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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-1 Rev.9/2002

General Information

Name of Facility (as Heensed) License No. Report for Year Ended Page of
Trinity Hill Care Center, LLC 2222-C 9/30/2016 1| 37

Administrator's/Owner's Certification

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

I HEREBY CERTIFY that I have read the above statement and that T have examined the accompanying
Cost Report and supporting schedules prepared for Trinity Hill Care Center, LLC [facility name], for the
cost report period beginning Octaber 1, 2015 and ending September 30, 2016, and that to the best of my
knowledge and belief, it is a true, cotrect, and complete statement prepared from the books and records of
the provider(s) in accordance with applicable instructions.

I hereby certify thet | have directed the preparation of the attached General Information and Questionnaires, Schedule
of Resident Statistics, Statements of Reported Expenditures, Statements of Revenues and the related Balance Sheet of
this Facility in accordance with the Reporting Requirements of the State of Connecticut for the year ended as specifie
above.

I have read this Report and hereby certify that the information provided is true and correct to the best of
knowledge under the penalty of perjury. Ialso 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.

=
L
I
i

Sigrned (Administrator) Date Date

Afi/ly

Printed Name (Administrator) { Print‘a Name (Oner)
George Kingston Chris Wright
Subscribed and Sworn State of Date . [Signed (Notary Public) e BResH | |

Notaly Pubiic- s tih
to beforgme: ¥ Publfic-Connesctibul

Prendallelsh | CT .ag/;g;/@; Crunde Welpd ™enaveisin]

Address of Notary Public .
) Bidwall 57, Manchestzr, T 0bop

{Notary Seal)




State of Connecticut
Anpnual Report of Long-Term Care Facility
CSP-1 Rev.9/2002

General Information

Name of Facility (as licensed) _ |License No. § Repart for Year Ended|  Page of
Torrank~ Hudl Gt (exdews LI | 2e22 ~ C a |Be] 28 h 1| 37

Administrator's/Owner's Certification

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

I HEREBY CERTIFY that I have read the above statement and that T have examined the accompanying
Cost Report and supporting schedules prepared for “Trsai b M f// Can, (Cobytfacility name), for the
cost report period beginning /and ending ,
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, Staternents of Reported Expenditures, Statements of Revenues and the related Balance Sheet of
this Facility in accordance with the Reporting Requirements of the State of Connecticut for the year ended as
specified above.

1 have read this Report and hereby certify that the information provided is true and correct to the best of my
knowledge under the penalty of perjury. 1 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
incutred 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
Z’D" r/éﬁrn_s[vh 2[’0“?

rinéﬂ Name (Aclmimstrator)// ot Printed Name (Owner)
@e/u-{r\- ¢ Lo i (98 l”*?
Subscribkd and Sworn ! State of Date SigE (Ngtary Public) Comm. Expires
to before me: 7). A .

beoloe W KivaTas  |-Obuecncss 1017 &/ *’lﬁﬂ@j fuc 3| 2019
Address of Notary Public 7

LOEANL €DK AU

West datod Cc-0611%

PILAR SANDOVAL
BOTARY PURBLIC
MY COMMISSION EXPIRES AUG. 31,2019




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
' LA 37
Name of Facility Period Covered: From To
Trinity Hill Care Center, LLC 10/1/20151 9/30/2016
Address of Facility
151 Hillside Avenue, Hartford, CT 06016
Report Prepared By Phone Number Date
iCare 860-570-2140 2/15/2016
NurseFac-

Item Total CCNH RHNS Aids
1. Dietary wages paid $
2. Laundry wages paid $
3. Housekeeping wages paid b
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 tate.

Salaries - Compensation computed on a weekly or other basis which does not generalty vary, based on the
number of hours worked.

DO NOT include Fringe Benefit Costs.



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

General Information and Questionnaire
Type of Facility - Organization Structure

Phone No., of Facility |Report for Year Ended | Pape of
860-951-1060 9/30/2016 2 37
Name of Facility {as shown on license) Address (No. & Street, City, State, Zip)
Trinity Hill Care Center, LL.C 151 Hillside Avenue, Hartford, CT 06016
CCNH RHNS NurseFac-Aids Medicare Provider No.
License Numbers: 2222-C AIDS . (7-5268
Type of Facility {Check appropriate box({es))
Chronic and Convalescent Rest Home with Nursing

Nursing Home only (CCNH) Supervision only (RHNS) M NurseFac-Aids

Type of Ownership (Check appropriate box)
O Proprictorship ® LLC O Partnership O Profit Corp. ©Q Non-Profit Corp. O Government O Tmust

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

Has there been any change in ownership

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

Administrator

Name of Administrator Nursing Home

George Kingston Administrator's 1327
License No.:

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

Name License No.:




State of Connecticut

Annual Report of Long-Term Care Facility

CS8P-3 Rev. 10/2005

General Information and Questionnaire

Partners/Members
Name of Facility License No. Report for Year Ended Page  of
Trinity Hill Care Center, LLC 2222-C 9/30/2016 3 | 37
State(s) and/or Town(s) in
Legal Name of Partnership/LLC Business Address Which Registered
Trinity Hill Care Center, LLC 151 Hillside Avenue, Ct
Hartford, CT 06016
Name of Partners/Members Business Address Title % Owmed
V. Robert Salazar 2500 18th Street, Suite 200, Denver, {Member 31.3
CO 80211
David Sebbag 245 South Benton Street, Suite 100, Member 214
Lakewood, CO 80226
Ari Krausz 245 South Benton Street, Suite 100, Member 21.3
Lakewood, CO 80226
Solomon Melamed 245 South Benton Street, Suite 100, Member 1
Lakewood, CO 80226
Christopher Wright 341 Bidwell Street, Manchester, Ct Member 5
06040
Premier First Investors 245 S. Benton Street, Lakewood, CO  |Member 10
80226
Global World Investors 245 S, Benton Street, Lakewood, CO  |Member 10
80226




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

General Information and Questionnaire
Corporate Owners

Name of Facility License No. Report for Year Ended Page  of
Trinity Hill Care Center, LLC 2222-C 9/30/2016 3A | 37
If this facility is owned or operated as a corporation, provide the following information:
Legal Name of Corporation Business Address State(s) in Which Incorporated
. . , No. Shares
Name of Directors, Officers Business Address Title Held by Bach

Names of Stockholders Owning at Least 10%
of Sharcs




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.
Trinity Hill Care Center, LLC 2222-C

Report for Year Ended
9/30/2016

Page  of
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 Information and Questionnaire
Basis for Allocation of Costs

Name of Facility License No, Report for Year Ended Page of
Trinity Hill Care Center, LLC 2222-C 9/30/2016 5 | 37

If the facility is licensed as CDH and/or RCH or provides AIDS or TBI services with special Medicaid rates, costs
must be allocated to CCNH and RHNS as follows:

ftem Method of Allocation

Dictary Number of meals served to residents

Laundry Number of pounds processed

Housckeeping Numiber of square feet serviced
Number of hours of routine care provided by EACH

Nurging employee classification, t.c., Director {or Charge Nurse},
Registered Nurses, Licensed Practical Nurses, Aides and
Attendants

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

Maintenance and operation of plant Square feet

Property costs (depreciation) Square feet

Employee health and welfare Gross salaries

Management services Appropriate cost center involved

All other General Administrative expenses Total of Direct and Allocated Costs

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

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

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

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

® Yes O No If "No," explain fully why such allocation was
not made,
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State of Counecticut
Annual Report of Long-Term Care Facility
C8P-7 Rev. 6/95

General Information and Questionnaire
Accounting Basis

Name of Facility License No, Report for Year Ended
Trinity Hill Care Center, LLC 2222-C $/30/2016

Page of
7 1 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
previous period? C No

Tf "No," explain.

Independent Accounting Firm

Name of Accounting Firm
1 OConnor, Davies LLP

Address {No. & Street, City, State, Zip Code)
100 Great Meadow Road, Ste 401, Wethersfield, CT 06109

2
3
4
Services Provided by This Firm (describe fully )
1 Taxes, [inancial statements, accounting suppert 3 3,533
2 $
3 5
4 8
Charge for Services Provided
3 3,533
Are These Charges Roflceted in the Expenditure Portion of This Report? If Yes, Specify Expense Classification and Line No.
® Yes O No |15D
Legal Services Information
Name of Legal Firm or Independent Attorney Telephone Number

1 iCare Health Management, LLC

2 Starble and Harris

3 PDurant Nichols / Robinson & Cole, LLP

4 Various othets (American Arbitration , Various Arbifration, Murtha Cullina,Jacksen Lewis))
5 Starble and Harris, iCare Health Management LEC

860-570-2140
860-678-7775
860-275-8200

860-678-7775 & 860-570-2140

Address (No. & Street, City, State, Zip Code)
1 341 Bidwell Street, Manchester CT

2 32 Main Street, Avon, CT

3 280 Trumbull St, Hartford, CT
4
5

32 Main Street, Avon, CT & 341 Bidwel} Street, Manchester CT

Services Provided by This Firm (describe filly)

1 Lease and contract issucs, general legal advice, Labor Law $ 20,628

2 Lease and contract issues, general legal advice, union funds advice 5 1,920

3 Employment law, arbilrations, contract negotiations ) 3 25,505

4 Employment Arbitrations, healthcare law 3 9,734

5 Conservatarships 3 5,180
Charge for Services Provided

3 62,974

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

@ Yes C No I5E
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State of Comnecticut

Annual Report of Long-Term Care Facility

CSP-9 Rev. 9/2002

Schedule of Resident Statistics (Cont'd)

Name of Facility License No. Report for Year Ended Page of
Trinity Hill Care Center, LL.C 2222-C 9/30/2016 9 37
4, Were there any changes in the certified bed capacity during the report year? O Yes ® No

If"YES", provide the following information:

Place of Change Change in Beds Capacity After Change
Date of |CCNH|RHNS|NurseFac-Aids Lost Gained
Change Nurs-eFa&
(1) (2) (3) O] & @] Q| @] 3) | CCNH| RENS Aids Reason for Change

5. If there was any change in certified bed capacity during the report year (as reported in item 4 abave) provide the number of
RESIDENT DAYS for 90 days following the change.

Change in Resident Days CCNH RHNS NurscFac-Aids
st 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
NurseFac-
Itemn CCNH CCNH RHNS CCNH RHNS Alds R.CH. ICF-MR
No. of Residents Medicare - CCNH CONH HIy
Per Diem Rate e e e
a. One bed rm,
b. Two bed 11ns.
¢, Three or more
bed rms. 555.84 283.58 306.06
NurseFac-
7. Total Number of Physical Therapy Treatments TOTAL CCNH RHNS Aids
A. Medicare - Part B 210
B. Medicaid (Exclusive of Part B)
1, Maintenance Treatments
2, Restorative Treatments 6,436 5,140 1,296
C. Other 2,004 1,600 404

D. Total Physical Therapy Treatments
8. Total Number of Speech Therapy Treatments
A, Medicare - Part B
B. Medicaid (Exclusive of Part B)
1. Maintenance Treatments

2. Restorative Treatments 282 225 57
C. Other 116 93 23
D. Total Speech Therapy Treatnents 592 473 119

9. Total Number of Qccupational Therapy Treatments
A. Medicare - Part B
B. Medicaid (Exclusive of Part B)
1, Maintenance Treatments

2. Restorative Treatments 3,562 2,845 717
C, Other 1,557 1,243 314
D. Totql Occupational Therapy Treatments 5,834 4,659 1,175




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

Report of Expenditures - Salaries & Wages

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

2, Administrator(s} (Complete also Sec, I
of Schedule A1)

3. Assistant Administrater (Complete also Sec, TV
of Schedule Al)

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

5. Dietary Service
a. Head Dictitian

Name of Facility License No, Report for Year Ended Page of
Trinity Hill Care Center, LLC 2222-C 9/30/2016 10 37
Are time records maintained by all individuals receiving compensation? & Yes O No
' o ; Total Cost and Bours
NurseFac-
Htem Aids Hours

b, Food Service Supervisor

69,614

18,320

c.  Dictary Workers

6. Housekeeping Service
& Head Housekeeper

b, Other Housekeeping Workers 214,894 12,524 107,447 6,262
7. Ropairs & Maintenance Services e e P o
a, Bngineer or Chicf of Muintenance 32,069 1,352 16,034 676

b.  Other Maintenance Workers

8. Laundry Scrvice
a.  Supervisor

b.  Other Laundry Workers

9, Barber and Begutician Scrvices

10. Protective Services

11. Accounting Services
a, Head Accountant

h. Other Acgountanis

12. Professional Care of Residents
a. Directors and Assistant Director of Nurses

b. RN
1, Direct Care

242,377

1. Medical Director

2. Administrative** 72,791
c. LPN T
1. Direct Care 1,055,939 34,875 219,319
2. Administrative®*
d, Aides and Attendants 1,538,619 89,430 551,938 32,468
¢. Physical Therapists
£ Speech Therapists
g, Occupational Therapisis
h. Recreation Workers 5,574 140,821 3,566
L. Physicians e B

Utilization Review

2.
3. Resident Care¥**
4. Other (Specify)

Dentists

Pharmacists

Podiatrists

. Socizl Workers/Case Management

83,312

3,239

69,596

2,944

Marketing

ol la ==

Other (Specify)
See Attached Schedule

L

17,659

T
i

5.646]

39,665|

1663

A-13. Total Salary Expenditures

4,826,202

210,013

1,743,511

78,028

* Do not include in lhis section any expenditures paid to persons who receive a fee for services rendered or who are paid on a contract basis,
*% Adminisirative - costs and hours associated with the following positions: MDS Coordinator, Inservice Training Coordinalor and

Infection Control Nunse. 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 residonts, doctors should bill DSS directly, Also, any costs for Title 18 and/or other

private pay residents must be removed en Page 28,




Trinity Hill Care Center, LLC
9/30/2016

Schedule of Other Salaries and Wages (Page 10)

Position

Attachment Page 10/13

NurseFac-Alds

$

Hours

UNIT SEGCRETARIES SALARIES -

MEDICAL RECORDS SALAREES

CENTRAL SUPPLY SALAR_I}LS

Tatal T e

BT R

-"-5,.646" T

29,665

SUUT663

Schedule of Other Fees (Page 13)

Service

CCNH

RHNS

NurseFac-Alds

$

Hours

Heours

$

Hours

MEDICAL RECORDS CONT RACT SERVICE

@380

o {6,399)]

(281)

ADMISSIONS C!S LABOR

+33,173

(L1

01

TR 364

158

CENTRAL SU?PLV CONTRACT SHERVICE |

“(31258)

(15062)

SR L)

'6258)

ADNHN'[STRATIVE ‘CONTRACT SERVICE LABOR

79 207

654

RESPIRATORY THERAPY, CONTRACT SERVICES .

Flea e | e low

3 595

2484
BT I

419,970

1906

20

Total -

SRETEeT

SEETYITR
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State of Connecticut )
Annual Report of Long-Term Care Facility P
CS8P-13 Rev, 972002 '

B. Report of Expenditures - Professional Fees

Name of Facility License No, Report for Year Ended Page of
Trinity Hill Care Center, LLC 2222-C 9/30/2016 13 | 37
L e Total Cost and Hours
NurseFac-
Item CCNH Hours RHNS Hours Aids Hours _
*B, Direct care consultants paid on a fee - P - ' ; ' &
for service basis in lieu of salary - . . - . '
(For all such services complete Schedule B1) w . M e - ﬂ; . ﬁ
1. Dietitian
2. Dentist
3. Pharmacist 7,979 170 2,012 43
4. Pediatrist _
5. Physical Therapy e
a. Resident Care 189,487 502
b. Other
6. Social Worker 269 18,089 71
7. Recreation Worker 35+Cable 1,046 {35+Cable
8. Physicians e - @ e
a. Medical Director (entire facility) 35,939 243 74,053 593
b. Utilization Review = -
(Title 18 and 19 only) monthly meeting 479 4 121 1
¢. Resident Care®*
d. Administrative Services facility - = -

|, Infection Control Committee
(Quarterty meetings)
7. Pharmaceutical Committee
(Quarterly meetings)
3. Staff Development Committee
(Once annually)
e. Other (Specify}
Physician Care Contract Services
9. Speech Therapist
a. Resident Care
b, Other
10, Occupational Therapist
a. Resident Care

b, Other
11, Nurses and aides and attendants
a. RN b
1. Direct Care 3,981
2. Administrative®** (113.204)] @4 (635)
b. LPN AR, ST s b q

1. Direct Care
2. Administrative®**
c. Aides
d. Other
12. Other (Specify) - . : 7 7
See Attached Schedule 57,337 988 14,456 283
B-13 Total Fees Paid in Lieu of Salaries 348,387 2,822 81,370 1,292

¥ Do not includc in this section management consultants or services which must be reported on Page 16 item M-12 and supporled by required information, Page 17.
*# This item i5 not reimbursable to facility, For Title 19 residents, doctors should bill DSS directly. Also, any costs for Title 18 and/or ather private pay residents must
be romoved on Page 28,
o Administrative - cosls and hours assoeiated with the following positions: MDS Coordinator, Inserviee Training Coordinator and Infection Control Nurse, Such
costs shall be included in the direet 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
Trinity Hill Care Center, LLC 2222-C 9/30/2016 14 | 37
Related** to Owners,
Name & Address of Individual Full Explanation of Service Operators, Officers Explanation of Relationship
Yeg No
Omnicare Pharmacy Consulting o

Tocuhpoints Therapy Therapy Commicen Ownership
Chelsea Place, Chesinut Point, Kettle Brook, Shared Employees Common Ownership
Trinity Hill, Wintonbury, Farmington, Silver

Healthdrive Physician Services Audiology, Dental and Podiatry

Dr Tress HIV Med Dr

Dr Johnsen Fielding 1T Asst Med Dir

Dr Lindenberg Leslie Med Dir

olojojlojlojolo|lo|]Oo|]OoO|]O|]O|O|]O|]O|O0|O0|O01IOIG® 6
c|lo|lojo|lo|lc|loiojOo|O|lC|lOC|OlOQ|O|&E @ @[® 000

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



State of Connecticut

Anmual Report of Long-Term Care Facility
C8P-15 Rev, 1072005

C. Expenditures Other Than Salaries - Administrative and General

Name of Facility License No. Report for Year Ended Page of
Trinity Hill Care Center, LLC 2222-C 9/30/2016 15 37
NurseFac-
Item Total CCNH RHNS Aids

1. Administrative and General
a. Employee Health & Welfare Benefits

1. Workmen's Compensation $ 205,128 163,834 41,304
2. Disability Insurance $

3. Unemployment Insurance 3

4. Social Security (F1.C.A) $ 639,679 510,875 128,803
5. Health Insurance $ 836,393

6. Life Insurance (employees only)

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

8. Uniform Allowance

9. Other (Specify)
See Attached Schedule

b. Personal Retirement Plans, Pensions, and
Profit Sharing Plans for Owners and
Operators {Discriminatory)*

Bad Debts*

Accounting and Auditing 3,533 2,822 711

Legal (Services should be fully described on Page 7) 62,974 50,293 12,680

mlela|e
& | o | ioe

Insurance on Lives of Owners and _
Operators (Specify )* e

™

Office Supplies $
Tetephone and Cellular Phones ‘
1. Telephone & Pagers

B =

2. Cellular Phones

i, Appraisal (Specify purpose and
attach copy )*

j.  Corporation Business Taxes (franchise tax )

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

1. Income*
2. Other (Specify )
See Attached Schedule
3. Resident Day User Fee $| 1,047,679 836,722 210,957
Subtotal $| 3,560,243 2,858,443 701,801

* Pacility should self-disallow the expense on Page 28 of the Cost Report, {Carry Subtotals forward to next page)




Bk Ty NOT Include Holiday Pavties / Awards [ Gifts to Staff

Trinity Hill Care Center, LLC Attachment Page 15
9/30/2016

Schedule of Other Employee Benefits

NurseFac-
Description CCNH RHNS Aids

UNIONTRAINING -~ - by 375340 |s 9463

S 3753403 . |$ . 9463

Schedule of Other Taxes

NurseFac-
Aids

Description




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
Trinity Hill Care Center, LLC 2222-C 9/30/2016 16 37
NurseFac-
Ttem Total CCNH RHNS Aids
Subtotals Brought Forward: | 3,560,243] 2,858,443 701,801

1. Travel and Entertainment

Sece Attached Schedule

m. Other Administrative and General Expenses

1. Resident Travel and Entertainment 3
2. Holiday Parties for Staff 8
3. Gifts to Staff and Residents 3
4, Employee Travel $ 5,493 4,387 1,106
5. Bducation Expenses Related to Seminars and Conventions $ 4,178 3,337 841
6. Automobile Expense (not purchase or depreciation ) $ 3,935 3,158 796
7. Other (Specify) $ 242 193 49

1,097

1. Advertising Help Wanted (all such expenses ) $ 5,447 4,350

2. Advertising Telephone Directory (all such expenses y*** b

3. Advertising Other {Specify )#** $
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 3 1,595 1,274 321

* 8 Dues and Membership Fees to Professional $ 10,367 - 8,279 2,087

Associations (Specify ) - -
See Attached Schedule :

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

9. Subscriptions $

10, Contributions*** $ 932 744 188
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®* 340,637

13, Other (Specify)

See Attached Schedule

C-14 Total Administrative & General Expenditures

824,817

* 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.
*##% Facifity should self-disallow the expense on Page 28 of the Cost Report,




Trinfty Hill Care Center, LLC
93072016

Schedule of Other Travel and Entertainment

Attachment Puge 16

NurseFac-
Deseription CCNH RHNS Adds
MEALS IS Leniygy ] TR s
Total Other Trvel and Entertainoent 1s 193 1§ - § 49
Schedule ol Other Advertising

NurseFac-
Duscrxphun

COMMUNICATIONS SPECLALEVENTS' S

CCNLl RHNS

Aids

Lotal Other Advertising- -

Schedule of Dues

NurselFae-
Description CCNH RHNS Alds
ALTCEM " TR P RR
CAHCF Dyes . o] 5 UB15L66 : §-2,055,22
OTHER DUBS “iin EREETCE s ; '-

Tetal Dues

EY N

$ 2087

Schedule of Contribuilons

Nurselac-
Drescription CCNH RHNS Alds
contribytions § g | S8R
Total Contribations % TR R B <88
Schedule of Other Administrative and General

NurseFac-
Description CCNH RHNS Aids
SOCIAL SERVICE SLPPLIES -~ g A [ g g
SOCSVCMINOREQUIPMENT s T T s o
ADMINISTRATIVE MlNDREQUIPMENT ) 18 T 1s g
EMPLOYEE RELATIONS - DI $ 0864 Ly
EMJ'LOYEERLLATIONS OTHER = "~ IR N 3
PERMITS&LICENS}:S Rt B
\«'OLUNTEEREXPENSE P s
BANK. FEES "+ : s g
CMS REVLSIT’USEREE& B E
PJ:NALTH-S : i3 5
LATE.FEEE: $ HES
Rm.mdhxg Ts - s

Totgl Other Adminjstrotive and General SR

Al ls

§ 5,366




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-17 Rev. 10/97

Schedule C-1 - Management Services®

Management, LLC

INDIRECT CARE

Name of Facility License No. Report for Year Ended Page of
Trinity Hill Care Center, LLC 2222-C 9/30/2016 17 | 37
Cost of Indicate Where Costs
Name & Address of Individual or Management | Full Description of Mgmt. Service | are Included in Annual
Company Supplying Service Service Provided Report Page #/Line #
iCare Management, LLC/iCare Health 426,519 |Management of financial Pg 16 M12 ‘
Management, LLC statemnents, A/R, A/P, Payroll,
Financial Accounting and
Management, Clinical
iCare Management, LLC/iCare Health 169,095 IMANAGEMENT FEES- DIRECT |Pg 20 j
Management, LLC CARE
iCare Management, LLC/iCare Health 38,629 |IMANAGEMENT FEES- Pg 20

* In addition to management fees reported on page 16, line m12 include any additional management company
charges or allocations of home office overhead costs reported elsewhere in the Annual Report.




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-18 Rev. 9/2002

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

Note on Page 5)

Name of Facility License No, Report for Year Ended Page of
Trinity Hill Care Center, LLC 2222-C 9/30/2016 18 | 37
Ttem _Total CCNH RHNS NurseFac-Aids
2. Dietary - '
a. In-House Preparation & Service
1.  Raw Food $ 270,484 216,021 54,464
2. Non-Food Supplies $ 37,209 29457 7,752
3. Other (Specify) $ 20915 16,704 4211 |
DIETARY SUPPLEMENTS . |
b. Purchased Services (by contract other $ 525 4161 N 109
than through Management Services) : /
(Complete Schedule C-2 att. Page 21)
¢. Management Services**
d. Other (Specifi)
DIETARY MINOR EQUIPMENT
5. Total Dietary Expenditures (22 + b+ ¢ + ) 336,864 268,771 68,093 |
2F. Dietary Questionnaire Total CCNH RHNS NurseFac-Aids
(. Resident Meals:lTotal no. of meals served per day:* 492 410 82
H. Is cost of employee meals included in 2E? O Yes ® No
I Didyou receive revenue from employees? O Yes ® No ggtes’ specity
J. Where is the revenue received reported in the Cost Report? (Page/Line Item)
Is cost of meals provided to persons other If ves, specify
K. than employees or residents (i.c., Board O Yes ® No cozt 5P
Members, Guests) included in 2E? )
" -
L. Is any revenue collected from these people? O Yes ® No anies, specily
M. Where is the revenue received reported in the Cost Report? (Page/Line Item)
Is cost of food (other than meals, ¢.g., snacks If yes, specify
N, atmonthly staff meetings, board meetings) O Yes ® No C;JZt »5P
provided to employees included in 2E? '
(. Ts any revenue collected from employees? O Yes ® No :;fs’ specify
P.  Where is the revenue received reported in the Cost Report? (Page/Line Item)

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

** Schedule C-1, Page 17 must be fully completed or this expenditure will not be allowed.




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-19 Rev. 9/2002

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

(See Note on Page 5)
Name of Facility License No. Report for Year Ended | Page of
Trinity Hili Care Center, LLC 2222-C 9/30/2016 19 | 37
Item Total CCNH RHNS NurgeFac-Aids
3.  Laundry
a. In-House Processing* Lbs,
1. Bed linens, cubicle curtains, draperies,
gowns and other resident care items Amt, $ 507 405 102
washed, ironed, and/or processed. ***
2. Employee items including uniforms, Lbs.

gowns, etc. washed, ironed and/or

processed, ***

Amt, $

3. Pcrsonal clothing of residents Lhbs.
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)

¢. Management Services**

d. Other (Specify)
LAUNDRY SUPPLIES

3. Total Laundry Expenditures (3a+1b+c+d)

3F. Laundry Questionnaire

. . Ifves,
- 9

G.  Is cost of employee laundry inclided in 3EY QO Yes ® No specify cost.

H. Did you receive revenue from employees? QO Yes ® No Ifye&:"
specify amt.

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

Is Cost of laundry provided to persons other Tfves,
- than employees or residents included in 3E? O Yes ® No specify cost.

. If

Did you receive revenue from these people? O Yes ® No e,
specify amt.

1. Whereis the revenue received reported in the Cost Report? {Page/Line Item)

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

All aflocations should add to total recorded in 3E.

#* Schedule C-1, Page 17 must be fuily completed or this expenditure will not be allowed,

*#*% Pounds of Laundry only required for muiti-level facilities.




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-20 Rev. 9/2002

C. Expenditures Other Than Salaries (cont'd) - Housekeeping and Resident Care
Basis for Allocation of Costs (See Note on Page 5)

Name of Facility License No. |Report for Year Ended Page of
Trinity Hill Care Center, LLC 2222-C 9/30/2016 20 37
NurseFac-
Ttem Total CCNH RHENS Aids
4, Housekeeping Sq. Ft. Serviced
a. In-House Care by Personnel
1. Supplics - Cleaning (Mops, Amt, $ 23,695 15,797 7,898
pails, brooms, etc.)
b. Purchased Services (by contract other |Sq. Ft. Serviced
than through Management Services) | by Personnel
(Complete Schedule C-2 ait. Amt, $ 39,450 26,300 13,150
Pgge 21)
c. Management Scrvices*
d. Other (Specify)

HOUSEKEEPING MINOR EQUIPMENT

4B. Total Housekeeping Expenditures {4a+b+c+d)

5. Resident Care (Supplies)**
a. Prescription Drugs***
I. Own Pharmacy

2. Purchased from
OMNICARE PHARMACY

Medicine Cabinet Drugs

Medical and Therapeutic Supplies

Ambulance/Limousine®**

olalo s

Oxygen
1, For Emergency Use

2. Other¥**

f. X-rays and Related Radiological
Procedures***

g. Dental (Nof dentisis who should be included under

salaries or fees)

h. Laboratory®** $ 4967 4,967
i. Recreation $
i, Other (Specify)**** 5| 382369 | 295,799

See Atftached Schedule

5K. Total Resident Care Expenditures (5a - 5))

547,694

444 853

102,841

* Schedule C-1, Page 17 must be fully completed or this expenditure will not be allowed.
** Do not include any fees to prafessional steff; these should be reported on Page 13, or, if paid on salary basis, on Page 10.
#4* Facility should self-disallow the expense on Page 29 of the Cost Report,

###% [CFMR's should provide a detailed schedule of all Day Program Costs,




Trinity Hill Care Center, LLC
9/30/2016

Schedule of Other Resident Care

Dcscr}ptmn

Attachment Page 20

NurseFac-

NURSIN G ADMIN SUPPLIES

CCNH

RHNS

Aids

NURSING MINOR EQUIP

MEDICAL RLCORDS SUPPLIES

MEDICAL RECORDS MINOR EQUIE'MENTI S

MANAGEMENT ALLOCATIONS - DIRECT. -

NON COVERED PPS DR, VISITS

RESIDENT CARE SUPPLIES

CENTRAL SUPPLY MINOR EQUIPMEN
PERSONAL CARE SUPPLIES G

INCONTINENCY SUPPLIBS &
VACCINE: RESIDENTS :

PATIENT SPECIAL: NEEDS L
PHYSICAL HERAPY SUPPLIES

PHYSICAL THERAPY EQUIPMENT RENT

PHYSICAL THERAPY MINOREQUIPMENT

OCCUPATIONAL THERAPY SUPPLIES

OCCUPATIONAL THERAPY EQUIP RENTAL

OCCUPATIONAL THERAPY MrNOR EQUIP o
SPEECH THERAPY SUPPLIES -~ L

SPEECH TI—EERAPY EQUIPMENT RENT

SPEECH THERAPY MINOR EQUIPMENT

|en lom|es lon [en|oa | |ea]on |on [eniien |én |16 |Ben [en'| 0 (6 |en | &7

RENTALS FOR NURSIZI\I G EQUIPMENT NON BII_LABLE

EQUIPMENT RENTAL AIDS UNIT

PEN THERAPY SUPPLIES N OT BILLABLE TO PART B

PEN TI-IERAPY FOOD NOT BILLABLE TO PART B

eilos oo linesenlen |5 168 s |1 [on|on |57 |65

HILOW BED RENTAL & MATTRESSES R
IV THERAPY SUPPLIES T

v THERAPY CONTRACT SERVICE

MEDICAL WASTE CONTRACT SERVICE- '

ACTIVITIES SUPPLIES

ACTIVITIES MINOR EQUIPMENT

MANAGEMF’NT ALLO CATION = INDIRECT

ADMISSIONS SUPPLIES

MEDICAL COURIER SERVICES FOR SPBCIAL PRESCRIPTIONS i-:-__"i-: g

STRIKE COSTS NON REIMBURSABLE

Total Other Resident Care

295999 | § L |
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State of Connecticut
Amnual 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
Trinity Hill Care Center, LLC 2222-C 9/30/2016 2 | 37
Item Total CCNH RIINS | NurseFac-Aids
6. Maintenance & Operation of Plant
a. Repams & Maintenance $ 36,276 7,304
b. Heat $ 65,783 21,928
¢. Light & Power b 89,587 29,862
d. Water $ 57,371 16,124
e. Hquipment Lease (Provide detail on page 6 ) 3 6,802
T, Other (itemize ) b 9
See Attached Schedule .
6g. Total Maint. & Operating Expense (6a - 61) $ 452,498 322,039 130,459
7. Depreciation (complete schedule page 23%)
a. Land Improvements $
b. Building & Building Improvements % 20,096 16,050 4,047
c. Non-Movable Equipment $ 459 366 92
d. Movable Equipment $ 43,867 35,034 3,833
#*T¢. Total Depreciation Costs (7Ta+b+c+d) $ 64,422 51,450 12,972
8. Amortization (Complete ati. Schedule Page 24%)
a. Organization Expense 5
b. Mortgage Expense $
¢. Leasehold Improvements 5 51,756 41,334 10,421
d. Other {(Specify) $
*Re. Total Amortization Costs (8a +b -+ ¢ + d) $ 51,756 41,334 10,421
9. Rental payments on leased real property less
real estate taxes included in item 10b $ 1,223,304 976,984 246,320
10. Property Taxes
a. Real estate taxes paid by owner $
b. Real estate taxes paid by lessor $ 278,724 222,601 36,123
¢. Personal property taxes 3 28,851 23,042 5,809
$1 1,647,056 | 1315411 331,645

[1. Total Property Expenses (7e + 8e +9 + 10)

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




Trinity Hill Care Center, LLC Attachment Page 22
9/30/2016

Schedule of Other Repairs and Maintenance

Descrlptlon o _ CCNH ___RHNS NurseFac-Alds

PLANT CONTRACT SE f_'_VICE LABOR

ELEVATOR. CONTRACT SERVICE

FIRE/SPRINKLER CONTRACT. SERVICE

LANDSCAPING CONTRACT SERVICE

SNOW REMOVAL CONTRACT SERVICE' -

TRASH REMOVAL CONTRACT SERVICE S
HVAC.CONTRACT SERVICE' i

SECURITY CONTRACT: SERVICE o
PLANT CONTRACT SERVICE OTHER :
PLANT MINOR EQUIPMENT :

RENT AUTO
RENT EQUIPMEN
RENT ()THER '

Total Other Repairs and Maintepance. .~ = - 01§ 1124960
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Trinity il Care Center, LI.C
9/30/2016

Schedule of Land Improvements Acquired during this report period

Acquisition Date Deseription_of Item

Cost

Useful
Life

Attachment Page 23

Depreciution

Additions: )

'”i‘_p_tai:adcﬁﬁqhs':'folj_'L'ag_ld -Iﬂ;{)_rqvqmg'ri_tg i

Deketons:

Total ﬂeleﬁon.s"fu'l" Lﬁﬁd _l'lhp_mvemeu_ts L

| ke
*Ties to Page 23, Line A3
#*Ties to Page 23, Line A2
Scitedule of Building Intprovements Aequired during this repoyt period
Useful
Acquisition Date Description of Item Cost Life Depreciation
Acl_ditions: i _ . e S—
L 420152015 Conerete Work - S 63RL T TR0 | B39
£ 401 301 6 Ruilding Powerwashing * - 1,595 6015 188 ]
©5/\8/2016|Senl Y repaint Motal roof. - gl 60§t 24l
3 As halt crack filling / sealing ' 5 CET9,080 | i 60 5o "-_-3()2
Total additions. for Building lmp.l'évemems'-.f-_- R Lhnna5638 | LS008 |

Deletions;

Total.delettons for Building Improvements

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

Schedule of Non-Movable Equipment Acquired during this report peried

Acquilsltion Date Description of Item

Cost

Useful
Life

Depreciation

Additions; i

Total additions for Non-Movable Equipment

iR
Deletions:
Total deletions fqyﬁpn-_-Muvabl_eEquip-ment'.. T e

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

Altachment Papges 23 24




Scheduie of Wovable Equipment Acquired during this report period

Useful
Acquisition Date Description_of Fem Cost Life Deprecintion
Additions: i i
11/25/2015 - |BEDS; MEDLINE 12,73 605 . 2,125
4/12/2016 .. |BEDS: MEDLINE 12,230 608009
Total additions for Movable Gquipment . 408l T8 3184

Dreletions:

Total delettons for Movable quipment

*Ties to Page 23, Line D2c
**Ties to Page 23, Line D2h

Schedule of Lensehold Imprevements Acquired daring this report period

Useful
Acquisition Date Description of Item Cost Life Depreciation
Additions: ~ . i
1016/2015 - Upgmdephum System- Comlech 2 Phach - Crages |0l s ian)
b/1/2616 - : e 10,985 | g0 g
712902016 UpgTade2R00ftop AC Sy e LmkMechamcal 22,4071 1204 8 T

Total widitions for Leasehold fmprovement -

"-45,170 BAN

o R TT

Deletions;

Tﬂ“;ﬂ‘[-(‘lclf.“ﬁt_]‘l‘ls_ for Leasehold lmpro.velln_éu_lt R

*Ties te Pape 24, Lime C3
**Ties tn Page 24, Line C2

Ll

Attachment Pages 23 24




“Kyred porey £q Paumo J1 ] [enpy “d

O fesea Jo I SwuwRway )
YO efespom jo oy g
‘STITOUI ()9 10 $IB2A ¢ JO WINWIIN "V

'PAsIL 930m SISBQ TULMOT[0F 9UF JO Yorgam AT102dS 4s
"PosTL 9q] 1SN POYISUT JUI-JYBTRIS 4

. wopvIRIowy oy (I
L : [eroqng D
0L1°9% (e[upayds yorne)

. - e o pouad podox sigy Suump panmmboy ¢

(onpayos yoeye) sjesodsi] g

YrLovE 7£9°8€9 potzad jroder stqy 03 Joud panmboy ]
Y0 pue spuawscadoay plogasedy D
, m “ . . [01qng el

| L €

m <

T
. asuadxyy 98eSiioly g
- S e T [Boqns v

. K3

ks
. asuadxy wonezmedig VY

m,?u,o 1 |Teax SNL 10| % | eetO0eZIOWY | suonerad( | peZIIOUry |UOTEZIIOWY | 183X [JIuoy w3y
wonezipoury | ayey | Sumndwoe) 51RO X sg o100 | Joyduay
107 siseq Jo Burourdeg uonisinboy
0] IOy Jo ore(]
PAIRNWNOTY
Le ¥T 910T/0t/6 D7TLLE DT Ieus)) sl [[IH AUy
jo o8eg papuy Ies s 1oy Moday "ON] 28U0T] AjIoe,] JO SWEeN
LI[NP3YI§ uoneznIoury

900T/01 A #T-dSD
Ajpoeq aae) uad -Fuoy jo 110day enuuy
JOI00WUO.) JO 21815




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-25 Rev, 972062

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

Name of Facility License No. Report for Year Ended Page of
Trinity Hill Care Center, LLC 2222-C 9/30/2016 25 | 37
11, Property Questionnaire
Part A
Is the property either owned by the Facility ® Yes O No If "Yes," complete Part B.
or leased from a Related Party?* If "No," complete Part C,
*If any owner of opetator of this facility is related by family, marriage, ownership, ability to control or
business association 1o any person or crganization from whom buildings are leased, then it is considered a
related party transaction,

Description Total
1, Date Land Purchased 04/01/99
2. Date Structure Completed
3. IfNOT Original Owner, Date of Purchase 04/01/99
4, Date of Initial Licensure (4/01/99
5. Total Licensed Bed Capacity 44
6. Square Footage
7. Acquisition Cost =
a. Land :
b._Building - w
Part B - Owner and Related Parties 1st Mortgage | 2nd Mortgage [ 3Ird Mortgage 4th Mortgage
1. Financing - -
a, Type of Financing (e.g., fixed, variable) HUD fixed
b. Date Mortgage Obtained 05/30/13
¢, Interest Rate for the Cost Year 335.00%
d, Term of Mortgage {(number of years) 24
e. Amount of Principal Borrowed 4,208,200
T, Principal balance outstanding as of 9/30/2016

Complete if Mortgage was Refinanced
During Current Cost Year

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

3,819,809

Date of Refinancing

New Interest Rate

Term of Mortgage (number of years)

Amount of Principal Borrowed

ol Bl el e ol 1]

Principal Outstanding 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

Note: Be sure required copies of leases are attached to Page 25 and real estate taxes paid by lessor are included on Page 22, 1tem 10b,




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

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

Narme of Facility License No. Report for Year Ended Page of
Trinity Hill Care Center, LLC 2222-C 9/30/2016 26 P37
Item Total CCNH RHNS | NurseFac-Aids =
12, Interest
A. Building, Land Improvement & Non-Movable
Equipment
1. First Mortgage

Name of Lender Rate

Address of Lender

2. Second Mortgage

Name of Lender Rate

Address of Lender

3. Third Mortgage

Name of Lender Rate

Address of Lender

4. Fourth Mortgage

Name of Lender Rate

Address of Lender

B. CHEFA Loan Information

1. Original Loan Amount

2, Loan Origination Date
3. Interest Rate %

4, Term
5. CHEFA Interest Expensc
12 B7. Total Building Interest Expense (Al - A4 + B5) $

(Carry Subtotals forward to next page)



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-27 Rev. 6/95

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

Name of Facility License No. Report for Year Ended Page of
Trinity Hill Care Center, LLC 2222-C 5/30/2016 27 | 37
Item Total CCNH RHNS | NurseFac-Aids

Subtotals Brought Forward:

[2. C. Movable Equipment
1. Automotive Equipment

$

A ltem Rate Amount
Lender
Address of Lender

2, Other (Specify)

A, Ttem Rate Amount
Lender
Address of Lender

B. Item Rate Amount
Lender

Address of Lender

12, €. 3. Total Movable Equipment Interest
Expense (C1 +2)

12.  D. Other Interest Expense (Specify)

INTEREST
13.  Total All Interest Expense (12B7 + 12C3 + 12D) 3 3,458 2,762 696
14. Insurance
a. Insurance on Property {buildings only) 3 6,612 5,281 1,331
b. Insurance on Automobiles 3 3,680 2,939 741
¢. Insurance other than Property (as specified above)
1. Umbrella (Blanket Coverage) 5 97,942 78,221 19,721
2. Fire and Extended Coverage $
3. Other (Specify ) $ 2,912

Other insurance, crime

14d. Total Insurance Expenditures (I4a + b+ c)

o3

111,146

586

22,380

15, Total Al Expenditures (A-13 thra C-14)

5

14,385,901

11,048,291

3,337,611




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

D. Adjustments to Statement of Expenditures

Name of Facility License No. Report for Year Ended Page of
Trinity Hill Care Center, LLC 2222-C 9/30/2016 28 37
Total
Ttem |Page| Line Amount of
Na. | No. | No. Item Description Decrease CCNH REINS NurseFac-Aids
Page 10 - Salaries and Wages . . =
1. Outpatient Service Costs 3
2, Salaries not related to Resident Care 3
3. Occupational Therapy ¥
4. Other - See attached Schedule $
Page 13 - Professional Fees :
5. Resident Care Physicians ** 3
6. Occupational Therapy b}
7. Other - See attached Schedule 3
Pages 15 & 16 - Administrative and General
8. Discriminatory Benefits
9, Bad Debts
10. Accounting & Legal
11, Telephone
12, Cellular Telephone
13. Life insurance premiums on the life
of Owners, Parlners, Operators $
14, Gifts, flowers and coffee shops
15, Education expenditurcs 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 .S, Other out-of-state
travel in cxcess of one representative $
17. Automobile Expense (e.g. personal use) 3
18, Unallowable Advertising * $ 4,440 3,546 894
19. Income Tax / Corporate Business Tax b
20, Fund Raising / Coniributions $
21 Unallowable Management Fees $
22, Barber and Beauty $
23, (Other - Sec attached Schedule $ 32,998 26,35 6,644
Page 18 - Dietary Expenditures ]
24, Meals 1o employees, guests and others
who are not residents
Page 19 - Laundry Expenditures
25. Laundry services to employees, guests
and others who are not residents
Page 20 - Housekeeping Expenditures
26. Housekeeping services to employees, guests
and others who are not residents $

Subtotal (Ttems 1 - 26) $

112,314

104,776

7,538

* All except "Help Wanted".

#¥ Physicians who provide services to Title 19 residents are required to bill the Department of Soclal Services directly for cach individual resident.

(Carry Subtotal forward to next page)




Trinity Hill Care Center, LLC

9/30/2016

Schedule of Other Salaries Adjustment

CCNH

Attachment Page 28

RHNS

Page Ref _ Line Ref Description

NurseFac-Aids

Total Other Salaries Adjustment. -

Schedule of Fees Adjustments

Page Ref Lme Ref Descriptien

CCNE

RHNS

NurseFac-Aids

Managementfee over cost__. Lii

Total Other Fees Adjustments -~

Schedule of Other A&G Adjustments

Descripﬁen

NurseFac-Aids

Pag_e Re_f _Line Ref
16a - |

i PENALTIES

CCNH

RHNS

R I T e L

16a

- |LATE FEES

16a

PRIOR PERIOD EXPENSES

SITY:

B roundmg

o)

wader Uscr Fee fm Medlcalc days

[ ese0ar

T utal Other A&G Adj ustments

26353 |

S bedd
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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-29 Rev. 10/2006

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

Name of Facility License No, Report for Year Ended | Page of

Trinity Hill Care Center, LLC 2222-C 9/30/2016 29 | 37
Total

Item | Page | Line Amount of

No. | No. | No. Item Description Decrease CCNH RHNS | NurseFac-Aids

Subtotals Brought Forward

112,314

Page 20 - Resident Care Supplies***

&n

7,538

27. Prescription Drugs 3
28, Ambulance/Limousine 3
29, X-rays, etc 3 949 949
30. Laboratory 5 4,967 4,967
3L Medical Supplies 3
32, Oxygen (non emergency) $
33, Occupational Therapy b
34, Other - See Attached Schedule $

Page 22 - Maintenance and Property

i3 Excess Movable Equipment Depreciation
See Attached Schedule

36, Depreciation on Unallowable
Motor Vehicles

37. Unallowable Property and Real
Fatate Taxes

38. Rental of Building Space or Rooms

39. Other - See Attached Schedule

Page 27 - Insurance

40.

Mortgage Insurance

41.

Property Insurance

w2

Other - Miscellaneous

42. Research or Experimental Activities

43. Radio and Television Revenue

44, Vending Machine Revenue

43, Purchase Discounts and Allowances

46, Duplications of functions or services

47, Expenditures made for the protection,
enhancement or promotion of the
providers inferest

48, Interest Income on Accounts Rec

49, Other (include personnel and other
costs unrelated to resident care) - See
Altached Schedule

Not For Profit Providers Only
50, Building/Non Movable Eq. Depreciation

Unallowable Building Interest -
See Attached Schedule

51. Total Amount of Decrease (ltemns 1 - 50)

=]

118,231

110,692

7,538

*% Ttams billed directly to Department of Social Services and/or Health Services in C'T, or other states, Medicare, and private-pay residents. Tdentify

separately by category as indicated on Page 20,
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Attachment Page 24ttachment Page 29

Trinity Hill Care Center, LLC
9/30/2016

Schedule of Other Aneillary Costs

NurscFac-
Aids

Page Ref Line Ref Description
~-13{BSA
- U13|BYA

_: Pf_I_‘a:}'?;é_s'id_t::_rit_'Cﬁ}e"(fdr Guitpatient tf_le_ré_p:y see
|ST- Resident Care (for ontpatent therapy -
- |OT-Residerit Care (for outpatient therapy - se¢ schedule) -

Total Other Ancillary Costs. =0

Schedule of Excess Movable Equipment Depreciation

NurseFac-
Alds

que_Ref Line Ref Description

Total Excess Movable Equipment Depreciation -

Schedule of Other Property Adjustments

NurseFac-

Page Ref Line Ref Description _ I _ CCNH _ _ RHNS Alds

Total Other Pioperty Adjustments’




Schedule of Other Adjustments Attachment Page 29

NuorseFac-
Page Ref Line Ref Description CCNH __RHNS Aids _

F20[4Al Huuskeepmg Supphes (for Outpatlent Thera
20]4B7 "'Housekcep:ng purchased semaes (fo
22|68’ [reat (for outpahent Therapy 56, schedule) i
oalecti Light and Power ! (for outpatlent thcrapy see schedule)
2|6D | water itfor: nutpatlent therapy see schedule) i
26a Repau &Mamt (fur uutpatient therapy see sc,hedule) :

Jseo schedule) :
anent Therapy Sep scheéule}

Total Other Adjustments .

Schedule of Unallowable Building Interest

NurseFac-
Page Ref Line Ref Description . - CCNH RHNS Alds _

Total Unallowable Building Inferest




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

F, Statement of Revenue

Nams of Facility License No, Repoert for Year Ended Page of
Trinity Hill Care Center, LLC 2222-C 9/30/2016 30 | 37
Ttem Total CCNH RHNS | NurseFac-Aids
1. Resident Room, Board & Routine Care Revenue |
1. a. Medicaid Residents (CT oniy) $| 14,046,671 | 10,941,264 3,105,407
b, Medicaid Room and Board Contractual Allowance ** 3
2. a, Medicaid (A¥ other stafes ) $
b, Other States Room and Board Contractual Allowance *# §
3, a, Medicarc Residents (all inclusive) 5 882,925 698,982 183,943
b, Medicare Reom and Board Contractual Allowance ** b
4, a. Private-Pay Residents and Other 3 9,828 9,828
b, Private-Pay Room and Board Contractual Allowance ** &
I1, Other Resident Revenue : - @M o .
1. a. Prescription Drugs - Medicare $ 65,900
b. Prescription Drugs - Medicare Contractual Allowance ** $ (63,8000 (63,90
¢. Prescription Drugs - Nop-Medicare 3 13,394 8,225 5,169
d. Prescription Drugs - Non-Medicare Contractual Allowance ** b (13,3545 {1,215y (5,169}
2. a, Medical Supplies - Medicare $ 1,267 1,267
b. Medical Suppties - Medicare Contractual Allowance ** $ {1267 (1,267}
¢, Medical Supplies - Non-Medicare $ 11,060 10,257 303
d. Medical Supplies - Non-Medicare Contractual Allewance ** g {11,860) {16,257 (504)
3. a. Physical Therapy - Medicare $ 101,484 101,484
b, Physical Therapy - Medicare Contractual Allowance ** $ (69,194} {69,194y
c. Physical Therapy - Non-Medicare $ 221,803 192,619 29,183
d. Physical Therapy - Non-Medicare Contractual Allowance ** $|  arsmy| (92619 129,1833
4. a. Specch Therapy - Medicare $ 30,199 30,199
b, Speech Therapy - Medicare Contractual Allowance ** $ (12,417} (12,4173
¢. Speech Therapy - Non-Medicare $ 26,337 21,661 4,676
d. Speech Therapy - Non-Medicare Contractual Allowance ** $ 26337 {21,661) (4,676
3. a. Occupational Therapy - Medicare $ 73,170 73,170
b, Occupational Therapy - Medicare Contractual Allowance ** $ (53,588 (53,585)
c. Occupational Therapy - Nen-Medicare $ 124,520 115,280 6,240
d. Qccupationai Therapy - Non-Medicare Contractual Allowance ** $ (124,520 (115250 ({6,240
6. a, Other (Specify} - Medicare 3
b. Other (Specify) - Non-Medicare $ 105,612 105,612
IM. Total Resident Revenue {Section 1. thru Section IL) 81 15,114,691 | 11,825,342
IV, Other Revenue* ; e .'
1. Meals sold to guests, employees & others $
2, Rental of rooms to non-residents $
3, Telephons $
4, Rental of Television and Cable Services 3
5. Interest Income (Specify) $
6, Private Duty Nurses' Fees b
7. Barber, Coffee, Beauty and Gift shops b
8. Other (Spacifi) 5
V. Total Other Revenne (1 thru 8) $
VI, Total All Revenne (I1+V) 5| 15,114,601 | 11325340 3,289,349

* Facility should afi~set the appropriate expense on Page 28 or Page 29 of the Cost Report.
** Faciline should report all contractual allowances and/or payer discounts.




Trinity Hill Care Center, LLC
932016

Schedule of Other Resldent Revenue - Medleare

Relled Exp

Puyre Ret” Dueserplivn

Adtachenent Page 30

| Lidh Mcdicare

RENS

NurseFae-Aids

Lab Medicare CA -1

| Oxveen Medicare

Oxveen Medicure €A T
Egulgmnnlrcnlai )

Egulment replal CA
{len Therapy

Pen Therapy CA

Theripy Bets Medloirne .

| Therapy [!edsMev.lEcnm CA

; Redisjopy Medicars

1a0y] -

: ﬂsdloiugy_Medmnm CA
- |V Therapy -

3072

I Thenpy CA

Qo)

- Mcdmul'l’mnsgnmunn"
2o netionl Trausportesion CA -

Gluceselesting "~

| Glucosetesting CA ™

Ol lﬂmm hcmuMuﬁmm R

mm-umm-wumm'm-mmw-mwmwvnw

Fuiat Other Resident Revenue

Sehedule of Other Non-Medicare Resldent Revenue

Retuted Exp

Pngn [tl:l‘ e scxinmn

_ [o{wih )

HHNS NourseFac-Alds

Lab -

LaleA_

- Dxx' Een

AR

Oxygen CA~

Szasy]

Equipment ental

|Equi renial CA B

- s Therapy *

Ben Therg HCA

{Theripy Beds

Therapy Deds CA
Radiokagy. ..

| Radilogy CA : :
" | Medieg] Transporatton "

N Medial Tm:sgunuﬁun CA

IV thompy CA
<1+ | Py shol revenue

i Jom fon fem Joa|un fion fon Jomfun jon fon Jun fon Jon Jin ]

(681

| Qutpatient therapy..

5 863

+] Briurggndm\mnu LA

" Lround

R N
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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
Trinity Hill Care Center, LLC 2222-C 9/30/2016 31 | 37
Account Amount
Assets
A, Current Assets
1. Cash (on hand and in banks) 3 315,967
2. Resident Accounts Receivable (Less Allowance for Bad Debts) 3 2,509,548
3, Other Accounts Receivable (Excluding Owners or Related Parties) $
4 Inventories 3 32,187
5. Prepaid Expenses $ 279,666
a. Prepaid Insurance 270,311 :
b. Prepaid Property Taxes 7,240
¢. Prepaid Expenses Other 2,115
d.

6. Interest Receivable

7. Medicare Final Settlement Receivable

8. Other Current Assets (itemize )
Due From (to) Related Parties 147,020

$ (696,325)

Other Owners reserves (843,345)

A-9. Total Current Assets (Lines Al thru §) $ 2,441,044
B. Fixed Assets
1. Land $
2. Land Improvements *Historical Cost $
Accum. Depreciation Net
3. Buildings *Historical Cost 364,955 3 356,894
Accum. Depreciation 38,061 Net
4, Leasehold Improvements *Historical Cost 684,802 $ 286,303
Accum. Depreciation 398,499 Net
5. Non-Movable Equipment *Historical Cost 7,990 $ 3,059
Accum, Depreciation 4,932 Net
6. Movable Equipment *Historical Cost 436,457 $ 156,795
Accum, Depreciation 279,663 Net
7. Motor Vehicles *Historical Cost 9,580 $ 5,179
Accum. Depreciation 4,401 Net
8. Minor Equipment-Not Depreciable 3
g, Other Fixed Assets (itemize ) $ 2,356
Construction in Progress 2,356
B-10, Total Fixed Assets (Lines Bl thru 9) $ 810,584

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

(Cerry Total forvward fa next page )




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

G. Balance Sheet (cont'd)

Name of Facility License No, Report for Year Ended Page of
Trinity Hill Care Center, LLC 2222-C 9/30/2016 32 | 37
Account Amount
Total Brought Forward: |$ 3,251,628
C. Leasehold or like property recorded for Equity Purposes. 3
1. Land $ e
2. Land Improvements *Historical Cost
Accum. Depreciation Net $
3. Buildings *Historical Cost
Accum., Depreciation Net $
4. Non-Movable Equipment *Historical Cost
Accum, Depreciation Net $
5, Movable Equipment *Historical Cost
Accum. Depreciation Net $
6. Motor Vehicles *Historical Cost
Accum. Depreciation Net $
7. Minor Equipment-Not Depreciable $
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
Accum. Depreciation Net $

4, Goodwill (Purchased Only) $
5. Investments Related to Resident Care (itemize ) $ 43,000

Patient Trust Funds 40,445

Long Term Deposit - primecare 2,555
6. Loans to Owners or Related Parties (itemize )

Name and Address Amount Loan Date

7. Other Assets (ifemize )

D-8. Total Investments and Other Assets (Lines D1 thru 7) $ 43 0(]()

D-9. Total AIl Assets (Lines A9 +B10 + C§ + D8) $ 3,294,628 |

* Tistorical 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 Reyv, 6/95

G. Balance Sheet (cont'd)

Narne of Facility License No. Report for Year Ended Page of
Trinity Hill Care Center, LLC 2222-C 9/30/2016 33 | 37
Account Amount
Liabilities
A, Current Liabilities
1. Trade Accounts Payablc 3 265,789
2. Notes Payable (ifemize )

Working Capital Line of Credit

3. Loans Payable for Equipment (Current portion) (itemize )

Name of Lender

Purpose

Amount

Date Due

4. Accrued Payroll (Exclusive of Owners and/or Stockholders only ) 3 299,443
5. Accrued Payroll {Owners and/or Stoclholders only ) $
6. Accrued Payroll Taxes Payable $
7. Medicare Final Settlement Payable 5
8. Medicare Current Financing Payable $
9, Mortgage Payable (Current Portion) $
10. Interest Payable (Exclusive of Owner and/or Related Parties ) $
11, Accrued Income Taxes* §
12, Other Current Liabilitics (itemize) 865,336

Related Party Payables

Accrued Expenses

Accrued Resident User Fees

Accrued Workers Comp Expense

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

$ 1,430,568

* 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

Trinity Hill Care Center, LLC 2222.C 9/30/2016 34 | 37
Account Amount

Total Brought Forward: 1,430,568

Liabilities (cont'd)
B.  Long-Term Liabilities
1. Loans Payable-Equipment (itenrize )
Name of Lender Purpose Amount Date Due

2. Mortgages Payable
3. Loans from Owners or Related Parties (itemize)
Name and Address of Lender Amount ILoan Date

4, Other Long-Term Liabilities (ifenize )
Patient Trust Funds 40,445

B-5. Total Long-Term Ligbilities (Lines Bl thru 4) $ 40,445
¢, Total Al Liabilities (Lines A-13 + B-5) $ 1,471,012




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
Trinity Hill Care Center, LLC 2222-C 9/30/2016 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 propertics on which fair rental value is based $

5. Reserve for funds set aside as donor restricted 3

6. Total Reserves $
B. Net Worth

[, Owner's Capital $ 1,000

2. Capital Stock $

3. Paid-in Surplus $

4, Treasury Stock $

5. Cumulated Earnings $ 1,093,826

6. Gain or Loss for Period 10/1/2015 thru 9/30/2016  {$ 728,790

7. Total Net Worth 3 1,823,615
C.  Total Reserves and Net Worth $ 1,823,615
D.  Total Liabilities, Reserves, and Net Worth $ 3,294,628




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
Trinity Hill Care Center, LLC 2222-C 9/30/2016 36 i 37
Account Amount

A, Balance at End of Prior Period as shown on Report of 09/30/2015 $

B.  Total Revenue (From Statement of Revenue Page 30) $ 15,114,691
C. Total Expenditures (From Statement of Expenditures Page 27 ) 3 14,385,901
D. Net Income or Deficit 3 728,790
E. Balance $ 728,790
F.  Additions "

1. Additional Capital Contributed (itemize)

2. Other (itemize)

E-3. Total Additions

G. Deductions
1. Drawings of Owners/Operators/Partners (Specify }

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

Title

2, Other Withdrawings (Specify)

Purpose

Amount

3. Total Deductions

H. Balance at End of Period 09/30/16

728,790




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-37 Rev, 9/2002

L. Preparer's/Reviewer's Certification

Name of Facility
Trinity Hill Care Center, LLC

License No,
2222-C

Report for Year Ended
9/30/2016

Page of
37 | a7

Check appropriate category

¥
Home only (CCNH)

Chronic and Convalescent Nursing

Rest Home with Nursing
Supervision only (RHNS)

M NurseFac-Aids

Preparer/Reviewer Certification

T have prepared and reviewed this report and am familiar with the applicable regulations geverning its preparation. I
have read the most recent Federal and State issued field audit reports for the Facility and have inquired of appropriate
personnel as to the possible inclusion in this report of expenses which are not reimbursable under the applicable
regulations. All non-reimbursable expenses of which T am aware (except those expenses known fo be automaticalty
removed in the State rate computation system) as a result of reading reports, inquiry or other services performed by me
are properly reported as such in this report on Pages 28 and 29 (adjustments to statement of expenditures). Further, the
data contained in this report is in agreement with the books and records, as provided to me, by the Facility.

Sigrature of Preparer

enk
: o Ongnad _/‘M"f [AW:
(ave | N

Title

Date Signed

20 [

Printed Name of Preparer”

iCare Management, LLC

Addres Address

341 Bidwell Street, Manchester, CT 06040

Phone Number

860-570-2140
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