,
Name & Address of Individual Full Explanation of Service Operators, Officers Explanation of Relationship
Yes No

Pharm Scripts Pharmacy Consulting o

Tocuhpoints Therapy Therapy Common Ownership

Chelsea Place, Chestnut Point, Kettle Brook, Shared Employees Comenon Ownership

Trinity Hill, Wintonbury, Farmington, Silver

Healthdrive Physician Services

Audiology, Dental and Podiatry

Ready Nurse, Nurse Network

Nursing pooi (RN, LPN,CNA)

Starling Physicians

Medicat Director

Various patiend entertainment aclivities

Recreation

Ressinger Resources Grroup

Social Services

CT Rehabilitation Spasticity Care

Physician services

Procare

Respiratory therapy

Admissions

Tcare

Comumon Ownership

clo|lo|lOO|]OC|]C}|O}0O|O|0O|®|O|J0O|]O|OJOC|lO|0O @@

eiIo|lo|l®|@|0|O0|0|O@|BG®|O|0 | @O G6|0|lO|E|®|0]0]O

* 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. 9/2018
C. Expenditures Other Than Salaries - Administrative and General

Name of Facility License No. Report for Year Ended Page of
SecureCare Options, LLC 2389 9/30/2019 15 37
Item Total CCNH RHNS (Specify)

l. Administrative and General

a. Employee Health & Welfare Benefits
Workmen's Compensation

158,018

158,018

Disability Insurance

Unemployment Insurance

Social Security (F1.C.A)

499,426

499,426

Health Insurance

751,303

AT Rl Bl el Ead len

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

751,303

Pensions {Non-Discriminatory)
(not-owners and not-operators)

176,315

Uniform Allowance

176,375

Other (Specify)
See Aitached Schedule

b. Personal Retirement Plans, Pensions, and
Profit Sharing Plans for Owners and

Operators (Discriminatory)*

Bad Debts*

Accounting and Auditing

10,994

10,994

Legal (Services should be fully described on Page 7)

18,467

18,467

e |ale

Insurance on Lives of Owners and

Operators (Specify )*

el el e R

Office Supplies

= fo=

1.

Telephone and Cellular Phones

Telephone & Pagers

37,171

2,

Cellular Phones

3,010

1. Appraisal (Specify purpose and

attach copy )*

j.  Corporation Business Taxes (franchise tax)
k. Other Taxes (Nof related to property - See Page 22)
1. Income*
2. Other (Specify)
See Attached Schedule
3. Resident Day User Fee 3 687,501 687,501
Subtotal $ 2411922 2411922

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

{Carry Subtotals forward to next page)




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

Attachment Page 15

Schedule of Other Employee Benefits

Description

| _com_ RuNs _ (Specity)

Schedule of Other Taxes

Description 7 - __CCNH__ RHNS (Specify)




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
SecureCare Options, LLC 2389 9/30/2019 16 37
Item (Specity)

Subtotals Brought Forward:

l. Travel and Entertainment

1. Resident Travel and Entertainment $
2. Holiday Parties for Staff 8 895 895
3. Gifts to Staff and Residents $ 1,109 1,109
4.  Employee Travel b) 10,610 10,610
5. Education Expenses Related to Seminars and Conventions 3 7,643 7,643
6. Automobile Expense (nof purchase or depreciation ) $
7. Other (Specifi/) $ 469 469
See Attached Schedule

m. Other Administrative and General Expenses

1. Advertising Help Wanted (alf such expenses ) $ 24 871 24 871

2. Advertising Telephone Directory (all such expenses )¥*¥% $

3. Advertising Other (Specify y*** $ 5,051 5,051
See Attached Schedule :

4, Fund-Raising*** $

5.  Medical Records $ 740 740

6. Barber and Beauty Supplies (if this service is supplied $
directly and not by contract or fee for service)*** :

7. Postage $ 2,086 2,086

* 8 Dues and Membership Fees to Professional $ 6,483 6,483

Associations (Specify)
See Attached Schedule :

8a. Dues to Chamber of Commerce & Other Non-Allowable Org *+*  §

9, Subscriptions 5

10, Contributions*** $ 210 210
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** 294 887 294 887

13, Other (Specify) $1 133,196 133,196
See Attached Schedule

C-14 Total Administrative & General Expenditures

3,037,952

3,037,952

* 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.




Schedule of Other Travel and Entertainment

Description

Aftachment Page 16

_CCNH

_RHNS __ (specity)

Meals -

Total Other Travel and Entertzing

Schedule of Other Advertising

Bescripﬂon CCNH RUNS (Specify)
C'Uuu j o Spemﬁ]iwems S TE05

Total OtherAdvertlslng R R g
Scheduole of Dues

l)escripﬂ-n CCNH RIINS (Specify)
CAHCE Dues

Other'Des’:

Totai Dues . :: RS B =
Schedule of Contributions

Drescr: ipﬂon CCNH RIINS {Specify)
Conmbuuons : A, ST

Total Contributi

Schedule of Other Admintstrative and General

Description

RUNS (Specify)

Employee Relaticas

Bmplovee Relations . . 10

Late Fees (see Eg 283)

Insurance Deductahlef(;‘]am;s

Adniin mle:;;ompany R T :_3:_','2_34:: B :
Admmmlra&ve Curatracted Scmce LabDr ogoasd |

Total Oiher Adiinisivative arui General: :

gt




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
SecureCare Options, LLC 2389 9/30/2019 17 | 37
Cost of Indicate Where Costs
Name & Address of Individual or Management | Fuil Description of Mgmt. Service | are Included in Annual
Company Supplying Service Service Provided Report Page #/Line #
iCare Management, LL.C/iCare Health 294,887 |Management of financial Pg 16 M12
Management, LLC statements, A/R, A/P, Payroll,
Financial Accounting and
Management, Clinical
iCare Management, LLC/iCare Health 166,286 IMANAGEMENT FEES- DIRECT |Pg 20 j
Management, LLC CARE
iCare Management, LL.C/iCare Health 23,308 {IMANAGEMENT FEES- Pg 20 |
Management, LLC INDIRECT CARE

* 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
Anrual Report of Long-Term Care Facility
CSP-18 Rev. 9/2018

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
SecureCare Options, [1.C 2389 9/30/2019 18 | 37
Tiem Total CCNH RHNS (Specity)
2. Dietary
a. In-House Preparation & Service
1. Raw Food

2. Non-Food Supplies

3. Other (Specify)

Supplies, Minor equipm Maint.

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

¢. Other (Specify)

2D. Total Dietary Expenditures (2a+b+c+d) $ 1,310,705 1,310,705
2E. Dietary Questionnaire Total CCNH RHNS {Specify)
F.  Resident Meals: [Total no. of meals served per day:*
G. Is cost of employee meals included in 2D7 O Yes ® No
H. Did you receive revenue from employees? O Yes ® No ]';fni;es, specify
1. Where is the revenue received reported in the Cost Report? (Page/Line Item)
Is cost of meals provided to persons other i ify
J.  than employees or residents (i.e., Board O Yes ® No yfs, Spec
Members, Guests) included in 2D? cost
K. Is any revenue collected from these people? O Yes ® No g;:tes, specify
Where 15 the revenue received reported in the Cost Report? (Page/Line ltem)
Is cost of food (other than meals, e.g., snacks It .
M. at monthly staff mectings, board meetings) O Yes ® No ytes, specify
provided to employees included in 2D? cost.
N. Is any revenue collected from employees? O Yes ® No IFyes, specify

amt,

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

* Count cach 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. 9/2018

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
SecureCare Options, LLC 2389 9/30/2019 19 | 37
Item Total CCNH RHNS (Specify)
3. lLaundry
a. In-House Processing™* Lbs.
1. Bed linens, cubicle curtains, draperies,
gowns and other resident care items Amt. $ 973 973
washed, ironed, and/or processed. ***
2. Employee items including uniforms, Lbs.
gowns, etc. washed, ironed and/or
Hdk
processed. Amt $
3. Personal clothing of residents Lbs.
1 EE
washed, ironed, and/or processed. Amt. §
4. Repair and/or purchase of linens ¥** Lbs.
b. Purchased Services (by contract other

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

Supplies

3D. Total Laundry Expenditures (3a+b+c)
3E. Laundry Questionnaire

F. Is cost of employee laundry included in 3D7 O Yes ® No Spiz?fy cost.
G, Did you receive revenue from employees? O Yes ® No Ifyeg
specify amt.
H. Where is the revenue received reporied in the Cost Report? (Page/Line Item)
Is Cost of laundry provided to persons other O Ve ® No Ifyes,
than employees or residents included in 3D7? S specify cost.
J. Dxd you receive revenue from these people? G Yes ® No Hye§,
specify amt.
K.  Where is the revenue received reported in the Cost Report? (Page/Ling ltem)

* Do not include salaries from page 10 as parf of dollar values recorded in £, 2, 3, and 4.
All allocations should add to total recorded in 3D.

*** Pounds of Laundry only required for mutti-level facilities.



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-20 Rev. 972018

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
SecureCare Options, LLC 2389 9/30/2019 20 37
Item Total CCNH RINS (Specify)
4,  Housekeeping Sq. Ft. Serviced
a. In-House Care by Personnel
1. Supplies - Cleaning (Mops, Amt. $ 28,955 28,955
pails, brooms, efc. )
b. Purchased Services (by contract other |Sq. Ft. Serviced
than through Management Services) | by Personnel
(Complete Schedule C-2 att. Amt. $ 237,305 237,305
Page 21)
C. Other (Specify) $

4D. Total Housekeeping Expenditures (da+b+c)

5. Resident Care (Supplies)**

a.

Prescription Drugs***
1. Own Pharmacy

i

266,260

2. Purchased from

Medicine Cabinet Drugs

$ 9,282

9,282

Medical and Therapeutic Supplies

$ 120,241

120,241

Ambulance/Limousine®**

o|ale |l

Oxygen
1. For Emergency Use

2. Other¥**

X-rays and Related Radiological
Procedures™***

Dental (Not dentists who should be included under
salaries or fees)

Laboratory***

9,578

9,578

— -

Recreation

8,463

8,463

Direct Management Services*

166,286

166,286

Indirect Management Services*

23,308

23,308

-l el

Other (Specify)*#**
See Attached Schedule

el el el el sl

91,999

5M., Total Resident Care Expenditures (5a - 5))

$ 526,505

91,999

* 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 salery basis, on Page 10,

*#¥ Facility should self-disallow the expense on Page 29 of the Cost Report,
#xEE ICFMR's should provide a detailed schedule of all Day Program Costs.



Attachment Page 20

Schedule of Other Resident Care

Description _ CCNH _RHNS (Specity)

Nursing Admin Supphes S e B R
NursmngorEqmpment R L e R

Central Supplxes

Non: Covered Doc

MedS“PPheSB‘“able E'Efj'f.f-:':'*"r.:;”f":::-:fii_:f_.'iff'f'ff':-_5  ".'-5°§f'ff'.'_':.rf:ff-ff"";':'

Vaccmes Remdents

|~ jm s ||
o
\A’_.
[ ]
Lh
an

&
.
a s
—
=

s
i
2
LA

IVSupphes S

Pen Therapy upphcs

w5
S

S

1

Medtcal CounerServzcc for Spccmﬂ Prescnpﬁons

Eqmp Rental G G T

CobleTy, - oo T T

o len e
B ek
: S
<=
=

Total Other Resident Care .
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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
SecureCare Options, LLC 2389 9/30/2019 22 | 37
Item Total CCNH RHNS (Specify)

6. Maintenance & Operation of Plant

a. Repairs & Maintenance $ 64,808 64,808

b. Heat $ 34,189 34,189

¢. Light & Power $ 80,114 80,114

d. Water $ 56,782 56,782

e. Equipment Lease (Provide detail on page 6) $ 11,660 11,660

f. Other (itemize ) $

See Attached Schedule

6g. Total Maint. & Operating Expense (6a - 6f) $ 518,445 518,445
7. Depreciation (complete schedile page 23*)

a. Land Improvements $

b. Building & Building Improvements $

¢. Non-Movable Equipment $

d. Movable Equipment $ 112,326 112,326
*Te. Total Depreciation Costs (7Ta+b + ¢ +d) $ 112,326 112,326
8. Amortization (Complete att. Schedule Page 24*)

a. Organization Expense $

b. Mortgage Expense $

¢. ILeasehold Improvements $ 84,061 84,061

d. Other (Specify) $
*8e. Total Amortization Costs (8a+b + ¢+ d) $ 84,061 84,061
9. Rental payments on leased real property less

real estate faxes included in item 10b $ 351,645 351,645
10. Property Taxes

a. Real estate taxes paid by owner $

b. Real estate taxes paid by lessor $ 185,849 185,849

¢. Personal property taxes $ 11,993 11,993
11. Total Property Expenses (7e +8e+9 +10) $ 745,874 745,874

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




Schedule of Other Repairs and Maintenance

Description

Attachment Page 22

Elsvator Semce

CCNH

a4

RHNS

{Specity)

Fire. Sprmkler

5 11367

Landscapmg .

Medical Waste Removal

Stiow Removal

Trash Removal = i

'~'J17 1591

Secuniy Semce i

3
3
b o
$
$

Plant Contract -

1838181

Rent mmor equlpment

Total OtherRepa:rs ‘and Mamtenance

$ .._27(} 392 feg e
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Attachment Page 23
Scheduie of Land Improvements Acquired during this reporf period
seful
Acquisition Date Prescription of Tlem Cost Life Depreciation

Additions:

Attachment Pages 23 24

Total additioys for Land fmprovements -0

Deletions:

Total .de'leiibins_ for Land Iniprevements. -

e

*Ties to Page 23, Line A3
**Ties to Page 13, Line A2

Schedule of Building Improvemenis Acquired during this report period

Acquisition Date Description_of Item

Cost

Useful

Life Depreciation

Ad(_litiups:

Butidiig Tiprovements <

Total additions for ]

Deletions: i i

Total delefions for Buflding Tmiprovements -~~~

T e

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

Schedule of Non-Movable Equipment Acquired during this report period

Acquisilion Date Drescription ef Item

Cost

Useful

Life Depreciation

Addi;ions:

Totai additions for Non-Movable Equipment - ...~

Deletions:

Total deletions for. Non-Movable Equipment

e

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




Schedule of Movable Equipment Acguired during this report period

Acquisition Date Diescription_of Item

Cost

Usefui

Life

Diepreciation

Additions:

2572016 - - - |Overbed Tables: W.B Mason & Direst. Su;:ply

o

= 4.,'-4-03.

180

L8

Bk LN C 7N

180 |

326/2016 - : .:5 Bedside Tab!és'MédliI’tc & W.B Mason
DAGR2016 i Dmmg Room: Chal:s sz Supply

CT6108

120

012016 0 | eds: Medling:

AT

60

10/1/2016 R Matttess"Dchc.t Supply & Miediine.

58212

60

:::23 900_ RN

T

e A | Slmgs&Pattent Llﬂs Direct Snpply
132019 BEDS: Medlme :

14325

e

1298 Upgrade DishWashcr Prolme I

s

oy .1.20:.

3
g
3
$ H
g .."33,95_'-3" B
rSEE :
$
$

9/F Ir'2019 LT Thérapy Eqmpment Medline’

el

9118/2019 © | Bxercist Bauipment: Medling -

gls9 [

e

ws e {9e 160 e |4 den’|ed [em

6,005

36

i : 3}311’2016 Laptops Prlmccara Teah

§ 600

Total additions for Movable quipment

8RR Y

IEREE)

Delefions:

Attachment Pages 23 24

"Total deletinns for Movable Fquipment

et

*Ties to Page 23, Line DZc
#**Ties to Page 23, Line D2b

Schedule of Leasehold Improvements Acquired during this report period

Acquisition Date Description of Item

Cost

Useful

Life

Depreciation

Additions:

V3LIOLT . . |Replace Hot Water Boards: Saucier Mechanical

Ceplenn [

120

LM

2:’20."2017 : : Repal: Dnveway & Pa;'kmgLut Multlple Vendors '

Tl

9R56.

4(4/2017

Shyrsga

R

L H2ST

f Install VOIP System Comech 21 -
3/4!2019 :

+ 176,701

L U120

AT

H16/2019

L 5972 -

120

249

1207720167

180

4/16/2019 Replace Burrier ‘Tubs: Saticier Mechant

. 3,_1.65_ o

" 180-

it
Co B

WISR019 Repi Piping Dicot Supply

el fenles us loa|es Jon ]

86921

300

e len Jun fon |8 [dn [ [en )

99

Total additions for Yeasehold Tmprovement .

307,857

187755143

Deletions:

Total deletions for-Leasebiold Tmprovement -+ -

BEEE)

*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
SecureCare Options, LLC 2389 9/30/2019 25 1 37
11. Property Questionnaire

Part A

Is the property either owned by the Facility O Yes ® No If "Yes,” complete Part B.

or leased from a Related Party?* I "No,” complete Part C.

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

Description Total
Date Land Purchased
Date Structure Completed
If NOT Original Owner, Date of Purchase 11/13/12
Date of Initial Licensure
Total Licensed Bed Capacity
Square Footage
Acquisition Cost
a. Land
b. Building
Part B - Owner and Related Parties
1. Financing

95

oo v~

Ist Mortgage | 2nd Mortgage| 3rd Mortgage

4. Type of Financing (e.g., fixed, variable) Fixed HUD

b. Date Mortgage Obtained (5/30/13
¢. Interest Rate for the Cost Year 3.25%
d. Term of Mortgage (numnber of years) 24
¢. Amount of Principal Borrowed

f.  Pnneipal balance outstanding as of

Complete if Mortgage was Refinanced

During Current Cost Year

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

Date of Refinancing

New Interest Rate

Term of Mortgage (number of years)

Amount of Principal Borrowed

Princrpal Qutstanding 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

b ool el Eal F= g 1

Note: Be sare required copies of leases are attached to Page 25 and real estate taxes paid by lessor are included on Page 22, Item 10b.



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-26 Rev, 6/95

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

Name of Facility License No. Report for Year Ended Page of
SecureCare Options, LLC 2389 9/30/2019 26 | 37
Item Total CCNH RHNS (Specify)

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

Name of Lender

Address of Lender

2, Second Mortgage

Name of Lender

Address of Lender

3. Third Mortgage

Name of Lender

Address of Lender

4. Fourth Morigage

Name of Lender

Address of Lender

B. CHEFA Loan Information

1. Ornginal Loan Amount

2. Loan Origination Date

3. Interest Rate %

4. Term

5. CHETA Interest Expense

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

$

(Carry Subiotals 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
SecureCare Options, LLC 2389 9/30/2019 27 | 37

Item Total CCNH RHNS (Specify)
Subiotals Brought Forward:

12, C. Movable Equipment
1. Automotive Equipment $

A Item Rate Amount

Lender

Address of Lender

2. Other (Specify)
A ltem Rate Amount

Lender

Address of Lender

B. liem Rate Amount

Lender

Address of Lender

12. C. 3. Total Movable Equipment Interest
Expense (C1 +2)
12. D, Other Interest Expense (Specify)

13. Total All Interest Expense (12B7 +12C3 + 12D)
14, Insurance
a. Insarance on Property (buildings only) $ 17,772 17,772

b. Imsurance on Automobiles b 65,061 63,061
¢. Insurance other than Property (as specified above)

1. Umbrella (Blanket Coverage ) $

2. Fire and Extended Coverage 3

3. Other (Specify) $ 3,795 3,795

Other Ins, Crime

14d. Total Insurance Expenditures (14da + b + ¢)
15.  Total All Expenditures (A-13 thru C.14)

86,628 86,628

el b

12,794 345 | 12,794,345




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-28 Rev, 9/2018

D. Adjustments to Statement of Expenditures

Name of Facility License No. Report for Year Ended Page of
SecureCare Options, LLC 2389 9/30/2019 28 | 37
Total
Item [ Page|Line Amount of
No. | No. | No. Item Description Decrease CCNH RHNS {Specify)
Page 10 - Salaries and Wages
1. Qutpatient Service Costs $
2. Salaries not related to Resident Care $
3. Occupational Therapy $
4. Other - See attached Schedule $
Page 13 - Professional Fees
5. Resident Care Physicians ** $
6. Occupational Therapy §
7. Other - See attached Schedule b
Pages 15 & 16 - Administrative and General
8. Discriminatory Benefits $
9.1 15 |lc |Bad Decbis $ 72 72
10, Accounting 5
10a. Legal $ 293 293
11. Telephone 5
12, Cellular Telephone $
13. Life insurance premiums on the life
of Owners, Pariners, Operators $
14 Gifts, flowers and coffee shops $
i5. Education expenditures to colleges or
universities for tuition and related costs
for owners and employees

16. Travel for purposes of attending
conferences or seminars outside the
continental U.S. Other out-of-state

travel in excess of one represemative $
17. Automobile Expense (e.g. personal nse) 3
18.{ 16 |{m3 |[UnaHowable Advertising * $ 5,051 5,051
19. Income Tax / Corporate Business Tax $
20, Fund Raising / Contributions $
21, Unallowable Management Fees b
22. Barber and Beauty $
23. Other - See attached Schedule $ 29 29
Page 18 - Dietary Expenditures
24, Meals to employees, guests and others
who are not residents
Page 19 - Laundry Expenditures

25. Laundry services to employees, gucsts
and others who are not residents
Page 20 - Housekeeping Expenditures

26, Housckeeping services to employees, guests
and others who are not residents $
Subtotal (liems 1 -26) $ 5,445 5,445
* All excoept "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 individuai resident,



Attachment Page 28

Schedule of Other Salaries Adjustinent

Page Ref  Line Ref Description _ _ __CCNH RHNS (Specify)

Total Other Salaries Adjustment: | [

Schedule of Fees Adjustments

Page Ref — _RHNS _ (Specify)

Schedule of Other A&G Adjustments

Page Ref Line Ref Description CCNH

RHNS {Specify)

B6a | JiaeRe oo TR g

Total Other A&G Adjustments .~ oo g gpg L g




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-29 Rev. 9/2018

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

Name of Facility License No. Report for Year Ended | Page of
SecureCare Options, LLC 2389 9/36/2019 29 | 37
Total
Item | Page | Line Amount of
Ne. | No. | No. Item Description Decrease CCNH RHNS (Specify)
Subtotals Brought Forward $§ 5,445 5,445

Page 20 - Resident Care Supplies***

27, Prescription Drugs $
28, Ambulance/Limousing $
29.1 20 5f  |X-rays, efc $ 2,397 2,397
30.f 20 15h |Laboratory $ 9,578 9,578
31. Medical Supplies $
32. Oxygen (non emergency) $
33, Occupational Therapy $
34, Other - See Attached Schedule $

Page 22 - Maintenance and Property

35. Excess Movable Equipment Depreciation
See Attached Schedule

36. Depreciation on Unallowable
Motor Vehicles

37. Unallowable Property and Real
Estate Taxes

38. Rental of Building Space or Rooms

39, Other - See Attached Schedule

Page 27 - Insurance

40. Mortgage Insurance $

41. Propetty Insurance 5
Other - Miscellaneous

42, Other - Indirect $

43, Interest Income on Account Rec. $

44, Other - Miscellaneous Administrative $

45, Management Fees Direct $

46. Management Fees Indirect $

47, Other - Direct $
Not For Profit Providers Only

48, Building/Non Movable Eq. Depreciation

Unatlowable Building Interest -

See Attached Schedule

49. Total Amount of Decrease (Items 1 - 48)

28,675

28,675

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




Attachment Page 2Attachment Page 29

Schedule of Other Ancillary Costs

Page Ref  Line Ref Description CCNH RHNS {Specify)

Total Other Ancillary Costs B T D

Schedule of Excess Movable Equipment Depreciation

Page Ref Line Ref Description RHNS (Specify)

RHNS (Specify)

Total Other Property Adjustiments .~ o s

Schedule of Other - Indirect Adjustments

Pag_e_ Ref 7 Line Ref Desqripﬁon CCNH RHNS (Specify)




© jage 29

Total Other Adjustments . . o oooon 0 L L e g

Schedule of Other - Miscellaneous Administrative Adjustments

Page Ref Line Ref Description CCNH RHNS {Specify)




Schedule of Other - Direct Adjustments

RHNS

Attachment Page 29

Page Ref Line Ref Description

CCNH

Gpecity)

Total Other Adjustments - .~

Schedule of Unallowable Building Interest

Page Ref Line Ref Description

RIINS

_Gpecily)

Total Unallowable Building Iilfei‘est SRR




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

¥. Statement of Revenue

Name of Facility License No. Report for Year Ended Page of
SecureCare Options, LLC 2380 9/30/2019 30 | 37
Ttem

L Resident Room, Board & Routine Care Revenue

1. a. Medicaid Residents (CT only ) $| 12945835 | 12,945,835
b. Medicaid Room and Board Contractual Allowance ** $
2. a. Medicaid (4! other states ) $
b. Other States Room and Board Contractual Allowance ** $

3. a. Medicare Residents fall inclusive) 3 286,066 286,066
b. Medicare Room and Board Contractual Allowance ** $

4. a. Private-Pay Residents and Other 3| 1,208,008 1,209,008
$

b.

Private-Pay Room and Board Contractual Allowance **

1,456,812

II. Other Resident Revenue

1,456,812)

(81,599)]  (81,599)

o

Other (Specifi) - Non-Medicare

(134379 (134,373

. a. Prescription Drugs - Medicare $ 26,160 26,160
b. Prescription Drugs - Medicare Contractual Allowance ** 3

¢. Prescription Drugs - Non-Medicare $ 81,587 81,587
d. Prescription Drugs - Non-Medicare Contractual Aflowance ** 3

2. a. Medical Supplies - Medicare $ 24 24
b. Medical Supplies - Medicare Contractual Allowance ** 3

c. Medical Supplies - Non-Medicare b 397 397
d. Medical Supplies - Non-Medicare Contractual Allowance ** 3

3. a. Physical Therapy - Medicare 3 57,755 57,755
b. Physical Therapy - Medicare Contractual AHowance ** $

c. Physical Therapy - Non-Medicare 3 57,838 57,838
d. Physical Therapy - Non-Medicare Contractual Allowance ** $

4. a. Speech Therapy -~ Medicare $ 23,974 23,974
b. Speech Therapy - Medicare Contractual Allowance ** 3

c. Speech Therapy - Non-Medicare $ 21,216 21,210
d. Speech Therapy - Non-Medicare Contractual Allowance ** 3

5. a. Ocecupational Therapy - Medicare $ 47,377 47377
b. Occupational Therapy - Medicare Contractual Allowance ** $

¢. Occupational Therapy - Non-Medicare $ 47,770 47,770
d. Occupational Therapy - Non-Medicare Contractual Allowance ** $
6. a, Other (Specify) - Medicare $
$
3

M. Total Resident Revenne (Section 1. thru Section IL)

13,132,217 § 13,132,217

IV. Other Revenue*

. Meals sold to guests, employees & others

Rental of rooms to non-residents

Telephone

Rental of Television and Cable Services

Interest Income (Specifi)

Private Duty Nurses' Fees

e e e e N I T

Barber, Coffee, Beauty and Gift shops

8. Other (Specify )

148,607 148,607

V. Total Other Revenue (1 thru 8)

148,607 148,607

VL Total All Revenue (1N +V)

el Rl bk bR b bl el e el

13,280,824 | 13,280,824

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

#& Facility showld report all contractual allowances andior payer discounts.



Atiachment Page 30

Sehedule of Other Restdent Revenue - Medicare

Retated Exp

Pape Rel Description
R T T

(Specify)

- | Radiofogy s

{1V Therapy -
-{Contractual: Allowance - -

Total Otlier Resident Revenne & Medigare 0 000 om0k STt §. (81,399)|'8 I T

Schedule of Other Non-Medicare Resident Revenue

Related Exp

Page Rel Description

SR R
R P
| Radiology =
o lVE""hBiP'aS':' T

o optim
Med Trans.-
| DEIMAS Réve
U R ancillary
¢ e Optin

RHNS (Specily)

o]
T apmnl oo
e

Total Other Resident Reveane = . 75t 00 70

Interest Income

Account

l_’ag_eR_ef _Acpuﬁun; . ... Balance CCNH {Specify)

Toial Interest Incoine - °

Schedule of Other Revenue

Page Ref Description CCNH

RENS (Spectiy)

ey
186,406,
L A0

| DMFAAS Orgaritzation Reveie, -
P_r_ie_r‘.Y_r'A'djilsm'eht e T

i | e incoine

Total Other Revenue BT R




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
SecureCare Options, LLC 2389 9/30/2019 31 | 37
Account Amount
Assets
A.  Current Asgets
1. Cash (on hand and in banks ) $ 2,427 998
2. Resident Accounts Receivable (Less Allowance for Bad Debts) $ 1,113,141
3. Other Accounts Receivable (Excluding Owners or Related Parties) $ (45.214)
4 Inventories $ 8.896
5. Prepaid Expenses $ 179,902
a. Prepaid Taxes 44 906 :
b. Prepaid Insurance 130,623
¢. Prepaid other 4,373
d. See Schedule
6. Interest Receivable $
7. Medicare Final Settlement Receivable $
8. Other Current Assets (ifemize )
Due From (To) Related Parties 112,761

Other Gwners Reserves

(3,147.,270)

See Schedule

A-9. Total Current Assets (Lines Al thru 8) 646,214
B. Fixed Assets
1. Land $
2. Land Improvements *Historical Cost $
Accum. Depreciation Net
3. Buldings *Historical Cost $
Accum, Depreciation Net
4. Leasehold Improvements *Historical Cost 918,125 $ 542 855
Accum. Depreciation 375,270 Net
5. Non-Movable Equipment  *Historical Cost $
Accum. Depreciation Net
6. Movable Equipment *Historical Cost 780,154 $ 287,743
Accum. Depreciation 492,411 Net
7. Motor Vehicles *Historical Cost $
Accum, Depreciation Net
8. Minor Equipment-Not Depreciable $
9. Other Fixed Assets (itemize ) $ 64,705
Contruction in Progress 64,705
See Schedule
B-10.  Total Fixed Assets (Lines B1 thru 9) $ 895,303

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

{Carry Total forward to next page }



Schedule of Prepald Expenses Page 31 Line AS

Attachment Page 31-34

PegeRef  Line Rel Descripiien

Total Prepaid Expenses .. - -

Schedute of Other Ciarent Assets ({emlzed) Page 31 Line A§

Page Ref  Line Ref Description

Totak Gther Crisrenl Awseds (lemlee) * &~ %

18
Schedule of Other Fixed Assets Ttemize) Page 3F Eine BY
Page Rel Line Ref Description
Total Gther Gther Flved Assets (lembie) - 3

Sthedule af Other Asseis Page 32 Line D7

Page Rel  Line Rel Description

‘Tolal Oftier Aseets . -

Sehedule of Notes Payable (lemlze) Page 33 Line A2

Page Ref  Line Ref Description

Toal Nates Payahle

Scheduofe of Qtker Current Liabllittes {Itermzey Page 33 Line A12

Page Rel Eine Ref Descrpilan

Total Other Current Linbilitfes (Itemilze)

Schednfe of Otfier Long-Terrs Liablililes (Ttemize) Page 34 Line B4

Ps_ge Rer Ene Rel Drescriptlon

Todal Other Crirrent, Linbilies (emiza) .




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
SecureCare Options, L1LC 2389 9/30/2019 32 | 37
Account Amount
Total Brought Forward:|$ 1,541,517
C.  Leasehold or like property recorded for Equity Purposes.
1. Land $
2. Land Improvements *Historical Cost
Accum. Depreciation Net $
3. Buildings *Historical Cost
Accum. Depreciation Net $
4, Non-Movable Equipment *Higtorical 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 5
C-8 Total Leasehold or Like Properties (C1 thru 7) $
D. Investment and Other Assets
1. Deferred Deposits $
2. Escrow Deposits $
3. Organization Expense *Historical Cost 864,740
Accum. Depreciation 864,740 Net $
4. Goodwill (Purchased Only) $
5. Investments Related to Resident Care (itemize ) $ 40,269
Patient Trust Funds 40,269
6. Loans to Owners or Related Parties (itemize )
Name and Address Amount Loan Date
7. Other Assets (itemize )

See Schedule

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

40,269

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

1,581,786

* 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
SecureCare Options, LLC 2389 9/30/2019 33 | 37
Account Amount
Liabilities
A, Current Liabilities
1. Trade Accounts Payable $ 182,561
2. Notes Payable (itemize ) $
See Schedule
3. Loans Payable for Equipment (Current portion) (itemize ) }S;
Name of Lender Purpose Amount Date Due
4. Accrued Payroll (Exclusive of Owners and/or Stockholders only) $ 198,682
5. Accrued Payroll (Owners and/or Stockholders only) $
6. Accrued Payroll Taxes Payable $
7. Medicare Final Settlement Payable $
8. Medicare Current Financing Payable 3
9. Mortgage Payable (Current Portion ) $
10. Interest Payable (Exclusive of Owner and/or Related Parties ) ¥
11. Accrued Income Taxes® $
12, Other Current Liabilities (itenize ) $
Related Party Payables 69,027
Accrued Expense 936,932
Accrued Resident User Fees (652)
Accred Workers Comp Expense 66,768 See Schedule
A-13. Total Current Liabilities (Lines Al thru 12) $ 1,453,318

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

Tax Return.

(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

SecureCare Options, LLC 2389 9/30/2019 34 | 37
Account Amount

Total Brought Forward: 1,453,318

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

1. Loans Payable-Equipment (ifemize )

Name of Lender

Purpose

Amount Date Due |

2. Mortgages Payable

3. Loans from Owners or Related Parties (itemize )

Name and Address of Lender Amount Loan Date
4, Other Long-Term Liabilities (itemize )
Patient Trust Funda 40,269

See Schedule

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

40,269

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

1,493 587




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
SecureCare Options, LLC 2389 9/30/2019 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 properties on which fair rental value is based $

5. Reserve for funds set aside as donor restricted $

6. Total Reserves b
B. Net Worth

1. Owmer's Capital $

2. Capital Stock $ 5,000

3. Paid-in Surplus ¥

4. Treasury Stock $

5. Cumulated Eamings $ (378,492)

6. Gain or Loss for Period 10/1/2018 thru 9/30/2019 |3 486,479

7. Total Net Worth $ 112,987
C.  Total Reserves and Net Worth $ 112,987
D.  Total Liabilities, Reserves, and Net Worth $ 1,606,574




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

SecureCare Options, LLC 2389 9/30/2019 36 | 37
Account Amount

A. Balance at End of Prior Period as shown on Report of 09/30/2018 $

B. Total Revenue (From Statement of Revenue Page 30) $ 13,280,824

C. Total Expenditures (From Statement of Expenditures Page 27) $ 12,794,345

D. Net Income or Deficit $ 486,479

E. Balance $ 486,479

F.  Additions o

1. Additional Capital Contributed (itemize )

2. Other (itemize)

F-3.

Total Additions

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

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

Title

Amount

2. Other Withdrawings (Specify)

Purpose

Amount

3. Total Deductions

Balance at End of Period 09/30/19

o2

486,479




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

L Preparer's/Reviewer's Certification

Name of Facility License No. Report for Year Ended | Page of
SecureCare Options, LLC 2389 9/30/2019 37 | 37
Check appropriate category
Chronic and Convalescent Nursing Rest Home with Nursing B (Specify)
Home only (CCNH) Supervision only (RIINS) P

Preparer/Reviewer Certification

I have prepared and reviewed this report and am familiar with the applicable regulations governing its preparation. 1
have read the most recent Federal and State issued field audit reports for the Facility and have inquired of appropriate
personnel as to the possible inclusion in this report of expenses which are not reimbursable under the applicable
regulations. All non-reimbursable expenses of which [ am aware (except those expenses known to be automatically
removed in the State rate computation system) as a resolt 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.

100 Great Meadow Rd, Wethersfield CT

Signature of Preparer Title Date Signed
Printed Name of Preparer

PKF O'Connor Davies LLP

Addres Address Phone Number

860-257-1875

Contacted Person Regarding Additicnal Information Needed Regarding This Report

Kartik Patel

Phone Number

860-570-2140

Contact Email Address

State of Connecticut 2019 Annual Cost Report

Version 13.1



