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

General Information
Name of Facility (as licensed) License No. Report for Year Ende Page of
Bloomfield Health Care Center of CT, LLC 9(3-C 9/30/2019 1 37

Administrator's/Owner's Certification

MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS

COST REPORT MAY BE PUNISHABLE BY FINE AND/OR IMPRISIONMENT UNDER STATE OR

FEDERAL LAW.

I HEREBY CERTIFY that I have read the above statement and that I have examined the accompanying

Cost Repo~~t and supporting schedules prepared for Bloomfield Health Care Center of CT, LLC [facility

name], for the cost report period beginning October 1, 2018 and ending September 30, 2019, and that to

the best of my knowledge and belief, it is a true, correct, and complete statement prepared from the books

and records of the pcovider(s) in accordance with applicable instructions.

I hereby certify that 1 have directed the preparation of the attached General Information and Questionnaires,
Schedule of Resident Statistics, Statements of Reported Expenditures, Statements of Revenues and the related
Balance Sheet of this Facility in accordance with the Reporting Requirements of the State of Connecticut for the
year ended as specified above.

1 have read this Repot•t and hereby certify that the information provided is true and correct to the best of

my Knowledge under the penalty of peg jury. I also certify that al(salary and non-salary expenses

presented in this Report as a basis for securing reimbursement for Title XIX and/or other State assisted

residents were incurred to provide resident care in this Facility. All supporting records for the expenses

recorded have been retained as required by Connecticut law and will be made available to auditors upon

request.

{a} Subject to Desk Audit Review

Signed (Administrator) Date Signed (Owner) Date

Printed Name (Administrator) Printed Name (Owner)

Kimberly Phulgence Marvin J. Ostreicher

Subscribed and Sworn State of Date Signed (Notary Public) Comm. Expires

to before me:
/ /

.̂u~re,., ofT~~tary nub!ic

(Notary Seal)



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-lA 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

Bloomfield Health Care Center of CT, LLC

Period Covered: From

10/1/2018

To

9/30/2019
Address of Facility
335 Park Ave Bloomfield, CT 06002
Report Prepared By
Marcum LLP

Phone Number
203-781-9600

Date
1 /13/2020

Item Total CCNH RHNS (Specify)

1. Dietary wages paid $

2. Laundry wages paid $

3. Housekeeping wages paid $

4. Nursing wages paid $

5. All other wages paid $

6. Total Wages Paid $

7. Total salaries paid $

g, Total Wages and Salaries P~~id (As per page 10 of Report) $

Wages -Compensation computed on an hourly wage rate.

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

number of hours worked.

DO NOT include Fringe Benefit Costs.



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-2 Rev. 10/2005

General Information and Questionr►aire
Type of Facility -Organization Structure

Phone No. of Facility
860-242-8595

Repo~~t for Year Ended
9/30/2019

Page
2

of
37

Name of Facility (as shown on license)
Bloomfield Health Care Center of CT, LLC

Address (No, &Street, Ciry, State, Zip )
335 Park Ave Bloomfield, CT 06002

License Numbers:
CCNH

913-C
RHNS (Specify) Medicare Provider No.

07-5138
Type of Facility (Check appropriate box(es))

Q Chronic and Convalescent ~
Nursing Home only (CCNH)

Rest Home with Nursing pSpecify)
Supervision only (RHNS)

Type of Ownership (Check appropriate box)

O Proprietorship O LLC O Partnership O Protit Corp. O Non-Protit Corp, O Government O Trust

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

Has there been any change in ownership
or operation during this repot-t year? O Yes O No If °Yes," explain fully.
N/A

Administrator
Name of Administrator
Kimberly Phulgence

N~n~sing Home
Administrator's

License No.:
1856

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

License No.:



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3 Rev. 10/2005

General Information and Questionnaire
Partners/Members

Name of Facility

Bloomfield Health Care Center of CT, LLC

License No.

913-C

Report for Year Ended

9/30/2019

Page of

3 37

Legal Name of Partnership/LLC Business Address

States) and/or Towns) in

Which Registered

Bloomfield Health Care Center of CT, LLC 335 Park Ave Bloomfield,

CT 06002

CT

Name of Partners/Members Business Address Title %Owned

Marvin J. Ostreicher 335 Park Ave Bloomfield, CT 06002 P~~esident 50

Agnes Zitter 335 Park Ave Bloomfield, CT 06002 50



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3A Rev. 10/2005

General Information and Questionnaire
Corporate Owners

Name of Facility

Bloomfield Health Care Center of CT, LLC

License No.

913-C

Report for Yeac Ended

9/30/2019

Page of

3A 37

If this facility is owned or operated as a corporation, provide the following information:

Legal Name of Corporation Business Address States) in Which Incorporated

N/A

Name of Directors, Offiicers Business Address Title
No. Shares

Held by Each

N/A

Names of Stockholders Owning at Least 10%

of Shares

N/A



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3B Rev. 10/2005

General Information and Questionnaire
Individual Proprietorship

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

Bloomfield Health Care Center of CT, LLC 9l 3-C 9/30/2019 3B 37

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

Owners) of Facility

N/A



State of Connecticut

Annual Report of Long-Te~~rm~ Care Facility

CSP-4 Rev. 10/2005

General Information and Questionnaire
Related Partiesx

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

Bloomfield Health Care Center of CT, LLC 913-C 9/30/2019 4 37

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

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

Are any individuals or companies 'which provide goods or services,

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

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

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

Also Provides Indicate Where

Goods/Services to Costs are Included

Name of Related ~3usiness Non-Related Parties Description of Goods/Services in Annual Report Cost Actual Cost to the
Individual or Compam Address Yes No `%** Provided P e # /Line # Re orted Related Party

National Healthcare 850 Silas Deane Hwy Wethersfield

~ ~Associates-Aetna CT 06109 Health Insurance Page 15 /Line lay 541,614 541,614

850 Silas Deane Htiry Wethersfield,

~ ~Preferred Therapy Solutions CT 06109 PT,OT,ST SERVICES/CONSULTING Various 571,712 556,745

6851 Jericho Tpke, Suite I50

~ ~NOA DIAGNOSTICS SyGsset~ N'Y 11791 Radiology Page 20 /Line Sf 6,171 5,3 L.i

Bloomfield Healthcare 20 I~ Sunrise Hwy. Valley Stream

~ ~Realty NY fi ]~81 Lease. of Facility Page 22 /Line 9 840,000 ***840,0.00

National Healthcare 20 ':E Sunri.~e Hwy, Valley Stream

~ ~Associates NY, 11581 Consulting Page 16 / Line M I I 14,358 14,358

National Healthcare 20 E Sunrise Hwy, Valley Stream

~ ~Associates NY, 11581 Shared Services Page 16 / Line M12 465,838 452,616

National Healthcare 20 E Sunrise Hwy, Valley Stream

~ ~Associates NY, 11581 Interest on Computer Loan / Misc Various 7,833 7,833

850 Silas Deane Hwy Wethersfield,

~ ~850 SILAS DEANE CT 06109 Rent /Other Expenses Page 16 / Line M12 1,304 1,304

See Attached for Continued

~ ~List Various Various Various 299,028 279,969

* Use additional sheets if necessary.

** Provide the percentage amourrt of revenue received from non-related parties.
**'` N/A Medicaid reimbursement is based upon fair rental value system. Replaced during rate setting.



State of Connecticut

,4nnual Report of Long-T~rm Cary Facility

CSP-4 Rev. 10/2005

General Information and Questionnaire
Related Parties"

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

Bloomfield Health Center for fJursing &Rehab 913-C 9/30/2019 4a 37

Are any individuals receiving compensation from the facility related through

If "Yes," provide the Name/Address and

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

Are any individuals or companies 'which provide goods or services,

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

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

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

Also Provides Indicate Where

Goods/Services to Non Costs are Included

Name of Related Business Related Parties Description of Goods/Services in Annual Report Cost Actual Cost to the

Individual or Company Address Provided Page # /Line # Re orted Related PartyYes No %**
20 E Sunrise Hwy, Valley Stream

~ ~20Sunrise N1', 115II1 0% RenUOther Expense Page 16 / Line M12 11,918 11,918

PROCARE LTC 1492 Highland Ave Cheshire CT

~ ~PHARMACY OF CT 06410 0% Drugs/OTC/RX Consult Various 234,166 215,552

Maple View Manor 85b Maple St Rocly Hill CT 06067 Q O 0% Consulting /Work Comp Fees Various 32,464 32,464

CAMBRIDGE MANOR 2428 Easton Tpke Fairfield CT 06825 ~ ~ 0% Work Comp Payments Page 15 /Line lal 4,481 4,481

REGENCY HOUSE OF 181 East Main Street, Wallingford, CT

~ ~WALL 06492 0% Dietary Consulting Page 13 /Line 1 488 488

National Healthcare 20 E Sunrise H~~y, Valley Stream

~ ~Associates Pd`~', 11531 0% Banking Transactions Page 16 /Line M13 7,533 7,533

PREFERRED R~0 Silas Deane Hwy Wethersfield, O O
PROFESSIONAL SERVICES C"~ 0610 0°/o RN Agency Page 13 /Line 1 lal 7,978 7,533

~ ~' 0%

~ ~ 0%

* Use additional sheets if necessary.

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



State of Co~~necticut

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

Bloomfield Health Care Center of CT, LLC 913-C 9/30/2019 5 37

1f the facility is licensed as CDH and/or RCH or provides AIDS or TBI services with special Medicaid rates, costs

must be allocated to CCNH and RHNS as follows:

Item

~~

He

ursmg

( Direct Resident Care Consultants

Mai~~tenance and operation of plant

Property costs (depreciation)

Employee health and welfare

Management services

All other General Administeative expenses

The preparer of this ~~epoct must answer the following que

1. In the preparation of this Report, were all
O Yes

costs allocated as required?

N/A

Method .of Allocation

Number of meals served to ►•esidents
Number of pounds peocessed
Number of square feet serviced
Niunber of hours of routine care provided by EACH
employee classification, i.e., Director• (or Charge Nui•se),
Registered Nurses, Licensed Practical N~u~ses, Aides and
Attendants
Number of hours of resident care provided by EACH
specialist (See listi~~g page 13 )
Square feet
Square feet
Gross salaries
Appropriate cost centee involved
Total of Direct and Allocated Costs
ins applicable to the cost information provided.

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

~ 2. Explain the allocation of related company expenses and attach copy of appropriate supporting data. ~
N/A

3. Did the Facility appropriately allocate and self-disallow direct aid indirect costs to non-nursing home cost centers?
~P,g., ~ssiste~l i .wing, H~~ne Healtl~~; Outpatient services, Adult Da_y Care Sef•vice~, etc.)

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

IN/A



State of Connecticut

Annua112eport of Long-Term Care Facility

CSP-6 Rev. 9/2002

General Information and Questionnaire

Leases (Excluding Real Property)

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

should not be included in these amounts.

Name of Facility

Bloomfield Health Care Center of CT, LLC

License I~(o.

913-C

Report for Year Ended

9/30/2019

Page of

6 37

Name and Address of Lessor

Related * to

Owners,

Operators,

Officers

Description of Items Leased

Date of

Lease**

Term of

Lease

Annual

Amount

of Lease

Amount

ClaimedYes No
Reliable Health Systems, Nostrand P.ve, Brooklyn, NY

11230

O O Computer Equipment
10/01.08 Ongoing 3,708 3,708

Wescom Solutions, PO Box 674802.. Detroit, MI 48267 O O Softwaze
03/07/12 Ongoing 21,077 21,077

Leaf, P.O. Boa 644006, Cincinnati, OH 4264 O O Copier
01/O1/16 39 Months 2,677 2,677

Leaf. P.O. Boa 644006, Cincinnati, OH 45264 O O Copier
04/01/19 39 Months 2,292 2,292

Pitney Bowes, 2225 American Drive, Neenah, WI 549 6-

100

O O Postage Meier
04/30(13 Ongoing 1,034 1,034

~ ~

~ ~

~ ~

Q ~

~ ~

Is a Mileage Log Book Maintained for All Leased Vehicles ? 
O Yes O No 

Total *** 3o,~ss

* 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 t~o Page 22, Line 6e.
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The Offi~ 1Norks, Inc.
45 Corp ate Avenue

Plainvill

1-800-63

BILL TO:

Bloomfield

355 Park A

Bloomfield

ITE

' CT 06062

-4870 'i-860-793-9994

ealth Care

~nue

ACT 06002

DESCRIPTION (QTY

bate: March 13, 2019

SHIP TO:

Same

SALE /LEASE PRICE

e-Studio 7 6ACT 'Pnshiba 75 ppm color multifunctional copier 1
M11111 Console document finisher ' 1 39-month lease

$419.16 per month
e-Studio 3 ~A Toshiba 35 ppm rnultifunetional copier 1
MR3031 Document handler 1
MJ10428 Inner finisher 1
KD1059B Large capacity paper feed pedestal 1

GD1370N Fax board 2

i~3Q~~0 n Kyocera es~ctap multi unct~~naf copies 3

N/A

DELIVERY N/C

SALES T~ 6.359'0 of monthly payment

T07Al. DUE N/A

Notes / 1'

- Delivery, i

return the

'visions

tallation and training is included at N/C. The office works will remove the current leased copiers and

to the leasing company at no charge.

CUSTONIE

Authorise

Print Nam

1'itl~ ~+'C'~.~C/~~
; ,

Phone

~3loomfield Health Care i h~ UtYic~ In4orks, inc. I

,signature ~~ - ~ — ~---~-€z.`~-~~+~"i~ic~ 4;~a ~ecc~pteel ~y —<__.__

~ ~ Z~~ ~ ~ Print PJarrte

~ ± r'~ Title

1 ~` ~~~",~ ̀ '~~ ~~J Sales Associate



r~ i = i

'~` ~ ~-' Ir ~ II j,~i A,S~i ~(pj~i ~i ~~j~' 1720A Crete Street, h'Ioberly, MO 65270

,~..~ Z,L! ~, Phone: 500-662-3759, Fax: 800-426-2626

LESSEE [.EGAL N Telephone No:

Bloomfield He Ith Care Center Inc 8602428595

BilWig Address: Equipment Locafion (if other than Biding Address):

355 Park Aven ,Bloomfield, CT 06002 355 Park Avenue, Bloomfield, CT 06002

EQUIPMENT DE CRIP`PCON: (indicate quantity, new or used and include make, model, serial #and atl attachments —see below and/or attached Schedule A)

Unit Quantity Description ofEgttipmont Leased Make end Typo Modet Nttmher Scnal Number

" PLEASE REFER TO SCHEDULE A

BASE TERM
IN MONTHS

TOTALNURIBER OF LEASE
PAYMENTS

LAND OF LEASE PURCIiASE OPTION
~ Fair market value, plus taxes

(a) Advance Payment: $0.00
~.~~

(b) Secwity Deposit: $0.003Q @ 5419.16 (plus taxes)
10% of Equipment cost, plus taxes

~̂ $1.00, plus taxes
Cc) Documentation Fee: $95.00(FMV unless another oprion is selected. You may not exercise a purchase option it'

you are in default If you exercise a purchase option wa will convey all of our
tight, title and interest in such Equipment to you on an AS-IS WHERE IS without Total due a + b + c ~; $95.00

wairan .

**Tf more than on lease payment is required as an Advance Payment, the balance will be applied to lease payments in inverse order, starting with the last lease payment.
Your obligation t pay all amounts and perform atl other obiigaHons is non-cancellable, absolute, unconditional and not subject to abatement, scl-off or defense.

In this agreement `Lease"J,"we," "ow," and "us" refers to L.~Ar Capital Funding; LLC as our interests (and only our interests). If we obtain such insurance, you will pay us en
Lessor and ̀ you" d "yoiu" refer [o the Lessee. You agree to lease the Equipment upon the additional amount for the cost of it ¢nd an adminishative fee, the cost of which may be more
following terms an conditions: than the cost to obtain your ovm insurance and on wlilch we may make a profit
1. LEASE PAY NTS AND 7'EIiM: The Lease is enforceable on you upon your 8. OWNEILSHIP AND TAXES: We own the Equipment (excluding licensed software). If
execution, The to of the Lease shall commence on [he date the Equipment is delivered to you you are dcemed ro own it, you grant us a seciuity interest in the Equipment. You authorize us
("Lease Commenc ant Date"). The first Lease Payment shall be due on the date we specify in to f le UCC financing statements to confirm our interest. You will pay, when due, all takes,

the month follow' g the Lease Commencement Date as set forth in our invoice, and the fines and penalties relating to the p~rohace, use, leasing and/or ownership of the Equipment. If

remaining Leese , yments will be due on the sane day of each subsequent month (each, a we pay any taxes, (including property tax), fees or penalties nn your behalf, you will pay us
"Payment Dale") tiI paid in full. The Base Term shall commence on the date one month prior the amount we paid plus an administrative fee. You agree to pay us the documentation fee
to the first Payme •Date. We may charge you a portion of one Lease Payment for the period specified above or if not so specked, the greater of either $125 or 0,5% of the Equipment
from the Lease Co encement Date until the first day of the Base Term ("interim Rant'). The cost. If we require an Equipment site inspection, or you request administrative services, you
[ntarim Rent shall e due as invoiced. We may adjust the Lease Payments up to IS% if the agree to reimburse our costs.
actual costs are di rent than the estimate used to calculate the Lease Payments. 9, DEFAiJLT: If you or any guarantor do not pay us any arvount within ten (] 0) days of its
2,, DELIVERY, CEPTANCE, USE AND REPAIIt: You aze responsible for Equipment due date, or breach any terms of tivs Lcase,, any guaranty or any license relating to the
delivery and instal lion, You unconditionally accept the Equipment upon the earlier of (a) your Equipment, you will be in default. If you default, we may require you to do any combination
oral or written acc' lance of the Equipment, or (b) IO days after delivery of the Equipment of the following (a) immediately pay all amounts then dae, plus the present value of the
You authorize us ito fill iu the Lease Commencement Date, serial nwnbers and other remaining Lease Payments, Interim Rant and residual value of the Et{uipment, as determined
information. You ' ill not move the Equipment from tLc above locaHou witLout our by us, discounted at an annual rate of 3%; (b) return all of the Equipment; (c) allow us to
written consent u are responsible for mnintaining the Equipment in good repair. We are repossess the Equipment; or (d) use any and all remedies available to us under applicable
not responsible For quipment or vendor failums. law. If you default, you a~ee to pay the cost of repossession and our attorney's fees and
3. 1NDENINIFIC ION: You agree to indemnify, defend and hold us harmless from and costs. In addition to all other charges and as reimbursement for expenses incurred and not as a
against sny losses, amagas, penalties, claims and suits, including attorneys' fees and expenses penalty, we may require you to reimburse us for the phone calls, letters, and any additional
related to the orde' g, manufachue, installation, ownership, conditioq use, lease, possession, expanse incurred in the collection or servicing of this Lease for you. If we take possession of
delivery or return Equipment, the Equipment, we may sell or otherwise dispose of it with or without notice, at a public or
4. LEASE EXP TION, ]2~NE'WAT.: Unless you notify ua at least 90 days prbr to the private sale, and apply the net proceeds (after we have deducted all costs related to the sale or
expiration of the se of your election to return or purchase the Equipmenk this Ixase disposition of the Pquipment) to the amounts that you owe us. You agree that if notice of sale
will renew oo a onth-to-manta basis at tLe same monthly T.eave Payment iunNl you is required by law, 10 days' notice shall constitute reasonable notice. You remain responsible
either exercise th ;purchase option or provide us with pt least 90 days notice and return for any amounts that are due after we have applied such net proceeds. We may apply any
the Equipment. I '. ou return the Equipment, (i) if must be to the location we designate and security deposits to your obligations end if you do not default, the balance will be refunded
yn~~ Are r~sponsihl Ifor all retvm costs and we may charge a Restocking Fee equal to nna Lease without interest.
Payment, and (ii) u must securely remove all data from any and all disk drives or magnetic 10. ASS[GNII~NP. You Lave no right to seU or assign toe Equipment or Tease. We may
media prior to re ming the Equipment (and you are solely responsible for selecting an sell ar assign our rights in the Lease and/or Equipment and the new owner wiA have all ow
appropriate remov standard that meets your business needs and complies with applicable rights but will not be subject to any claim or defense you have against us.
laws). You will pa ` for any loss in value resulting from failure to maintain the Equipment in 11. ARTICLE 2A: You agree this Lease is a "finance lease" as dsfined in Article 2A of the

accordance with th ~ Lease or for damages incurred in shipping and handling. Tf you exercise a Uniform Commercial Code. You waive all rights and remedies conferred upon a lessee by
purchase option will convey all of our interest in such Equipment to you on an AS-[S Article 2A (508-522) of the UCC. You have received a copy of the Supply Contract or been
WHERE IS basis

~
thoutrepresentation orwarranty. informed of the identity of the Supplier and you may have rights under the Supply Conhact

5. LATE FLEES CHARGES; If any amount is not paid within three (3) days of when and may contact the Supplier for a description of those rights.
due, you agree to ; y us a late charge equal to the lesser of IO% of the amount past due or the 12. CREDTT INFORMATION: You authorize us or any of our ~liates to obtain credit
maximum legal aril. Amounts which are not paid within 30 days of when due shall accrue bureau reports, and make other credit inquiries that we deem necessary.
interest at l.S% pe onih (or if less, the maximum legal rate) unril paid. You agree to pay $25 13. CT30ICE OF LAW: THIS LL~ASE WII.L BG GOVETtNL+D BY PENNSXL~'ANIA
for each pay by ph e and $35 for each retiuned payment. L.A~V. YOU CONSENT TO JURISDICTION IN THE STATE OR FEDERAL COi7RT5
6, NOW We do not manutachve the Equipment and you have selected the IN PL~NNSYLYAMAAND WAIVE ANY RIGHT TO A1'RIAI. BY JiJRY,

Equipment and th !supplier. WE MAKE NO EXPRESS OR DVII'LIED WARRANTIES, 14. MISCELLA[VEOUS: This Lease is the parties' entire agreement and can be amended
INCLUDING TEi S~ OF MCRCI7ANTABII,ITY OR Ir1TNESS FOR A PI7[tPOSE AND only in writing signed Uy both parties. This Lease may be executed in coucrtecparts (manually

ARC NOT RESP SIBLE FOR CONS~QCTENTIAL OR INCIDENTAL DAMAGES. or by electronic means) and, when transmitted to us shalt be binding upon you for all

7. INSURANCE, , TSK OF LOSS: You bear all risk of loss or damage to the Equipment from purposes. This Lease Is not binding on us untll we sign It. You agree not to raise as a defense

its order until it 1Iis returned in the required eondiGon or purchased by you ("Risk to the enforcement of this Lease that it was executed or transmitted to us by electronic means.

Period"). During t 'e Risk Period you will maintain property and liability insurance on the You will use the Equipment only for business purposes and not for personal, fanilly or

Equipment accept• etc; us, naming us lass payee and additional insured. If you do no! provide household use. The USA PATR.JOT Aat regWres us to obtain, verify, end record information

~~ .;.l:' p::,Cf ": ~:;cN ,...`,;:7.'... , ..~ T :} ~..~..... ...,,,1:a.~cC .,.. :tip F~~.:lY;;;..^.r t~ ~~.~,

i

th~r ;rig:ltlflBS )'OL' t}!L'c ~yP ng4 F r ~ C...:.e.:. , fl!~~rPac nnri nrhar infgCniatinn n[ [(ncumenis the(

substantiate your identity.

AC~CEPT~A BY L
~

X
e ~ Authoriz~i~

~ SSE: Bloomfield Health Care Canter Tnc Print Name: `t ~-~•~^--E-~``}''~f~~G3l%? ~O~L>~ Title: ~ N=

"~""J "~' ~ ~-ria~~'F ~L2~ E-Mail Address: Date:~Jt~ t ~(
Signature 

Tax ID Number:

PERSONAL GU
of payment and t

N'I'P: Undersigned guars as that Lessee will make all payments and perform all other obligations under the Le e when due. Undersigne agrees that this is a guaranty
of cotta Hon, and that we can p ceed directly ainst undersigned without fi st proceeding against Lessee or the Eq menk Undersigned o waives all suretyship defenses

'e fees) inewand notification if L see is in default and cons is to e~cteosions or mod cations gran to Lessee. ndersigned will pay u all expenses tiding attorneys' we in

enforcing our rights nst undersigned or Lessee. If m one person signs this guaranty, each a es t is/her liability is joint a~~d venal, e ersigned authorizes us and our ~liates

to obtain credi~r ~u re sand make inquiries regard' derstgned's personal credit. You consent to sdiction in the State or Federal co m Pennsylvania and expressly waive any right

~to a trial by jury.

SIGNED X

~~

Print Name: E-Mail Address.

Accepted by;
LEAF Ca ital Fw io , LLC II ; Title: Date:

LEASE01 2-7-2019 App=.505634



nx

Lease Appl~~ation No.: 505634

i ~ 
i

!1 ■ • ,.

QNT Equipment Description New/Used Niake Model Serial Number

Location. 55 Park Avenue, Bloomfield, CT 06002
1 Toshib' E-Studio 7516ACT New E-Studio 7516ACT

1 Toshib E-Studio 3518A New E-Studio 3518A

1 Kyoce ' M20400N New M2040DN

LESSEE:

B - "'rte.. ~t-~~r

TITLE: ~`';~~-(,'~ S'~ a~

DATE~~

LEAF CP,PIS"AL FUNDING, LLC

BY.

PRINT NAME:

_ TITLC:

DATE;

Page 1 of 1
LEASESCHEDA 5-23-2012 App=505634



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-7 Rev. 6/95

General Information and Questionnaire
Accounting Basis

Name of Facility License No. Report for Year Ended Page of
Bloomfield Health Care Center of ( 913-C 9/30/2019 7 37

The records of this facility for the period covered by this report were maintained on the follo~-ving basis:

O Accrual O Cash O Modified Cash

]s the accounting basis for this
period the same as for the O Yes (f "No," explain.
previous period? O Nn
NIA

Independent Accounting Firm

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

1 Blum, Shapiro &Company, P.C. 2 Enterprise Dr., Shelton, CT 06484

2
3
4

Services Provided by This Firm (describe fii!!y )

Accounting Services $ 20,400

2 $

3 $

4 $

Charge t~~r Services Provided

~ ao,aoo
Are'(~hesc Charges Reflected iii Che Expenditure Portion ofThis Report? If Yes, Specify Expense Classitication and Line No.

O Yes O No Page 15, Line ld

regal Services Information

Name of Legal Firm or Independent Attorney Telephone Number

1 American Arbitration 972-702-8222

2 Censer Dubow Censer & Cona LLP 631-390-5000

3 Berchem Moses 203-783-1200

4 Jackson Lewis 914-872-806O

5 Sce Attached Various

Address (Na c~ Slreei, Cily, Stale, L"ip Code )

1 13727 Noel Road Suite 700, Dallas, "TX 75240

2 225 BROADHOLLOW RD ME1,VILLF,NY 11747

3 75 BROAD STREET MILFORD, C'T 06460

4 44 SOUTH Broadway 14th Floor, White Plains, NY 10601

5 Various
C~:':ij~Pg P~•~yirir~ h~ This ('irm (i/~cr~riheftrl/vl

Administration Fee $ 325

2 Resident Estate Issue (Disallowed on Pg 28) $ ? ~R?

3 EEOC Complaint (Case was dismissed) $ 4,054

4 Union Negotiations $ 51,810

5 Various (DisalloGved on Pg 28) $ 29,230

Charge for Services Provided

s9,io2
Arc These Charges Reflected in the E~pcnditure Portion of'I'his Report? If Ycs, Specify Expense Classification and Line No.

Page 15, Line I e
O Yes O No



State of Connecticut

Annual Report of Long-Term Care I+acility

CSP-7 Rev. 6/95

General Information and Questionnaire
Accounting Basis

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

Bloomfield Health Care Center of CT, LAC 913-C 9/30/2019 7a 37

Legal Services Information

Name of Legal Firm or Independent Attorney Telephone Number

1 GOLDMAN CRUDER &WOOD 203-899-8900

2 STATE MARSHALL 203-853-4Q54

3 TREASURER STATE OF CT 860-702-3000

Address (Na &Street, Ciry, Stale, Zrp Code )

1 200 Connecticut Ave, Norwalk, CT 06854

2 60 Rampart Rd, Norwalk, CT 06854

3 55 Elm St #2, Hartford, CT 06106

Services Provided by This Firm (describe fully )

Collections (Disallowed on Pg 28) $ 26,527

2 Conservatorship (Disallowed on Pg 28) $ 250

3 Conservatorship (Disallowed on Pg 28) $ 2,453

Charge for Services Provided

$ 29,230

Are These Charges Reflected in the Expendihirc Portion of This Report? IfYes, Specify Expense Classification and fine Nn.

Page 15, Line 1e
O Yes O No



State of Connecticut

Annual Report of Long-Ter►n~ Care Facility
CSP-8 Rev. 9/2002

Sclhedule of Resident Statistics

Name of Facility
Bloomfield Health Care Center of CT, LLC

License No.
913-C

Report for Year Ended
9/30/2019

Page of
8 37

Total All
Levels

Total
CCNH
Level

Total
RHNS
Level

Total
(Specify)

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

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

1. Certified Bed Capacity
A. On last day of PREVIOIIS report period t2o 120 120 120 l20 X20

B. On last day of THIS report period l20 l20 120 120 120 120
2. Number of Residents

A. As of midnight of PREVIOUS report period 81 st 81 8i 88 88

B. As of midnight of THIS report period 107 107 88 88 107 107
3. Total Number of Days Care Provided During Period

A. Medicare 1,623 1,623 1,332 1,332 291 291

B. Medicaid (Conn.) 23,852 28,852 21,026 zt,o26 7,826 7,826

C. Medicaid (other states)

D. Private Pay 981 981 701 70t 280 280

E. State SSI for RCH

F. Other (Specify) Managed Care 1,875 1,875 1,299 1,299 575 576

G. Total Care Days During Feriod (3A thru F) 33,3.11 33,331 24,358 24.358 8,973 8,973

4. Total Number of Days Not Inc9uded in Figures in 3G
for Which Revenue Was Received fir Reserved Beds
A. Medicaid Bed Reserve Days 3 3 3 3
B. Other Bed Reserve Day<_:

5. Tota! Resident Days (3G + q~A + 4B) 33,334 X3,334 24,361 24,361 8,973 8,973



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-9 Rev. 9/2002

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

Bloomtield Health Care Center of CT, LLC

License Nn,

913-C

Report for Year F,nded

9/30/2019

Page of

9 37

4. Were there any changes in the certified bed capacity during the report year? O Yes O Nn

[1"'YES", provide the following information;

Date of

Change

Place of Change Change in Beds Capacity After Change

Reason foi• Change

CCNH

~ ~~

RHNS

~2~

(Specify)

~3)

Lost Gained

CCNH RHNS (Specify)(1) (2) (3) (1) (2) (3)

Nin

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

RESIDENT DAYS for 9U days t~~llo~-ving the change.

Change in Resident Days
1st Chan e

CCNH RHNS (Specify)

2nd chan e
3rd Chan e
4th chan c

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

Item

Medicare Medicaid Self-Pa Other State Assisted

CCNH CCN~-I RHNS CCNH RHNS (S eci ~) R.C.H. ICF-MR

No. of Residents a ss is
Pei• 1?iem Rate --
a. One bed rm. vT~;o~~5 zsz.ss ~zo.00
b. T~~~o bed rms. v~r~o~s asz.ss s~o.00

a Three or more
bed rms.

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

TOTAL CCNH RHNS (S eci ' )
s,lz~+ s,iza

B. Medicaid (Exclusive of Part B)

1. Maintenance Treatments

2. Restorative Treatments so so

C. OYhet' 6,391 6,391

D. Total Pltysicrr/ TJaeraP3~ Treatmen/s 1 1,595 1 1,595
= 18. Total Number of Speech l herapy Treatments

A. Medicare - Part B i~~~~ ~ ~~~~~

TîQ. Medicaid (Eaclusivc cf Part G~;

L Maintenance Treatments

~— i—~

2. Restorative Treatments I9 t9

C. OtheC 938 938

D. Total Speech Tlrerapy Treatments I ,a i ~ i ,41 ~

9. Total Number of Occupational Thet•apy Treatments

A. Medicare - Part B ' ~~~ ,~~~~

B. Medicaid (Exclusive of Part I3)

1. Mai~~tenance Treatments

2. Reston ative Treatments i o 1 I n 1

C. Othe~~ 6,530 6,530

D. Total Oecupntio~zal Thernp~~ Treatments 9,s ~ s 9,s t s



State of Connecticut
Annual Repo►•t of Long-Term Care Facility
CSP-10 Rev. 9/2002

Report of Expenditures -Salaries &Wages
Name of Facility
Bloomtield Health Care Center of CT, LLC

License No.
913-C

Report for Year Cnded
9/30/2019

Pagc of
10 37

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

Total Cost and Flours

Item CCNH Hours RHNS Hours (Specify) Flours
A. Salaries and Wages*

1. OperatorslO~vncrs (Complete also Sec.
of Schedule A 1)

2. Administrators) (Complete also Sec. 111
ofSchedule AI) I Jo, X71 2oSu

3. Assistant Administrator (Complete also Sec. 1V
of'Schedule Al)

4. Other Administrative Salaries (telephone
o erator, elerl<s, rece tionists, etc.) I ~~1_R71 7.~ ~l

5. Dietary Service
a. Head Dietitian 3y,~82 712
b. Food Service Su ervisor 54,192 2,120
c. Dietary Workers 357,552 19.974

6. Housekeeping Service
a. 1-lead Housel<ec er ~Z-448 ?.oAO
b. Other Housekee ing Workers 20~>.~67 13,166 _____

7. Repairs &Maintenance Services
a. Engineer or Chief of Maintenance S?. x-12 1,736
b. Other Maintenance Workers IS,S93 1,289

K. Laundry Service
a. Su crvisor
b. Other Laundry Workers 151,771 8,154

9. Barber and Beautician Services
10. Protective Services

1. Accounting Services
a. Head Accountant
b. Other Accountants

12. Professional Care of Residents
a. Directors and Assistant Director of Nurses ?~> ~. I "_'6 S.!~1=
b. RN

I. Direct Care ~ ~8,~198 I'_,7I 7
2. Administrative** 12h. 16-1 4,232

c. LPN
1. Direct Care 7 2,632 26,199
2. Administrative**

d. Aides and Attendants 1,356,137 77,809
e. Physical Thera fists
f. S eech Thera fi sts
g. Occu ational Thera fists
h. Recreation Workers 105,539 4,666
1. P~IyStC1i117S

I. Medical Director
2. Utilization Revie~-v
3. Resident Care*** ~
4. Other (Specify)

j. Dertisis
k. Pharmacists
1. Podiatrists
m. Soci~ii Workers/Case Management 125,374 3,731
n. Marketing
o. Other (Specify)

See Attached Sclicdule 6,2230 2,>28
A-/3. Total Snlar ~ Ex e~aditan•es 4,544,239 195,098

* Do not include in this section any expendihires paid to persons who receive a fee for services rendered or who are paid on a contract basis.
* * Administrative -costs and hours associated ~~vith the following positions: MDS Coordinator, Inservice Training Coordinator and

Infection Control Nurse, Such costs shall be included in the direct care category for the purposes of rate setting.
*** This item is not reimbursable to fiacility. For Tide 19 residents, doctors should bill DSS directly. Also, any costs for Title 18 and/or other

private pay residents must be removed on Pagc 28.



Attachment Page 10/13

Schedule of Other Salaries and Wages (Page 10)

CCNI1 RHNS (Specify)

Position $ Flours $ Hours $ Hours

Medical Records $ 4,345 276

Admissions 60,900 2,251

Res iratory Thera ist (Disallowed nn Pg 28a) 35 1

7btal $ 65,280 2,528 $ - - $ - -

Schedule of Other Pees (Page 13)

C'CNH RIiN5 (Specify)

Service $ Ftours $ flours $ Hours

IV Nursin Consultant (Disallowed on Pg 28a) $ 8,071 108

Rehab Consultant (Disallowed on Pg 28a) 14,599 292

Medical Records 1,915 94

Total $ 24,585 494 $ - - $ - -



State of Connecticut

Annual Report ofLong-T'erm (are Facility

CSP-11 Rev. 10/2005

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

Assistant Administrators and Other Related Parties*
Name of Facility

Bloomfield Health Care Center of CT. LLC

License No.

913-C

Report for Year Ended

9i~o/2o~9

Page of

1 1 37

Name

Salary Paid
hYmge tien.ettts

and/or Other

Payments

(describe fully)

Full Description of

Services Rendered

Total

Hours

Worked

Line Where

Claimed on

Page 10

Name and Address of All

Other Employment**

Total

Hours

Worked

Compensation

ReceivedCCNH RHNS (Specify)

Section I -Operators/Owners

Marvin J. Ostreicher 20,800

Non

Discriminatory

upervtses

operations, deals with

DNS & Financial 67 16, mi 1 See Attached

Section II -Other related

parties of Operators/Owners

employed 'en and paid by

facelity (EXCEPT those who

may be the Adminestrator or

assistant Adminestrators who

are identified on Page 12).

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

** Include all employment worked during the cost year.



Bloomfield Health Center for Nursing &Rehab

Marvin 1 Ostreicher Time Study

9/30/2019

BEDS Total w/ Bnft

Bethel 161 66.00

Bloomfield 120 67.00

Bristol 132 60.00

Cambridge 160 73.00

Hebrew Home 257 111.00

Ludlowe 144 60.00

Maple View 120 58.00

Marlborough 120 56,00

Milford 120 60.00

Regency 130 62.00

Riverside 345 93.00

Village Crest 95 58.00

Water's Edge 150 64.00

Augusta 72 57.00

Belair 102 53.00

Brattleboro 80 65,00

Brentwood 78 50.00

Brewer 111 64.00

Catskill 136 58.00

Colony 92 55.00

Country 111 58.00

Dover 112 5ti.0U

Eastside 69 51,00

Eliot 114 62.00

Glen Falls 120 56.00

Huntington 320 94.00

Kennebunk 78 51.00

Maywood 120 65.00

Newton Wellseley 110 58.00

Norway 70 48.00

Poughkeepsie 200 74.00

Reservoir 144 71.00

Rutland 125 64,00

Sachem
_ ~_ ~

111
~ on

54.00
~n nn

Sdnua rGiiii

Utica

iov

117

rv.vv

53.00

~J~Jestgate 1Q4 S9A~

Winship 72 50.00

Vacation/PTO

Sick

Personal

Holiday

Tota I 2, 948 1,498.00



State of Connecticut

Annual Report of Long-Term Cau~~ Facility

CSP-12 Rev. 10/2005

6'chedule Al -Salary Information for Operators/Owners; Administrators,

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

Bloomfield Health Care Center of CT, LLL

License No.

913-C

Report for Year Ended

9/30/~0~9

Page of

12 37

Name

Salary Paid
1-ringe tienetits

and/or Other

Faymerits

(describe :Fully)

Full Description of

Services Rendered

Total Hours

Worked

Line Where

Claimed on

Page 10

Name and Address of All

Other Employment**

Total

Hours

Worked

Compensation

ReceivedCCNH RHNS (Specify)

Section III -Administrators""':

Kimberly Phulgence 140,371

Non

Discriminatory Administrator 2,080 A2

Section IV -Assistant

Administrators

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

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

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



State of Connecticut
Annual Report of Long-Term Care Facility

CSP-13 Rev. 9/2002

B. Report of Expenditures -Professional Fees
Name of Facility
Bloomfield Health Care Center of CT, LLC

License No.
913-C

Report for Year Ended
9/30/2019

Page of
13 37

Total Cost and Hours

Item CCNH Hours RHNS Hours (Specify) Hours

*B. Direct care consultants paid on a fee

for service basis in lieu of salary

(For all such services complete Schedule Bl)

488 101. Dietitian

2. Dentist 8,834 131

3. Pharmacist ] 1,499 153

4. Podiatrist

279,729 5,376

5. Physical 'i'herapy

a. Resident Care

b. Other

6. Social Worker

7. Recreation Worker

8. Physicians

a. Medical Director (entire facility) 36.3(lu 300

b. Utilization Review

(Title 18 and 19 only) monthly meeting

c. Resident Care**

d. Administrative Services facility
~ . Infection Control Committee

(Quarterly meetings)
2, Pharmaceutical Committee

(Quarterly meetings)
3. Staff Development Committee

(Once annually)

e. Other (Specify)

9. Speech Therapist

a. Resident Care 64,995 924

b. Other

]0. Occupational Therapist

a. Resident Care 214,525 3,377

b. Other

1 1 . Nurses and aides and attendants

a. RN

1. Direct Care i ~. 1 7> ~ 2~;6 ~ —-

G, r~Ciii~iiiiSii uiiVC***

b. LPN

i . Direct ~ai•e 19,970 437
~~

2. Administrative***

c. Aides 42,232 1,687

d. Other

1 2. Other (Specify)
See Attached Schedule 24,585 494

B-13 Total Fees Paid in Lieu ofSala~~ies ~ 721,330 13,175
* Do not include in this section management considtanls or ser~~ces which must be reported on Page I6 item M-12 and supported 6y required inl'onnation, Page 17.

** 'this item is not reimbursable to ~aciiity. Por TiBe 19 residents, doctors should bill DSS directly. tVso, any costs I'or Title 18 ancVor other private pay residents must

be reinu~~ed on Page 28.

*** Administrative -costs and hours associated with the following positions: NIDS Coordinator; Insen~ce Training Coordinator and Infection Contiul Nwse. Such

costs shall be included in the direct cm~e category I'or the purposes of rate setting.



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-14 Rev. 6/95

Report of Expenditures

Schedule B1 -Information Required for Individuals) Paid on Fee for Service Basis*

Namc of Facility License Na. Reporl for Year Ended Page of

Bloomticld I-{ealth Care Center of CT, LLC 913-C 9/30/2019 14 37

Related** to O~,vners,

Name &Address of Individual Full Explanation of Service Operators, Ot'ficers Explanation of Relationship

Yes No

Gerident Solutions, P.O. Box 290539, Dentist O O N/A

Wethersfield, C1' 06129

Procare LTC ofCT, 11 I Executive Blvd, Pharmacist / IV Nursing Consultant ~ ~ Common Ownership

Farmingdale, NY 1 t 735

Preferred Thearpy-809 Main St., E.Hartford,CT, P"1~, OT, S"f /Rehab Consultant O O Common Ownership

06108

Dr Santo Bttecheri - 357 f'ranklin Ave, Hartford, Medical Director O O N/A

C`1' 06114

Maxim Sta(7ing Solutions. 12558 Collections RNs I LPNs/ CNAs O O N/A

Center Drive. Chicago, Il 60693

PRLI'ERRED PROFESSfONAL SGRViCBS RNs / I..PNs/ CNAs O O Common Ownership

850 Silas Deane H~vy Wethersfield, CT 06109

The Nurse Nehvork, 653 Main St, Plantsville, CT RNs /LPNs/ CNAs O O N/A

06479

WORLDWIDE STAFFING, 175 D~~~ight Rd LPN / CNAs O O N/A

#202, Longmeadow, MA 01 106

Regency House oP Wallingford, 181 East Main Dietary Consultant O O Common Ownership

Street, Wallingford, CT 06492

Maple View Manor of C"I', LLC, 856 Maple Medical Records Consultant O O Common Ownership

Street, Rocky Hill, CT 06067

~ ~

v v

0

0

0

0 °~

Q ~°

U

V

~°

* Use additional sheets if nccessaty.

** Refer to Page 4 (or definition of related.



State of Connecticut

Annual Report of Long-Term Care Facility
CSP-15 Rev. 9/20]8

C. Expenditures Other Than Salaries -Administrative and General

Name of Facility

Bloomfield Health Care Center of CT, LLC

License No.

913-C

Report for Year Ended

9/30/2019

Page of

15 37

[teen Total CCNH RHNS (Specify)

1. Administrative and General

a. Employee Health &Welfare Benefits

1. Workmen's Compensation $ 270,297 270,297

2. Disability Insurance $

3. Unemployment Insurance $ 78,719 .78,719

4. Social Security (F.I.C.A.) $ 333,812 333,812

5. Health Insurance ~ $ 541,614 5.41,614

6. Life Insurance (employees only)

(not-owners and not-operators) $

7. Pensions (Non-Discriminatory) $

(not-owners and not-operators)

8. Uniform Allowance $ 29,877 29,877

9. Other (Specify) $

See Attached Schedule

7,375 7.375

b. Personal Retirement Plans, Pensions, and $

Profit Sharing Plans for Owners and

Operators (Discriminatory)*

c. Bad Debts* $ 104,158 104,158

d. Accounting and Auditing $ 20,400 20,400

e. Legal (Services should tie fully described on Fage 7) $ u9, i ~2 a9, iG2

f. Insurance on Lives of Owners and $

Operators (Specify )*

g. Office SLipplies $ 12,05 I 12.05

h. Telephone and Cellular Phones

1. Telephone &Pagers $ 33,318 33,318

2. Cellular• Phones $ 2,444 2,444

i. Appraisal (Specify purpose and $

attach copy )*

j. Corporatio~l Business Taxes (franchise tax) $ ?~~> ~>~~
k, n~11P~~ TaxP~ f~7~t ~•Pdrzted to proper°ty -See ~a~e 22)

1. Income* $

2. Othe1• (Sp~cif.,~ i

See Attached Schedule

3. Resident Day User Fee $ 628,078 628,078

Subtotal $ 2,151,495 2,151,495

* Facility should sell=disallow the expense on Pagc 28 ot'the Cost Report. (Car~'y Subtotals forward to next page)



*~''~ 'I' ~lti ~ ~l~ ~a~ r°ti~~ / t° ~ /lifts t~ t~f

Attachment Page 15

Schedule of Other Employee Benefits

Description CCNH RHNS (Specify)

Background Checks $ 7,375

Total $ 7,375 $ - $ -

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

Schedule of Other Taxes

Description CCI~III I~H1~S (Speeify)

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

Bloomfield Health Care Center of CT, LLC

License No.

913-C

Report for Year Ended

9/30/2019

Page of

16 37

Item Total CCNH RHNS (Specify)

Subtotals Brought Forwnrd: 2,151,495 2,151,495

1. Travel and Entertainment

1. Resident Travel and Entertainment $

2. Holiday Parties for Staff $

3. Gifts to Staff and Residents $ 3,703 3,703

4. Employee Travel $ 2,438 2,438

5. Education Expenses Related to Seminars and Conventions $ 2,925 2,925

6. Automobile Expense (i~ot purchase or~ dep~~eciation) $

7. Other (Specify) $

See Attached Schedule

m. Other Administrative and General Expenses

l . Advertising Help Wanted (all such expenses) $

2. Advertising Telephone Directory (all szrcl~ expenses )*** $

3. Advertising Othec (Specify)*** $

See Attached Schedule

18,866 18,866

4. Fund-Raising*** $

5. Medical Records $

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

directly and not oy cun~raci oi• fee ion service j***

7. Postage $ 2,154 2,154

* 8. Dues and Membership Fees to Professional $

Associations (Specify )

See Attached Schedule

8,889 8.889

8a. Dues to Chamber of Commerce &Other Non-Allowable Org.*** $ 750 750

9. Subscriptions $ 2,435 2,435

10. Contributions*** $

See Attached Schedule

1 1. Services Provided by Contract (Specify and Co»zplete $

Schedule C-2, Page 21.fo~° each,firm or individual)

9~>,0 I 0 99,010

12. Administrative Management Servicesy* $ 493,418 493,418

1 3. Other (Specify) $

See ~ittached Schedule

~ 50.312

~

~ 50.312

~ ,

GI4 TotralAdnziizistrative & GenernlExpenditures $ 2,836,395 2,836,395 1 ~ l

* Do not include Subscriptions, which should go in item 9.

** Schedule G1, 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.



Attachment Page 16

Schedule of Other't'ravel ;end Entertainment

Ucscri ~tion CCNtI RHNS (S ecify)

Total Other Travel and Entertainment $ $ $

Schedule of Other Advertising

i7SJS~}RSi~!1 f'('N FI RHNC f.CnNri Svl

Promotional AdveRisin = Disallowed opt Y 28 . $ 18,866

'Cotal Other Advertising $ 18,866 $ $

Schedule of Dues

Deseri Lion CCNH RIiNS (S ecif )

CAHCF Dues $ 8,889

'total Dues $ 8,$89 $ $

Schedule of Contributions

Descri lion CCNH RHNS (5 ecif ~)

Total Contributions $ $ $

Schedule of Olher AUministrative and General

!'('N i-I RNNC lC nrrifail

~.ulii Uici iiCci SE i EE ~u 1~ ~

Licenses and Pem~i[s 560

Bank Char *es $2,743 Disallowed on P ~ 28a 22,180

Miscellaneous Ex ense Disallowed on P ~ 28a 27,451

'Cotal Other Administrative and General ~ 50,312 $ $



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-17 Rev. 10/97

Schedule C-1 -Management Services*

Name of Facility

Bloomfield Health Cace Center of CT, LL

License No.

913-C

Report for Year Ended

9/30/2019

Page of

17 ~ 37

Name &Address of Individual or

Company Supplying Service

Cost of

Management

Service

Full Desc~•iption of Mgmt. Service

Provided

Indicate Where Costs

are Included in Annual

Report Page #/Line #

National Healthcare Associates, Ii~c. 493,418 Management Fees Page 16, Line M12

* In addition to management fees reported on page 16, line m12 include any additional management company

charges or allocations of home office overhead costs reported elsewhere in the Annual Report.



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-18 Rev. 9/2018

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

Note on Page 5)
Name of Facility License No. Report for Year Ended Page of
Bloomfield Health Care Center of CT, LLC 913-C 9/30/2019 18 ( 37

Item Total CCNH RHNS (Specify)

2. Dietary

a. In-House Preparation &Service

1. Raw Food $ 261,719 261,719

2. Non-Food Supplies $

3. Other (Specify) $

b. Purchased Services (by conh~act other $ I0,070 10,~~70

than t1~~•oi~gh Management Services)

(Complete Schedule C-2 all. Page 21)

c. Other (Spec~~) $ 2S,?22 ?8,???

Other Dietary Supplies

2D. Total Dietary Expei2~fitures (2a + b + c + d) $ 300,011 300,011

2E. Dietary Questiornlaif'e Total CCNH RHNS (Specify)

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

G. Is cost of employee meals included in 2D? O Yes O No

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

amt.

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

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

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

Membet•s, Guests) included in 2D?
cost.

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

amt.

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

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

M. at monthly staff meetings, board meetings) O Yes O No

provided to employees included in 2D?
cost.

N. Is any r~v~nue collected from employees? O Yes O No
If yes, specify

ant.

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

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



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-19 Rev. 9/2018

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

(See Note on Page 5)

Name of Facility License No. Report for Year Ended Page of
Bloomfield Health Care Center of CT, LLC 913-C 9/30/2019 19 ~ 37

Item Total CCNH RHNS (Specify)

3. Laundry

a. In-House Processing* Lbs.

1. Bed linens, cubicle curtains, draperies,

Amt. $ 8,426 8,426gowns and other resident care items

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

2. Employee items including uniforms, Lbs.

gowns, etc. washed, ironed and/or

Amt. $
processed.***

3. Personal clothing of residents Lbs.

Amt. $
washed, ironed, and/or pf•ocessed.***

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

Amt. $

b, Purchased Services (by contract other° $

t1~an the°oi~g7~ Manage»~enl Services)

(Complete Sclzedzr~le C-2 att. Page 21)

c, Other (Specify) $ ~ ~, ~S~ t3,38~

Laundry Supplies and Diapers

3D. Total Lntrn~lry Expenditures (3a + b + c) $ 51,810 51,810

3E. Laundry Questionnaire
If yes,

F. Is cost of employee laundry included in 3D? O Yes O No
specify cost.

G. Did you receive revenue from employees? O Yes O No 
Ifyes,
specify amt.

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

Is Cost of laundry provided to persons other ~ Ifyes,

I' 
O Yes O No

than employees or residents included in 3D? specify cost.

J. Did you receive revenue ;i~oin these people? O Yes O No 
lfyes,
specify amt.

K. Where is the revenue ~•eceived re orted in the Cost Re ort? (Page/Line Item)

* Do not include salaries from page I U as part or dollar values recorded in i, 2, 3, a~iu 4.

All allocations should add to total recorded in 3D.

*** Pounds of Laundry only required Por multi-level facilities.



State of Connecticut

Annual Report of bong-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)

Name of Facility

Bloomfield Health Care Center of CT, LLC

License No.

9t3-C

Report foi• Year Ended

9/3o/2oi~

Page of

20 37

Item Total CCNH RHNS (Specify)

4. Housekeeping

a. In-House Care

1. Supplies -Cleaning (Mops,

pails, b~°ooms, etc. )

Sq. Ft. Serviced

by Personnel

An,~. $ 23,332 23.,332

b. Purchased Services (by co~~tract other°

than the°oi~gh Management Sep°vices)

(Co»~plele Schedule C-2 att.

Page 21)

s~. F~. serviced

by Personne~

Amt. $

C. Other (Spec) $

4D. Total Housekeepiizg Expenditures (4a + b + c) $ 2 ~,3 ~? 23,>3?

5. Resident Care (Supplies)**

a. Prescription Drugs***

1. Own Pharmacy $ 207,355 207,355

2. Purchased from $

b. Medicine Cabinet Drugs ~ 7, /8y 7,789

c. Medical and Therapeutic Supplies $ 88,094 88,094

d. Ambulance/Limousine*** $ 6,675 6,675

e. Oxygen

1. For Emergency Use $

2. Other*** $ 4,943 4,943

f, X-rays and Related Radiological $

Procedures***

6,828 6.828

g. Dental (Not de»lisls who should be included urrde~° $

salaries o~°fees)

h. Laboratory*** $ 12,080 12,080

i. Rec~•eation $ .x5,237 35,23 i

j. Direct Ma~lagem~nt S~►•vices* $
Ic. Indirect Management Se►•vices* $
I. Other (Specify)**** ~ $

See Attached Schedule
65,444 65,444

SM. Total Resicleizt C~rre Expenditures (Sa - Sj) $ 434,445 434,445
* Schedule C-1, Page 17 must be Fully completed or this expenditure w~ili not be allowed.

* * Do not include any fees to professional statf these should be reported nn Pagc 13, or, if paid on salary basis, on Page ] 0.

*** Facility should self-disallow the expense on Page 29 o1'the Cost Report.

**** 1CFMR's should provide a detailed schedule of all Day Program Costs.



Attachment Page 20

Schedule of Other Resident Care

Description CCNH RHNS (Specify)

Flu Vaccine -Medical Services 4,541

IV Th Sup lies - Rehab T and Ancllr (Disallowed on Pg 29a) 6,312

Medical Staff Meetings -Medical Services (200)

Purch Services -Nursing 1,435

Equip Rental -Nursing ($27,972 Disallowed on Pg 29a) 28,923

Equip Rental - Rehab T and Ancllr (Disallowed on Pg 29a) 10,150

Equip Rental -Respiratory (Disallowed on Pg 29a) 14,283

Total Other Resident Care $ 65,444 $ - $ -



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-21 Rev. 10/2001

Report of Expenditures

~'checlule C-2 -Individuals or Firms Providing Services by Contract

Name of Facility

Bloomfield Health Care Center of CT, LLC

License No.

913-C

Report for Year Ended

9/30/2019
Page of
21 37

Name of Individual or

Company Address

Related ** to Owners,

Operators, Officers

Explanation of

Relationship

Full Explanation of

Service Provided*

Total Cost/Page Ref.***

Yes No CCNH RHNS (Specify) Pg Line

ADM Environmental Group

Avenue, Brooklyn, Ny

1 1230 O O N/A

Waster Service/ Monthly

Recycling Service 27,994 22 6f

ADP

P.O. Box 842875,

Boston, MA 02284 O O N/A Payroll Processing 10,578 16 ml l

M.J Daly &Sons

110 Matcatuck HTS,
WaterUury CT 0670 0 O N/A HVAC 22,689 22 bf

X'I'REME LANDSCAPING

40 Stark Drive East

Granby> CT 06026 O ~ N/A

Landscaping /Snow

Removal 15,055 22 6f

O O

O O

O O

O O

O O

O O

O O

O O

O O

O O

* List all contracted services over $10,000. Use additional sheets if necessary_
** Refer to Page 4 for definition of related_
*** Please cross-reference arnount'to the appropriate page in the Annual Fleport (Pages 16, 18, 19, 20 or 22).



State of Connecticut

Annual Report of Long-Te~•m Care Facility
CSP-22 Rev. 6/95

C. Expenditures Other Than Salaries (cont°d) -Maintenance and Property

Name of Facility

Bloomfield Health Care Center of CT, LLC

License No.

913-C

Report for Year Ended

9/30/2019

Page of

22 ~ 37

Item Total CCNH RHNS (Specify)

6. Maintenance &Operation of Plant

a. Repairs &Maintenance $

b, Heat $ 61,145 61,145

c. Light & Powec $ 124,055 124,055

d. Water $ 29,245 29,245

e. Equipment Lease (Provide detail on page 6) $ 30,788 30,788

f. Other (ilemize) $

See Attached Schedule

136,554 136,554

6 Total Maint. &Operating Expense (6a - 6~ $ 381,787 381,787

7. Depreciation (complete schedule page 23 * )

a. Land Improvements $

b. Building &Building Improvements $

c. Non-Movable E uipment $ 1,155 1,155

d. Movable Equipment $ 67,415 67,415

*7e. Tota! Depreciation Costs (7a + b + c + d) $ 68,570 68,570.

8, A~~nortization (Complete atl. Schedule Page 24*)

a. organization Expense n

b. Mortgage Expense $

c. Leasehold Improvements $ 67,143 67,143

d. Other (Spec) $

*8e. Total ArnortiZation Costs (8a + b + c + d) $ 67,143 67,143

9. Rental payments on leased real property less

real estate taxes included in item l Ob $ 840,000 840,000

10. Property Taxes

a. Real estate taxes paid by owner $

h. Real estate taxes paid by lessor $ 104,369 104,369

c. Personal property taxes $ i o,437 1 u,437

1 1. 7'atud Property Expenses (7e + 8e + 9 + 10) $ 1,096,519 1,096,519

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



Attachment Page 22

Schedule of Other Repairs and Maintenance

Description CCNH RHNS (Specify)

Supplies $ 11,545

Consultin Fees 13,687

Purch Services -Maintenance 51,685

Purch Services - Securi 14,735

Ground Services 12,575

Pest Control 3,463

Carting 28,864

Total Other Repairs and Maintenance $ 136,554 $ - $ -



State of Connecticut

Annual Report of Long-Term (,ire F.aceGty

CSP-23 Rev. 10/2006

Depreciation Schedule
Name of Facility

Bloomfield Health Care Center of CT_ LLC

License No.

913-C

Report for Year Ended

9/30/2019

Page of

2; 37

Properky ~~tem

Historical

Cost

Exclusive of

Land

Less

Salvage

Value

Cost to Be

Depreciated

Accumulated

Depreciation to

Beginning of

Year's Operations

Method of

Computing

Depreciation

Useful

Life

Depreciation

for This Year Totals

A. Land Improvements

1. Acquired prior to this report period

2. Disposals (attach schedule)

3. Acquired during this report period (attach schedule)

A-4. Subtotal

B. Building and Building Improe~ements

1. Acquired prior to this report period 5,67,365 5,657,365 4,9.61,1 ~2 S/L Various

2. Disposals (attach schedule)

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

B-4. Subtotal

C. Non-Movable Equepment

1. Acquired prior to this report period 36.366 36,366 33, 80 S/L Various 1,1 5

2. Disposals (attach schedule)

,i. Acquired during this repor4 period (attach schedule)

G4. Subtotal 1,15

Is a mileage
logbook

maintained?
Date of

.acquis;tion
Historical

Cost

Exclusive of
Lanei

Less

Salvage

Value
Cost to Be

Depreciated

Accumulated

Depreciation to

Begnuung of

Year's Operations

Method of

Computing

Depreciation

Useful

Life

Depreciation

for This Year TotalsYes No Monch Year

D. Movable Equipment

1. Motor Vehicles (Specify name, model

and year of each vehicle)

a.
b.
c.
d.

2. Mo~~able Equipment

a. Acquired prior to this report period ~'~r far ~~R_~~i> ~~8_~'_0 1,8.100 S"L Various 61_~9~

b. Disposals (attach schedule)

c. Acquired during this report period

(attach schedule) Vac Vac i" ,0~ 3~ ~~)Z ~ L Farious ~_2i'_ l

D-3. Subtotal 67,415

E. Total Depreciation 68,570



Schedule of Land Improvements Acquired during this report period

Attachment Page 23 Attachment Pages 23 24

Useful

Ac uisition Da[e Descri rtion of Item Cost Life De ~reciation

Additions:

Total additions for Land Improvements $ - $ -

Deletions:

7'otul deletions for Land Improvements $ - $ -

*Ties to Page 23, Line A3

*'Ties to Page 23, Linc A2 
----------------------------------------------------------------------------------------------------------------------------------------------------

Schedule of Building Improvements Acquired during this repoiK period
Useful

**

Ac uisition Date Uescri rtion of Item Cost Life De ~reciation

Additions;

Total additions fbr Building Improvements $ - ~ -

Deletions:

Total deletions for Building Improvements $ - $ -

*Ties to Page 23, Line B3

**Ties to Page 23, Line I32 
----------------------------------------------------------------------------------------------------------------------------------------------------------

Schedule of Non-~Iovable Equipment Acquired during this report period

Useful

Ac uisition Date Descri ~tion oT Item Cost wte ue ~recianon

Additions:

Total additions for Non-Movable Equipment I $ - ~ I $

Deletions; _ _ .

7bta1 deletions for Non-blovable Equipment $ - $ -

:*

»r

*'Pies to Page 23, Line C3

**"Pies to Page 23, Line L2 
------------------------------------------------------------------------------------------------------------------



Schedule of Movable Pquipment Acquired during this report period

Useful

Acquisition Date Descrit~tion of Item Cost Life Deureciation

!~(I (11110115:

1 1!30/2018 'fable Base &'t'o $ 1,097 10 $ 110

1 1/30/2018 Dinin Armchair 5,0(15 10 501

11/30/2018 Video Ent S stem 2,270 5 454

1/31/2019 HP260 G3 Deskto Mini PC 776 3 259

2/28/2019 Install Ai hone Intercom S ste 5,929 IQ 593

2/28/2019 HP 260 G3 Deskto Mini PC 561 3 l87

2/28/2019 HP 260 G3 Deskto Mini PC 776 3 259

2/28!2019 LA'I'1 7490 La to 1,422 3 474

5/2ll2019 Chair, Table &Couch 9,893 10 989

8/31/2019 2 x MCQUAY P7'AC installation 9,974 5 1,995

Total additions for Movable Equipment $ 37,702 $ 5,821

Deletions:

Total deletions fur Movable Equipment $ - ~ -

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

Schedule of Leasehold Improvements Acquired during this report period

Useful

,f~.,~~i~iN~~ nary Description of Item Cost Life Denreci~tion

**

Additions:

1 011 512 0 1 8 Roofin ~ Re Iacements $ 4,632 10 $ 463

1/31/2019 HVAC -Installed new assemblie 5,028 IS 335

1/31/2019 HVAC-Chan *ed actuator 4,349 15 290

2/28!2019 HVAGCeilin> Fan Heater Re air 8,073 15 538

2/28!2019 HVAC-Ceilin>FanHeaterRe air 8,073 IS 538

3/31/2019 Roofin Re lacements 2,251 10 225

6/1/2019 Roofin Re lacements 2,375 10 238

9/29/2019 Power Su I on Fire Alarm 3,880 10 388

9/30/2019 New Flex Control Panel &Float 6,522 15 435

lbtal additions for Leasehold Improvement $ 45,182 $ 3,450

Deletions:

"Total deletions for Leasehold Improvement $ - $
*.

Attachment Pages 23 24

*"Pies to Page 24, Line C3

**Ties to Pace 24, Line C2



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-24 Rev. 10/2006

Amortization Scheduler

Name of Facility

Bloomfield Health Care Center of CT, LLC

License No.

913-C

Report for Year Ended

9/30/2019

Page of

24 37

Item

Date of

Acquisition

Length of

Amortization

Cost to Be

Amortized

Accumulated

Amort. to

Beginning of

Year's

Operations

Basis for

Computing

Amortization**

Rate

%

Amortization

for This Year TotalsMonth Year

A. Organization Expemse

1.

2.

3.

A-4. Subtotal

B. IViortgage Expense

1.

2

3.

B-4. Subtotal

C. Leasehold Improvements end Other

1. Acquired prior to this :report period Var Var Various 865.552 459,052 S/L Vario 63,693

2. Disposals (attache schedule)

3. Acquired during this report period

(attach scheduled Var Vai- Various -~~.1 ~? S'L Vario ~~.4~0

C-4. Subtotal 67,143

D. Total Amortization 67,143

* Straight-line method must be used.

** Specify which of they following bases were used:

A. Minimum of 5 years or 60 months.

B. Life of mortgagF; OR

C. Remaining Life of Lease; OR

D. Actual Life if o~rned by Related Party.



131omnficld He:dth Center for Nursing & Rchab

FIXED ASSET / DEPRECL~TION SCHEDULE

Ilisfaricnl 2018 2UI9 201')

As cl Tvpe Description Dnte In Service Melhod Life Cosl A/D Den~'ec. A/D NBV

LEASHOLU IbIPROVBMENTS

LI Prior Period Acquisi~iuns (Per 9130/18 CR) Various S/L Various 865,552 459,052 G3,693 522,745 342,807

2019 Atldilions

LI Roofing Replacements 10/1 S/2018 S/L 10 4,632 - 463 463 J,169

I.I HVAC-Installed new assemblie 1/31/2019 S/L IS 5,028 - 335 33$ 4,693

LI HVAC-Changed actuator 1/31/2019 S/L IS 4,349 - 290 290 4,OS9

LI HVAGCeiling Fan Heater Repair 2/28/2019 S/L IS 8073 - 53R S38 7,535

LI HVAGCeiling Pan Heater Repair 2/28/2019 S/L I $ 8,073 - 538 538 7,535

LI Rmling Replacements 3/31/2019 S/L 10 2,251 - 225 225 2,02E

LI Roofing Replacements 6/I /2019 S/L 10 2,375 - 238 23A 2,137

LI Power Supply on Fire Alarm 9/29/2019 S!L 10 3,880 - 3A8 388 3,492

LI New Flex Control Panel ~ Float 9/30/2019 S/L 15 6,522 - 435 435 6,087

'TO'T'AL LEASF.HOI.D I~~IPROVF.MF.N'I'S 91Q73J 459 052 67,(43 526,195 384,539

Quilding Improvements

Bidng Imp Prior Period Acquisitions (Per 9130/18 CR) Various S/L Various 5,657,365 4,961,152 247,095 5,208,247 449,1 18

TOTAL Buiidin~ Improvements 5,657,3fi5 4,961,152 247095 5,208,247 449,118

NON,h10VA6LE CQUIP~7EN7'

NML' Prior Period Acquisitions (Per 9/30/B CR) Various S/L Various 36,366 33,580 I, I SS 34,735 1,631

TOTAL NON-MO\'At3LI?EQUIP~i ENT 36,366 335A0 1,1.55 34,735 1,631

NIOVAI3LG EQUIPMCNT

Mti1L Prior Period Acquisitions (Per 9/30/18 CR) Various S/L Venous 558,520 178,100 GI,594 239,694 318,A2G

2019 Additions

fvltvl8 T'a6le Base ~ Top 1 1/30/2018 S/L 10 1,097 - I to 1 10 987

M X48 Dining Armchair 1 1/30/2018 S/L 10 5,005 - 501 501 4,504

MME Video Entry, System 1 1/30/2018 S/L 5 2,270 - 454 454 1,816

bIME HP260 G3 Desk(op ~dini PC I /31 /2019 S/L 3 776 - 259 259 517

MME Install Aiphone Intercom Sysle 2/28/2019 S/L 10 5,929 - 593 593 5,336

N[1vtE HP 260 G3 Desktop ivlini PC 2!2812019 S/L 3 561 - 187 187 374

MME HP 260 G3 Desktop Mini PC 2/28/2019 S/L 3 776 - 259 259 517

MME LAT1 7490 Laptop 2/28/2019 S/L 3 I,d22 - 474 474 948

„- -, Table is Couch 5721 /2010 c/t I p 9,A93 - 989 989 8 904

N(NIE 2 ~abICQUAY PTAC instnilation 8/31/2019 S/L S 9,974 - ~~~5 ~ ~~5 ~ ~~~

TO"PAL ~~IOVABLF. I?QUfPbIENT 596,222 178.100 67,415 245,515 350,707

7'07'AL ASSETS PF.R CR SCHEDULE 7,200,687 5,631,ASJ 382,508 6,014,692 I,IS5,995

TOTAL ASSETS PGR'PRIAL BALANCE 1,5J3,321 - 135,713 S06,d45 736,876

I.H:SS RGALTI'ASSETS
(5,657,365) (4,961,1$2) (247,095) (5,208,247) (44'),1 IR)

ROUNDING ~ ~

VARLANCE
(0) 670,732 - (~)

'PO"I'AL REALTY ASSETS PBR SCFfEWLL•
5,C>57,365

9'OTAL REALTY ASSETS Pflt REALTY'PI3
7,189,076

HISTORICAL VARIANCE ROLLED FORWARD** 1,531,71

I'/S vs C!R N13V - Pnge 31, Linc 69 U

I~/S v.a C/R Depreciation •Page 36, Line P'I -



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-25 Rev. 9/2002

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

Name of Facility

Bloomfield Health Care Center of CT,
License No.

913-C
Report for Year Ended
9/30/2019

Page of
25 ~ 37

1 1, Property Questionnaire

Part A

is the property either owned by the Facility If "Yes," complete Part B.
or leased fi•om a Related Panty?* 

O Yes O No 
~f "No," complete Part C.

*If any owner or operator of this facility is related by family, marriage, ownership, ability to control or

business association to any person or organisation from whom buildings are leased, then it is considered a

related party transaction.

Description Total

?nd Nlortgagc 3rd ~~lortgagc ~lth Nior[gagc

1. Date Land Purchased
2. Date Structuee Completed

3. if NOT Original Owner, Date of Purchase

4. Date of Initial Licensure

5. Total Licensed Bed Capacity 120

6. Square Footage

7. Acquisition Cost

a. Land

b. Building

Part B -Owner and Related Parties lst Moi~tgage~

I. Financing

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

b. Date Mortgage Obtained 07/01/02

a Interest Rate for the Cost Year 733.00%

d. Term of Mortgage (number of years) 15

e. Amount of Principal Borrowed 8,226,480

f. Principal balance outstanding as of 9/30/19 2,412,910

Complete ii' iV3orfg~~e vas Refi~n~:c~

During Current Cost Year

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

h. Date of Refinancing

i, New Interest Rate

j. Term of Mortgage (number of years)

I<. Amount of Principal Borrowed

I. 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

]Vote: Be sure required copies of leases ire attached to Page 25 and real estate taxes paid by lessor are included on Page 22, Item lOb.



State ofi Connecticut

Annual Report of Long-Term Care Facility

CSP-26 Rev. 6/95

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

Name of Facility

Bloomfield Health Care Centel• of CT,

License No.

913-C

Report for Year Ended

9/30/2019

Page of

26 ~ 37

Item Total CCNH RHNS (Specify)

1 2. 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. Fotn•th Mortgage $

~~ame cf Lenu~er Rate

Address of Lender

B. CHEFA Loan Information

1. Original Loan Amount $

2. Loan Origination Date

3. Interest Rate

4. Term

5. CHEFA Interest Expense

i G ~i%, 1'OFl[[ t'~l!%il![i~g iriiE~es~i G:x%~e"ii~e (fi i - r".4~ + B~~j u~ i ~ i

(Ca~•ry Su~btotals,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

Bloomfield Health Care Center of

License No.

913-C

Report for Year Ended

9/30/2019

Page of

27 ~ 37

Item Total CCNH RHNS (Specify)

Subtotals Brought Forward:

12. C. Movable Equipment

1. Automotive Equipment $

A. Item Rate Amount

Lender

Address of Lender

2. Other (Specify) $

A. ltem Rate Amount

Lender

Address of Lender

B. Item Rate Amount

Lender

Address of Lender

1 2. C. 3. Total Movable Equipment Interest

Expense (C 1 + 2) $

12. D, Other Interest Expense (Specify) $

Admin /Computer Loan /Equipment hlterest

14,701 14,701

1 3. Total Alllrrterest Expense (12B7 + 12C3 + 12D) $ 14,701 14,701

1 4. insurance

a, Insurance on Propef•ty (buildings only) $ 10,641 10,641

b, Insurance on Automobiles $

c. Insurance other than Property (as specified above)
1, ~tm~i~Pjl~ (~31~~?jr~l <'ovPrnge 1 $I 8,654 8,654

2. Fire and Extended Coverage $

3. Other• (Specz,~j~ ; ~

Liability /Crime Insurance

49;046 49,046

14d. Total Insurance Expe~zrlitirres (14a + b + c) $ 68,341 68,341

1 5. Total All Expenditures (A-13 lltru C-14) $ 10,472,910 10,472,910



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

D. Adjustments to Statement of Expenditures

Name of Facility
Bloomfield Health Care Center of CT, LLC

License No.
913-C

Report for Year Ended
9/30/2019

Page of
28 ~ 37

Item

No,

Page

No.

Line

No. Item Description

Total

Amount of

Decrease CCNH RHNS (Specify)

Page IO - Salaries and Wnges

1. Outpatient Service Costs $

2. Salaries not related to Resident Care $

3. Occupational Therapy $
4. Other -See attached Schedule $ 12,215 12,215

Page 13 - Professio~7a! Fees

5. Resident Care Physicians ** $

6. 13 Q l0a Occupational Therapy $ 214,525 214,525

7. Other -See attached Schedule $ 22.670 22,670

Pages 1 S & 16 -Administrative and General

8, Discriminatory Benefits $

9. 15 1 c Bad Debts $ 104, 158 104,158

0. Accounting $

10a. y ~ Legai $ 32,913 32,913

1 1. Telephone $

12. 15 lh2 Cellular Telephone $ 1,004 1,004

13. Life insurance premiwns on the life

of Owners, Partners, Operators $

14. 16 L3 Gifts, flowers and coffee shops $ 3,703 3,703

1 5. Education expenditures to colleges or

universities for tuition and related costs

for owners and employees $

16. 16 1_.4 Travel for purposes of attending

conferences or seminars outside the

continental U.S. Other out-of-state

travel in excess of one representative $ 2,387 2,387

17. Automobile Expense (e.g. personal use) $

18. 16 m2/3 Unallowable Advertising * $ 18,866 18,866

19. Income Tax /Corporate Business Tax $

20. Fund Raising /Contributions $

21. 16 n,12 Unallowable Management Fees $ 205,546 205,546

22. Barber and Beauty $

23. Other -See attached Schedule $ 34,205 34,205

—YQ~~e jt~ - U!L'lQly CXEIC'ii(l~%[ii~eJ I----

~~24. Meals to employees, guests and others

W}IU AI'V' II OI IGSI~GI`1tS .D

Prrge 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 a~•e not residents $
Subtotal (]terns 1 - 26) $ 652,192 652,192

* All except "Help Wanted". (Carry Subtotal forN~a~~d to f~exl page )

** Physicians who pro~~de ser~~ces to Title 19 residents are required to bill the Department of Social Sen~ces directly for each indi~~dual resident.



attachment Page 28

Schedule of Other Salaries Adjustment

Page Ref Line Ref Description CCNH RHNS (Specify)

10 B 12o Respiratory Therapist $ 35

10 B 12o Admissions Salary Related to Marketing 12,180

Total Other Salaries Adjustment $ 12,215 $ - $ -

Schedule of Fees Adjustments

Page Ref Line Ref Description CCIVH RHNS (Specify)

13 B 12o N Nursing Consultant $ 8,071

13 B 12o Rehab Consultant 14,599

Total Other Fees Adjustments $ 22,670 $ - $

Schedule of Other A&G Adjustments

Page Ref Line Ref Description CCNH RHNS (Specify)

16 ml3 Non Routine Bank Charges $ 2,743

lb m2sa ihamner of Commerce vucs 75n

16 m13 Miscellaneous Expense 27,451

i 5 V ar Benefiis Associated with Mai•kcting Salaries 3,2E 1

Total Other A&G Adjustments $ 34,205 $ - $ -



National Health Care Associates, Inc. (CT)

Disallowance Schedule for Cell Phones

September 30, 2019

Amount

Total Cell Phone Expense 2,444 ~rt~ t,~nited

Cell Phone Allowed Based on Bed Capacity 4

Monthly Allowable amount per Cell Phone $ 30

Months in Cost Report Year 12

Total Allowable Cost $ 1,440

Days in Cost Report (365out of 365 Days) 365

Days in Cost Report Year 365

Partial Year Allowable % 100%

Pg. 28b

Revised Allowable Cost $ 1,440

Disallowed Cell Phone (Page 28, Line 12) $ 1,004



Bloomfield Health Center for Nursing &Rehab

Calculation of Allowable Management Fee

September 30, 2019

Descrption

Management fees Charged

Accounting Charges

Total Management Fees Pec Agreement

A mrn~nt

493,418 Page 16, Line m12

2~,4~~ Page I5, Line ]d

513,818

Patient Days 33,334 ►'age s orcia
Imputed Days - 90% Occupancy (365/365 Days) 39,420 caicuiac~o~,
Amount Per Patient Day (Greater of 90% or Actaul Days) $ 13.03

PPD Allowance Per Client 9/30/18
2019 CP[ Increase

PPD Allowance 9/30/2019

Amount over (Under)

Total Days
Disallowed Management Fee

7.81 J.01a

1.~1% J.01b

7.82

$ 5.2143

39,420 Page 8 of C/R

$ 205,546

Pg. 28c



State of Connecticut
Annual Report of Long-Term Care Facility

CSP-29 Rev. 9/2018

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

Bloomfield Health Care Center of CT, LLC

License No.

913-C

Report for Year Ended

9/30/2019

Page of

29 ~ 37

Item

No.

Page

No.

Line

No. Item Description

Tota]

Amount of

Decrease CCNH RHNS (Specify)

Subtotals Brought Forward $ 652,192 652,192

Pnge 20 -Resident Cnre Supplies

27. ZU Sa2 Presc~~iption Drugs $ 207,355 207,355

28. 20 Sd Ambulance/Limousine $ 6,675 6,675

29. 20 Sf X-rays, etc $ 6,828 6,828

30. 20 Sh Laboratory $ 12,080 12,080

3l. Medical Supplies $

32. 20 Set Oxygen (non emergency) $ 4,943 4,943

33, Occupational Therapy $

34. Other -See Attached Schedule $ 71,472 71,472

Pnge 22 - Mr~inlenance and Property

35. Excess Movable Equipment Depreciation

See Attached Schedule $ 1 , ~ 3 ~ 1. ~ 3

36. Depreciation on Unallowable

Motor Vehicles $

37. Unallowable Property and Rea]

Estate Taxes $

38. Rental of Building Space or Rooms $

39. Other -See Attached Schedule $

P«ge 27 -Insurance

40. Mortgage Insurance $

41. Property Insurance $

ONzer -Miscellaneous

_ _ _

42. Other -Indirect $ 4,950 4,950

43. Interest Income on Account Rec. $

44. Other - Miscellaneous Administrative $

45. Management Fees Direct $

46. Management Fees Indirect $

47. Other -Direct $ 6,501 6,501

Not For Profit P~~ovirlers Only

48. Building/Non Movable Eq. Depreciation

Unallowable Building Interest

See Attached Schedule $

49. 7'otr~! Amounl of Decrease (lfems Y - 48) $ 974,33 I 974,331

*** Items billed directly to Depautment of Social Services and/or Health Services in CT, or other states, Medicare, acid private-pay icsidents. Identify

sepmatcly by category as indicated on Page 2U.



Attachment Page 2~ttachment Page 29

Schedule of Other Ancillary Costs

Paee Ref Line Ref llescriotinn CCNFI RHNS (Soecifvl

20 Si Cable Television Disallowance (See Attached) $ 10,874

20 51 E uipment Rental -Nursing 27,972

20 51 IV Th Sup lies - Rehab T y and Ancilry 6,312

2U 51 E ui Rental -Rehab Tp and Ancllr 10,150

20 51 Equip Rental -Res irator 14,283

20 Sc Part B Nursing Supplies 1,881

Total Other Ancillary Costs $ 71,472 $ - $ -

Schedule of Cscess A~lovable Equipment Depreciation

Paar Rrf Linn Rrf Ilrcrrintinn ('C'NFI RHNS (Soecifi~)

23 2a TV and Mattress Disallowed Depreciation Expense $ 1,335

Total Excess Movable Equipment Depreciation $ 1,335 $ - $

Schedule of Other Property ~~djustments

Pale Ref Line Ref' Description CCNH RHNS (~pectty)

Total Other Property Adjustments ~ $ I $ ~ $ - ~

-------------------------------------------------------------------- ---------------------------------~P-----------------------------------------------------------------------------

Schedule of Other -Indirect Adjustments

Page Rcf Line Ref Description CCNH RHNS (Specify)

30 N1 Meals sold to guests, employees &others $ 4,950



age

Total Other Adjustments $ 4,950 $ - $ -

Schedule of Other - Miscellaneous administrative Adjustments

Page Ref Line Ref Description CCNII RHNS (Specify)

Total Other Adjustments ~ - $ - $

29



Schcdulc of Other -Direct Adjustments Attachment Page 29

Paee Ref Line Ref Description CCNH RHNS (Specify)

27 12d Tntarest Expense on Late Payments $ 393

30 IV 8 ITT Rebate Program Revenue 623

30 N 8 Synergy Rebate 5,468

30 IV 8 Transcription income 17

Total Other Adjustments $ 6,501 $ - $ -

Schedule of LJnailo~vable Building Interest

Page Ref Line Ref Description CCNtI RUNS (Specify)

Total Unallowable Building Interest $ - $ ~ -



1Vational Health Care Associates, Inc. (CT) Pg. 29b

Cable TV Disallowance

September 30, 2019

Total Cable TV Expense 14,474 TR Linked

Total Mouthy Fee Allowed $ 300

Total Months 12

Total Allowable Expense $ 3,600

Partial Year Cost Report (365 out of 365 Days) $ 365

Days in Cost Report Yeai' 365

Partial Year Allowable % 100.00%

Revised Allowable Cost $ 3,600

Disallowed Expense $ 10,874 {a}

Ticicmark

{a} Ties to page 29a



State oi'Connecticut

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

F. Statement of Revenue
Name of Facility License No.

Bloomfield Health Care Center of CT, LI 913-C

Report For Year F.nded
9/30/2019

Page of

30 ~ 37

Item Total CCNH RHNS (Specify)

1. Resident Room, Board &Routine Care Revenue

I. a. Medicaid Residents (CT only) $ 10,882,280 10,882,280

b. Medicaid Room and Board Contractual Allowance ** $ (3,989,374) (3,989,374)

2, a. Medicaid (All oiler stales) $

b. Other States Room and Board ConU•actual Allowance ** $

3, a. Medicare Residents (all inclusive) $ 681,695 681,695

b. Medicare Room and Board Contractual Allowance ** $ 244,712 244,712

4, a. Private-Pay Residents and Other $ 1,483,295 1,483,295

b. Private-Pay Room and Board Contractual Allowance ** $ (102,269) (102,269)

11. Other Resident Revenue

1. a. Prescription Drugs - Medicare $ 84,190 84,190

b. Prescription Drugs -Medicare Contractual Allowance ** $ (84,190) (84,190)

c. Prescription Di•ugs -Non-Medicare $ 94,901 91,901

d. Prescription Drugs -Non-Medicare Contractual Allowance ** $ (89,298) (89,298)

2. a. Medical Sup lies -Medicare $ 2,765 2,765

h. Medical Supplies -Medicare Contractual Alloy-vance ** $ (2,765) (2,765)

a Medical Supplies -Non-Medicare $

d. Medical Supplies -Non-Medicare Contractual Allowance ** $

3. a. Physical Therapy -Medicare $ 262,787 262,787

b. Physical Therapy -Medicare Contractual Allowance ** $ (163,913) (163,913)

c. Physical Therapy -Non-Medicare $ 225,298 225,298

d. Physical Therapy-Non-Medicare Contractual Allowance ** $ (162,806) (162,806)

4. a. Speech Therapy - Medicare $ 69,858 69,858

b. Speech Therapy -Medicare Contractual Allowance ** $ (50,067) (50,067)

e. Speech Therapy -Non-Medicare $ 103,521 103,521

d. Speech Therapy -Non-Medicare ConU•actual Allo~~~ance ** $ (89,320) (89,320)

5. a. Occupational Therapy -Medicare $ 231,358 231,358

b. Occupational Thera y -Medicare Contractual Allowance ** $ (170,572) (170,572)

c. Occupational Therapy -Non-Medicare $ 209,057 209,057

d. Occupational Therapy -Non-Medicare Contractual Allo~~~ance * * $ (I 80,086) (180,086)

6. a. Other (Specify) -Medicare $ 44,031 44,031

b. Other (Specify) -Non-Medicare $ 64,638 64,638

III. Totnl Resident Revenue (Section I, thru Section Il.) $ 9,599,726 9,599,726

IV. Other Revenue*

1. Meals sold to guests, employees &others $ 4,950 4,950

2. Rental oi'rooms to non-residents $

3. Telephone $

4. Rental of Television and Cable Services $

5. Interest Income (Specify) $ 61 61

6. Private Duty Nurses' Fees $

7. Barber, Coffee, Beauty and Gift shops $

8. Other (Specify) $ 45,165 45,165

V Totn! Otlrer Revenaie O thru 8) $ 50,176 50,176

VL Totnl Al! Revenue (III +V) $ 9,649,902 9,649,902

* Facility should off set the npproprinle expense on Page 28 or Page 29 of the Cos( Report.

** Faciliq~ should re~orl a!! conh~aclnnl nlloirarrces and/or pgi~er discomus.



Attachment Page 30

Schedule of Other Resident Re~~enue- Ntediciire

Related Gip

Naar Rrf Il..corin Fin.. ('('NH RHNC fSnerifvl

30 R 6a Medicare Pt A IV Thera -Bloom- - - $ I4,236

30 II 6a Medicare Pt A ~a6-Bloom- - - 28,379

30 [I bx Medicare Pt A X-Ra -Bloonr - - 2,036

30 D 6a Medicare Pt ASettlement-Bloom- - - 2,246

30II6a MedicarePtBPriorPeriod-Bloom--- (2,866

7'utal Other Resident Revenue- Medicare $ 44,03] $ $ -

Schedule of Other Non-Medics~re Resident Revenue

Related Esp

u.,..e v..e nom,..:.. ~;.... rrn~u atwc !S„~rifvl

3U fl bb Medicaid NThera -Bloom- - - $ 1

301I6b MedicaidLab-Bloom--- 9,772

30 I16b Medicaid X-Ra -Bloom- - - 325

30 II 6b PrivataLab-Bloom--- 23~

30 II 66 Comm Ins 1V Thera -Bloom--- 11,957

30 II 66 CorrunL~sLab-Bloom--- 3,945

30 II 6V Comm Ins X-Ra -Bloom- - - 494

30 II 6b Mgd Medicare N Thera 5,575

30 II 6b Mgd Medicare Lab 26,030

30 II 6b M d Medica~'e S ecialty Beds 4,226

3U T16b M d Medicare X-Ra 4,038

30 II 6b M dMedicarePriorPeriod ~~,~~~

Total Other Resident Revenue $ 64,63A $ $ ''

Interest Income

,a~~~Unr

a.,~.,....o r~niu unNc lSnrcifvl

30 IV 5 Interest on Mone Mv'ket Account 84,147 $ G 1

Totallnterestlncome $ ~~ $ $

Schedule of Other Revenue

!'!`N LI RIINC (Snecifvl

30 IV 8 United Health Cu'e Dividends $ 15,138

30 IV 8 ITT Rebate Program Revenue (Disallowed on P~ 29a) 623

30 IV S Steric cle Class Action Settlement (No CY Ex ensej IQ1

30 IV 8 S ergy Rebate (Disallowed on Pg 29a 5,468

30 IV 8 Prior Period Revenue ~z•ggZ

3U IV 8 Transcii tion Income (Disallowed on Pg 29a) ~~

30 N A Credit from PY IQ936

Total Other Revenue $ 45,165 $ - $ ' -



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

G. Balance Sheet

Name of Facility
Bloomfield Health Care Center of CT,

License No.
913-C

Report for Year Ended
9/30/2019

Page of
31 ~ 37

Account Amount
Assets
A. Current Assets

1. Cash (on hand and in banks) $ 263,890
2, Resident Accounts Receivable (Less Allowance for Bad Debts) $ 1,125,743
3. Other Accounts Receivable (Excluding Owners or Related Parties) $
4 Inventories $ 16,651
5, Prepaid Expenses

a.
$ 102.161

b.
c.
d. See Schedule 102,161

6. Interest Receivable $
7. Medicare Final Settlement Receivable $
8. Other Current Assets (itemize) $

See Schedule
A-9. Total Curf~entAssets (Lines Al thru 8). $ 1,508,445

B. Fixed Assets
Lard $

2. Land Improvements *Historical Cost
Accum. Depreciation Net

$

3. Buildings *Historical Cost
Accum. Depreciation Net

$

4. Leasehold Improvements *Historical Cost 910,734

Accum. Depreciation 526,195 Net
$ 384,539

5. Non-Movable Equipment *Historical Cost 36,366

Accum. Depreciation 34,735 Net
$ 1,631

6. Movable Equipment *Historical Cost 596,222
Accum. Depreciation 245,515 Net

$ 350,707

7. Motor Vehicles *Historical Lost
Accum. Depreciation Net

n ~

~. Minor EgU~pment=Not I~epr~ciab!e ~

9. Other Fixed Assets (itemize)

Rounding (1)
$ (1)

See Schedule
B-10. Total Fixed Assets (Lines B 1 thru 9) $ 736,876

* Historical Costs must agree with Historical Cost reported in Schedules on tc~~~,,,~roraifo„~-~,~a~o„~.Y~~age~

Depreciation and Amortization (Pages 23 and 24).



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

G. Balance Sheet (cont'd)

Name of Facility
Bloomfield Health Care Center of CT, L

License No.
913-C

Report for Year Ended
9/30/2019

Page of

32 ~ 37

Account ~ Amount

Total Brought Forward:$ 2,245,321

C. Leasehold or like property t•ecorded for Equity Purposes.

1. Land $
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. De reciation Net $

6. Motor Vehicles *Historical Cost

Accum. Depreciation Net $

7. Minor Equipment-Not Depreciable $

C-8 Total Leasehold o~~ Like Properties (Cl thru 7) $

D. Investment and Othec Assets

1. Deferred Deposits $

2. Escrow Deposits $

3. Organization Expense *Historical Cost

P+ccum. Depreciation iJet $

4. Goodwill (Purchased Only) $

5. Investments Related to Resident Care (itemize) $

6. Loans to Owners or Related Parties (itemize) ~ $ I ~0

Name and Address Amount Loan Date

T _.Due from Related 140

7. Other Assets (itemize)

Security Qeposits 1 1,500
~ 1 ~ . ~ ~%~~ ~

See Sched~~le

D-8. Totullnvestments and Other Assets (Lines Dl thru 7) $ 1 1,640

D-9. Total All Assets (Lines A9 + B 10 + C8 + D8) $ 2,256,961

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



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-33 Rev. 6/95

G. Balance Sheet (conti'd)

Name of Facility
Bloomfield Health Care Center of CT, LLC

License No.

9l 3-C

Report for Year Ended

9/30/2019

Page of

33 ~ 37

Account Amount

Liabilities

A. Current Liabilities

1. Trade Accounts Payable $ 700,468

2, Notes Payable (itemize)

Notes Payable ST2-Bloom- - - 25,413

$ 63,142

Notes Payable ST4-Bloom- - - 2,549

Notes Payable STS-Bloom- - - 35,180

See Schedule

3. Loans Payable for Equipment (Cu~rrerrt portion) (itemize) $ 20,7 I ~4

Name of Lender Purpose Amount Date Due

M&T Bank Equipment 20,714 Various

4. A.c~~'ued Pa; rill (Fa~c12.~~cive n f Ch~~r~~r~s and/o~° Stockholcle~•s only) ~ $ 272,406

5. Acct~ued Payroll (Owne~•s acrd/o~• Stock7~olcle~•s only) $

6, Accrued Payroll Taxes Payable ~

7. Medicare Final Settlement Pa able $

8. Medicare Current Financing Payable $

9. Mortgage Payable (Current Portion) $

10. Interest Payable (Exclz~sive of Oti~~ner° and/o~~ Related Pa~~ties) $

1 1. Accrued Income Taxes* $

1 2. Other• Current Liabilities (itemize) $ 313,505

-__
See Schedule 313,505

A-13. ~'ot~l ~~~rreaat 7.~~~ibiliti~s (Lines Al thru 121 $ 1,370,235

* Business Income Tax (not that withheld from employees). Attach copy of o~.vner's Federal Incomc (cu~•,y 7~n~d,/~,~•~~~«~•d ~~~ ~,~.~~r~~~x~)

Tax Retw~n.



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-34 Rev. 6/95

G. Balance Sheet (cont'd)

Name of Facility

Bloomfield Health Care Center of CT, LLC

License No.

913-C

Repo►•t for Yea►' Ended
9/30/2019

Page of
34 ~ 37

Account Amount
Total Brought Forward: 1,370,235

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

1 , Loans Payable-Equipment (itemize) $ 106,919
Name of Lender Purpose Amount Date Due

M&T Bat11< Equipment 106,919 Various

2. Mortgages Payable $
3. Loans from Owners or Related Parties (itemize) $ 7,673,505

Name and Address of Lender Amotmt Loan Date

Due to Realty / Related 7,673,505

4. Other Lo~~g-Term Liabilities (itemize)
Notes Payable 34,654

$ 1 13,595

Due to Medicaid 78,941

See Schedule
B-5. Total Long-Term Liabilities (Lines B1 thru 4) $ 7,894,~iy
C. Total A!l Liabilities (Lines A-13 + B-5) $ 9 264 254> >



Allnchmcnl Pagc i 131

SchcOulc u(Pmpaid E~pcnsc~ Pn};c 11 Linc AS

v:.. , n~.r ~; , u~.r n.,

31 AS Prc aid Workcrs Com S 13 97')

31 AS Pm ~~id Gcn lrtsuruxc ~ S IJ(

31 AS Pm uid E~ rases Olhcr 5 87J

31 AS Pm aid Rcal Estalc Tn~cs 27 (>')3

3I AS Pcc 'ud Porsonal Pm rt Tn~cs 1 I I )U

31 AS Pre •iid M I Assets 3N 27'1

TotfllPre ~aiJ Ex tenses § 1~2,IGI

Schc~lulc of Other FiccA Astii4 (Itembc) PA~;c 7I Line 11'I

SclrcAule of Ofher Cu ncnf Liubili~ies (I~emiic) Pn};c J1 Line AI2

33 Al2 Lo~uu mid E~cfu ,~ 
_._..._. _

$ 6U

73 Al2 U~wlaintcd ADP Clwcks dl7)

33 Al2 Paticiu Funds a~~~~

33 AI2 Palicnt Rccrcalion Fwd ''~~

73 AI2 Unim~Dues Pa ~ublc `fix

33 AI2 Accnicd E. ~~ses l`)5 NO2

}3 AI2 Mcmcd Walkers Cmn 5J,35'l

33 AI2 Accmcd Putctwsc ~'~~~~~

Totxl Other Cumnl Lia6ilifics (ticmh.~) S 313,505

ScheAule of Other Long;-Terri Li;ibililics (IlemiiA•) Pn{;c JJ Line 13J

Tutal Olhcr Curmnl Linbilitics (Ilcmi~e) ~

Schctl~dc o(OthcrCwrenl Assets (ilemii.~d) N:~Ri 31 Line AH

Schcilulc of Olhcr AsscU Pa};c 12 Linc D7

Schedule of Notes Ihq~able Qtemiec) Pa};e 3J Line A2



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

Bloomfield Health Care Center of CT,
License No.

913-C

Report for Year Ended

9/30/2019

Page of

35 ~ 37

Account Amount

A. Reserves

1. Reserve fol• value of leased land $

2. Reserve for depreciation value of leased buildings and appu►-tenances
to be amortized $

3. Reserve for depreciation value of leased personal property (Egi~iiJ~) $

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. ~'apit~l Sto~l< $

3. Paid-in Surplus $

4. Treasury Stocl< $

5. Cumulated Earnings $ (6,184,285)

6. Gain or Loss for Period 10/l/2018 thru 9/30/2019 $ (823,008)

7, "I~otat Net worth $ (7,007,243)

L. Total t~teserves and 1~%ei i~oril~ $ ~7,n~?,2~~)

D. Tota/ Liabilities, Reserves, and Net Wort/~ $ 2,256,961



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-36 Rev. 6/95

I~. Changes in Total Net Worth

Name of Facility

Bloomfield Health Care Center of CT, L

License No,

913-C

Report for Year• Ended

9/30/2019

Page of

36 ~ 37

Account Amount

A. Balance at End of Prior Period as shown on Report of 09/30/2018 $ (6,1X4,285)

B. Total Revenue (From Slate»7ent of Revenue Page 30) $ 9,649,902

C. Total Expenditures (From Statement of Exper~t~ili~res Page 27) $ 10,472,910

D. Net Income or Deficit $ (823,00$)

E. Balance $ (7,007,293)

F. Additions

1. Additional Capital Co~ltributed (itemize )

2. Other (itemize )

F-3. Total Additions $
G. nPrl~~~tions

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

Name and Address (No., City, Stale, Zip) Title Amount

2, Other Withdrawings (Specify) $

Purpose Amount

3. Total Deductions $
E{. t~lZlQl1C6 111 ~f~t~ [~.f ~erl~C~ t~9~3v~ i 9 $ {~,~~~,~9~~ I



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-37 Rev. 9/2002

I. Preparer's/I~eviewer°s Certification

Name of Facility License No. Report for Year Ended Page of
Bloomfield Health Care Center of CT, LLC 913-C 9/30/2019 37 37

Check appropriate category

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

Preparer/Reviewer Certification

I have prepared and reviewed this report and am familiar with the applicable regulations governing its preparation. I
have read the most recent Federal and State issued field audit reports for the Facility and have inquired of appropriate

personnel as to the possible inclusion in this report of expenses which are not reimbursable under the applicable
regulations. Ail non-reimbursable expenses of which 1 am aware (except those expenses known to be automatically

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

are properly reported as such in this report on Pages 28 and 29 (adjustments to statement of expenditures). Further, the

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

Si re of P •x~ Title Date Signed

c~ ~~--i ~~. 2 1 ~ 3 ~ ~v/.tie ~
Printed Name of Preparer

Matthew S. Bavolack

Addre: Address Phone Number

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

Contacted Person Regarding Additional Information Needed Regarding This Report Phone Number

John Phelps 516-705-4813

Contact Email Address

j p he Ip s @nathealthcare. com

State of Connecticut 2019 Annual Cost Report Version 13.1



i ~ ;
~ ~ i~ `~ ~
ADVISORY ~ CONSULTING

ACCOUNTANTS' CONSULTING REPORT

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

Report") for Bloomfield Health Care Center• for Nursing and Rehabilitation for the year ended September

30, 2019, included in the accompanying prescribed form. We have 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

Deparhnent of Social Services (DSS) from data provided to us by the management of Bloomfield Health

Care Center for Nursing and Rehabilitation. We did not audit or review the Cost Report included in the

accompanying prescribed form, nor were we required to perform 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 form of assurance on the Cost Report included in the accompanying prescribed

form.

Management is responsible for maintaining 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, implementing, and maintaining internal control

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

in the Cost Report.

This report is intended solely for the information and use ofthe management Bloomfield Health Care Center

for Nursing and 1~ehabilitation and ASS and is not intended to 6e, ana should not ne, used by anyone ot}~er

than these specified parties.

MARCUM LLP

New Haven, CT
February 6, 2020

M~RCUM ,._ ,
M EMBER

~YCfliB~B LLP ~s 555 Lang Wharf Drive ~ 8th Floor ~-~ New Haven, Connecticut 06511 ~=i P9ione 203.781.9600 ~2 Fax 203.781.9601 ~_= w~wentarcuattllpoCo~lt
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1 ',
This checklist is not required to be submitted with the Annual Report

FaClllty Na11le Bloomfield Health Care Center of CT, LLC

Complete the following check list. Provide an explanation for anv "No"answers. Attach
additional sheets to explain further, if necessary.

Yes No

a
Explanation:

Yes No

Explanation:

Yes No

Explanation:

Yes No

Explanation:

Have all related parties been properly disclosed on Pages 4, 11, 12, 14, 17 and 21?

2. Are the methods of allocating costs consistent with prior year? If not, explain the
reporting change.

3. Are costs allocated based on the methods prescribed on Page 5 of the Annua]
Report? If not, provide the basis of your allocation.

4. Do equipment leases listed on Page 6 agree with equipment leases reported on Page
22, Line 6e? if not, state where these costs are included in the Annual Report.

Page 1 of 4



Yes IVo
❑ 5. Do accounting and legal fees reported on Page 7 agree with Page 15, Lines 1 d and

1 e, respectively?
Explanation:

Yes No
6. During cost year, did you report all certified bed changes on Page 9? Do the bed

change dates agree to the license issued by the Department of Health?

Explanation:

Yes No
❑ 7. If there has been a change in Administrators, have the dates of employment and

applicable hours for each Administrator been reported on Page 12?

explanation:

Yes No
❑ 8. Have hours been reported for all expenses claimed on Page 13? Hours must be

actual rather than estimated.
Explanation:

Yes No
9. Has resident day user fee expense been properly reported on Page 15, Line 1 k3?

Explanation:

i~cS i~ry

~, l0. Have purchased services greater than $10,000 reported on Pages 16, 1 S, 19, 20

end 22 beep: detailed o~~ Page 21?

Explanation:

Page 2 of 4



Yes No
1 1. Have the dietary and laundry questionnaires on Pages 18 and 19 been completed?

Explanation:

Yes No
12. Has the personal use portion of automobile expense been disallowed, including,

depreciation, lease payments, insurance and taxes?
Explanation:

Yes No
13. Does historical cost and accumulated depreciation of all assets reported on Pages

23 and 24 roll forward from the prior cost year?
Explanation:

Yes No
14. Does the net book value of all assets reported on Pages 23 and 24 agree with the

net book value reported on Pages 31 and 32?
Explanation:

Yes No
15. Has asset useful life been reported in accordance with the 2013 edition of the

American Hospital Association guidelines?

Explanation:

es ~T:,
f 16. Have all assets been categorized between movable and fixed in accordance with

the 20 ~ 3 edition ~f the hmeric~n Hospital. ~issociatinn g~~ic~eli~~~s?

Explanation:

Page 3 of 4



Yes No
17. Have all contractual allowances been properly ~•eported on Page 30?

Explanation:

Yes No
18. Were all discrepancies on the Error Page addressed?

Explanation:

Yes No
19. Have Pages 1 and 37 been signed? Cost reports without ~~ signed Page 1 and 37

►vill not be accepted.
Explanation: _

Yes No
20. Have detailed schedules been provided for all "other" line items, fixed asset and

movable equipment additions? If det~cil is not provided, appropriate
disnllowa~7ces evil/ be nzc~c%.

~xp~an~tier::

Yes No
a ❑ 2l . Have all costs associated with non-nursing home businesses (i.e., Adult Daycare,

Meals on Wheels, Outpatient Therapy Services, etc.) been disallowed on Pages 28

and/or 29 of the Annual Report?

Explanation:

~'e~ ~Io
~, 22. Has all required documentation been submitted to the Annual Report review and

audit contractor?

Explanation:
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