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Report for Year E

913012021

License No.
1268

Name of Facility (as licensed)
Arms

Administrator's/Owner's Certifi cation

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 sghedules prepared for Sheltering Arms [facility name], for the cost repoft

period beginning October | , 2020 and ending September 30, 2021, and that to the best of my knowledge

and belief, it is atrue, 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 olthe attached Ceneral 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 abbve.

I have read this Report and hereby certifu 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

DateDate Signed (Owner)Signed (Administrator)

Printed Name (Owner)Printed Name (Administrator)
Davis

Comm. Expires

t/
Signed (Notary Public)State of DateSubscribed and Sworn

before me:

Address of Notary Public

(Notary Seal)
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State of Connecticut
Department of Social Services

55 Farmington Avenue, Hartford, Connecticut 06105

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.

of
37

Page

1A
Data Required for Real Wage Adjustment

To
9t3012021

From

10/U2020
Period Covered

Shelter Arms
Name of Facility

cr 06360165 McKin Avenue, N
Address of Facility

Date
111212022

Phone Number
203-781-9600

Report Prepared BY

Marcum LLP

RHNS

Residential

Care
HomeCCNHTotalItem

$

$2. Lau

$3. Hou

$id4,N
$5. Allother
$Paid6 Total

7 . Total salaries $id

Total lV'ages and Sularies Puid (As per page l0 of Report) $8
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General Information and Questionnaire
Type of Facility - Organization Structure
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Report for Year Ended

91301202t
Phone No. of Facility
860-889-2375

Address (No. & Steet, CitY, State, ZiP

Norwich, CT 06360
)

A165 M
Name of Facility (as shown on license)

Shelteri Arms
Medicare Provider No.

N/A
Residential Care Home

1268
RHNSCCNH

License Numbers

Chronic and Convalescent

Nursing Home onlY (CCNH)
EI Residential Care Home

Type of Facility (Check appropriate box(es))

Rest Home with Nursing

Supervision only (RHNS)

box)

O Partnership O Profit Corp. O Non-Profit Corp' O Government O Tlust
Type of Ownership (Check appropriate

O Proprictorship O LLC

Date ClosedDate Opened

Ifthis facility opened or closed during report year provide:

lain fulONoO Yes If "Yes
on duri this

Has there been any change in ownership

or

N/A

Administrator

'000708
Nursing Home

Administrator's
License No.:

Janis Davis
ame of Administrator

Other time of thisfull orwho are assistant administrators
License No.

Name
N/A
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General Information and Questionnaire
Partners/Members

Name of Facility
Sheltering Arms

License No.
1268

Report for Year Ended

913012021

Page
aJ

of
37

Legal Name of PartnershiplLLC Business Address

State(s) and/or Town(s) in

Which

N/A

Name of Partners/Members Business Address Title %o Owned

N/A



State of Connecticut
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CSP-3A Rev. 1012005

General Information and Questionnaire
CorPorate Owners

of Facility License No.
1268

Report for Year Ended

913012021

Page

3A
of
37

S Arms

If this is owned or asa ide the fol information:

I Name of Business Address S in Which I

Sheltering Arms 165 McKinley Avenue, Norwich, CT

06360

CT

Title
No. Shares

Held by EachName of Directors, Officers Business Address

Please refer to attached listing'

Names of Stockholders Owning at Least 10%

of Shares



UCFS Healthcare
Bonno or DlRrcrons

Junr 2021

BOARD MEMBERS:

Irene Bessette

Orrrcrns:

Chair:
Abby I, Dolliver

First Vice Chair:
Lee-Ann Gomes

Second Vice Chair (Interim):

Brian Clinton

Secretary:
Deborah Kievits

Treasurer:
Leo Chupaska

fmmediate Past Chair:
Dr, Robeft Strick

Patrick McCormack

Jaqueline (Jacki) Patenaude

Irma Wilhelm

Jocelyn Williams

Nicholas (Nick) Caplanson

Caroline (Cari) Fortin

Connie Hilbed

Charlene Jones
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General Information and Questionnaire
Individual ProPrietorshiP
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Page

3B
Report for Year Ended

91301202t
License No

1268
Name of Facility
Shel Arms

If this facil is owned or erated as an individual de the followin information:

Owner(s) ofFacility

IA



State of Connecticut
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CSP-4 Rev. l0/2005

General Information and Questionnaire
Related Parties*

Page

4

of
37

Are any individuals receiving compensation from the facility related through

marriage, ability to control, ownership, family or business association? O Yes ONo
If "Yes," provide the Name/Address and

complete the information on Page I I 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 OYes ONo
association to any ofthe owners, operators, or officials of this facilitv? If "Yes," provide the following information:

Actual Cost to the
Related Party

107 ,719

90,275

r,607

5,090

Included in Mgt Fee

Included in Mgt Fee

31,620

Cost
Reported

r07.719

90,275

r,607

5,090

31,620

Report for Year Ended

9130242r

Indicate Where

Costs are Included
in Annual Report

Paee # lLine#

Page 16 / Line m12

Page 15 / Line la5

Page 15 lLne la2

Page 15 /Line lhl

Page 16 / Line ml2

Pa"ee 16 / Line ml2

Paee 15 lLnelaT

Description of Goods/Services

Provided

Management / Administrative

Health Insurance

Disability Insurance

Telephone

Unemployment lnsurance

Worker's Compensation

Pensions

License No.
t268

Also Provides

Goods/Services to
Non-Related Parties

Yo**No

o

o

o

o

o

o

o

o

o

Yes

o

o

o

o

o

o

o

o

o

Name of Facility
Sheltering Arms

Business
Address

34 L,ast l own Streel Norwrch, U I
06360
34 East Town Street, Norwich, CT
06360

34 East Town Street, Norwich, CT

06360

34 East Town Street, Norwich, C l'
06360
34 East Town Street Norwich, C l
06360
34 East Town Street, Norwrch, C l
06360
34 East Town Street, Norwich, CT

06360

Name of Related
Individual or Company
unfted uommunlty dt, lamlly
Services, Inc.

United Community & Family

Services, Inc.

United Community & Family

Services, Inc.

United Community & Family

Services, Inc.

United Community & Family

Services, Inc.

United Communiry & Family

Services. Inc.

United Community & Family

Services, Inc.

* 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.912002

General Information and Questionnaire
Basis for Allocation of Costs

Page

5

of
37

Report for Year Ended

9t3012021
License No.

1268
Name of Facility

Arms

If the facility is licerrsed as CDH and/or R services with special Medicaid rates, costs

allocated to CCNH and RHNS as follows
CH or provides AIDS or TBI

must be
Method of AllocationItem

Number of meals served to res identsD
Nurnber of nds

uare feet servicedNumber of
Number of hours of routine care

employee classification, i.e,, Director (or Charge Nurse),

Registered Nurses, Licensed Practical Nurses, Aides and

Attendants

provided by EACH

Nursing

umber of hours of resident care provided by EACH

S t3list
Direct Resident Care Consultants

feetMaintenance and of ant
feetSP costs

Gross salarieshealth and welfare
cost center involvedservlces

Total of Direct and Allocated CostsAll other General Administrative

of this must answer the fol informationSThe licable to the cost

l. In the preparation of this Report, were If "No," explain fully why such allocation was
@Yes ONoall

not made.costs allocated as

N/A- Only one level of care,

lain the allocation of related and attaclr of iate su data.)
All other expenses are allocated to the appropriate

Medical, Dental& FICA are charged directly to emploYees'

departments in accordance with OPA standards.

Outpatient Services, Adult Da

OYes ONo

nursing home cost centers?

)

non-toand costsndirectdilow rectandllocate self-disalatheid FDJ acility appropriately
etc.ServiCare ces,HeaHome vIth,Livie. Assisted tr9,( cb'

If "No," explain fully why such allocation was

not made.

/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.

Page

6

of
37

Amount
Claimed

41

633

724

1,398

Report for Year Ended

9/301202r

Annual
Amount
ofLease

41

633

'724

Term of
Lease

Month to

Month

36 Months
Month to

Month

Date of
Lease**

N/A

03/0sDl

N/A

License No.

1268

Description of Items Leased
Water Cooler

Copier and Supplies

Copier and Supplies

Name of Facility

Sheltering Arms

Related * to
Owners,

Operators,

Officers
No

o
o
o
o
o
o
o
o
o
o

Yes

o
o
o

o
o
o
o
o
o
o

Name and Address of Lessor
Crystal Roch 1050 Buckingham Street, WatertowrL CT

Leaf, PO Box'742647, Cincinnati, Ohio

Prism Office Systems

Is a Mileage Log Book Maintained for All Leased Vehicles , O Yes

* 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 Page22, Line 6e.

ONo Total ***
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ALEAE
SCHEDULE A TO LEASE AGREEMENT

(EQUIPMENT DESCRIPTION)

New
New
New
New
New
New
New
New

Lease Application No.: 623453 or Lease No.:

Quantity Equipment Description New/Used Make Model Serial Number

5
5
4
4
2
1

1

2

Toshiba 451sAC
Toshiba 4518A
Toshiba 351sAC
Toshiba 400AC
Toshiba 5516AC
Toshiba 501sAC
Toshiba 6518A
Lexmark M5255

LESSEE:United Community & Family Services, lnc. LEAF CAPITAL FUNDING' LLC

tsY: _ BY:

PRINT NAME: .lennifer Granser PRINT NAME:

TITLE: President & CEO TITLE:
DATE:DATE 3/s/202L

Page '1 of 1 LEASE Sched A8-23-12



NLEAF
DELIVERY AN D ACCEPTANCE CERTIFICATE

Date of Equipment Delivery

Application No.: 623453

hereby certifies that all of the equipment, software and other

property (collectivelY, "Equ
(the "Agreement") bY and

ipment") referred to in that Agreement related to the above referenced application number

between Customer and LEAF Gapital Funding, LLC ("LEAF') has been delivered to and been

received by
use thereof

Customer at the location(s) set forth in the Ag reement, that all installation or other work necessary prior to the
operating orderhas been comPleted, that the Equipment has been examined

Customer for alland condition and is ln all respects satisfactory to Customer, and that the
forth above andpurposes under the Agreement. Cuslomer represents and warrants that the

correct. BY its execution and delivery of thisthe Billing Address and the Equipment Location set forth in the Agreement are

Acceptance Certificate, Customer hereby reaffirms all of the representations, warranties and covenants contained ln the

Agreement as of the date hereof, and further represents and warrants to LEAF that no Event of Default, and no event or

condition which with notice or the passags of time or both would constitute an Event of Defa ult, has occurred and is

continuing as of the date hereof. Customer further certifies to LEAF that Customer has selected the Equipment (and to the

extent applica
supply contract

ble, the vendor of the EquiPm
under which the EquiPment

ent)
will be acquired for all purposes of the Agreement.

and has received and approved the purchase order, purchase agreement or

ACCORDINGLY CUSTOMER AUTHORIZES LEAF TO PURCHASE THE EQUIPMENT FROM THE APPLICABLE

SUPPLIER(S).

DO NOT SIGN THIS DELIVERY AND ACCEPTANCE CERTIFICATE UNTIL YOU HAVE RECEIVED ALL OF THE

EQUIPMENT.

CUSTOMER: United Community and Family Services

h
By:

Print Name: Jennifer Granger

Title: President & CEO

E-MailAddress: igranger@ ucfs.org

Date: 3/5/2021

THE ABOVE SIGNATORY AFFIRMS THAT HE/SHE IS A DULY AUTHORIZED CORPORATE OFFICER OR OFFICIAL'

MITITABEN, PARTNER OR PROPRIETOR OF THE ABOVE NAMED CUSTOMER.

by the Customer and is in good
Equipment is accePted bY the
Date of Equipment Dellvery set

Page 1 of 1
D&A01 3-31 -201 4 Aoo=623453



State ofConnecticut
Annual Report of Long-Term Care Facility

CSP-7 Rcv.6/95

General Information and Questionnaire
Accounting Basis

of
JI

Page

7
Report fbr Year Ended

91301202t
l.,icense No,

1268
Name o1'Facility
Sheltering Arms

O Accrual O Cash O Modifled Cash

ntained on the following basisThc recolds olthis lacility filr the period covered by this report were mai

ls the accounting basis fbr this

period the same as fbr the

Drevious period?

If "No," explainO Yes

ONo

Firm

l
2

3

4

Address (No, & Street, CitY, State' Zip Code)

Marcum LI-P 555 Long Wharf Drive, New Flaven, C'l 065 I I
Name o1'Accounting Firm
I

3

Services Provided bY This F-irm (describe fully)

I Medicaid Cost

Charge for Services Provided

$ 3,400

Report? IfYes, Spccif Expense Classiflcation and l'ine No

OYes ONo
Are Thesc Charges Reflected in the Expenditure Portion ofThis

t5 Line I d

I Services lnformation
Telephone Number

I

2

3

4

5

ame of l,egal Firm or Independent AttorneY

N/A

I
2

3

5

Address (No. & Steet, CitY, State' Zip Code)

Services Provided bY'fhis Firm (describe fullY)
$

$

$

$

$
5

Charge tbr Services Provided

$

OYes ONo

Report? IfYcs, Specif Expense Classitication and I-ine No'
These Charges Reflected in the Expcnditure Portion ofThis

Page 15, Line le



State of Connecticut

Annual Report of Long-Term Care Facility
CSP-8 Rev.912002

Schedule of Resident Statistics

Page

8

of
37

Period 1/1Thru9/30

Residential

Care Home

30

23

2s6

r,805

37

2,098

2,098

RHNS

Report for Year Ended

9/30/2021

CCNHTotal

30

23

256

r,80s

31

2,098

2,098

Period l0/l Thru 6/30

Residential

Care Home

30

25

334

5 455

413

6,202

6,202

RHNS

License No.
1268

CCNHTotal

30

25

tJ+

5,455

413

6,202

6,202

Total
Residential

Care Home

30

30

25

zt

s90

7,260

450

8,300

8,300

Total
CCNH
Level

Total
RHNS

Level

Name of Facility
Shelterine Arms

Total All
Levels

30

30

25

23

590

7,260

4s0

8,300

8,300

l. Certified Bed Capacity

A. On last day of PREVIOUS report period

B. On last day of THIS report period

2. Number of Residents

A. As of midnight of PREVIOUS report period

B. As of midnight of THIS report period

3. Total Number of Days Care Provided During Period

A. Medicare

B. Medicaid (Conn.)

C. Medicaid (other states)

D. Private Pay

E. State SSI for RCH

F. Other (Specify)

G. Total Care Days During Period (3A thru F)

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. TotalResidentDays (3G 1{d+48)



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-9 Rev.912002

Schedule of Resident Statistics Cont'd
of
37

Page

9

Report fbr Year Ended

91301202t

License No.

1268
Name of Facility

Shelteling Alms

4. Were there any changes in the certifled bed capacity during the report year? ONoO Yes

After Ch

Care l-lome

Reason lbr CRI-INS(2)(l) (3)

I-ost

CCNIII (3(2)

RI'INS Gained

intbrmation:rhe fblIf "YES''
in BedsPlace of

Date of

Change
Residential

Calc I-lome

N/A

Ifthere was any change in certifled bed capacity during the leport year (as repolted in item 4 above) provide the numbcr of

RESIDENT DAYS fbr 90

5

rbl the

Residential CareRHNSCCNHChangc in Resident DaYs

30
Other State AssistedScl

ICF.MRRHNSCCNI'I

6

R.C,H.RIINSCCNIICCNHItcm

Number o1'Residents and Rates on S

I st chan

Medicaid
Cost Year

3rd chan

4th

Medicarc

Residential

Care Home
l94

lqsrffig.Es$No. of Residents
Per Diem Rate

I 18.00l 45.00
a. One bed lm.

t22.00t45.00b. Two bed rms

c. Three or more

bed rms.

Residential

Care HomeRI-INSCCNIITOTAL7. Total Number of Physical 'lherapy 'll'eatmcnts

A. Medicare - Part B
*giil;i'.SffigiiffiB. Medioaid (Exclusive of Part B)

l. Maintenance Trcatments

ffiffiwffiqTotal Number of Speech 'Iherapy Treatments8.

C. Other
TreatmentsD. Total

A. Medicare - Part B

2. Restorative Treatments

ffiweW
9

B. Medicaid ( usive of Part B)

I Maintenance Treatments

2. Restolative Treatments

Total Number of Occu pational TheraPY Treatments

C.
TreatmentsD. Tottrl

A. Mcdicare - l)art B

B. Medicaid (Exclusivc of Paft B)

C. Other

l. Maintenance'Ireatments
2. Restorative ll'catmcnts

D. Totol OccuPolional Tre(lmenls



State ofConnecticut
Annual Report of Long-Term Care Facility
CSP-10 Frev.9/2002

of - Salaries & W
of
JI

Page

l0
Report for Year Ended

9/3012021

License No.

1268
Name of Facility

Sheltering Arms

Are tirne records maintained by all individuals receiving compensation? ONo

Hours

O Yes

Total Cost

Residential

Care Home HoursHoursFIours RHNSCCNI-IItem

A. Salaries and Wages*

L Operators/Owners (Complete also Sec' I

2

of Schedule Al)

Schedule Al
also Sec. I I

I,09778,221
IT II I

3. Assistant Admtnistrator (Complete also Sec. lV

of Schedule Al)

4.5 l5 242
operator, clerks, receptionists, etc.)

-- 4. Crttrer AAministrative Salaries (telephone

Head Dietitian
Service

b.

II
t27,352IT

-

a. Llead

7. Repairs &
or Chief

Services

a.

I I 29,269II Ib. Other Maintenance Workers
--- 8. Lattnd-tTe*6-

a. Supervisor
b.

III II I10. Protective
Servicesil

a. Head Accountant

II ITIT
a. Directors and Assistant Director of Nurses

b. Accountants
Care

I

c. LPN II
415I16,634III

265.561 t5,t37
and

e.

f

II
5,986I172,178II

-

L

w

Director

4. (Specifu)

m.

II ITII
ScheduleSee

n.

o.

34,664693,730
rv ExoendituresA.

* 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 wifh the foliowing positions: MDS Coordinator, Inservice Training Coordinator and

Infection Control Nurse. Such costs shall be included in th; direct care catogory for the purposes of rate setting

*rr This itom is not reimbursable to facility. For Title l9 residents, doctors should bill DSS directly. Also, any costs for Title l8 and/or other

private pay residents mttst be removed on Page 28'



Attaolrnlent Page l0/13

Schedulc ofOther Salarics and lVagcs (l'ngc l0)

CCNII RIINS Residential Care Homc

$ I lou rs $ llou rs $ IIou rs

Total $ $ $

Position

Scherlule ofOthcr Fces (Pagc l3)

ccNll RIINS Residential Care llomc

$ llours $ I lours $ llours

Total $ $ $

Scrvice



State of Connecticut

Annual Report of Long-Term Care Facility
CSP-11 Rev. l0/2005

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

Assistant Administrators and Other Related Parties*
Page of

371l

Compensation
Received

Total

Hours

Worked

Report for Year Ended

9t30t2021

Name and Address of All
Other Employment**

Line Where

Claimed on

Page 10

Total

Hours
Worked

License No.

1268

Full Description of
Services Rendered

Fnnge tsenehts

and/or Other

Payments
(describe tully)

Name of Facility

Sheltering Arms

Salary Paid

Residential
Care HomeRHNSCCNHName

Section [ - 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 l2).

* 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*
Page of

t2

Compensation

Received

Total

Hours

Worked

Report for Year Ended

9/3012021

Name and Address of All
Other Employment+*

Line Where

Claimed on

Page l0

M

Total Hours

Worked

t,097

License No.

1268

Full Description of
Services Rendered

Executive Director

lnnge uenellts
and/or Other

Paynents
(describe tully)

Non

Discriminatory

Name of Facility (as licensed)

Sheltering Arms

Salary Paid

Residential

Care Home

78,221

RHNSCCNHName

Section III - Administrators***

Janis Davis

Section IV - Assistant
Administrators

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

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

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



of
37

Page

13

Report for Year Ended

913012021
License No.

1268
Name of Facility
Sheltering Arms

Total Cost and Hours

HoursHours

Residential

Care HomeHours RHNSCCNHItem
*B. Direct care consultants paid on a fee

for service basis in lieu ofsalarY
(For all such services comp lete Schedule Bl
l. Dietitian
2. Dentist
3. Pharmacist
4. Podiatrist
5. Physical Therapy

a. Resident Care

b. Other
6. Social Worker

7. Recreation Worker

8. Physicians

a. Medical Director facility)
b. Utilization Review

le 18 and 19 onl month

c. Resident Care**
d. Administrative Services facility

l. Infection Control Cornmittee

(Quarterly

\ Staff DeveloPment Committee

(Once annually)

Other (Specifl)e

9. Speech Therapist
a. Resident Care

b. Other
I 0. Occupational TheraPist

a. Resident Care

b. Other
I l. Nurses and aides and attendants

a, RN

l. Direct Care

2. Administrative:r':r'*

b. LPN
1. Direct Care

2. Administrative*t*

c. Aides
d. Other

12. Other (Specifr)
See Attached Schedule

S--13 Total Fees Paid in Lieu of

State of Connecticut
Annual Report of Long-Term Care Facility
CSP-I3 Rev.9/2002

B. rt of ditures - Professional Fees

* Do not section lnillagetnent consultants or must be on itern M-12 and by required Page 17.

** This item is not reirnbursable to facility For Title I 9 residents, doctors should bill DSS diroctly. Also, any costs for Title I 8 and/or other priwte pay residents lnust

be rctnoved on Page 28.

*r* Administrative-costsandhousassociatedwiththefollowingpositions: MDSCooldinator,lnsewiceTrainingCoordinatorandlnfectioncontrolNuree Such

costs shall be included in the direct cile oategory for the putposes ofrate setting'



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

* LJse additional sheets ifnecessary.
** Ref'er to Page 4 fbl detlnition of related'

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

Name of Facility
Shelteling Arms

I-icense No.
1268

Report fbl Year Ended
9t30t2021

Page

14

of
JI

Name & Address of Individual Full Explanation ol Service

Related** to Owners,

Operatot's, Of'ficers Explanation of Relationship

Yes No

N/A 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

o o

o o

o o

o o

o o

o o

o o

o o

o o



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-15 Rev. 912018

C. Expenditures Other Than Salaries - Administrative and General

Name of Facility
Sheltering Arms

License No.
1268

Report for Year Ended

913012021

Page

l5
of
37

Item Total CCNH RHNS

Residential

Care Home

1. Administrative and General

a, Employee Health & Welfare Benefits

L Workmen's $

2, Disability Insurance $ 1,607 1,607

3. Unemployment Insurance $

4. Social Security (F.l.C.A.) $ 50, I 70 50, I 70

5. Health Insurance $ 90,275 90,275

6. Life Insurance (employees only)
(not-owners and not-operators) $ 62s 625

7 . Pensions (Non-DiscriminatorY) $

(not-owners and not-operators)

31,620 31,620

8. Uniform Allowance $

9. Other (Specify)

See Attached Schedule

$ 8,397 9,397

b. Personal Retirement Plans, Pensions, and

Profit Sharing Plans for Owners and

Operators (Discriminatory)*
401k Plan

$

c. Bad Debts* $ t7 t7

d. Accounting and Auditine $ 3,400 3,400

e. Legal (Services should br frUy d"trrib"d o, PoS.

f. Insurance on Lives of Owners and

Operators (SpecifY)*
$

g. Office Supplies $ 4,694 4,694

h. Telephone and Cellular Phones

1. Telephone & Pagers $ 5,090 5,090

2. Cellular Phones $ 925 925

i. Appraisal (Specify purpose and

attach copy)*

$

i. Corporation Business Taxes e tax) $

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

l. Income* $

2. Other (Specifu)
See Attached Schedule

$

3. Resident Day User Fee $

Subtotal $ 196,820 196,820

* Facility should self:disallow the expense on Page 28 ofthe cost Report. (Carry Subtotals forward to next page)



?k?ktf Do NoT Include Holidav Parties / Aw rds / Gifts Staff

Schedule of Other Employee Benefits

Schedule of Other Taxes

Descri n

lon CCNH

CCNH

Attachment Page l5

RHNS

RHNS

Residential
Care Home

Residential
Care Home

and B Checks $ 8,771

Insurance - FFCR Credit $ (rz+)

Total $ $ $ 8,397

$$$Total



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
Sheltering Arms 1268 9/30/2021 16 37

Item Total CCNH RHNS
Residential 
Care Home

Subtotals Brought Forward: 196,820 196,820

l. Travel and Entertainment
1. Resident Travel and Entertainment $
2. Holiday Parties for Staff $
3. Gifts to Staff and Residents $
4. Employee Travel $ 129 129

5. Education Expenses Related to Seminars and Conventions $ 90 90

6. Automobile Expense (not purchase or depreciation ) $ 541 541

7. Other (Specify ) $
See Attached Schedule

m. Other Administrative and General Expenses
1. Advertising Help Wanted (all such expenses ) $ 4,873 4,873

2. Advertising Telephone Directory (all such expenses )*** $ 350 350

3. Advertising Other (Specify )*** $ 1,183 1,183

See Attached Schedule
4. Fund-Raising*** $
5. Medical Records $
6. Barber and Beauty Supplies (if this service is supplied $

directly and not by contract or fee for service)***
7. Postage $ 128 128

* 8. Dues and Membership Fees to Professional $ 700 700

Associations (Specify )
See Attached Schedule

8a. Dues to Chamber of Commerce & Other Non-Allowable Org.*** $
9. Subscriptions $ 140 140

10. Contributions*** $
See Attached Schedule

11. Services Provided by Contract (Specify and Complete $
Schedule C-2, Page 21 for each firm or individual)

12. Administrative Management Services** $ 107,719 107,719

13. Other (Specify ) $ 8,799 8,799

See Attached Schedule
C-14 Total Administrative & General Expenditures $ 321,472 321,472

* 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.



Sheltering Arms Attachment Page 16
9/30/2021

Schedule of Other Travel and Entertainment

Description CCNH RHNS
Residential 
Care Home

-                  

Total Other Travel and Entertainment -$                -$                -$                

Schedule of Other Advertising

Description CCNH RHNS
Residential 
Care Home

-                  

Promotional Advertising (Disallowed on Pg 28) 1,183$            

Total Other Advertising -$                -$                1,183$            

Schedule of Dues

Description CCNH RHNS
Residential 
Care Home

-                  

CT Association of Residential Care Homes Dues 700$               

Total Dues -$                -$                700$               

Schedule of Contributions

Description CCNH RHNS
Residential 
Care Home

-                  

Total Contributions -$                -$                -$                

Schedule of Other Administrative and General

Description CCNH RHNS
Residential 
Care Home

-                  

License Fees 350$               

Bounced Check(Disallowed) 30                   

Prior Period Expense(Disallowed) (1,581)$           

ALLOC - GGAS Non-Allow 10,000$          

Total Other Administrative and General -$                -$                8,799$            



State of Connecticut

Annual Report of Long-Term Care Facility
CSP-17 Ptev. 10197

Schedule C-l - Management Services*

* rn addition to management fees reported on page 160 line m12 include any additional management company

charges or allocations of home oflice overhead costs reported elsewhere in the Annual Report'

Name of Facility
Sheltering Arms

License No,

1268

Report for Year Ended

9t3012021

Page

t7 I

of
JI

Name & Address of Individual or

S Service

Cost of
Management

Service

FullDescription of Mgmt' Service

Provided

Indicate Where Costs

are Included in Annual

Report Page#lLine#

United Community & Family Services,

Inc,34 East Town Street, Norwhich, CT

06360

107 ,719 Management and general services.

Note: Includes unemPloYment

insurance and worker's

compensation

Page l6 Line ml2



State of Connecticut

Annual Report of Long-Term Care Facility
CSP- l8 Rev. 912018

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

Note on P
of
5t

Page

18 I

Report for Year Ended

913012021

License No.
1268

Name of Facility
Sheltering Arms

Residential Care

HomeCCNH RHNSTotalItem

64,75164,7 51

2. Dietary
a. In-House PreParation & Service

1, RawFood $
10,50910,509$CS2. Non-Food Suppli

$3. OIher (Specify)

75,260

b, Purchased Services (by contract other

than through Management Services)

(Complete Schedule C-2

$

att. Page 21)

c. Other (Spectfu $

75,260(2a+ +c* $2D.
Residential Care

HomeRHNSCCNHTotal2E. Dietary

G. Is cost of employee meals included in 2D? ONoO Yes

*
F Resident Meals: Total no. of meals served

Ifyes, specify

Ifyes, specif,ONo

amt.

I

J cost,

to persons otherIs cost meals provi

ine Itemin the CostWhere is the revenue received

O Yesthan employees or residents (i.e', Board

included in2D2Members,

H. Did you receive revenue from employees? O Yes ONo

Is cost of food (other than meals' e.g., snacks

M. at monthly staff meetings, board meetings) O Yes

provided to employees included in2D?

ONo

ne

ONo

in the Cost

Ifyes, specifl
amt.

Ifyes, specifr
cost.

K. Is any revenue collected from these people? O Yes

L. Where is the revenue received

N. Is any revenue collected from employees? O Yes
Ifyes, specifr
amt,

ONo

O. Where is the revenue received ine ltem)in the Cost

* 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, 9l20l\

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

(See Note on Page 5)

* Do not include salaries from page I 0 as part of dollar values rccorded in I ,2, 3, and 4

All allocations should add to total recorded in 3D'

*** Pounds ol'l-aundry only requited lol multi-lcvel facilitics.

of
JI

Page

1e I

License No.
1268

Reporl for Year Ended

913012021
Name of Facility
Sheltering Arms

CCNH RHNS

Residential Care

HomeTotalItem

Lbs

Amt. $

Laundry
a. In-House Processing*

L Bed linens, cubicle cufiains, draperies,

gowns and other resident care items

3

washed, ironed, and/or processed.***
Lbs

Amt. $

Employee items including uniforms,

gowns, etc. washed, ironed and/or

processed.***

2

Lbs.

Amt. $

Personal clothing of residents

washed, ironed, and/or processed.***
-t

Lbs.

Amt. $

4. Repair and/or purchase oflinens'***

.iirt$,$* i+? ffir€,
$b. Purchased Services (by contract other

than through Managemenl Services)

Schedule C-2 att 21
987981$c. Other (Specfy)

res

Ifyes,
ONoO Yes

987987$

cost.

+c+

Is cost of employee laundry included in 3D?

uestionnaire

3D.

F

3E.

Is Cost of laundry provided to persons other O yes
than employees or residents included in 3D?

amt.

I

Ifyes,ONo

ONo

Pin the Cost ne Item

G. Did you receive revenue from employees? O Yes

H. Where is the revenue received

lfyes,
specify cost.

J. Did you receive revenue from these people? O Yes
Ifyes,ONo

amt.

K. Where is the revenue received in the Cost ort? ne ltem



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-20 Rev.9/2018

C. Expenditures Other Than Salaries (cont'd) - Housekeeping and Resident Care

Basis for Allocation of Costs (See Note on Page 5)

of
37

Page

20
License No

1268

Report for Year Ended

9130/2021
ame of Facility

Arms

Residential

Care HomeRHNSTotal CCNHItem
Sq. Ft. Serviced

Personnel

Amt. $

Housekeeping

a. In-House Care

l. Supplies - Cleaning (MoPs,

4

brooms, etc.

Sq. Ft. Serviced

Personnel

Amt. $

b. Purchased Services (by contract other

than through Management Services)

(Complete Schedule C-2 att.

21
4,9974 997C. Other (Specifu)

Su

$

liesHou
4,9974 9974a+b+c $4D. Total

Resident Care (Supplies)**

a. Prescription Drugs***
5

$l. Own
$2. Purchased from

3,5423,542b. Medicine Cabinet $

$S liesc. Medicaland
d. Ambulance/Limousine*** $

e. Oxygen

l. For $Use
$2. Other***

f. X-rays and Related Radiological

Procedures***

$

g. Dental (Not dentists who should be included under

saldries or

$

200200h. La $***
$i. Recreation

Services*Direct M $

k. Indirect Services* $

l. Other (Speciff)**+
See Attached Schedule

$

8 9708,9705a-55M, Total Resident Care $

* Schedule C-1, Page l7 must be fully completed or

*t Do not include any fees to profbssional staff, these

*** Facility should self-disallow the expense on Page 29 ofthe cost Report.

,1.*''*lCFMR,sshouldprovideadetailedscheduleofallDayProgramCosts.

this expenditure will not be allowed,

should be reported on Page 13, or, ifpaid on salary basis, on Page l0'



Attaclrment Page 20

Schedule of Other Resident Care

CCNH RHNS
Residential
Care Home

Total Other Resident Care $ $ $



State ofConnecticut
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 *

Page of
2t ltt

Total CosVPage Ref,***

Line

6f

PS

22

Report for Year Ended
9/30t2021

Residential
Care Home

33.944

RHNSCCNH
Full Explanation of
Service Provided*

Cleaning Services

License No.
1268

Explanation of
Relationship

N/A

Name of Facility
Sheltering Arms

Related ** to Owners,

Operators, Officers

No

o

o

o

o

o

o

o

o

o

o

o

o

o

o

Yes

o

o

o

o

o

o

o

o

o

o

o

o

o

o

Address
111 Kendall St, New
Haven, CT 06512

Name of Individual or

Company

Performance Environmental

* List all contracted services over S10,000. 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) - Mdintenance and Property

Page

22

of
37

Report for Y
913012021

EndedLicense No.
1268S

of Facility
Arms

ResidentialCare
HomeCCNH RHNSTotalItem

6,769'769
6. Maintenance & Operation of Plant

$a. & Maintenance
74417441b. Heat $

34,73834 738& Power $c
l0 92510,925d. Water $

1,39898ILease Provide detail on 6 $e
66,62966,629f. Other (itemize)

See Attached Schedule

$

136,203JITotal Maint, & $6a-

414l
7 . Depreciation (complete schedule page 23*)

$a. Land
60,98360,983b. Buildi & Build I $

c. Non-Movable $
9,0169,016d. Movable $

70 04070,040*7e. Total Costs a*b*c* $

8. Amortization (Complete att. Schedule Page 24*)
$a.O
$b.M

c. Leasehold I $

d. Other $

*8e. Total Amortization Costs 8a+b+c+ $

g. Rental payments on leased real property less

taxes included in item l0b $real estate

| 0. Property Taxes

a. Real estate taxes $owner

b. Real estate taxes tessor $

c. Personal $taxes
70,04070,040I l. Total e*8e+9+ I $

* Amounts entered in these items must agree with detail on Schedule for Depreciation and Amoftization Page 23 andPage24'



Schedule of Other Repairs and Maintenance

Attachment Page22

RHNS
Residential
Care HomeCCNH

Contracted & Maint $ 56,859

Small
9,770

$ $ s 66,629



State ofConnecticut
Annual.Report of Long-Term Care Facility
CSP-23 Rev. l0/2006

reciation Schedule

9,016

70.040

60,983

Totals

Totals

41

9,016

Depreciation

for This Year

4l

59-709

1.274

of
37

Page

23

Depreciation

for This Year

Various

Life
Useful

Various

Various

Various

Useful

Life

Various

S/L

Method of
Computing

Depreciation

S/L

S/L

S/L

S/L

Method of
Computing

Depreciation

207,89t

Accumulated

Depreciation to

Beginning of
Year's Operatiom

1.903.458

55.r92

Report for Year Ended
9/30/2021

Accumulated

Depreciation to

Begirning of
Year's Operations

45.592

250,652

t7,153

55.192

Cost to Be

Depreciated

Cost to Be

Depreciated

46,461

2.373.106

1.688

Less

Salvage

Value

Less

Salvage

Value

252.34Q

1 7,1 53

55.192

Historical
Cost

Exclusive of
Land

46,461

2.502.306

License No.
t268

Historical
Cost

Exclusive of
Land

Var

Yea

Var

Date of
Acquisition

MonthNoYes

Is a mileage

logbook

maintained?

d.

2. Movable Equipment

a. Acquired priorto this report period

b. Disposals (attach schedule)

c. Acquired during this report period
(attach schedule)

D-3. Subtotal

E. Total Depreciation

D. Movable Equipment

l. Motor Vehicles (Speci& name, model

and year ofeach vehicle)
a-

b-

c-

C. Non-MovableEquipment
1. Acquired prior to this report period

2. Disposals (attach schedule)

3. Acquired durine this report period (attach schedule)

C4. Subtotal

2. Disposals (attach schedule)

3. Acquired during this report period (attach schedule)

A4- Subtotal

B. Building and Building Improvements

l. Acquired prior to this report period

2. Disposals (attach schedule)

3. Acquted dwine this report period (attach schedule)

B-4. Subtotal

Name of Facility
Sheltering Arms

Prooertv ltem
A. Land Improvements

l. Acquired prior to thiS report period



Attachment Pages 23 24Attachment Page 23

Sheltering Arms
9/30/2021

Schedule of Land Improvements Acquired during this report period
Useful

Acquisition Date Description  of Item Cost Life Depreciation
Additions:

Total additions for Land Improvement -$                -$                *

Deletions:

Total deletions for Land Improvement -$                -$                **

  *Ties to Page 23, Line A3

**Ties to Page 23, Line A2

Schedule of Building Improvements Acquired during this report period
Useful

Acquisition Date Description  of Item Cost Life Depreciation
Additions:

10/30/2020 Repoint Garage and Pillar 8,323$             10                    832$                

12/31/2020 Carpet Removal, Install Flooring 8,830               20                    442                  

Total additions for Building Improvement 17,153$           1,274$             *

Deletions:

Total deletions for Building Improvement -$                -$                **

  *Ties to Page 23, Line B3

**Ties to Page 23, Line B2

Schedule of Non-Movable Equipment Acquired during this report perio

Useful
Acquisition Date Description  of Item Cost Life Depreciation
Additions:

Total additions for Non-Movable Equipmen -$                -$                *

Deletions:

Total deletions for Non-Movable Equipmen -$                -$                **

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



Attachment Pages 23 24

Schedule of Movable Equipment Acquired during this report period
llseful

uisition Date Cost

Total Movable Equipment $ $

Deletions:

$ $for Movable
*Ties to Page 23, Line D2c

*xTies to Page 23, Line D2b

Schedule of Leaseholtl lmprovements Acquired during this report period

Date n ofltem

*'fies to Page 24, Line C3

llseful
Life

Add itions:

$$Total add Improvem€nt

s$for Leasehold

**Ties to 24.LineC2



State of Connecticut

Annual Report of Long-Term Care Facility
CSP-24 Rev. 10/2006

Amortization Schedule*

Page of
5t24

Totals
Amortization
for This Year

Report for Year Ended

9/30/2021

Rate

%

Basis for
Computing

Amortization**

Accumulated
Amort. to

Beginning of
Year's

Operations

License No.
1268

Cost to Be
Amortized

Length of
Amortization

Name of Facility
Sheltering Arms

Date of
Acquisition

YearMonthItem
A. OrganizationExpense

1.

2

J

A-4. Subtotal
B. Mortgage Expense

l.
2

J

B-4. Subtotal

C. Leasehold Improvements and Other
1. Acquired prior to this report period

2. Disposals (attach schedule)

3. Acquired during this report period
(attach schedule)

C-4. Subtotal
D. TotalAmortization

* 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.



uniH Community & Family Sfli6 d/b/a

ShelErire Arms
DeF*iaton Schedule
09I30121

Aquisciol2qo-5
Chai6

&qu.isEol&
Side chai6
R*linerdchai6 etc

&quisdo!2@
td;*6. 6 Min bds & f€m6

Aquisitd
11€!

Hisbriel
gqsls

sAPodion RDPorton
29!-A

qep!c-.
2,01 c

Ap9!e
419

Dg!!q
?!.!9

Ac9cB.

&28
De!!c-

94
Aqc-uD

4-?1
Deplc,

_21
Ae-u-o. N9lv

MeSod
C6t b Be

D9lleciSieO
L!f9

s/L

SL
sn-
s/L
s/L
s/L
str

s/l-
s/L
Str
S'L
9L
S/L
s/L
str

s/l-

s/L
S/L

s/l-

s/L
s/L

gL
s/l-
S/L

S/L
S/L
$-
sn-
s/L
S/L
s/L

str
s/L

SI
s[
str
s/L
S/L
gL

S/L
9L
S/L
s/L
str
s/L

gL

S/L
s/L
s/L
s/L
s/L

s/l-
s/L
str
S'L
gL

Lfe

5

5

N/A

10

10
10

10

7

65,276
65,276

65,276

?rotgltr

Movabl€ Equirdl
Aqu[e4t4or4@

Aqu-i9oo[2q)]!j
Sto€ge Bins
Mt@rella AdaPte/Fifreg I uorre

Rin* UniUFaucet
DishMsher Ufr Gate

RollaMY Tabie

2 DhhMsher Tabl6

A4!s1t@2@2:
Compder drop6 for RD

Oesk
Floor Cbaning machine

Fumture for SA

lnstalldon of DishMsher
Medi€tion Cad

Slicer
Sio€ge €binet
Toder CoNeYor

2001
2001
2001
2001
2001
2001
2001

1,739
1,266

250
5,857
1,a44
1,402

1,739
1,266

250
5,8s7
1,u4
1.492

1,739
1.266

250
5.857
1,844
1.402

65.276

65.276
65,276

2,F68

1.739
1.266

250
5,857
1,844
1.402

1,739
1,266

250
5,857
1,aM
I,402

1,739
I,266

250
5,857
1,u4
1,402

2002
2002
2@2
2002
2002
2002
2002
20v2
2002

1,085
1,A92
1,89

13,821
405

1,227
725

520

1,085
1.892
1,804

13,821
405

1,227

520

I.085
1.892
I,804

13,A21
405

1,227
725
22
520

1.085
1,A92
1,804

13,821
405

1,27
724
z2
s20

1,085
1.892
1.89

13,821
405

1227

520

4,64
1.711
1.1 00
1,O52

4.64
1,711
1,100
1.052

1.085
1,892
1.804

13,821
405

1,n7
725

520

4,64
1,711
1,100
1,052

4,644
1,711
1,100
1,052

2.@

3,455
5,200

4,525

1.2.
2m

2,668

3,455
5.200

4,525

I,ZZ2
280

2,668
2,658

2005

2008

2.668

4,525

3,455
5.2003,455

5.200

2006
2006

3,455
5.200

3,455
5,200

4,525

4,525
4,525

,n2
280

2009
2009

1,22
280

2AO

1,222
280

3,372

1.153
3.695
1,137
1,479
6.279
1.335

3,372

1,153
3,695
1,137
1,725
7.325
1,558

3,372
5,222

3,372
5,2

1,153
2.956
1.1 37
1.232
5232
1.1 13

718

\1.972)
1,156

305
1.94€
2,740

2,5m
1.020

432
1,464

874

779
353

802
474

T.eclinec 100% SA

1O HGPGI Mafies
I cD TV I mountr€ bracket

Viatalsigns fionfror & snd

AeLUisIieLZoll
SA Renovations
Fumfrure_chai6&Loveat
Fumilule'chal6&Lov*at
gtellite Sldem
Fumnure' chai6& Loveseal

Furnfrure -chai6&Love*at-
satellfte system"

Aqduls!l!i-ol20a2
Fi&r Oa€ Link S€Nice

Sofa and Chai6

AotrGlt!9!L2!-14
To(o SnN Blower

LaM Trac{odMower
conkollet M*d Antenna

Fabflcto Reluosh 30 tum Charc

Refudi$ 30 M Chai6
Under€ounter l@ Machine

AqqE!!eL2915
insll4 Cd - WrelsWrys
Retumed fabric to reio ciaiF
L@king Fve€ge Sorage €i
sdlnq am chai6
Filmtu; - 2 lounge chaiGz loveas
Gas €nge stde

&au!s!tr@z!j0
cT Ele€tor Contadors Lr@re

Ae$isSeaaoll
satellfre lnsllation
lnstldion of ere€ sydem ,
cedneB for resident afiendad ohe
ili" ii.nu'"{et *n"t 

"hai6 
8 ldeat

carier Chiller @mp(sor mdor rcaES

Muisi.fi4zgl!
a;;ercial Ref dge€torFreeer
kpost for Tert
Tent
Mdilonal S€@rity Cahe6
5 S€rlet Chai6

2010
2010
2010
2010

4.6&
1,711
1,100
1.052

2011
2011
2011
2011
m11
?o11
2011

120
1,689
3,506
6,575
1,689
3.506
6,575

120
1,689
3,506
6.575
1.689
3.506
6,575

120
1,689
3,506
6,575
1.689
3.506
6.575

120
1.689
3,506
6.575
1.689
3.506
6,575

120
I,689
3,s06
6,575
1.689
3,506
6,575

120
1.689
3.506
6,575
1.689
3.506
6,5_75

4.644
1.711
1.100
1,052

2012
2012

4,053
5,n2

493

5
3

5

5

3

5
3

5

5

10
10
7

1,554
706
888

1.604
947

227
246

1,96
223

179
(493)
289

76
487
685

,60
510
216

437

779
353
44
802

739

)*
1,046
23

179
(493)
289

76
487
6e5

I,260
510
216
732
437

779
3s3

802
474

1,1 53
3,695
1,137
1,972
8.371
1.558

2,0932014
2014

2014
2014
m14

1,153
3,695
1,557
2,4U

10,49
1,877

244
,046

179

itt
76

487

685

1.260
510
216

437

779
3s3

a02
474

246
1,06

179

)""
76

87
685

1.260
510
216
732
437

n9

802
474

1,153
3,695
1.1 37
2.&

1 0,464
1,558

1.153
3,695
1.137
2,&4

10,464
1,558

3,372
3,372
5,22

1,2*
(2.464)
2,O72

763
4,869
4,795

691

:^-

319

257
2015
201 5

201 5

2015
2015

I,514
(2,441)
2,O22

763
4,869
4,795

897
(2,464)
1,45

2,435
3,425

1,O77

e,e)
1.733

458

4,110

5.040
2,039

864
2,929
1,744

\2,64)
2,On

6,300
2,549
1,080
3,661
2,1a5

2.160
7,321
2.185

3.409
4,795

125

4,A44

t0)

29
1,461

1256
(2,464)
2,O2

4.869
4,795

7
10
10
7

3

10
5
15
15
10

10
8
8

10

4,844,U4
{0)

6,300
1,614 54 4.844

4.UA
2016 4.844 4,a4

2017
2017
?017
2017
2017

12,600
3,071
3,241

10,982
5,264

12,600
2,549

10,982
4,369

12,600
2,349
3,241

10,982
4,369

7,790
2,a25
3.550

3,780
1,sn

648
2,196
1.311

2018
2014
2018
2018
2018

4.011
4,735

7.790
2,A25
3,550
4.011
4.735

7,790
2,A25
3,550
4.011
4.735

2,337
1.059
1.331
2,407
1.421

3.116
1,413
1,775
3,209
1.89

4,674
1,413
1,775

ao2
2,U1



United Community & Family *ryi6 d/Ua
Sklging tums
Oepr*idon Schedule
6tnn1

SA Pofron RD Podon

,do

1,01 1,268 1,O17,092

2000 7 8S 7,886
1.019,154 1,024,974

2001 26.350 26,350

?ale
09prc-

?oae ?s!9
Deprc.

419
AEUE

?q2!
Deptc-

4?o
A€u-4

44
Dg!E-

421
A@um. r-rB!

elolei$

Tobl

guilding and BuildinE lmprovments
AqcGdsq4g

aq[ddsEs?ggq
Aqqulelj.u@q
Painting of Eieilor

Aquisi5on
Yer

Histo.i€l
ke

Cost b Be
Qe!-Ei3E

Method
!-Le

s/L

9L

s/L

s/L

s[
s/L
str
S/L
s/L
s/t_

s/L
il

s/L
s[
s/L
str
9L
s/L

str
SiL

s/L
S/L

gL
str
9L

S/L
s/t-
s/L
s/L
s/L
s[
s/L

s/L
Str
s/L
s/L
il
s/L
s/L
s/L
s/L
SiL
s/l-

s[
9L
S/L

s/L
s/t-
siL
s/Ls
SL
S/L

s/L
s/L
str
il

751

Lile

10

10

15
10
10
10.

20
5

Apg-u@

963.865

26.3s0

963,865

26,350

963.865 963.Ss

7.8S
971.751

26,350

53,227

53,727

Cured year Acquisilion 20021

Dining Roofi Remdel (Painting/Elinds)
Work on SA eledd€l Panel
Renovde Baffrooms 2003
lv*lD@r
Shd {Shared ltem with Re )
Ent6n€
Skylighb
Plunbing (SHARED WITH ROSS)
Gold R@m Carp€t

2092
2002
2003
mu
2004
2@5
2005
2005
2005

Aqru!s!Lot2!09
Sbircll patd aM paint
Paiding & Coudyerd Renovatio6

2006
2006

10,687
42fl

50,619
2.558
3.5S
9,000
5.500
4,118
2,570

9,000
8,536

6,024
825

7,9m

10,687
4,250

50.61 9

3,550
9,000
5,500
4,118

9.000
8.536

s,100
3.111
7.950
3,300
4,117

275

2,407

254
a7

1,339
203
147

41,303

10,687
4.250

50.619
2,558
3,550
9.000
3,850
4,1 18

2.970

9,000
8.536

275

10,687
4,250

50,619
2,558
3.550
9,000
4,125
4.118
2.970

9,000
8,536

2.531
31,2A7

3,111
7,950
3,300
4,117

3,M6
1,040

16,062
2,435
1.760

495,6$

275

2,407

2V
a7

1,339
203
147

41,303

301

26.350

10.;87
4,250

50,619
2,558
3,550
9,000
4.400
4,118
2,970

9,000
8,535

2.531
33,693

3,1 11
7,950
3,300
4,117

3.300
1,127

17.401
2,638
1,907

536.939

10,687
4.250

50,619
2,558
3,550
9.000
4,675
4,1 18

2,970

9.m
8,536

2,531
36.100

7,950
3.300
4.117

3,554
1,213

18.740
2.U1
2.053

574,242

825

4,062
87

1,339
203
147

247,a1a

2,104

1.200

Asu5ilsl2qgz

Mens room afre€tions
CarFt for Ariun 2nd Fl@r
Gas wder heder
DEin Piping replacement
2nd floor comdor €rF€t

2007
2007
2007
2007
2@7
2W7

2,531
36,100

3.11 1

7.950
3,3m
4,117

Aqujg!!q2@g
Roof work propoel 3538
2 new Pole Ligru
Ladi6 Room

Kitchen renoEtiom
HVAC sydem'

2008
2008
2008
2008
2@8
2008

7,616
1.300

20,078
3.04
2,200

826,060

7.616
1,300

20,o74
3.M
2l2ffi

826,060

5
15

10
10

30
15
15
15
15
20

20
7
7

5

3

3
5
5
5

15
10

5
5
10

15
15
20

20
7
5
10
20
20
20

20
10
20

2.531
28,880

3,1 11

7,950
3,300
4,117

2.793
953

14.724

1,613
454,333

2 4:7

254
87

1.339
203
147

41,S3

2,407

87
1.339

147
41,303

Aqurs$9l409
Val6r Communi€tions - Oddoor cablefuirang umEde
Oddoo. Signage for SA
Lighting for Shefrenng Arms

Ac4uisltoq2Plq
Chimney repakS3% SA
Chamney repah 83% SA
New membrane in lieo of paveE 83% SA
1st ioor bathrmm remodel 100% SA
Wireing for alarm sy$ert 83% SA
Emergency unlockjng devi@ 10% SA
'Pdjdment to previously purcha* a*t 2m

A@uisiliq! 2qll

GdeG Work
Repoint Boiler Chimney
DislrcEr hdallation

Gree Trap ln*ilation
Drainage
New Carpet in Frod Lobby
Kilchen Cablneb
Gftere, wndo6, painting - Final payment

2010
2010
2010
2010
201 0
2010

2009
2009
2009

2011
2011
2011
2011
2011
2011
2011
2011
ml1
2011
2011

3.000
4,110
1,995

1 1.484
450

3,000
(1.s00)

1,091
6,551

12,800
2,&4

681
3.292
4,500

120
2,010

16,566
26,203

1.512
47,O00

2Aq
3,411
1.656

11,4U
374

3.000
(1.245)

6,O24
82s

7.900

2,490
3,411
1,656

11.4U
374

3,000
(1.245)

1,091

6,551
12,800
2,3U

681

4,500
120

2,O10
16,566
21,748

5.390
1,512

39,010

2,490
3,411
1,6S

11,4U
374

3,000
(1.24s)

582
6.551

12.800
2,304

681
3.292
2,4N

96
2,010

16,566
17.399

2.515
705

14,053

2,193

tu"
3,6r9
1,O17
1,492

798

2,490
3,411
1,656

11,4U
374

3,000

11,245)

654
6.551

12.800
2.W

681

2,700
108

2.010
16,566
19,574

2,475
806

16,0G

2.56

t*

1,181
1,732
97

1,4$
1,864
,:,

2,490
3.411
1,656

11,4U
374

3,000
(1,24s)

2,490
3,411
1,656

11,4U
374

3,000
(1,245)

800
6.551

12.800
2,3U

681

3,300
120

2.010
16,566
21,744

3,253

a*

301 3,012
425

7.900

301301 3.313
825

7,900

3,615
425

7.900

3.916
425

7,900

510
699
339

(2ss)

7.990

73 73

300

359
101

1,951

,:a

603
164
240
1n

249
266
a

300

,,iru

359
101

1,951

':'
603
1g
240
1n

249
fr6

63

727
6,551

12,800
2,3U

3,000
120

2.010
16,566
21,74821,748 4,455

3m
12

101
1.951

603
164

240
1n

249
M
63

,24
,598
314

3m

,,iru

101
1,951

toa
164
240

249
26

63

6n
985
527

Aqruisj!9!412
Sh@er Slall Replacement
2 New Toileb

2012
2012
m12

3.2U
s7

17.954
1,004

19.905

1,797
50{

19,1 06
39,010

7,068
3,815Aeuisition 413

upgrde Voie Cable for vOlP
Flooring in Lower Oining Rmm
NsCtcuiatorlor &ilef
Nry Flooring in SA Dinire Room
2nd Fl@r R@f Replacement
upg€de voie caue for VolP
ReFk Front ofBuibing

8,516
1,m
1,151
6.032
3,950
5.79
3,100

956
6.032
3,279
4,8m
?,573

7,068

9$
6,032

4,809
2,573

m13
2013
201 3
2013
2013
201 3
201 3
2013

1.48
1,300

196

2,900

956
4,925
1.345
1.973
1,056

5.429
1,509
2,213
1,1&

603
1,770
2,596
1.S9

AquEilelzg14
&rage-Flat r@f replacefi ent
concrele reFh on Handi€p €mp

266
754

14.69
Oep6t on new aoof

2014
2014
2014
2014

4,985
5,325
1,25

16,950

4,985
2,663
1.2*

14,69

2,663

2,442

4.985
2,663
1,2$

14.69

1,745
2.130
40

I,994
2,396

503



Unit€d Comhlnity & Family S#c d/b/a
Sklbring Arms
Deprsiation Scffiole
B/S/21

Aquisfion
-Y-e!

Hisbri€l
e4sls

SAPonion RDPodion C6t b Be
qeF€iate-

12.450
14,m9

2.550
2,882

12,450
14.069

Metu 4J9
qegc.

?aas
Asrn,

?019
Q9.prc-.

?019
Ae@

2.Om
D_eptc.

?-o_4

AFIE
2021

Qg!-Lc=

20,21

A@!-.

2,614
2,958

3,240
3.661

3.S3
4.$5

102
2,23

169

510
11,113

u7

eroEd
AquEds-?qls
Sginkler
Remining rcrk on nry roof
Generator
Gene€tof
GeneEtof
ene€to-
cene€tor - Gas piping

Aqru€Lt@2!46
ln$llation of NM Hot Watea Heater
ln*lled nwT€p in LEundry R@m
Gls Hip Roof Replacemed

Lif_e

20
20
10
10
10
10
10

10
10
10

20

20
20

5
20
10

5

623
703

Ltre

Str
s/L
s/L
S/L

S/L
s[

str
str
S/L

S/L

s/L
s/L

s/L
sn-
s/L
str

NB!

2015
2015
2015
2015
201 5
2015
2015

1 5,000
16,950
15,000
68,375
17,853
6,779
2,U1

1,019
2,27

1,6%

3,035
4,552

u7

1,019
2,227
1.69

3.135

4.110
4,010

3.132
690

1,508
6,132
3.000

25.793
4,216

623

102

169

808
350
365

157

26
201

408

678

7,55
9,000

4.4a5
5,ffi

306
6,668

:o'

a.rao
1.400
1.460

713
15,559
11S

611
1 3,336

1,O17

4,86
2,100
2,190

7U

602

1,252
70

302
2,452
1,200

832
42

623

1o'

102

169

808
350
365

157

206
201

626

151
1.2:

600

832
M2

627

411
401

6',6

151
1,

600

623
703

102
2,223

169

808
350
365

157

26
201

2016
2016
2016

8,076
3,500
3,650

8,076
3,500
3,650

8,076
3,500
3,650

807.9
350
365

157

8.891

313

2,423
1,050
1,095

1,400
1,460

4,039
1,750
1.825

626

151
1,26

600

55,192

3.025

5,000

1,mo

Aqurs]lLa?q1f
lnsalld frring for new nuffi *tion - 2nd Floor

AquFat9L2819
ReFir Front StaiF
Repair Frod Stair

Non-Movable Equiment
Acquired prior 2000

Tdt

Land lmrovement
Acquird prior 2000
Tree SeMc6

agruts!E42qo!
Tre SeNic6

aqulslbr2plo
Parking lot renodions

A:gutsltgjjpll
Parking ld Fvemed aft enengon

2019
2019

4,110
4.010

4,1 10
4,010

3,132
690

1,508
6,132
3.000

2017 3,135 3,135

55,192

470

206
201

2,351

Ae!E!go!?q?g
MonitorCo - Security alam equipmert
Holl@ Metal Door Replaement
New l.mb and KeF
MonfrorCo - Security alam equipment
Monfror Co - Seclraty alam equipment

2020
2020
2020
mm
2020

3,132
690

1.508
6,132
3.000

AcsuF!Lo!2q21
Repaint Garage and Pillar
Carpet remdal, insall floodng

3,494
3,10e

t,i*
620

1.206
3.680
1.800

2021
2021

8.323
8.830

8,323
8,830

8,323
8.830

10
20

7,491
8.388

Tobl 37 451 2 3S 259

Noh-:TheF*ilityr€eivda!lm,mgrantt,mOPMbaddhegenerabr. TFetoG,fq.eimbursdtpurrc,onlyttuc6binexGsdfretlm.mSllbdep.siabd.

r Mt *, 6l f,q6

55,192

41

3,025

5.000 5.000

1.200 1,200

25.793
4,216
6.274

25,793
4,216
6.317

4,216
6,357

25,793
4.216
6.39841

3,025

5.000

1,200

425 419

S/L

s/L

Str

s/L

gL

s/L

2001

2006

2010

201 1

25,793
4,214
7,n7

5

3,025

5,m 4,150 850

1.200

4,150

1,200

2,741:715

3,025 5

(8s0) {a}5

Tobl

Tobl Deprecidon For Perid
Total HHori€l Cd

_______2.87349_

135,345
$ 65.S5



State ofConnecticut
Annual Report of Long-Term Care Facility
CSP-25 Rev.912002

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

Name of Facility
Sheltering Arms

License No.
1268

Report for Year Ended

9t30t2021

Page

25

of
JI

1l alre

Part A
Is the property either owned by the Facility O yes O No
or leased from a Related PartY?*

*lfany owner or operator ofthis facility is related by farnily, marriage, ownership, ability to control or

business association to any person or organization liom whorn buildings are leased, then it is considered a

If "Yes," complete Part B.

If 'No," complete Part C.

related transaction.

Description Total

l. Date Land Purchased 0v0t/t6

Z. Date Structure ComPleted 0t/01/26

3. IfNOT Own Date of Purchase N/A

4. Date of Initial Licensure N/A

5. Total Licensed Bed CaPacitY 30

6. Square Footage N/A

7. Acquisition Cost

a. Land t6,20s

b. Building t44,430

Part B - Owner and Related Pa rties I st Mortgage 2nd Mortgage 3rd Mortgage 4th Mortgage

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

b. Date Mortgage Obtained

c. lnterest Rate for the Cost Year

d. Term of Mortgage(n@
e. Amount of PrinciPal Borrowed

f. Principal balance outstand i n g as of2! ]912)-
Complete if Mortgage was Refinanced

During Current Cost Year
g. Type of Financing (e.g., fi xed, var

h. Date of Refinancing
i. New Interest Rate

Term of
k, Amount of Borrowed

l. on Note Paid-Off

Part C - Arms- Leases for Real ProPertY Im ents

Name and Address of Lessor Leased Date ofLease Term ofLease Annual Amount ofLease

Note: BesurerequiredcopiesofleasesareattachedtoPage25andreal estatetaxespaidbylessorareincludedonPage22'Iteml0b'



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
Sheltering Arms

License No.
r268

Report for Year Ended

9t3012021

Page

26

of
137

Item Total CCNH RHNS

ResidentialCare
Home

12. Interest

A. Building, Land Improvement & Non-Movable

Equipment
1. First Mongage $

Name of Lender Rate

Address of Lender

2. Second Mortgage $

Name of Lender Rate

Address of Lender

3. Third $

Name of Lender Rate

Address of Lender

4. Fourth $

Name of Lender Rate

Address of Lender

B. CHEFA Loan lnformation

1. Original Loan Amount $

2. Loan Origi nation Date

3. Interest Rateo/o

4. Term

5. CHEF A Interest Expense

l2 97 . Total Building Interest A1 -A'4+85 $

(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
Shelterins Arms

License No.

1268

Report for Year Ended

913012021

Page

27 I

of
JI

Item Total CCNH RHNS

Residential

Care Home

Subtotals Brought Forward

12. C. Movable Equipment

1. Automotive Eq $

A.ltem Rate Amount

Lender

Address ofLender

2. Other (Specfy) $

A.ltem Rate Amount

Lender

Address of Lender

B. Item Rate Amount

Lender

Address of Lender

12. C. 3. Total Movable Equipment Interest

Expense (Cl + 2) $

12. D. Other Interest Expense (Specify) $

lnterest Expense - Capital

10,642 10,642

13. 'Total All Interest ExPense fl287+12C3+l2D) $ 10,642 10,642

14, Insurance

a. Insurance on Property ftuildines onlv) $

b. Insurance on Automobiles $ 2,663 2,663

c, Insurance other than ProPertY (as specified above)

1. Umbrella t Coverage) $ 27,954 27,954

2. Fire and Extended Coverage $

3. Other (Spectfy) $

t7
14d. Total Insurance (14u+b*c) $ 30,6t7

$15. Total All (A-13 thru C-14) 1,352,918 1,352,918



State ofConnecticut
Annual Report of Long'Term Care Facility
CSP-28 Rev. 9/2018

D. Adjustments to Statement of Expenditures

r All except "Help Wanted"
(Carry Subtotal forward to next page

Name of Facility
Sheltering Arms

License No.
1268

Report for Year Ended

913012021

Page

28

of
JI

Item.

No.
Page

No.
Line
No. Item Description

Total
Amount of
Decrease CCNH RHNS

Residential Care

Home

Page I0 - Salaries and llages
I Outpatient Service Costs $

) Salaries not related to Resident Care $

J Occupational Therapy s

4. Other - See attached Schedule $ 9,353 9,353

Page I3 - Professionul Fees

5 Resident Care Physicians ** $

6. Occupational Therapy $

7 Other - See attached Schedule $

Pages tS & 16 - Administralive and General

8. $Discrim inatory Benefi ts

9. t5 lc Bad Debts $ 17 t7

10. Accounting $

l0a Legal $

il Telephone $

12 Cellular Telephone $

r3. Life insurance premiums on the life

of Owners, Partners, $

l4 Gifls, flowers and coffee shoPs $

Education expenditures to colleges or

universities for tuition and related costs

for orvners and $

l6 Travel for purposes ofattending
conferences or seminars outside the

continental U.S, Other out-of-state

travel in excess ofone representative $

t7 Automobile Expense (e.g. use) $

18. t6 m2l3 Unallowable Advertising * $ I,533 1,533

t9 Income Tax / Corporate Business Tax $

20, Fund Raising / Contributions $

2l Unallowable Man Fees $

22. Barber and Beauty $

23 Other - See attached Schedule $ 8,449 8,449

Psse 18 - Dietary ExPenditures

24, Meals to employees, guests and others

who are not residents $

Pase 19 - LaundrY

25. Laundry services to employees, guests

and others who are not residents $

Page 20 - Housekeeping Expenditures

26 Housekeeping services to emPIoyees, guests

and others who are not residents $

$ 19,352 19,352

*r physicianswhoprovideservicestoTitlelgresidentsarerequiredtobilltheDeparhnentofsocialservicesdireotlyforeachindividualresidsnt'



Schedule of Other Salaries Adjustment

Attachmcnt Page 28

RHNS

Residential
Care HomeCCNHRef Line Ref Desc

10 12b2 RN Salaries D $ 9,3 53

Total Other Salaries Adjustment $ $ $ 9,353

Schedule of Fees Ad.iustments

Ref Line Ref CCNH RHNS

Residential
Care Home

Total Other Fees Adjustments $ $ $

Schedule of Other A&G Adjustments

Ref Line Ref CCNH RHNS
Residential
Care Home

$lAllowable GA Allocationl6 ml3
30

ml3 Checkl6
I I$

Period16 ml3

$$$Total Other A&G Adjustments



United Community & Family Services d/b/a

Sheltering Arms

RN / LPN Salary Disallowance

09/30/21

pURpOSE:The purpose of this calculation is to allow RN / LPN salaries to the extent of the aides

average wage rate.

NOTE: There are RN Administrative salaries listed on Page 10, however we believe these should not

be capped as they are administrative oversight rather than direct care ofpatients'

28a

RN

LPN

Aides

Total Salary Expenditures

RN
LPN
Aides
Variance

Variance
RN Hours
LPN Hours
Disallowance

* Per client questionnaire.

Hours*
4t5

0

15,137

Wage per Hour
40.08

t7.54
22.54

22.54

415

9,353 {

Wage per Hour
40.08

17,54

Salary
16,634

0

265,561



Page

29

of
37

Report for Year Ended

9t3012021
License No.

1268
Name of Facility
Sheltering Arms

Residential Care

HomeRHNS

Total
Amount of
Decrease CCNH

Page

No.
Line
No. Item Description

Item
No.

19,35219,352Subtotals Brought Forwatd $

Page 20 - Resident Care Supplies***
Prescription Drugs $27 20 5a2

20 5d Ambulance/Limousine $28
X-rays, etc $29 20 5f

20020020 5h $Laboratory30.
Medical Supplies $3l

32. 20 5e2 Oxygen (non emergency) $

Occupational TheraPY $
4,0334,033$Other - See Attached Schedule34

Puse 22 - Maintenance and Property
Excess Movable EquiPment Depreciation

See Attached Schedule $
35.

Depreciation on Unal

Motor Vehicles $

lowable36

Unallowable ProPertY

$

and Real

Estate Taxes
JI

$RoomsRental of Building SPace or38
$Other - See Attached Schedule39,

Page 27 - Insurunce
Mortgage Insurance $40.
Propefty Insurance $4l

Olher - Miscellaneous
Other - Indirect $42
Interest Income on Account Rec. $43

$Other - Miscellaneous Administrative44
$Management Fees Direct45
$Management Fees Indirect46

264264Other - Direct $47
ProvidersFor

B uildingA',lon Movabl e Eq

Unallowable Building Interest -

See Attached Schedule $

Depreciation48.

23,84923,849I.49. Total Amount $Decrease

State of Connecticut

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

D. ustments to Statement of itures contrd

*** ltemsbillealdirectlytoDepartnentofSocialservicesand/orHealthServicesinCT,orotherstates,Medicare'andprivate-payresidents 
ldentifu

separately by category as indicatcd on Page 20'



Attachrnent Page 24ttachmenl P age 29

Schcdulc of Othcr Ancillary Costs

Pa Rcf Line Rcf ccNr-r RI-INS

Rcsidcntial
Care Home

20 5I Cable Television Disallowance $ 4,033

$ $ $ 4,033

Schcrlule of Exccss Movablc Equipmcnt Dcprccialion

llcf Linc Rcf l)esc ton CCNII RHNS

Residcntial
Care Homc

$ $ $

Schcdule of Other Propcrty Adjustmcnts

Ref Linc Ref Descr lon CCNH RHNS

Rcsidcntial
Care Homc

$ $ $



Schedulc ofOthcr - Indircct Adjustmcnts

Rcf Line Rcf n CCNH IIHNS

Attachment Page29

Rcsidcntial
Carc Ilomc

$ $ $

Schcdule of Other - Misccllancous Administrativc Atljustments

CCNH RFINS

Residentirl
Care HomeRef Linc Rcf Desc n

$ s $

Schcdulc of Othcr - Dircct Adjustments

Pa Rcf Line Rcf Dcsc CCNH RHNS

Rcsidential
Carc Home

22 7b Attached $ 89

30 IV5 Income
$ 3

30 IV8 Other Income $ 137

30 IV8 Prior Period Revenue $ 35

$ $ $ 264

Schctlule of Unallowable Buikling Intcrcst

Pa Ref Line Rcf Dcsc n CCNH RHNS

Rcsidcntial
Carc I'Iome



29a
United Community & Family Services d/b/a

Sheltering Arms
Shared Depreciation Expense/Auto Disallowance

09/3012t

Description

Valcor Communications - Outdoor cable/wiring upgrade

2008 Roof Work

2008 Two new pole lights for front steps

2007 Water Heater (Fully Depreciated)

2007 Drain Piping (Fully Depreciated)

Various Land ImProvements

Total

Total l0% Shared Depreciation

(Less) None 10% Items

Revised Amount

Percent Shared

Depreciation/Amt Disallowed ( I )

Total l7% Shared Depreciation

(Less) None l7% Items

Revised Amount

Percent Shared

Depreciation/Amt Disallowed (2)

2021 Depreciation Shared Portion Life

301

254

87

4t

17o/o*

t0%
10%

10%

10%

10%

20

30

15

l0
10

l0
6${

382

382
10%
38

301

301

17%

5l

Total Disallowance
89

* Effective for assets additions after 913012008 the percentage of shared assets allocated to Ross Adult Day Care

changed from l0% to 170/o.

**3syo due to alnount of loan outstanding'



Statc ol'Connecticut
Annual Report of Long-Term Care Facility
CSP-30 Rev.l0/2005

F. Statement of Revenue

* Facilitlt shoukl ttff-set the appropriale expense on Page 28 or Page 29 of the Cost Report'

** [;acilily shottld reporr all contaclual ollou'ances and/or payer discounls'

of
37

Page

30
Rcpolt fbr Year llnded

913012021
L,iccnse No.

1268Shclteri Arnrs
Narne of Facility

RI'INS

Residential
flomeCCNHTotalItenr

9149l 8

l. Resident Room, Board & Routine Care Revenue

d Room and Board Contractual Allowance **
$

$

l. a. Medicaid Residents CT

b. Medicai

cr States Rootn and Boald Contractual Allowance **
2 $

$

a. Medicaid ll other stales

b. oth

care Iloom and Board Contractual Allowance **
$

sb. Medi

3. a. Medicare Residents

5

Roorn and Boald Contractual Allowance **
$

s
4. a. Pri

b, Pri

Residents and Other

l. a. PI'cscri lon

b. Prcscri lon

c. Prescri ton

- Medicarc

- Mcdicare Contt'actual Allowance **

- Non-Medicare

- Non-Medicare Contractual Allowancc **d. Prescri

IL Other Resident Revenue

ies - Non-Medicat'e Contractual Allowancc **

s

$

$

s

ies - Medicare

ies - Medicare Contractual Allowance **

ies - Non-Medicarc

2. a. Mcdical

d. Mcdical

b. Medical

c. Medical

icalJ $

$

$

$

a.

b

cal

cal

c.

d - Non-Med icare Contractual Allowance **

- Medicare

- Medicare Contlactual Allowancc +*

- Non-Medicare

s

$

$c,

d. - Non-Mcdi cale Contractual Allowancc **

a,

b.

- Medicare

- Medicare Contractual Allowance **

- Non-Medicare

4.

- Non-Medicale Contl'actual Allorvance **
Th

$

$

$

$

onal

onal

onal

c.

d.

a.

b.

- Medicare

- Non-Medicare

- Medicare Contlactual Allowance **
5.

$

$

- Medical'e

- Non-Medioare
6. a. Other

b. Other
063999,063lll. Totol Resident Revenue (Section I. thru Section II') $

& others $

IV. Other Revenue*

l. Meals sold to

2. Ilental of rooms to non-t'esidcnts $

3.'lel $
77,0204. Rental o1'Television and Cable Selvices $

335. Interest lncorne $

Nurses' Fees $(r. Private
$and Gili7. Barbel'

J364,480$8. Other
37 1.503371 503V. Total Other Revenue (l thru 8) $

t,370,566370VL Total All Revenue (lll +V) $



Attachment Page 30

Schcdulc of Othcr Rcsident llevcntrc - Medicarc

Rclatcd Exp

Rcf CCNII RIINS
Residcntial
Carc llome

Total Other Rcsident Revenue - Mcdicarc $ $ $

Schcrlule of Othcr Non-Mcdicarc llcsklcnt Rcvcnuc

Rclatcd Exp

Rcf Dcsc
CCNII

Rcsidential
Cart llomc

$s
Other Residcnt Rcvenue

Interest Income
Account

Balancc CCNI,I RIINS

Rcsidential
Carc l{ome

Ref Account

30IV5 CD Interest t0,233 $ 3

Total Intertst Inconre $ $ $ J

Schedulc of Other Rcvcnuc

Ref Dcsc
ccNll RHNS

Rcsklential
Carc Home

$97
30tv8

627
30IV8 - Other COVIDI9

137$
Other lncome30tv8

$
Revenue - Prior8

281 499
rv8 One TimeRevenue - Non

55$l
IV8 Credit CYFFCR

$
Reserve30IV8

$$$
Total Othcr Rcvenue



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-31 Rev. 6/95

G. Balance Sheet

* Historical Costs must agree with Historical Cost reported in Schedules on

Deprec iation and A m or tization (Pages 23 and 24)'

of
37

Page

3l
Report for Year Ended

91301202t
License No.

1268
Name of Facility
Sheltering Arms

AmountAccount

$

ss Allowance for Bad Debts
l. Cash on hand and in banlts

Assets
A. Current Assets

2. Resident Accounts Receivable $

$3. Other Accounts Receivab le (Excluding Owners or Related Parties)

$4 lnventories
$

a,

b.

c.

d. See Schedule

5. Prepaid Expenses

$6. Interest Receivable
$

$

$Al thru
u

7. Medicare Final Settlement Rece ivable

8. Other Current Assets (itemize)

A-9. Total Current Assets

B. Fixed Assets

l. Land $

$*HistoricalCost

Accum. Depreciation
2. Land Improvements

Net
$

Net
3. Buildings

Accum. Depreciation

*HistoricalCost

$4. Leasehold Improvements *HistoricalCost

Accum. Depreciation Net
$5. Non-Movable EquiPment *HistoricalCost

Accum. Depreciation Net
$6. Movable Equipment *HistoricalCost

Accum. Depreciation Net
$*HistoricalCost

Accum. Depreciation Net
7. Motor Vehicles

$Minor Equipment-Not DePreciable8

$9. Other Fixed Assets (itemize)

See Schedule
$B-10.

(Carry Totalforuard to next Page)



Arrichilrcill PtBc I l-.1.1

Schcduh of Prepsid Erl)cilscs Prgc 3l Llnc A5

s

Schcdulc of Olftcr Ctrrenl Asreti (ll0nirad) Plgc 3 I Linc Al

Tolrl (XhcrCumnt Asls (llcnlrc) $

Schcdulc of Olh0rFlxc{lAstcls(llemi74) Pagc 3l l,inc 89

othcr trLcd Ascts (llcmiu)

Scbcdulc otOlhcrAs$cls Prgc 32 Llnc D?

I

I
f

Schedulc of Nolc! PsJNbk (llcmi/t) Prgc 33 Unc A2

Schcdulc of OlhcrCurenl Lirbtlilics (ltcorL.) P.gc 33 Llne At2

LlNbililics (ltcm14)

I

Schcdillc ofOlhor hng-ltm Uabilitlcs (ltcili,r) P{gc 3J l'lilc Dt



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

G. Balance Sheet (cont'd)

of
37

Page

32

Report for Year Ended

913012021

License No.
1268

Name of Facility
Sheltering Arms

AmountAccount
$Total Brought Forward:

$
Leasehold or like property recorded for Equity Purposes

l. Land
C

$

*HistoricalCost

Accum. Depreiiation Net
2. Land Improvements

$

*HistoricalCost

Accum. Depreciation Net
3. Buildings

$
4. Non-Movable Equipment *HistoricalCost

Accum. Depreciation Net

$
5. Movable Equipment *Historical Cost

Accum. Depreciation Net

$

*HistoricalCost

Accum. Depreciation
6. Motor Vehicles

Net
$7, Minor Equ ot Depreciable
$c-8 Total Leasehold or Like Properties (Cl thru 7)

$
D. Investment and Other Assets

1. Deferred
$2. Escrow Depos its

$

$

$5. lnvestments Related to Resident Care (itemize)

$6. Loans to Owners or Related Parties (itemize )
Loan DateAmountName and Address

$

$ines D I thru

7. Other Assets (itemize)

See Schedule

D-8. Total Investments and Other Assets
$Assets + B.l )D-9 ++lnes

* Historical Costs must agree with Historical Cost repofted 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)

of
37

Page

JJ
Report for Year Ended

9/3012021
License No.

1268
Name of Facility
Sheltering Arms

AmountAccount

$

Liabilities
A.

l Trade Accounts PaYab le
Current Liabilities

Date Dueose

tionCurrent

2. Notes Payable (itemize)

e for ur

See Schedule

Name of Lender

itemize
Amount

3. Loans

$

$

$

$

$

$

$

$

$

$

$

$

See Schedule

5

9

tve Owners and/or Stockholders on

Accrued ll Owners and/or Stockholders

le ustve Owner and/or Related Parties

Taxes

Current Portion

4. Accrued P

6. Accrued

7. Medicare Final Settlement

8. Medicare Current

12. Other Current Liabilities (itemize)

10. Interest

1 l. Accrued Income Taxest

A-13 ines Al

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

Tax Return.

(Carry'l'olal Iorward to nexl page)
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G. Balance Sheet (cont'd)

Name of Facility
Sheltering Arms

License No.
1268

Report for Year Ended

9t3012021

Page

34

of
JI

Account Amount

Total Brought Forward:

Liabilities (cont'd)
B Long-Term Liabilities

l. Loans Payable-Equ (itemize\ $

Name of Lender Purpose Amount Date Due

2.M $
aJ Loans from Owners or Related Parties (itemize) $

Name and Address of Lender Amount Loan Date

4. Other Long-Term Liabilities (itemize)

See Schedule

$

B-5 Total Term Liabilities ines Bl thru 4

C )Total AII (Lines A-13 +
$

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

Name of Facility
Sheltering Arms

License No.
1268

Report for Year Ended

91301202t

Page

35

of
37

Account Amount

A Reserves

I . Reserve for value of leased land $

2. Reserve for depreciation value of leased buildings and appurtenances

to be amortized

3. Reserve for d ation value of leased

$

$

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 Net Worth
1. Owner's Capital $

2. Capital Stock $

3. Paid-in Surplus $

4, Treasury Stock $

5. Cumulated Earnings $ (2,797,098)

6. Gain or Loss for Period 101112020 thru 913012021 $ (47,655)

7. TotalNet Worth $ (2,844,753)

C. Total Reserves and Net Worth $ (2,844,753)

D. Total Liabilities' Reserves and Net ll/orth $ 844 753
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H. Changes in Total Net Worth

of
37

Page

36
Report for Year Ended

913012021

License No.
1268

Name of Facility
Sheltering Arms

AmountAccount
(2,797,098)$A. Balance at End of Prior Period as shown on Report of 0913012020
1,370,566$B. Total Revenue (From Statement ofRevenue Pase 30)
1,418,221$C. TotalExpenditures (From Statement of Expenditures Page 27\

(47,655)$D. Net Income or Deficit
(2,844,753)$E. Balance

Additions
L Additional Capital Contributed (itemize)

Total Expenses Per Page27 $1,352,918

F/S vs C/R Depreciation 65,303

Total Expenses 51,418,221

F

2. Other (itemize)

$F-3. TotalAdditions

$
Deductions

1. Drawings of
G

Title AmountName and Address (No., City, State, Zip)

$2. Other Withdrawings (Specifu)
AmountPurpose

$3. TotalDeductions
(2,844,753)$H 09t30121ot
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I. Preparerrs/Reviewerrs Certification

of
37

Page

37
Report for Year Ended

913012021
License No

t268
Name of Facility
Shelter Arms

Check

EI Residential Care HomeRest Home with Nursing

Supervision only (RHNS)
Chronic and Convalescent Nursing

Home only (CCNH)

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 ofappropriate

personnel as to the possible inclusion in this report of expenses which are not reimbursable under the applicable

iegulations. All non-reimbursable expenses of which I am aware (except those expenses known to be automatically

removed in the State rate computation system) as a result of reading reports, inquiry or other services performed by me

are properly reported as such in this report on Pages 28 and29 (adjustments to statement ofexpenditures)' Further, the

data contained in this report is in agreement with the books and records, as provided to me, bythe Facility'

P repa rer/Reviewer Certification

Date SignedTitleSignature of Preparer

Printed Name of PreParer

Matthew S. Bavolack
Phone Number

203-781-9600

Addres Address

cr065llNew Ha555 Wharf
Phone Number

860-822-4153William Rush

Needed Regarding This RePortContacted Person Regarding Additional lnformation

Contact Email Address

State ofConnecticut 2021 Annual Cost Report
Version l3.l



ACCOUNTANTS' CONSULTING REPORT

Management is responsible for the accompanying Annual Report of Long-Term Care Facility (the "Cost

Report"; for Sheltering Arms for the year ended Septernber 30, 2021, included in the accompanying

prescribed form. We hu:ve prepared the Cost Report in accordance with the American Institute of Certified

Public Accountants' Statements on Standards for consulting services. The cost Report was prepared in

conformity with regulations prescribed by The State of CT Department of Social Services (DSS) from data

provided to us by the management of Sheltering Arms. We did not audit or review the Cost Report included

in the accompanying prescribed fortn, nor *r. *" required to perfonn any procedures to verify the

accuracy or completeness of the information provided by management. Accordingly, we do not express an

opinion, a conclusion, nor provide any fonn of assurance on the cost Report included in the accompanying

prescribed form.

Management is responsible for maintairiing its records in accordance with accounting principles generally

accepted in the United States of America and in accordance with reimbursement regulations set forth by

DSS. Management is also responsible for designing, implemetrting, and maintaining internal control

relevant to the preparation and fair presentation of ihe financial data and supplemental infonnation included

in the Cost RePort.

This reporl is intended solely for the information and use of the management of Sheltering Arms and DSS

and is not intended to be, ani should not be, used by anyone other than these specified parties'

MARCUM LLP

New Haven, CT
January 12,2022
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Provider Name:
Provider Nurnber:

Period Ended:

Sheltering Arms
1268

9/30/21

Workpaper lndex;

Prepared By:

Reviewed By:

Workpaper Date:

Itun Date:

400.2

t/12/2022
t/t2/2022

Narne of VHCL CKLST

v cH

PURPOSE:

Conclusion:

To determine that vehicles comply with the published February 15, 2OOO guidelines developed to assist providers in

understanding what transportation costs arb allowable and how the costs must be documented.

Yes Filed lssued?

1
insurance cardsfacility's

cu rre nt veh icle rcgi strati on
registered

2 cility's nall purchase a agreements

vehicleslogs obta rsement3

4 imbursement determined?

5 personal use ity vehicles

6 depreciation purposes or the maximum

allowablemonthly lease expense been determined?
maximum cost a

7

invoices and cancelled checks verified?
ons for the cost years specified toacquiredWere

or8
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