
1 1

Annual Report of Long-'Term Care Facility
Cosh Year 2019

Name of Facility (as licensed)
Marlborough Health Care Center, Inc.
Address (No. &Street, City, State, Zip Code)
85 Stage Harbor Road, Marlborough, CT 06447
Type of Facility

Chronic and Convalescent
Rest Home with Nursing

~ Nursing Home only (CCNH) ~ Supervision only ❑ (Specify)
(RHNS)

Report for Year Beginning Report for Year Ending

1 0/1 /2018 9/30/2019

License Numbers: CCNH RHNS (Specify) Medicare Provider

200RH 07-5384

Medicaid Provider Numbers: CCNH RHNS ICF-IID

75064

For Department Use Onlv
Sequence Number

Assi ned
Signed and
Notarized

Date
Received

Sequence Number

Assi ned
Signed and Notarized Date Received



General Information -Administrator's/Owner's Certification 1
General Information and Questionnaire -Data Required foi~ Real Wage Adjustment 1 A
General Information and Questionnaire -Type of Facility -Organization Structure 2
General Information and Questionnaire -Partners/Members 3
General Information and Questionnaire -Corporate Owners 3A
General Information and Questionnaire -Individual Proprietorship 3B
General Information and Questionnau•e -Related Parties 4
General Information and Questionnaire -Basis for Allocation of Costs 5
General Information and Questionnaire -Leases 6
General Information and Questionnaire -Accounting Basis 7
Schedule of Resident Statistics 8
Schedule of Resident Statistics (Cont'd) 9
A. Report of Expenditures -Salaries &Wages 10

Schedule Al - Salaiy Information for Operators/Owners; Administrators, Assistant

Administrators and Other Relatives 11

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

Administrators and Other Relatives (Cont'd) 12

B. Report of Expenditures -Professional Fees 13

Report of Expenditures -Schedule B-1 -Information Required for Individuals) Paid on Fee

for Service Basis 14

C. Expenditures Other than Salaries -Administrative and General 15

C. Expenditures Other than Salaries (Cont'd) -Administrative and General 16

Schedule G 1 -Management Services 17

C. Expenditures Other than Salaries (Cont'd) -Dietary 18

C. Expenditures Other than Salaries (Cont'd) -Laundry 19

C. Expenditures Other than Salaries (Cont'd) -Housekeeping and Resident Care 20

Report of Expenditures -Schedule G2 -Individuals or Firms Providing Services by Contract 21

C. Expenditures Other than Salaries (Cont'd) -Maintenance and Property 22

Depreciation Schedule 23

Amortization Schedule 24

C. Expenditures Other than Salaries (Cont'd) -Property Questionnaire 25

C, Expenditures Other than Salaries (Cont'd) -Interest 26

C. Expenditures Other than Salaries (Cont'd) -Interest and Insurance 27

D. Adjustments to Statement of Expenditures 28

D. Adjustments to statement of Expenditures (Cont'd) 29

F. Statement of Revenue 3v

G. Balance Sheet 31

G, Balance Sheet (Cont'd) 32

G. Balance Sheet (Cont'd) 33

G, Balance Sheet (Cont'd) 34

G. Balance Sheet (Cont'd) -Reserves and Net Worth 35

H. Changes in Total Net Worth 36

I. Prebarer's/Reviewer's Certification 37
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General Information
Name of Facility (as licensed) License No. Report for Year Ende Page of
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Administrator's/Owner's Certification

MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS

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

FEDERAL LAW,

HEREBY CERTIFY that 1 have read the above statement and that I have examined the accompanying

Cost Report and supporting schedules prepared for Marlborough Health Care Center, Ina [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 providers) in accordance with applicable instructions.

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

I have read this Report and hereby certify that the information provided is true and correct to the best of

my knowledge under the penalty of perjury. I also certify that all salary and non-salary expenses

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

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

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

request.

{a} Subject to Desk Audit Review

Signed (Administeator) Date Signed (Owner) Date

Printed Name (Administrator) Printed Name (Owner)

Robert Guastella Marvin J. Ostreicher

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

to before me:
/ /

llU Ui cJJ vi i~viui~ i~Li~ii~.

(Notary Seal)
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Department of Social Services

55 Farmington Avenue, Hartford, Connecticut 06105

Data Required for Real Wage Adjustment Page of
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Name of Facility

Marlborough Health Care Center, Inc.

Period Covered: From

10/1/2018

To

9/30/2019

Address of Facility
85 Stage Harbor Road, Marlborough, CT 06447

Report Prepared By
Marcum LLP

Phone Number
203-78 ] -9600

Date
1 /30/2020

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 Wuges Puid $

7. Total salaries paid $

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

Wages -Compensation computed on an hourly wage rate.

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

number of hours worked.

DO NOT include Fringe Benefit Costs.



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-2 Rev. l0/2005

General Information and Questionnaire

Type of Facility -Organization Structure

Phone No. of Facility

860-295-9831

Report for Yeat• Ended

9/30/2019

Page

2

of

37

Name of Facility (as shown on license)

Marlborough Health Care Center, Inc.

Address (No. & St~~eet, Ciry, State, Zip )

85 Stage Harbor Road, Marlborough, CT 06447

License Numbers:

CCNH

200RH

RHNS (Specify) Medicare Provider No.

07-5384

Type of Facility (Check appropriate box(es))

Chronic and Convalescent

~ Nursing Home only (CCNH) ~

Rest Home with Nursing ~~

Supervision only (RHNS) ~ ~Speci

Type of Ownership (Check appropriate box)

O Proprietorship O LLC O Parfiership O Profit Corp. O Non-Profit Corp. O Government O Trust

]f this facility opened or closed during report year provide:

Date Opened Date Closed

Has there been any change iri ownership

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

N/A

Administrator

Name of Administrator

Robert Guastella

Nursing Home

Administrator's

License No.:

936

Other Operators/Owners who ace 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

Marlborough Health Care Center, Inc.

License No.

200RH

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

N/A

Name of Partners/Members Business Address Title %Owned

N/A



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3A Rev. 10/2005

General Information and Questionnaire
Corporate Owners

Name of Facility

Marlborough Health Cace Center, Inc.

License No.

200RH

Report for Year Ended

9/30/2019

Page of

3A 37

If this facility is owned ot~ operated as a corporation, provide the following information;

Legal Name of Cocpocation Business Address States) in Which Incorporated

Marlborough Health Care

Center, Inc.

85 Stage Harbor Road, Mai•Iborough,

CT 06447

CT

Name of Directors, Officers Business Address Title
No. Shares

Held by Each

Agnes Zitter• 9 Dogwood Lane, Lawrence, NY

1 1559

President 50

Marvin Ostreicher 181 Wildacre Avenue, Lawrence, NY

1 1559

Secretary 50

Names of Stockholders Owning at Least 10%

of Shares

Agnes Zitter 9 Dogwood Lane, Lawrence, NY

1 1559

President 50

Mai•vi~~ Ostreicl~er 181 Wildacre Avenue, Lawrence, NY
~ - ----I 155y

Secretary 50



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

Marlborough Health Care Center, Inc. 200RH 9/30/2019 3B 37

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

Owners) of Facility

N/A



State of Connecticut

Annual Deport ofLong-Term Care FaciliTy

CSP-4 Rev. 10/2005

General Information and Questionnaire
Related PartiesX

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

Marlborough Health Care Center, Irlc. 200RH 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? 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 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 Business Non-Related Parties Description of Goods/Services in Annual Report Cost Actual Cost to the
Individual or Company Address Provided Pa e # /Line # Re orted Related PartyYes No %**
aUona eat 'are h unnse wy, a ey tream

~ ~Associates 20 E Sunrise NY, 11581 Consulting Fees Page 16 / Line ml l 22.844 22,844

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

~ ~Associates 20 E Sunrise NY, 111581 Interest Expense Page 27 /Line 12d 5,035 5,03

National Healthcare 20 E Sunrise Hwy, Valley Stream

~ ~Associates 20 E Sunrise NY, i fl 581 Shared Expense Page 16 / Line m 12 471,092 471.092

850 Si➢as Deane Hwy Wethersfield.
~ ~850 SILAS DEANS CT 05109 Rent /Other Page 16 / Line m 12 1,304 1.304

20 E Sunrise I-~wy. Valley Stream

~ ~20Sunrise NY, 11581 Rent /Other Page 16 / Line m12 11,918 11.918

850 Silas Deane Hwy Wethersfield,

~ ~Preferred Therapy Solutions CT 06109 PT,OT,ST SERVICES/CONSULTING Various 626,217 609.823

6851 Jericho Tpke, Suite 150

~ ~NOA DIAGNOSTICS Syosset, NY 11791 Radiology Page 20 /Line Sf 18.196 15,667

PROCARE LTC 1492 Highland Ave Cheshue CT

~ ~PHARMACY OF CT 06410 Drugs /OTC / R,i Consulting Various 340,400 313,341

See Attached for Continued

~ ~List Various Various Various 1,040.226 1,040.226

* Use additional sheets if necessary.

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



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-4 Rev. 10/2005

General Information and Questionnaire

Related Parties"

Name of Facility

Marlborough Health &Rehab

License No.

200RH

Report for Year Ended

9/30/2019

Page of

4a 37

Also Provides Goods/Services

to Non-Related Parties
Name of Related

Individual or Company'

Business

Address

Description of

Goods/Services

Provided

Indicate V✓here
Costs are Included

in Annua] Report

Page # /Line #

Cost

Reported

Actua] Cost

to the

Related PartyYes No %**

National HealthCaze Associates-Aemu 850 Silas Deane Hwy Wethersfield. CT 06109 O O polo Health Insurance Page IS /Line lay 57'7,101 577,101

Cambridge Manor 2423 Easton Tpke, Fairfield CT 06825 O ~ 0 % Banl: Fees Page 16 / Line m13 4,991 4,991

Cambridge Manor 2428 Easton Tpke, Fairfield CT 06825 O O p~ Workers Comp Page 15 /Line lal 3,353 3,353

Regency House of Wallingford i81 East Main St Wallinzford CT 06492 O O poi Dietary Consultant Page 13 / Line I 39] 391

Millborougl~ Realty 85 Stage Harbor Rd Marlborough CT 06447 O O p ~o Lease of Facility Page 22 /Line 9 360,000 ***360,000

Millborough Realty 85 Stage Harbor Rd Marlborough CT 06447 O ~ poi Depreciation the building page 22 /Line 7b 80,351 8Q251

National Healthcare Associates-Aetna 850 Silas Deane Hwy Wethersfield, CT 06109 O O polo Bazil: Fees Page 16 / Line m13 14,139 14,139

* Use additional sheets if necessary.

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

*** N/A Medicaid reimbursement is based upon fair rental value system. Replaced during rate setting.



State of Connectic~~t
Annual Report of bong-Term Care Facility
CSP-5 Rev. 9/2002

General Information and Questionnaire
Basis for Allocation of Costs

Name of Facility

Marlborough Health Care Center', Inc.

License No.

200RH

Report for' Year Ended

9/30/2019

Page of

5 37

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

Item Method of Allocation
Dietary Numbe~~ of meals served to residents
Laundry Number of pounds processed
Housekeeping Number of square feet serviced

Nursing

Ntunbe►~ of hotu~s of routine care provided by EACH
employee classification, i.e., Director (or Charge Nurse),
Registered Nurses, Licensed Practical Nurses, Aides and
Attendants

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

Maintenance and operation of plant Square feet
Property costs (depreciation) Square feet
Employee health and welfare Gross salaries
Management services Appropriate cost center involved
All other General Administrative expenses Total of Direct and Allocated Costs
The preparer of this report must answer the following questions applicable to the cost information provided.
1. In the preparation of this Report, were all

costs allocated as requi►~ed?
p yes O No If "No," explain filly why such allocation was

not made. _.
N/A

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 and indirect costs to non-nursing home cost centers?
(e.g., Ass~stPd L.ivil,g, H~ir~e Health, Outpatient Services, Adult Day Care Services, etc.)

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

N/A



State of Connecticut

Annual Report ofLong-T~rm Cary 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 License I~1o. Report for Year Ended Page of

Marlborough Health Care Center, Inc. 200RH 9/30/2019 6 37

Related * to

Owners,

Operators, Annual

Officers Date of Term of Amount Amount

Name and Address of Lessor .Description of Items Leased Lease** Lease of Lease ClaimedYes No
Reliable Health Systems, Nostrand P,ve, Brooklyn, NY O O Computer Equipment

11230 10/01/08 60 /ongoing 2,930 2,930

Wescom Solutions, PO Box 674802.. Detroit, MI 48267 O O Software -
03/07/12 Ongoing 29,347 29,347

Leaf, PO Box 644006, Cincinnatti, OH 45264 O O Copier
03/01/16 39 months 1,873 1,873

Leaf, PO Box 644006, Cincinnatti, OH 45264 ~ O Copier
04/01/18 39 months 3,789 3,789

Leaf, PO Box 644006, Cincinnatti, OH 45264 O O Copier
06/01/19 39 months 772 772

Jaguar Land Rover 1568 W Chester Pile West Chester. O O Vehicle Lease

P.A 19382 06/01/17 36 Months 9,842 9,842

~ ~

~ ~

~ ~

~ ~

Is a Mileage Log Book Maintained for All Leased Vehicles ? 
O Yes No Total *xx 4s,553

* Refer to Page 4 for definitior,~ of related. If "Yes," transaction should be reported on Page 4 also.

** Attach copies of newly acquired leases.

*** Amount should agree t~ Page 22, Line 6e.
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The Office 4i~oeks, lnc.
45 Corporate Avenue
Plainville, C1' 06062

9 -800-634-4810 1-860.793-9994

Date: May 29, 2019

BILL TO:

Ql~!

SHIP TO:

Same

SALE /LEASE PRICE

Marlborpugh Healfih Care Center
85 Stage Harbor Road
Marlborough, CT

Il'EfVI DESCRIPTIOPd

e-Studio6518A Toshiba 65 ppm multifunctional co ier 1 39-Month Lease
MJ1111B Stapling finisher 1 169.29 per month
GD 1370N Fax board 1

DELIVERY Included
SALES 'PAX 6.35%of lease payment
TOTAL DUE N/A

No4es /Provisions

- Delivery, installat(on and training is included.
The cost to remove and return the current Toshiba e-Studio 657 system to the leasing company is included.

-The all-inclusive service and maintenance agreement will be billed at $.0065 per page

~Q~a i e')eai~~: iviaiiuuiUi.iyh neaii~ Vie i>eiii8i

_.
z . ~ ,.. ~ ., _ x~

~~ ~ r , ~

Title `~~C-a-~A ~' ~ ~--' C~

date l 1 i J

1 ~l~ lJTiIC@ E►~OPKS~ 111C.

~ 
. ~

Phony _ t _ ~~ U! ~ ~ __ al~~



j,~~~~ ~~ ~ ~~~ 17204 Cre@e SPreet, h~/oberly, MO 55270
,~ Pkone:R00-662.3759, Fax: 800-426.1626

LE686~ L&GAI. NADiEY
Marlborough Health Care Center Inc

'iblephone No;

8602959531
BillingAddroas;
83 Stage Harbor Road, MARLBOROUGH, CT 06447

HquipmantLocedon (ifothw dan BillingAddrase):
8S Stage Harbor Road, Marlborough, CT 06447-1113

EQUIPMENT DRSCRIM'ION: indicate uantity, new or used and include mako, modal, sedel iF and atl atiactunenis —sea below ancUorattached SchaduleA)
Unit Qucnfity Oeaodption of@quipmonl [.oeead Make and Typa Model Numbor Suid Number

1 Toshiba e-Studio 6518A Co ier System
BASS TERM
YIV MONTHS

TOTAL NUMHL~R OF LEASE
PAXMENTS

a t~9, ~ $14.29 (plus ta~cas)

F,PfD OF LEASE PURCHASE OPTION
~ Pair markoY value, plus te~cas
— 10% of EgUipmeqt cost, plus lazes

$1.00, plus taxes
(FMV anises another option is selected. You may not accrci8e a purchase option If
you ue in default If you exercise a purchaso option wa will convey all oP our
fight title artd interest 3n such Equlpmeut ro you on an ASdS W[-ISRG IS without
warre~t .

(e) Advance Paymaut: $0.00

(b) Seourity Doposit; $0,00

~alDooumantation Pae: 595.00

Total due e + h+ o m: $95.00

~̀ "If more than ono lease payment is required as an Advance Payment, tha balance will be applied to tease payments in inverse oadar, staztin~ wiW tho last lease payment.
Xour obUgatlan to ay all amounfe and perform a0 older obil ationa Isnon-cancellable, absoiuty uncondtdoral end not aubjeo! Eo a6eteaiont, eel-off or defense.
m t[us agroomont ("Leese"), "we," "our; ~ emu "us^ roars to LEAF Cspit~l Funding, LLC as
Lessor end'y~ou" and'~om" refer ro the Lessee. You sgrea ro tease the Equipment upon the
following terms and copditions;
1. LEASE PAYDfENT$ AND TERM; The Lease is enfaroeabla on you upon your
execution Tha term of the Lease shall cammenca on the date the Equipment is delivaied to you
("Lease Coromoncemont Date"). Tha first Leese Payment shall be due on the date we speorfy in
the month tbilowing We Leese Commencement Deta as set forth in our invoieo, and the
remaining Lease Payments wiq be due on the same day of each subsequent month (each, a
"PsymcntDala") until paid in fiill. Tha Base Tarm shall ooramencn on the data ono month prior
to the brat Peymant Dare. Wa may charge you e portion of one Lease Payment for the pedad
firm the Leese Conunencameot Data until the f(rst day of the Base Term ("tntorim Rani"), Tho
Interim pent shalt 6e due as invoiced. Wa mny adjust the Laasa Puymenta up to 1596 if the
acWal costs ero different then the estimata used Po calculate the T.epse Paymauts. On eu eoauni
basis, the Monthly Payment may be Increased by a maximum o[ 1S% of the amount
proviowly then in ereect.
2. DELIVERY, ACCEPTANCE, USE ANNIB REFAIR: You aze responsible for Hquipmant
dallvory and inetellation. You unconditionally accept Wo Equipment upon We oazder of (a) your
oral or xaitten acceptance of the 8quipment, or (b) 10 days after delivery of the 8quipmant,
You authodza us to fill in the Lease Canmencement Date, aerial nwnbers and other
infomtatlaa. You will oat move toe ~qufptnert from the above location without our
wrttteu couaent and are respouaible tar matnfafning the Equipment In gopd repoir. We are
not rospopslble far IIquipmont or vendor feilurea.
3, INDEMNIFICATION: You ogreo to indecwtiEy, deRnd and doW us l~rmless 9om and
against any loasas, damages, penalties, claims and suits, inolnding ettomoys' fees and expenses
related to the ordadng, menufaoture, insrollation, ownership, condirion, use, lease, possoasion,
daUvery or return ofEquipmant
9. Y,EASE EXPIRA710N; RENEWAL: Unlace you notify us at lexat 90 days prior to rho
explrx8on of the LEsae of youe electtoe to return or purchase the Egnipmeet, this Lease
wlli renew on a month-to-month basis xt t6e came monthly I,eaea Payment until yon
either ~sercieb the pure8eae option oe provide us with et least 90 days notice end return
eha 8gt+3pmeak LF you return !!se Equipment, (:J f. must b;, tc the lo;aricr~ wx ,ies gneto uui
you era responsible for ell return coats and wa may ctrerge a Restocking Pea equal to one Lease
Payment, and (ii) you must sacuroly remove ell data horn airy and all disk d¢vas or magnetic
media prior to returning the Equipment (ard you are solely reaponalble for selecting an
appropripte mmovel standard that mach yew businose needs and complies: with applieebls
laws} You will pay us for any foss in value rosulNng from failure to meintein the Equipment iu
aocoedance with this Lease or for damages incunad in shipping end twndltng. If you eacexcieo a
purchase option we will convey all of our interest in each Bquipment to you au an AS-IS
WHP.RH IS basic without representation or warranty,
S, I,ATB FE~9 AND CAARG&9: If any amount is mt paid within tivea (3) clays of when
due, you agree to pay us a late charge equal to the lesser of 1096 of the amount pavt due or the
maximum legal omount. Amaunfa which are not paid within 30 days of when due shall accrue
interost at 1.5%per month (ar if lass, the maximum legal rate) until paid. You agree to pay S25
for each pay by phone end $35 For each relwnod payment,
6. NO WARRANTY: We do not mauutacture t8e Equipment and you have selected the
Equipment and t6a supplier. WE MAKE KO EXPIiS3S OR IINPI.IED WARRtAN7'IES,
TNCLI7DING TH08~ OF MERCHANTABILITY OR FITNE88 NOR A PURPOSE AND
ARE IVdT RESPONSIBLY Pelt CONSLQUENTIAL OR INCTAENTAIL DAMAGEB~
7. INSURANCE, RISK OF L096: You beer ell risk oFloss or damage to rho Lqulpment from
its order until it is rehuned in Wo required condition or puro6sacd by you ('Risk
Period"). During the Riak Pedad you wAI maintain property and liabiUty insurance on the

our inteczsts (and only our interests). If wa ubtaln such insurance, you will pay us an
udditiortel aznaunt for the coat pf it and an adminlsKdtivo fso, Uie cost of w}ilnh may ba more
then the cost to obtain your awn inaurnnao and on whfoh wa may mako a profit.
8. OWNERSHIP AND TAX~B: We own the Egwpmant (excluding Ifooroed software), If
you a[e deemed to own it, you grant us e security inlerast in the Equipment. You au(horize us
to f(la UCC finencing statomenta to conticsn ow interest. You will pay, when duo, ail ta~cea,
fines and penalties rotating m the purchase, use, leasing and/or ownership of the Hquipment. If
we pay any taxes, (including property ta~c), foes or penalties on your ba}ialf, you wlll pay us
the amourt we paid plus en adminishativa fee. You e~ree fo pay us the documentation tea
specified above or if not so apeaitied, the greater of ether $125 or 0.5% of the flquipment
cost. If we require en Equipment site inspection, or you request sdmintshetive services, you
agroe ro rei~bursa our wets,
9. DEFAiTL1: If you or any guazanror do not pay us my amount wtlhlp 9eq (10) days of its
duo date, or breach any tertna of this Lease, any guaranty or any license rolaNng ro the
Equipment, you will 6o in default. If you default, wo may require you to do aiq~ combinatiao
of the following: (a) im~nediataly pay all omounts then due, plus the prosent value of tlu
ramalnfng Lmae Payments, [nhrim Rent and residual value of the EquipmeN, es detoimined
by us, discounted at an annual rate of 3%; (b) return ell of thu 8quipment; (c) allow us to
repossess the Equipmet~ o[ (4) tae any and all remedies avattabla to us under applicable
law, Tf you defoalt, you agree to pay the cost of repoasossian and our ettorney'A fEC9 etid
costs. In addlUon to ail ether charges and as rairo6ursament for expenses lncwred end not as a
penalty, we may require you ro ceimburea us foe the phone calls, totters, and any edditionel
expense iaourrcd in the cotlectlon or servicing of this Lease for you If we toke poaseasion of
the Equipment, we may cell or othervrise dieposo of U with or without no8ce, at ¢public or
privau sak, and apply rho tut pmceeda (after we have deducted ail costs related to the agile or
diapooiNoa of rho Pquipment) to the amounts that you owe us, You agree that If notlee of sale
is required by taw, 10 days' ~roNoe shall consfiluta roasonnbto police. You remain rasponslble
for any amounts that are due aftee we have pppliad such net proceeds. We may apply arty
security deposib to yota obligations and If you do no4 default, the belanna will be mfunded
without inrorest.
i0. t.SS.d',PT~EiV'i; Yuq iwve ro rigF~i io cell or aseiga iue'nqulpmeai or Lease VJe may
sell or assign our dghls to rho Lease and/or Bquipmont end the new owner wtll have all our
rights but will not be subject ro any claim or defense you have against us.
11. ARTICLE aA: You agree tN9 Lwsa is a "timnce lease" as datIned in Article 2A of the
Uniform Commeroiel Code. You waive all ri~hta and romedies conferred apou a lessen by
Article ZA (908-52~ o[ the UCC. You have received e copy of the Supply Contract or been
informed of the identity of the Supplier and you may hdva fights under the Supply Conhact
and may contact tine Supplier far s description of those rights.
12. CRLU!'I' INFORMATION: You autliorize as or any of our a8i{iMas to obtnfn credit
bureau repnrh, upd make other orodit inquiries that we doom necoseary,
13. C$OCCS OF LAW: THIS LEASE WILL HE (JOVERN$D BY PENPiBYLVM1teA
1LAW. YOU CONSENT TO JURISDYC7'ION 1N THE STAq'E OR FEp&RAL COURTS
IN P&NN~YLVAMAAIYD WACVP~ APIY R[GHT TO A TRIAL HY JfJRY.
14. MISCELLANEOUS; TLis Lease is the pazGes' entire egreement and can ba amended
only in writing signed by both parties. This Lease may. be executed in countecperts (manunily
or by oleckopic means) and, when transmitted to ua shall ba binding upon you for ell
pugwses. This Cease is not binding on us until wa sign it..You egrao not to rain as a defense
ro the anfuraement of this Lease Neat it was cacecuted or hansmitted to us by cleohnnic means,
You will use rho 8quipmant only for business purposes and not for personal, fpmlly or
houaehotd use. Tha VSA PATRIOT Act requires ua to obtain, vodfy, and record iNbrmetion
that tdantif3os you thus wa ask Tor your name, address and other ioformatlon or documents that

to us, nettling us mss payee ann eaaioone~ msurea. ~T you ao not provme suos~mmnw yuui ~uuu~ry.

I
A~D BY LE38$E: Mazlborough Hoalfh Cete Canter Ilk print Name:,~'1~,f~d~~L '~c~ ° Title; (~ $' P

X . ~ .—~-- ' ~ ► ~ ~E~) E~Ma~7 Address: Date:~~
~I'°Bb A°ih°°'.~d3~g~'°tu~d Tax ID Number,06(t01329

.I~uY•
You waive eny

LEA9E01 2-7-2019 Ap~520446



~~

~~ ~~
~ w •

Lease Application No.: 5 0

gPIT Equipment 6escriptlon PlewlUsed A9ake M~dei Serial Number

Loc~t(on: 85 Stage Harbor Road, M1Maribor~ugh, ~7 06447-1193
1 7osh(ba e-Siud(o 8Si 8A Copier System New

~.

~ ~' '~ _ ~1

~ ~

~Y:

PF~IN'T NAME:

TITLE:

DATE:

Page 1 of 1
LEASESCHEDA 8-23-2092 App=520448



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 Nn. Report for Year F,nded Page of

Marlborough Health Care Center, ( 200RH 9/30/2019 7 37

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

O Accrual O Cash O Moditied Cash

Is the accounting basis for this

period the same as for the O Yes (f "No," explain.

previous period? O No

N/A

Independent Accounting Firm

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

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

2

3

4

Services Provided by This Firm (describe filly )

Compilation, Preparation of Medicare and Medicaid Cost Reports and YE Tax Services $ 26,610

2 $

3 $

4 $

Charge for Services Provided

$ 26,61 U

Are Thcsc Charges Reflected in the Expenditure Portion ofThis Report? If Yes, Specify Expense Classitication and Line No.

O Yes O No Page 15, Line I d

i.egnl Services iiifurnfatior

Name of Legal Firm or Independent Attorney Telephone Number

1 GOLDMAN CRUDER &WOOD 203-899-8900

2 ROGIN NASSAU, LLC 203-278-7480

3

4

5

Address (Na &Street, City, SIale, L"ip Code )

1 200 CONNECTICUT AVENUE NORWALI< CT 06854

2 185 ASYLYM STREET -22ND FLOOR HARTFORD CT 06103-3460

3

4

5

Ser~~ices Provided by This Firm (describe ftr!ly

Collections (Disallowed on Pg 28) $ 4,~`~5

2 IZefinaneingl.'osts(rJisaliowedonFgiuj $ 15,341.

3 $

4 $

5 $

Charge for Services Provided

$ 19,586

nre These Charges Reflected in the Expenditure Portion of This Report? If Yes, Specify Expense Classitication and line No.

Wage 15, Line 1 e
O Yes O No



State of Connecticut

Annual Report of Long-Term dare Facility

CSP-8 Rev. 9/2002

Scll~edule of Resident Statistics

Name of Facility

Marlborough Health Care Center, Inc..

License No.
200RH

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 PREVIOUS report period i20 120 120 120 t20 120

B. On last day of THIS report period 120 120 120 120 l20 120

2. Number of Residents

A. As of midnight of PREVIOUS report period 94 94 94 94 103 103

B. As of midnight of THIS report period 106 t06 103 103 106 106

3. Total Number of Days Care Provided During Period

A. Medicare 2,704 2,704 1,903 1,903 801 801

B. Medicaid (Conn.) 28,935 28,915 21,575 21,575 7,360 7,360

C. Medicaid (other states)

D. Private Pay 2,828 2,828 1,995 1,995 833 833

E. State SSI for RCH

F. Other (Specify) Managed Care /Hospice 2,463 2,463 1,891 1,891 572 572

G. Total Care Days During Period (~A thru F) 36,930 36,930 27,364 27,364 9,566 9,566

4. Total Number of Days Not Included in Figures in 3G

for Which Revenue Was Received.for Reserved Beds

A. Medicaid Bed Reserve Lays 1 1 1 1

B. Other Bed Reserve Days.

5. ToPal Resident Days (3G + ~&A + 4B) 36,931 36,931 27,365 27,365 9,566 9,566



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-9 Rev. 9/2002

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

Marlborough Health Care Center, Inc.

License No.

200RH

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

[f "YES", provide the following information:

Place ofChange Change in Beds Capacity After Change

Date of

Change

CCNH

~1)

RHNS

(2)

(Specify)

(3)

Lost Gained

CCNH RHNS (Specify) Reason for Change(1) (2) (3) (i) (2) (3)

N/A

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

RF_,SIDENT DAYS for 90 days following the change.

Change in Resident Days

1st Chan e

CCNI-I RHNS (Specify)

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

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

]tcm

Medicare Medicaid Self-Pa Other State Assisted

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

No, of Residents 6 ai i~

Per Diem Rate
a. One bed t7n. va~~o~s zso.as sis.00

b. Two bed rms, vTr~o~S zso:~a ~so.00

c. Three or more

bed rms.

7. Total Number of Physical Therapy Treatments

A. Medicare - Part B

TOTAL CCNH RHNS (S eci ~ )

2,36 2,36

B. Medicaid (Exclusive of Part B)
I . Maintenance Treatments
2. Restorative Treatments 566 56~

C. Other 12,063 12,063

D. TOt(!1 PhyStc(1l TheYapy TCe_atments 14,996 14,996

x. Total Number of Speech I herapy i reatments

A. Medicare - Part B ~ ~ ~, ~ ~"
B, R~lcdicaid (Exclusive cf Part B)

1. Maintenance Treatments
~

2. Restoi ative Treatments ~ ~ ~ ~

C. Other ~~`~ ~~a
D. Total Speech Therapy Treatments t,sol i,sol

9. Total Number of Occupational Therapy Treatments

A. Medicare - Part B ~ r'`~`' - ~'"`~
B. Medicaid (Exclusive ot'Part B)

1. Maintenance Treatments

2. Restorative Treatments 496 496

C. Ot~let' I I ,382 1 1,382

D, Total Occupntiona! Therapy Treatments ~a,s~~ ~4,s~~



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-10 Rev. 9/2002

Report of Expenditures -Salaries &Wages
Name of Facility

Marlborough I Icalth Care Center, Inc.

License No.

200RH

Report for Year Gnded

9/30/2019

Wage of

l U 37

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

Total Cost and Hotirs

Item CCNi-1 Hours RHNS Hours (Specify) Flours

A. Salaries and Wages*
I. Operators/Owners (Complete also Sec.

oFSeheduleAl) 2ti.9ti~l ~6

2. Administrators) (Complete also Sea RI

of Schedule Al) 1-K,,6~? 2.1iS0

3. Assistant Administrator (Complete also Sec. PV

of Schedule A I )

4. Other Administrative Salaries (telephone
o erator, clerks, rece tionists, etc.) I -12,202 7, I S~

5. Dietary Service

a. Ilcad Dietitian 25,645 713

b. Food Service Su ervisor 59,607 2,080

c. Dietary Workers 322.326 19,166

6. Housekeeping Service
a. Head Houselcee er
b. Other Ilousekee in Workers 23~4,~b7 15,589

7. Repairs &Maintenance Services

a. Engineer or Chief of Maintenance 28,335 1,013

b. Other Maintenance Workers 84,650 3,373

8. Laundry Service

a. Su ervisor
b. Other Laundry Workers 26,466 1,332

9. Barber and Beautician Services

1 U. Protective Services
I. Accounting Services

a. Head Accountant
b. Other Accowitants

12. Professional Care of Residents

a. Directors and Assistant tJirector of Nurses i i~~i,7iiD Z.G~sii

b. RN

1. Direct Care 618296 I G,7U

2. Administrative** 220,tio I ~,. ~~4G

c. LPN

I. Direct Care x~`~,'+13 Zy~~~~
2. Administrative**

d. Aides and Attendants 1,473,068 90,410

c. Physical Tllera fists

f. S eech Thera fists

Occu ational Thera fists

h. Recreation Workers 99.359 4.855

i. Physicians
1. Medical Director

2. Utilization Review

3. Kesident Care*^

4. Other (Specify)

j. Dentists
I<. Pharmacists
I. Podiatrists
m. Social Workers/Case Management 72,260 2,393

n. Marketing
o. Other (Specify)

See Attached Schedule 79,694 2, 94

A-/3. Tolnl Snlar ~ Er endilto~es 4,643,695 207,038

* Do not include in this section any e~:pendihires paid to persons who receive a fee for services rendered or ~vl~o are paid on a contract basis.

** Administrative -costs and hours associated with the following positions: MDS Coordinator, Inservice Training Coordinator and

Infection Control Nurse. Such costs shall be included in the direct care category for the pur~~oses of rate setting.

*** This item is not reimbursable to facility. For Tide 19 residents, doctors should bill DSS directly. Alsq any costs for Title 18 andlor other

private pay residents must be removed on Page 28.



Attachment Page 10/13

Schedule of Other Salaries and Wages (Page 10)

CCNIi RHNS (Specii'v)
Position $ Hours $ Hours $ Hours

Admissions $ 71,214 2,080

Medical Records 8,419 512

Respiratory Thera ist (llisallowed on Pg 28) 61 2

Total $ 79,694 2,594 $ - - $ -

Schedule of Other Fees (Page 13)

CCN11 RHNS (Specify)

Service $ Hours $ Hours $ Hours

IV Nursin Consultant (Disallowed on Pg 28a) $ 1Q684 142

Rehab Consultant (Disallowed on Pg 28a) 13,242 264

Total $ 23,926 406 $ - - $ -



State of Connecticut

Annual Report of Long-Term (are Facility

CSP-11 Rev. 10/2005

Schedule Al -Salary Ir~forrnation for Operators/Owners; Administrators,

Assistant Administrators and Other Related Parties*
Name of Facility

Marlborough Health Care Center, Inc.

License No.

200RI-[

Report for Year Ended

9/30/2019

Page of

1 1 37

Name

Salary Paid
cringe t3enehts

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 :15,954

Non

Discriminatory

upervises

Operations. Deals

with DNS & 56 Al

Section II -Other related

parties of Operators/Owners

employed in and paid by

facility (EXCEPT those who

may be the Adminestrator or

Assistant Administrators who

are identified on Page 12).

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

** Include all employment wor~Ced during the cost year.



Marlborough Health &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

Nebrew 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 58.00

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 54.00

Sands Point i25u iu.uu

Utica 117 53.00

Westgate 104 59,00

Winship 72 50.00

Vacation/PTO

Sick

Personal

Holiday

Tota I 2,948 1,498.00



State of Connecticut

Annua112eport of Long-Term Care Facility

CSP-12 Rev. 10/2005

°'~hedule Al -Salary Information for Operators/Owners; Administrators,

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

Marlborough Health Care Center. Inc.

License No..

200RH

Report for Year Ended

9~3oizo~9

Page of

12 37

Name

Salary Paid
cringe t3eneT~ts

and/or Other

Payments

(describe fully)

Full Description of

Services Rendered

Total Hours

Worked

Line Where

Claimed on

Page ]0

Name and Address of All

Other Employment**

Total

Hours

Worked

Compensation

ReceivedC~CNH RHNS (Specify)

Section III - Administratorsx**

Robert Guastella (1/6/19-9/30/19) 11.4,440

Non

Discriminatory Administrator 1,664 ,A2

Thomas Harris (10/1/18-I/5/19) 32,212

Non

Discriminatory Administrator 416 A2

Section IV -Assistant

fldministrators

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

** Include all other employment wor~;ed during the cost }'ear.

*** If more than one Administrator is reported, include dates ofemployment 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
Marlborough Health Care Center, Inc.

License No.
200RH

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 B1)

3,585 1091. Dietitian

2. Dentist 7,275 l31

3. Pharmacist 14,054 187

4. Podiatrist

278,656 5,213

5. Physical Therapy

a. Resident Care

b. Other

6. Social Worker 880 lU

7. Recreation Worker

8. Physicians

a. Medical Director (enti~•e facility) h9, ~l)0 I?~;

b. Utilization Review

(Title 18 and 19 only) monthly meeting

c. Resident Care**

d. Adminish•ative Services facility
~. [nfection Control Committee
(Quarterly meetings)

2. Pharmaceutical Committee
(Quarterly meetings)

3, Stafl'Development Conunittce
(Once annually) ~

e. Other (Specify)

9. Speech Therapist

a. Resident Care (>3.~)35 ~.0~>

b. Other

10. Occupational Therapist

a. Resident Care 273,632 4,891

b. Other

l 1. Nurses and aides and attendants

a. RN

1, Direct Care ? 2?~) ~7

--L. AUri'~ii~iSirzlive*** I

b. LPN

. 'Direct Care

2. Administrative***

c. Aides 5,537 214

d. Othe~~

12. Other (Specify)
See Attached Schedule 23,926 406

8-13 Total Fees Paid i~a Lieu of Salaries 742,009 12,369
* Do not include in Uiis section management consultants orsen~ces which must be repoiled on Page 1G iiem M-12 2nd suppoiYed by required infomialiun, Page 17.

** This item is not reimbursable to lacility. For Title I9 residents, doctors should bill DSS directly. rVso, any costs fur Tide IS ancVor other private pay residents must

be removed on Page 28.

*** Adminis[rati~~e -costs and hours associated with the following positions MDS Coordinator, Insei~~ce Training Coordinator and Infection Control Nurse. Such

costs shall be included in the direct care category for the pwposes of rate selling.



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*

Name of Facility License Na Repart for Year F,nded Page of

Marlborough Health Care Center, lnc. 200RH 9/30/2019 14 37

Related** to Owners,

Name &Address of Individual Full Explanation of Service Operators, Officers Explanation of Relationship

Yes No

Gerident Solutions, P.O. I3ox 290539, Dentist O O N/A

Wethersfield, CT 06129

Procare LTC of CT, 11 I G~ecutive [blvd, Pharmacist / IV Nursing Consultant ~ ~ Common Ownership

Farmingdale, NY 11735

Preferred'fhearpy-850 Silas Deane HWY PT, OT, ST /Consult Rehab O O Common Ownership

Wethersfield C'['

Regency House of Wallingford, 181 ~ Main St, Social Worker /Dietician O O Common Ownership

Wallingford, CT 06492

Dr. 'Thomas Larson, 7K East Wharf Rd, Madison, Medical Director O O NIA

CT 06443

Preferred Professional Services, 850 Silas Deane Contract RNs / CNAs O O N/A

Hwy Wethersfield, CT 06109

SDXISWALLOWING DIAGNOSTICS, LLC, 21 Speech'1'herapy O O N/A

Waterville Rd, Avon, CT 06001

Mass'1'ea Imaging LLG 3 Electronics Avenue Speech Therapy O O N!A

Suite # 201 Danvers, MA 01923-1099

Starling Physicians, 2110 Silas Deane FIWY, Medical Director O O N/A

Rocky Hill CT 06067

~ ~

0 ~

n n

O O

O O

O O

O O

O O

O O

._ ~
V CJ

v v

~°

~'

* Use additional sheets if necessary.

** Refer to Page 4 for definition of related.



State of Connecticut

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

C. Expenditures Other Than Salaries -Administrative and General

Name of Facility

Marlborough Health Care Center•, Inc.

License No.

200RH

Report for Year Ended

9/30/2019

Page of

15 37

Item Total CCNH RHNS (Specify)

1. Administrative and General

a. Employee Health &Welfare Benefits

1. Workmen's Compensation $ 234,718 234,718

2. Disability Insurance $

3. Unemployment Insurance $ 56,482 56,482

4. Social Secu~~ity (F.LC,A.) $ 341,372 341,372

5. Health Insurance $ 577,101 577,101

6. Life Insurance (employees only)

(not-owners and not-operators) $

7. Pensions (Non-Discriminatory) $

(not-owners and not-operators)

12,431 12,431

8. Uniform Allowance $

9. Other (Specify) $

See Attached Schedule

2,944 2,944

b. Personal Retirement Plans, Pensions, and $

Profit Sharing Plans for Owners and

Operators (Discriminatory)*

c. Bad Debts* $ 304,351 304,351

d. Accounting and Auditing $ 26,610 26,610

e. Legal Services should be juiiy describeel uri cafe ij $ ; 7,SS5 l5,5 6

f. Insurance on Lives of Owners and $

Operators (Specify )*

g. Office Supplies $ ~?.~?`~ ~~,>='9

h. Telephone and Cellular Phones

1. Telephone &Pagers $ 54,133 54,133

2. Cellular Phones $ 683 683

i. Appraisal (Sped purpose and $

attach copy )*

j. Corporation Business Taxes (franchise fax) $

I<. Other 1 axes (Not •elated to pi°operry -See Page 22)

1. Income* $

~

2. Other (~~pe~ify ~ ~

See Attached Schedule

3. Resident Day User Fee $ 674,322 674,322

Subtotal $ 2,317,262 2,317,262

* Facility should self=disallo~-v the expense on Page 28 o1'the Cost Report. (CarCy Subtotals fol'ward to next page)



'~"* rI' Incline c~ i a~ rti~s / A r° ~ / its t~ t~f

Attachment Page 15

Schedule of Other employee Benefits

Description CCNH RHNS (Specify)

Background Checks $ 2,944

Total $ 2,944 $ - $ -

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

Schedule of Other Taxes

Description CC1~T~I I3HI~1S (~}~ecify)

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

Marlborough Health Cace Centel•, Inc.

License No.

200RH

Report for Year Ended

9/30/2019

Page of

16 37

Item Total CCNH RHNS (Specify)

Subtot~rls Brought Forward: 2,317,262 2,317,262

1. Travel and Entertainment

1. Resident Travel and Entertainment $

2. Holiday Panties fog• Staff $ 1,983 1,983

3. Gifts to Staff and Residents $ 6,887 6,887

4. Employee Ti~ave) $ 7,775 7,775

5. Education Expenses Related to Seminars and Conventions $ 1,362 1,362

6. Automobile Expense (i~ot piu°chase or depreciation) $ 1,289 1,289

7. Other• (Specify) $

See Attached Schedule

m. Other Administrative and General Expenses

1. Advertising Help Wanted (all such expenses) $

2. Advertising Telephone Directory (all s2rch expenses )*** $

3. Advertising Other (Specify)*** $

See Attached Schedule

20.600 20,600

4. Fund-Raising*** $

5. Medical Records $

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

directly aiid iiui'~` cont~aci yr ieE v. service)***

7. Postage $ 3,236 3,236

* 8. Dues and Membership Fees to Professional $

Associations (Specify)

See Attached Schedule

9.079 9.079

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

9, Subscriptions $ 6,242 6,242

0. Contributions*** $

See Attached Schedule

500 500

1 1. Services Provided by Contract (Specifyarrd Complete $

Schedule C-2, Page 21 for° eac7~ firm o~• individual)

89.901 89,901

12. Ad~~inistrative Management Services** $ 507,158 507,158_ _
1 3. Other (Specify) $

See Attached Schedule

85.259 ~ 85,259

~

C-14 TotalAdministrative & Geizeral Expenditures $ 3,058,533 3,058,533

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

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

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



Atlachment Page 16

Schedule of Other "I7nvcl and Entertainment

Descri ~tion CCNfI RHNS (S ecif ~)

Total Other Truvel and Cntertainment $ $ $

Schedule of Other Advertising

nac nNn ('fNH RtINR (Sneci Tvl

Promotional Advertisin Disallowed on P ~ 28 $ I S 408

Marketin ~ Su lies Disallowed o~~ P ~ 28 2,192

Total Other Advertising $ 20,600 $ - $ -

Schedule of Dues

Descri lion CCNH RHNS (S eciP )

CAHCF Dues $ 9,079

Total Uues $ 9,079 $ $

Schedule oTContributions

(`('NH RNNR fSneciFv)

Donations Disallowed on P ~ 2S 500

Total Contributions $ 500 $ $

Schedule of Other Administrative and General

('('NH RIINS fSnecifi~l

Cum ui2r License Fee $ 365 _,

Licenses and Permits ~~2

Penalties Disallowed on P ~ 28a 564

Bank Char es 28,~2~

Miscellaneous Ex enses Disallowed on P 28a 10,333

Prior Period Ex enses Disallowed on P * 28a 44 598

7btal Other Administrative and General ~ $ 85,259 $ - $ -



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-17 Rev. 10/97

Schedule C-1 - iVianagement Services*

Name of Facility

Maclborougll Health Care Ce~lter, li~c.

License No.

200RH

Report for Year Ended

9/30/2019 ~

Page of

17 ~ 37

Name & Add►•ess of Individual or
Company Supplying Service

Cost of
Management

Service
Full Description of Mgmt. Service

Provided

indicate Where Costs
are Included in Annual
Report Page #/Line #

National Healthcare Associates, Inc. 507,158 Shared Expenses Page 16 / Line ml2

* 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 e►sewhere in the Annual Report.



State of Con~~ecticut
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 Pale 5)
Name of Facility License No. Report for Year Ended Page of
Marlborough Health Care Center, Inc. 200RH 9/30/2019 18 ~ 37

Item Total CCNH RHNS (Specify)

2. Dietary

a. In-House Preparation &Service

1. Raw Food $ 255,262 255,262

2. Non-Food Supplies $ 38,209 38,209

3. Other (Specify) $

b, Purchased Services (by conb•acl othe~~ $ 9,19 9.~t95

that? il~i~oi~gl~ Ma»agement Services)

(Complete Schedule C-2 att. Page 21)

c. Other (Specify) $

2D. Total Dietary E~;penditures (2a + b + c + d) $ 302,966 302,966

2E. Dietary Questionnaire Total CCNH RHNS (Specify)

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

G. Is cost of employee meals included in 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 othet~
If yes, specify

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

Members, 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
~f yes, specify

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

provided to employes included in 2D?
cost.

N. Is any revenue coll~~t~d fi•om employees? O Yes O No
If yes, specify

amt.

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
C SP-19 Rev. 9/20 l 8

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
Marlborough Health Care Center, Inc. 200RH 9/30/2019 19 ~ 37

Item Total CCNH RHNS (Specify)
3. Laundry

a. In-House Processing* Lbs.

1. Bed linens, cubicle curtains, draperies,

Amt. $ 1 19 1 l9gowns and other resident care items

washed, ironed, and/ol• processed.***

2. Employee items including uniforms, Lbs.

gowns, etc. washed, ironed and/oi•

Amt. $
processed.***

3. Personal clothing of residents Lbs.

Amt. $
washed, ironed, and/or processed.'"**

4. Repair and/oi~ purchase of linens.*** Lbs.

Amt. $

b. Purchased Services (by contr°act other $ 147,602 147,602

than through Management Services)

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

c. Other (Specify) $ 40. I ~, 40. I ~ 5

Laundry Supplies /Diapers

3D. Total L~rt~ndry Expe~zditures (3a + b + c) $ 187,876 187,876

3 E. Laundry Questionnaire

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

G. Did you receive revenue fi•om employees? O Yes O No 
~fyes,
s ecify amt.

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

Is Cost of laundry provided to persons other If yes,

~' 
Yes No

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

3. Did you receive revenue fl•oi~ these people? Q Yes O No 
lfyes,
s~eci amt.

I<. Whe►~e is the revenue received re orted in the Cost Re ort? (Page/Line Item)
* Uo not include salaries fi•om page 1 G as part of dollar values recorded in i, 2, 3, niid 4.

All allocations should add to total recorded in 3D.
*** Pounds of Laundry only required for multi-level facilities.



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-20 Rev. 9/2018

C. Expenditures Other 'T'han Salaries (cont'd) -Housekeeping and resident Care
Basis for Allocation of Costs (See Note on Page 5)

Name of Facility

Marlborough Health Care Center, Ii1C.
License No.

2OORH

Report for Year Ended
9/30/2019

Page of

20 37

Item Total CCNH RHNS (Specify)

4. Housekeeping

a. In-House Care

1 . Supplies -Cleaning (Mops,

pails, brooms, etc, )

sq. Fc. ser~~oed

by Personnel

Amt. $ 24,566 24,566

b. Purchased Services (by contf•act other

than th~•ough Managen~errl Ser°vices)

(Complete Schec~aile G2 att.

Page 21)

sq. Ft. serviced

by Personne~

Amy. $

C. Other (Specify) $

4D. Total Housekeeping Expenditures (4a + b + c) $ ?4,~6(i 2~1,~66

5. Resident Care (Supplies)**

a. Prescription Drugs***

1. Own Pharmacy $ 296,972 296,972

2. Purchased from $

b. Medicine Cabinet Drugs $ i;,t~t~u i 3,000

c, Medical and Therapeutic Supplies $ 79,723 79,723

d, Ambulance/Limousine*** $ 31,472 31,472

e, Oxygen

1. For Emergency Use $

2. Other*** $ 13,249 13,249

f. X-rays and Related Radiological $

Procedures***

18,442 18,442

g, Dental (Not def~tis/s tivho should be included in~de~• $

salaries o~• fees)

h. Laboratory*** $ 16,404 16,404

i. Kecceation $ 25,97 25,~7~

j. Direct Management Services* ~ $

k. Indirect Management Services* $

1. Other' (Specify)**** $

See Attached Schedule

79,479 79,479

SM. Total Resident Care Expenditures (Sa - Sj) $ 574,717 574,717

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

** Uo not include any tees to professional staff, these should he reported nn Page 13, or, if paid on salary basis, nn Page 10.

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

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



Attachment Page 20

Schedule of Other Resident Care

C;l:1VH KHN~

Flu Vaccine -Medical Services $ 4,254

IV Th Sup lies -Rehab Tpy and Ancllr (Disallowed on Pg 29a) 4,091.

Equip Rental -Nursing (Disallowed on Pg 29a) 40,797

Equip Rental -Rehab Tpy and Anclir (Disallowed on Pg 29a) 12,604

Equip Rental -Respiratory (Disallowed on P~ 29a) 17,733

Total Other Resident Care ~ $ 79,479 ~ $ - I $



State of Connecticut

Annual Report of Long-Terra Carr Facility

CSP-21 Rev. 10/2001

Repot of Expenditures

~s~hedule C-2 -Individuals o~- Firms Providing Services by Contract

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

Marlborough Health Care Center, In.c. 200RH 9/30/2019 21 37

Related ** to Owners,

Operators, Officers Total Cost/Page Ref.***

Name of Individual or Explanation of Full Explanation of

Company ~.ddress Yes No Relationship Service Provided* CCNH RHNS (Specify) Pg Line
P.O. Eox.842875,

ADP Boston, MA 02284 O 0 N/A Payroll Processing 13,294 16 ml l

Parkway, Mt. Vernon,

Unitex Textile Rental NY 1(1550 O 0 N/A Laundry /Linen 122;364 19 3b

Parkway, Mt. Vernon,

Med Apparel NY 1050 O O N/A Laundry /Linen 25;237 19 3b

1 10 N[attatuck Heights

MJ Daly Waterburuy, CT 06705 O ~ N/A HVAC 45,426 22 6f

290 Buckley Road,

Aqua Compliance Salem, CT 06420 O O N/A Cesspool Maintenance 20,907 22 6f

19 Candlewood RD

Junga Electric LLC Milford, CT 06461 O O N/A Electrical Maintenance 11,679 22 6f

143 1~4urphy Rd,

All Waste, Inc. Hartford; CT 06114 O ~ N/A Garbage Disposal 32,825 22 6f

li40, Woburn MA

BLAKE EQUIPMENT CO. 0188& O O N/A Water Pump Service 10,857 22 6f

MC LAWNS &ALL 53 Edgerton St, East Landscaping /Snow

LANDSCAPING Hampton CT 06424 Q 0 N/A Removal 11,294 22 6f

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 amount to the appropriate page in the Annual IE~eport (Pages 16, 18, 19, 20 or 22).



State of Connecticut

Annual Report of Long-Term Care Facility
CSP-22 Rev. 6/95

C. Expenditures Other Than Salaries (cont'd) -1Vlaintenance and Property

Name of Facility

Marlborough Health Care Center, Inc,

License No.

200RH

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 $ 68,490 68,490

c. Light &Power $ 142,316 142,316

d. Water $ 65,100 65, l 00

e. Equipment Lease (P~•ovide detail on page 6) $ 48,553 48,553

f. Other (ite»2ize) $

See Attached Schedule

208,074 208,074

6 Total Madr~t. &Operating Expense (6a - 6~ $ 532,533 532,533

7. Depreciation (complete schedule page 23 * )

a. Land Improvements $ 154 154

b. Building &Building Improvements $ 80,251 80,251

c. Non-Movable Equipment $

d. Movable Equipment $ 42,732 42,732

*7e. Total Depreciation Costs (7a + b + c + d) $ 123,137 123,137

8: Amortization (Complete att. Schedzrle Page 24*)

a. Organization Ex ense n

b. Mortgage Expense $

c. Leasehold Improvements $ 86,949 86,949

d. Other (Spec) $

*8e. Total A~nof~tization Costs (8a + b + c + d) $ 86,949 86,949

9. Rental payments on leased real property less

real estate taxes included in item l Ob $ 360,000 360,000

10. Property Taxes

a. Real estate taxes paid by owner $

h. Real estate taxes paid by lessor $ 102,466 102,466

c. Personal property taxes ~ 14,232 i 4~G3G ~

1 1. Ti~P~el Ps~ope~ty Expeea~es (7e + 8e + 9 + 14) $ 686,784 686,784

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

llec~rintinn CCNH RHNS (Specify)

15,949

Supplies $ 16,115

Purch Services 108,444

Ground Services 25,615

Septic Services 1,271'

Pest Control 5,254

Carting 35,426

Total Other Repairs and Maintenance $ 208,074 $ - $ -



State of Connecticut

Annual Report of Long-Terror Care Facility

CSP-23 Rev. 10/2006

Depreciation Schedule
Name of Facilit~~

Marlborough Health Care Center. Inc.

License No.

200RH

Report for Year Ended

9/30/2019

Page of

23 37

Propertrty Item

Historical Cost

Exclusive of

Land

Less

Salvage

Value

Cost to Be

Depreciated

Accumulated

Depreciation to

Beginning of Year'

Operations

Method of

Computing

Depreciation

Useful

Life

Depreciation

for This Year Totals

A. Land Improvements

1. Acquired prior to this report period 9,235 9,235 154 S/L Various 154

2. Disposals (attach schedule)

3. Acquired during this report period (attach schedule)

A-4. Subtotal ~ ~~

B. Building and Building ImprovemienYs

1. Acquired prior to this report period 2,006,285 2,006,285 '` 348,196 S/L Various 80,251

2. Disposals (attach schedule)

3. Acquired during this report period (attach schedule)

B-4. Subtotal ~~~ '= ~

C. Non-Movable Equipment

1. Acquired prior to this repoR period

2. Disposals (attach schedu&e)

3. Acquired during this report period (attach schedule)

C-4. Subtotal

Is a mileage

logbook

maintained? Dare ofA~quisitio 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 TotalsYes No Month veaz

D. Movable Equipment

1. Motor Vehicles (Specify name., model

and year of each vehicle}

a.

b.
c.

d.

2 Movable Equipment

a. Acquired prior to this report period Var ~~ar l.l'? R6? I,I~~_86~ ~=S_~ri~ tiiL t"arious ~~~,7~9

b. Disposals (attach schedule)

c. Acquired during this report period

(attach schedule) ~`ar Var ~-_~_6 X36 S'L Various
_ _
;_00;

D-3. Subtotal 42~~~2

E. Total Depreciation 123,137

* Building Accumulated Depreciation does not tie to prior year as it was adjusted for approved CON amount.



Schedule of Land Improvements Acquired during this report period

Attachment Page 23 Attachment Pages 23 24

Useful
r~c~ uisition Date Descri ~tion of Item Cost Life De ~reciation
Additions;

Total additions for Land Improvements $ - $ -

Deletions:

'Total deletions for Land Improvements $ - $ -

*Ties to Page 23, Line A3

**Ties to Page 23, Line A2 
----------------------------------------------------------------------------------------------------------------------------------------------------------

Schedule of [3uilding Impro~~ements Acquired during this report period
Useful

+.

Ac uisition Date Descri ~tion of Item Cast Life lle>reciation

Additions:

Total additions fm• Building Improvements $ - $ -

Deletions;

Total deletions for Building Improvements $ - $

*Ties to Page 23, Line [33

**Ties to Page 23, Line 132 
---------------------------------------------------------------------------------------------------------------------------------------------------------

Schedule of Non-Movable Equipment acquired during this report period

Useful

Ac uisition Date Descri>tion of Item Cost Life Depreciation

Additions;

7bta1 additions for Non-Movable Equipment ~ - $

Deletions:

Total deletions for Non-Movable Gyuipment $ - ~ -

+x

*+

*'Gies to Page 23, Line C3

**Ties to Page 23, Line C2



Schedule of Movable Equipment Acquired dm•ing this report period

Useful

Acquisition Date Description of Item Cast Life Depreciation

Additions:

12/31/2018 Electric bed 80" $ 2,653 12 $ 22l

1/31/2019 Electric bed 3,875 15 258

1 /3 112 0 1 9 Bedside cabinet 5,339 12 445

2/28/2019 AED Garment with Elect 2,935 5 587

2/28/2019 Drawer chest 1,990 l0 199

7/31/2019 Lift Gate 2,549 10 2S5

7/31(2019 Di ~tal scale 1,501 5 300

7/3 112 0 1 9 Head/Eoot board 725 10 72

7/31/2019 Electric bed 80" 3,638 12 303

8!31/2019 Electric bed 80" 1,404 12 117

9!30/2019 La to 1,229 5 246

Total additions for Movable equipment $ 27,836 $ 3,003

Deletions:

Total deletions for Movable Equipment $ - $ -

*Ties to Page 23, Line U2c

**Ties to Page 23, Line Ulb

Schedule of Leasehold hnprovements Acquired during this report period

Useful

nonniciti~n note Description uP ltem Cost Life Depreciation

**

Additions:

10/31/2018 Car et $ 3,097 10 $ 310

]0131/2018 Fire Doors 13,662 8 1,708

1 1/30/2018 Well #2 19,998 25 800

12/31/2018 HVAC 3,039 10 304

12/31/2018 HVAC 3,860 10 386

12/31/2018 HVAC 5,807 10 581

2/28/2019 Paintin 2,215 10 222

3/3 1120 1 9 Hot water boiler 9,875 10 987

3/31/2019 Paintin 5,724 S 1,14

4f30/2019 Paintin 633 10 63

5/3 U2019 Paintin 5,380 10 538

6/30/2019 7'ele hone S stem 5,750 10 575

6/3 012 0 1 9 Painlin> 6,013 10 601

7/31/2019 Car et floorin Wall Bumb er 58,663 ]0 5,866

8(31/2019 Paintin 4,249 10 425

8/31/2019 Pum 12,570 IS 838

8!3112019 Stora *e Tank 3,506 10 351

8/31/2019 Flood, li ~ht fixtures 3,478 10 348

Total additions for Leasehold Improvement $ 167,520 $ 16,048

Deletions:

Total deletions far Leasehold Improvement $ - $

Attachment Pages 23 24

**

*'►'ies to Page 24, Line C3
**'Cies_to Page 24, Line C2



State of Connecticut

Anaaual 12eport of Long-'Perm ~C~re Facility

CSP-24 Rev. 10/2006

Amortization 5cheduleX

Name of Facility

Marlborough Health Care l:enter, Inc.

License No.

200RH

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. 1Vlortgage Expense

1.

2.

3.

B-4. Subtotal

C. Leasehold Improve~rr►ents end Other
1. Acquired prior to this report period Var Var Various 2,510,050 1,798,797 S/L Vario 70,901
2. Disposals (attach schedule) Var Var Various
3. Acquired during this report period

(attach scheduled Var Var Various 167.~?0 S,'L Vai-io 16.048
C-4. Subtotal 86,949
I~. Total Amortization 86,949

* Straight-line method must be used.
** Specify which of the following bases were used:

A. Minimum of 5 years or 60 months.
B. Life of mortgage; OR
C. Remaining Life of Leas; OR
D. Actual Life if ov✓ned by Related Party.



~~laribm•ough Henllh &Rehab

FIXED ASSCT / DGPRGCIe\TION SCHEDULE

Historical 2018 2019 2019

Ansel Tyne Description Dale In Service Nle~hod Life Cosl A/D Deprec. r\/D NDV

LEASHOLD tNIPROVED1 EN'I'S

LI Prior Period Acquisitions (Per 9/30/18 CR) Various S/L Various 2,510,050 1,798,7 J7 70,901 I,A69,G98 640,352

2019 r\ddi~ions

LI Carpet 10/31/2018 S/L 10 3,097 - 310 310 2,787

LI Fire Doors 10/31/2018 S/L 8 13,662 - 1708 1,708 1 195)

LI Well tt2 1 1/30/2018 S/L 25 19,998 - 800 800 19,198

LI HVAC 12/31/2018 S/L 10 3,039 - 30J 304 2,735

Ll FIVAC 12/31/2018 S/L 10 3,860 - 386 38G 3,474

LI HVAC 12/31!2018 S/L 10 5,807 - SAI 581 5,226

LI Painting 2/28/2019 S/L 10 2.215 - 222 222 1993

LI Hot water boiler 3/302019 S/L IO 9,A75 - 987 9R7 8,888

LI Painting ~ 3/31/2019 5/L 5 5,724 - 1145 1,145 4,579

LI Painting 4/30/2019 S/L 10 633 - 63 63 570

LI Painting 5/31/2019 S/L 10 5,380 - 538 538 4,842

LI Telephone System 6/30/2019 S/L 10 5,750 - 575 575 5,175

LI Painting 6/30/2019 S/L 10 G,073 - 601 601 5,412

LI Carpel Flooring/WaII Bum6per 7/31/2019 S/L 10 58,663 - 5866 5,366 52,797

LI Painting 8/31/2019 S/L 10 4.249 - 42S 425 3,824

LI Pump 8/31/2019 S/L IS 12,570 - 838 338 1 1,732

LI Slorage'I'ank 8/31/2019 S/L 10 3,506 - 351 351 3,IS5

LI Fiood, light fixtures 8/3 V2019 S/L 10 3,478 - 348 3A8 3,130

TOTAL LEASEHOLD IM1IPROVEMG,NTS 2,677,570 1,79fl,797 56,949 1,8R5,7J6 7)7,824

Building Improvements

Bidng hap Priur Period Acquisitions(Per 9/30/)SCR) Variuus S/L Various 2006,285 348,196 80,251 428,447 1,577,838

TOTAL I2uiWing Improvements 2,006,285 348,196 80,251 42S,J47 1,577,838

Land Improvements

NMG Prior Period Acquisitions(Per 9/30/18 CR) Various S/L Various 9,235 154 154 308 8,927

TOTAL Lsmd Im~~rovemenls 9,235 t5d 154 308 A~927

MOVABLE CQUIPMENT

MIME Prior Period Acquisitions(Per 9/30/18 CR) Various S/L Various 1,122,A67 938,508 39,729 978,237 144,630

2019 Additions

MME Electric bed 80" 12/31 /2018 S/L 12 2,653 - 221 221 2,432

Mb[E 8lectric bed 1/31/2019 S/L IS 3,875 - 258 258 3,617

MME E3edside cabinet 1/3 1 /2019 S/L 12 5,339 - 44S 445 J,894

bIbIE AED Garment with 81ect 2/28/2019 S/L S 2,935 - 587 S87 2,348

MME Drawer chest 2/28/2019 S(L 10 1,990 - 199 199 1.791

MME Lift Gate 7/31/2019 S/L 10 2,549 - 255 255 2,294

MIME Digital scale 7/3 1/2019 S/L S 1,501 - 300 300 1,201

IvfME Fl end/Foot board 7/31/2019 S/L 10 725 - 72 72 653

NfNtE Electric bed 80" 7/31/201) S!L 12 3 638 - 303 303 3,335

MME Electric bed 80" 8/31/2019 S/L 12 1,404 - 1 17 1 17 1,287

bI N1E Laptop 9/30/2019 S/L 5 1,229 - 246 246 983

TOTAL MOVADLC EQUIPM CNT (,150,703 93S 508 42,732 98I,2J0 169,463

TOTAL ASSETS PCR CR SCHEDULE S,R43,79q 3,085,655 210,086 3,295,741 2,548,053

TOTAL ASSETS PER TRIAL BALANCE 3,837,509 - 129,835 2,867,294 970,215

LESS REALTY ASSETS (2,006,285) (348,196) (Q28,d47) (1,577,538)

ROUND WG

VAKIAIV(.'L: IUl 2.737.459 80,251 (0)

F/S vs GR N B V - Pngc 31, Linc B9 0

R/S vs C/R Depreciation -Page 36. Line ~I (80.251)



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
Marlborough Health Care Center, Inc.

License No.

200RH
Report foe Year Ended

9/30/2019
Page of
25 37

1 1. Property Questionnai~•e

Part A

Is the property either owned by the Facility If "Yes," complete Part B.
or leased from a Related Party?* 

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

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

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

related party transaction.

Description Total

Znd Mortgage 3rd ~to~tgagc lth Moit~<igr

1, Date Land Purchased
2. Date Structure Completed

3. If NOT Original Owner, Date of Purchase

4. Date of Initial Licensure

5. Total Licensed Bed Capacity 120

6. Square Footage 42,799

7. Acquisition Cost

a. Land 186,373

b. Building 1,4so,t67

Part B -Owner and Related Parties 1st Mortgage

1. Financing

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

b. Date Mortgage Obtained OS/10/l8

c. Interest Rate foe the Cost Year 6.21

d. Term of Mortgage (number of years) 25

e. Amount of Principal Borrowed 2,600,000

f. Principal balance outstanding as of 9/30/19 2,540,807

Compieie ii' iVYorigage was i2ei'inanceu

During Cun~ent 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)

l<. Amount of Principal Borrowed

1. Principal Outstanding on Note Paid-Off

Part C - A~•ms-Length Leases for Real Property Improvements Only

Name and Address of Lessor Property Leased Date of Lease Term of Lease Annual Amount of Lease

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



State of Connecticut

flnnual Report of Long-Term Care Facility

CSP-26 Rev. 6/95

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

Name of Facility

Marlborough Health Care Center, Inc.

License No.

200RH

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. Fourth Mo►•tgage $
i~idilie O; L2iluEC R fit?

Address of Lender

B. CHEFA Loan Information

1. Original Loan Amount $

2. Loan Origination Date

3. Interest Rate

4. Term

5. CHEFA Intec•est Expense

1 Z 137. 1 btal ~ui[tiiiag lnieresi expense (i~ i - %~4 + B.i j $
(Carl y Subtotals f orti>>a~°d to next page



State of Connectic~it
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
Marlborough Health Care Center, I

License No.

200RH

Report for Year Ended
9/30/2019

Page of

27 ( 37

[tem 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. Item Rate Amount

Lender

Address of Lender

B. Item Rate Amount

Lender

A~1~rPss of bender

1 2. C. 3. Total Movable Equipment Interest

Expense (C l + 2) $

12. D. Other Interest Expense (Specify) $

Computer Loan /Late Fees /Insurance Premium Interest

7,850 7,850

13. Total Alllnterest Expe~~se (12B7 + 12C3 + 12D) $ 7,850 7,850

14. Insurance

a. Insurance on Property (buildings only) $ 29,080 29,080

b. Ins~u~ance on Automobiles $ 5,221 5,221

c. Insurance other than Property (as specified above)
t , I I,~hrPlla (~la??ket r'nvr r~gP 1 $' 8,706 $, %06

2, Fire and Extended Coverage $
__

3, Other (Sp~ci~~; $

Liability /Crime Insurance

47,072 47,072

14d. Tota! Insurance Expe~~ditures (14a + b + c) $ 90,079 90,079

l5. Total All Expenditures (A-13 tlTru C-14) $ 10,851,608 10,851,608



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

D. Adjustments to Statement of Expenditures

Name of Facility
Marlborough Health Care Center, Inc,

License No.
200RH

Report for Year Ended
9/30/2019

Page of
28 ~ 37

Item

No.

Page

No.

Line

No. Item Description

Total

Amo~mt of

Decrease CCNH RHNS (Specify)

Page 10 - Snlaries and Wages

I . Outpatient Service Costs $

2, Salaries not related to Resident Care $

3. Occupational Therapy $

4. Other -See attached Schedule $ 14,304 14,304

Page 13 - Professiorta! Fees

5. Resident Care Physicians ** $

6. 13 BlOa Occupational Therapy $ 273,632 273,632

7. Other -See attached Schedule $ 23,926 23,926

Pages 1 S & 16 - Administrntive and General

8. Discriminatory Benefits $

9. 15 is Bad Debts $ 304,351 304,351

10. Accounting $

10a. ~ ° Legal $ 19,586 19,586

1 1. Telephone $

l2. Cellular Telephone $

13. Life insurance premiums on the life

of Owners, Partners, Operators $

14. l6 L3 Gifts, flowers and coffee shops $ 4.607 4,607

1 5. Education expenditures to colleges ar

universities for tuition and related costs

for owners and employees $

16. l6 L4 Travel for purposes of attending

conferences or seminars outside the

continental U.S. Other out-of-state

travel in excess of one representative $ 6,825 6,825

17. 16 L6 Automobile Expense (e.g. personal use) $ 1,289 1,289

18. 16 m2/3 Unallowable Advertising * $ 20,600 20,600

19. Income Tax / Coc•po~~ate Business Tax $

20. 16 m 10 Fund Raising /Contributions $ 500 500

21. l6 ml2 Unallowable Management Fees $ 225,497 225,497

22. Barber and Beauty $

23. Qther -See attached Schedule $ 59,243 59,243

Page IS - DiePary ~xpej~dilirres —.

24. Meals to employees, guests and others

who are not residents $

Puge l9 -Laundry Expenditures

25. Laundry services to employees, guests

and others who are not residents $

Page 20 -Housekeeping Expenditures

26. Housekeeping services to employees, guests

and others who are not residents $
Subtotal (Items 1 - 26) $ 954,360 954,360

* All except "Help Wanted". (Cary Szrbtolal forward to next page )

** Physicians who pro~~de sen~ces to Title I9 residents are required to bill the Department of Social Services 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 $ 61

10 B 12o Admissions Salary Related to Marketing 14,243

Total Other Salaries Adjustment $ 14,304 $ - $ -

Schedule of Fees Adjustments

Page Ref Line Ref Description CCNH RHNS (Specify)

13 B12o N Nursing Consultant $ 10,684

13 13120 Rehab Consultant 13,242

Total Other Fees Adjustments $ 23,926 $ - $ -

Schedule of Other A&G Adjustments

Page Ref Line Ref Description CCNH RHNS (Specify)

16 m13 Penalties 564

16 m13 Miscellaneous Expenses LV~JJJ

16 m13 Prior Period Expenses 44,598

15 Var Benefits Associated with Marketing Salary 3,748

Total OtherA&G Adjustments $ 59,243 $ - $ -



Marlborough Health &Rehab

Calculation of Allowable Management Fee

September 30, 2019

Descrption Amount

Management fees Cha~•ged 507,158 Page 16, Line m12

Accounting Charges 26,610 Page 15, ~,~n~ id

Total Management Fees Pec Agreement 533,768

Patient Days 36,931 rage s oeci►i
[mputed Days - 90% Occupancy (365/365 Days) 39,420 caicuiano„
Amount Per Patient Day (Greater of 90% or Actaul Days) $ 13.54

PPD Allowance Per Client 2018
2019 CPI Increase

PPD Allowance 9/30/2019

Amount over (Under)

Total Days
Disallowed Management Fee

7.81 J.01a

1.01%

7.82

$ 5.7204

39,420 Page 8 oi' C/R

$ 225,497

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

Marlborough Health Care Center, Inc.

License No.

200RH

Report for Year Ended

9/30/2019

Page of

29 ~ 37

Item

No.

Page

No.

Line

No. Item Description

Total

Amount of

Decrease CCNH RHNS (Specify)

Subtotals Brought Forward $ 954,360 954,360

Puge 20 -Resident Care Supplies***

27, 20 Sat Prescription Drugs $ 296,972 296,972

28. 20 Sd Ambulance/Limousine $ 31,472 31,472

29. 20 Sf X-rays, etc $ 18,442 18,442

30. 20 Sh Laboratory $ 16,404 16,404

31. Medical Supplies $

32, 20 Set Oxygen (non emergency) $ 13,249 13,249

33. Occupational Therapy $

34, Other -See Attached Schedule $ 90,897 90,897

Puge 22 - Mninten«nce and Property

35. Excess Movable Equipment Depreciation

See Attached Schedule $ ~.t~o3 ~.00~

36. Depreciation on Unallowable

Motor Vehicles $

37. Unallowable Property and Real

Estate Taxes $

38. Rental of Building Space or Rootns $

39. Other -See Attached Schedule $ 15,063 15,063

Pnge 27 - Insurnnce

40.
__ __
Mortgage Insurance $

41. Property Insurance $ _

Other -Miscellaneous

_~_

42. Other -Indirect $

43. Interest Income on Account Rec. $

44. Other - Miscellaneous Administrative $

45. Management Fees Direct $

46. Management Fees Indirect $

47. Other -Direct $ 20,086 20,086

Not For Prof ii Providers On/y

48.

~

Building/Non Movable Eq. Depreciation

Unallowable B~iilding ]merest -

See Attached Schedule ~ ~

49. 7'ot~~l fln2ount of Decrease (items 1 - 48) $ 1,459,948 1,459,948

* * * Items billed directly to Depa~iment of Soci~il Services vxUor Health Services in CT, or other slates, Medicare, acid private-pay residents. Identify

separately by category as indicated on Page 20.



Attachment Pagc 2A,ttachment Pagc 29

Schedule of Other Ancillary Costs

Paee Ref Line Ref Descriution CCNH RHNS (S~ecifvl

20 51 Non Allowable Nursing E uipment Rentals $ 40,797

20 Sl IV Thy Sup lies -Rehab Tp and Ancllr 4,091

20 51 E ui Rental - Rehab T and Ancllr 12,604

20 51 E uip Rental -Res irator 17,733

20 Sc Med B Nursing Su lies 4,902

20 Si Cable Television Expense 10,770

Total Other Ancillary Costs $ 90,897 $ - $ -

Schedule of Cxcess Movable Equipment Depreciation

Pane Ref line Ref nescrintinn CCNH RHNS (Soccifvl

22 7b Non Allowable Depreciation on TVs and Matresses $ 3,003

Total excess Movable Equipment Depreciation $ 3,003 $ - $ -

Schedule of Other Property Adjustments

Page Ref Line Ref Description CCNH RHNS (Specify)

27 14b Auto Insurance $ 5,221

22 6e Auto Leases 9>842

Total Other Property Adjustments $ 15,063 $ - $ -

Schedule of Other -Indirect Adjustments

Page Ref Line Ref Description CCNH RHNS (Specify)



age

Total Other Adjustments $ - $ - $

Schedule of Other - ~4iscellaneous Administrative Adjustments

Page Ref Line Ref Description CCNH RHNS (Specify)

Total Other Adjustments ~ - $ - $

29



Schedule of Other -Direct Adjustments Attachment Page 29

Page Ref Line Ref Description CCNH RHNS (Specify)

27 12d Late Fee Interest Expense $ 1,747

30 IV 8 Donation Revenue 230

30 N 8 Refunds /Rebates 14,724

30 IV 8 Medical Record Income 397

30 IV 8 Miscellaneous Revenue 2,988

Total Other Adjustments $ 20,086 $ - $ -

Schedule of Unallowable Building Interest

Page Ref Line Ref Description CCNI1 RHNS (Specify)

Total Unallowable Building Interest ~ - $ $



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

Cable TV Disallowance

September 30, 2019

Total Cable TV Expense 14,370 Ti3 i,~„i<e~

Total Monthy 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 Year 365

Partial Year Allowable % 100.00%

Revised Allowable Cost ~ $ 3,600

Disallowed Expense $ 10,770 {~a~

Tickmark

{a} Ties to page 29a



State oCConnecticut

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

F. Statement of Revenue
Name of Facility

Marlborough t-Iealth Care Center, Inc.

License No.
200RH

Report for Yeas• Ended
9/30/2019

Page of

30 ~ 37

Item Total CCNH RHNS (Specify)

[. Resident Room, Board &Routine Care Revenue .

1. a. Medicaid Residents (C7'only) $ 11,608,123 1 1,608,123

b. Medicaid Room and Board Contractual Allowance ** $ (5,669,647) (5,669,647)

2, a. Medicaid (A!! other states) $

b. Other States Room and Board Contractual Allowance ** $

3, a. Medicare Residents (all ir~clarsive) $ 1,296,600 1,296,600

h. Medicare Room and Board Contractual Allowance ** $ 253,667 253,667

4. a. Pi•ivale-Pay Residents and Other $ 3,638,160 3,638,160

b. Private-Pay Room and Board Contractual Allowance ** $ (769,3991 (769,399)

II. Other Resident Revenue

1. a. Prescription Drugs -Medicare $ 138,089 138,089

h. Prescription Di•ugs -Medicare Contractual Allowance ** $ (132,745) (132,745)

c. Prescription Drugs - N0n-Medicare $ 132,069 132,069

d. Prescription Drugs - N0n-Medicare Contractual Allowance ** $ (136,586) (136,586)

2, a. Medical Supplies -Medicare $ 11,824 11,824

b. Medical Supplies -Medicare Contractual Allowance ** $ (t 1,824) (1 1,824)

c. Medical Supplies - N0n-Medicare $ 14,701 14,701

d. Medical Supplies -Non-Medicare Contractual Allowance ** $ (14,701) (14,701)

3. a. Physical Therapy -Medicare $ 351,853 351,853

b. Physical Therapy -Medicare Contractual Allowance ** $ (298,165) (298,165)

c. Physical Therapy - N0n-Medicare $ 205,473 205,473

d. Physical Therapy - N0n-Medicare Contractual Allowance ** $ (191,494) (191,494)

4, a. Speech Therapy - Medicare $ 74,791 74,791

b. Speech Therapy -Medicare Contractual Allowance ** $ (41,4IU) (41,410)

a Speech Therapy - N0n-Medicare $ 56,477 56,477

d. Speech 'I'hccapy-Non-Medicare Contractual Allowance ** $ (50,068) (50,068)

5. a. Occupational Therapy -Medicare $ 351,582 351,582

h, Occupational Therapy -Medicare Contractual Allowance ** $ (288,706) (288,706)

a Occupational Therapy - N0n-Medicare $ 207,026 207,026

d. Occupational Therapy-Non-Medicare Contractual Allowance ** $ (197,833) (197,833)

6. a. Other (Specify) -Medicare $ 36,150 36,150

b. Other (Specify) - N0n-Medicare $ 177,425 177,425

II1. Total Resident Revenue (Section 1. thru Section II.) $ 10,751,432 10,751,432

N. Other Revenue*

1. Meals sold to guests, employees &others $

2. Rental of rooms to non-residents $

3. Telephone $

4. Rental o("I'elcvision and Cable Services $

5. Interest Income (Specify) $ 318 318

6. Private Duty Nurses' Fees $

7. Barber, Coffee, Beauty and Gift shops $

8. Other (Specify) ~ $ 41,858 41,858

V. Total Other Revenue (1 thru 8) $ 42,176 42,176

VI. Total All Revenue (III +V) $ 10,793,608 10,793,608

* Facilil~~ sltordd off-set (he appr~opriale expe~tse on Page 28 or Page 29 ojlhe Cosl Report.

** Fncilih~ should report al/ conlrnclunl allowances and/or payee• discoiays.



Attachment Page 30

Schedule of Other Resident Revenue -Medicare

Related Exp

v:,oP aPr n,.~,•r~~h~~ r~nru uunrc rS„~~~~i

30 II 6a Medica~'e Pt A Ambulance-Marib- - - $ 4,614

30 Il 6a Medicare Pt A N Thera -Mazib- - - 10,502

30 [16a Medicare Pt ALab-Marlb--- 11,801

30 II ba Medicare Pt A X-Ra -Mazlb- - - 11,095

30 ll 6a Medicare Pt B Prior Period-Marlb- - - (2,519

30 II 6a M ~d Medicare Ambulance 654
Total Other ResiJent Revenue- Medicare $ 36,150 $ $ ~ -

Schedule of Other Non-Medicare Resident Revenue

Related Gsp

a.,Re uor no~...•o..r:..., rrNii uuNc lC~,N~ifi~l

30 TI Gb Medicaid Rate Adjustment-Marlb $ 149,622

30 II 6U Medicaid Lab-Marlb- - - 1,683

30 II 66 Medicaid X,Ray-Marlb- - - 774

30 II 6b Comro Ins Lab-Marlb- - - 767

3U II 6b Comm Ins X-Ray-Marlb- - - 602

3U R 66 Mgd Medicare N TUera 7,414

30 II 6b Mgd Medicare Lab 7,644

30 II 6b Mgd Medicare X-Ra 5,466

30 I7 6b Mgd Medicare Flu/Pnetunonia 1,792

30 1166 Mgd Medicare Prior Period (1,339)

Total Other Resident Revenue $ 1~~,4z5 $ - $

Interest Income

Account

a..i...,..o rrntu n~rNs (Soecifvl

30 N 5 Interest Ex ease on Mone Market Account ~ 150,160 $ 318

Totallnterestlncome $ 3~8 $ - $

Schedule of Other Revenue

r!'NH aL~NC (Snecifvl

30 IV 8 Prior Period Revenue $ 449

30 IV 8 Donation Revenue (Disallowed on Pg 29a) 23o

30 N 8 Reftmds /Rebates (D~salfowed on 't g z9a 14,72A

30 N 8 Class Action Settlement Rev (No CY Ex erase) G34

30 N 8 Medical Record U~come (Disallowed on P 29a 39~

30 1V 8 tIHC Income l A,152

30 N 8 Miscellaneous Revenue (Disallowed on P 29a) 2,988

30 N 8 Write Off of Outstanding Checks from Pnor Periods $ 4,284

Total Other Revenue $ 41,858 $ - $ -



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

G. Balance Sheet

Name of Facility
Marlborough Health Care Center, Inc.

License No.
200RH

Report for Year Ended
9/30/2019

Page of
31 ( 37

Account Amount
Assets
A. Current Assets

1. Cash (on hand and in banks) $ 456,052
2. Resident Accounts Receivable (Less Allowance for Bad Debts) $ 1,360,096
3. Other Accounts Receivable (Excluding Owners or Related Parties) $ 106,692
4 Inventories $ 28,404

5. Prepaid Expenses

a.

$ 1 18,510

b.

c,

d. See Schedule 118,510

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

CT PST Deferred Tax 32,808
$ 303,034

Due fi•om Medicaid 270,226

See Schedule

A-9. Total CurreiztAssets (Lines Al thru 8) $ 2,372,788

B. Fixed Assets

1. La::~ $
2. Land Improvements *Historical Cost 9,235

Accum. Depreciation 30~ Net

$ 8,927

3. Buildings *Historical Cost

Accum. Depreciation Net
$

4. Leasehold Improvements *Historical Cost 2,677,570

Accum. Depreciation 1,885,746 Net

$ 791,824

5. Non-Movable Equipment *Historical Cost

Accum. Depreciation Net
$

6. Movable Equipment *Historical Cost 1,150,703

Accum. Depreciation 981,240 Net
$ 169,463

7, Motor Vehicles *Historical Cost

Accum. Depreciation Net
$

S. P.~Iin~r Equipment=l:~ot Depreciable ~

9. Other Fixed Assets (itemize)

CIP 44,923

$ 44,923

See Schedule

B-l0. Total Fixed Assets (Lines B1 thru 9) $ 1,015,138

* Historical Costs must agree with Historical Cost reported in Schedules on cc~,,~~T~~~~fo„~.~,~d~o„er~P~ge>

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

Marlborough Health Cace Center, Inc.

License No.

200RH

Report for Year Ended

9/30/2019

Page of

32 ~ 37

Account Amount

Total Brought Forward: $ 3,387,926

C. Leasehold or like property recorded for Equity Purposes.

1. Land $

2. Land Improvements *Historical Cost

Accum. Depreciation Net $

3. Buildings *Historical Cost 2,006,285

Accum. Depreciation 428,447 Net $ 1,577,838

4. Non-Movable Equipment *Historical Cost

Accum. Depreciation Net $

5. Movable Equipment *Historical Cost

Accum. Depreciation Net $

6. Motor Vehicles *Historical Cost

Accum. Depreciation Net $

7. Minot Equipment-Not Depreciable $

C-8 Total LeaselTold or Like Properties (C.l thru 7) $ 1,577,838

D. Investment and Other Assets

1. Deferred Deposits $

2. Escrow Deposits $

3. Organization Expense *Historical Cost

Accum.11epreciation i~et $

4. Goodwill (Purchased Only) $

5. Investments Related to Resident Care (itemize) $

6. Loans to Owners or Related Patties (itemize) $

Name and Address ~ Amount Loan Date

7. Other Assets (itemize)

Security Deposits 11,500

$ i i ,~C(;

See Schedule

D-8. Totallnvestments and Ot/~erAssets (Lines D1 thru 7) $ 11,500

D-9. Total All Assets (Lines A9 + B 10 + C8 + D8) $ 4,977,264

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



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-33 Rev. 6/95

G. Balance Sheet (cont'd)

Name of Facility

Marlborough Health Care Center, Inc.

License No.
200RH

Report for Year Ended

9/30/2019

Page of

33 ~ 37

Account Amount

Liabilities

A, Current Liabilities

1. Trade Accounts Payable $ 579,780

2. Notes Payable (itemize) $

See Schedule

3. Loans Payable for Equipme~~t (Cup°rent po~•tion) (itemize) $ I ~I ,O 1

Name of Lender Purpose Amount Date Due

Equipment Lease ST 14,011

4. ,4ccr~;ed Payrel! (E~c?~~sive ~f n,11~P,~~ ~n~/~r ,C'tnckl?o[~Prs ondv 1 $ 321,696

5. Accrued Payroll (Ow>»e~•s a~~d/oi° Stockholders only) $

6. Accrued Payroll Taxes Payable $

7. Medicare Final Settlement Payable $

8. Medicare Current Financing Payable $

9. Mortgage Payable (Current Portion) $

l 0. Interest Payable (Exclusive of Clwner and/or Related Parties) $

1 1. Accrued Income Taxes* $

1 2. Other Cw•rent Liabilities (itemize)

Unclaimed ADP checks 1,385 Accrued Worker's Comp 50,519

Patients Fund 62,407 Accrued Purchase 1,174

$ 351,192

laCCni~~ Fv~r_.ncPc 223,26

Accrued Pension 12,431 Sce Schedule

A-13. ~'otral CaarreeatLa~beleties Lines Al thr~~ 12) $ 1,266,679

* Business Income Tax (not that withheld fi~om employees). Attach copy of owner's Federal Income (c~,~•,y i'~,i~~//~„•,~~~~~,~~1 ~~~ n~,~r p~~,~~)

Tax Return.



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-34 Rev. 6/95

G. Balance Sheet (cont'd)

Name of Facility

Marlborough Health Care Center, Inc.

License No.

200RH

Repo►•t for Year Ended
9/30/2019

Page of
34 ~ 37

Account Amount
Total Brought Forward: 1,266,679

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

1. Loans Payable-Equipment (itemize) $ 72,262
Name of Lende►~ Ptupose Amount Date Due

Equipment Lease LT 72,262

2. Mortgages Payable $
3. Loans from Owners or Related Parties (itemize) $ 2,455,429

Name and Address of Lender Amount Loan Date

Due to Realty /Related /
Other 2,455,429

4. Other Long-Term Liabilities (itemize) $

~

_ _

See Schedule
B-5. Tota! Long-Term Liabilities (Lines B 1 thru 4) $ 2,527,691
C. Tota/All Liabilities (Lines A-13 + B-5) $ 3,794,370



Allllchmenl PHgc 11-31
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Paec Ref Line Ref
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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

Marlborough Health Care Center, Inc.

License No.

200RH

Report for Year Ended

9/30/2019

Page of

35 ~ 37

Account Amount

A. Reserves

1. Reserve for value of leased land $

2. Reserve for depreciation value of leased buildings and appurtenances

to be amortized $

3. Reserve for depreciation value of leased personal property (Equity) $ 1,577,838

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 $ 1,577,838

B. Net Worth

1. Owner's Ca ital $

2 ~ap:t~i St~~k $

3. Paid-in Surplus $

4. Treasury Stocl< $

5. Cumulated Earnings $ (417,195)

6, Gain or Loss for Period 10/1 /2018 thru 9/30/2019 $ 22,251

7 'Total NPt Wnt-th $ (344,9~~)

L. 7`otal Deserves and ~vei ~'ori/a $ ? ,182.,894

D. Total Liabilities, Reserves, and Net Wort17 $ 4,977,264



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-36 Rev. 6/95

H. Changes in Total Net Worth

Name of Facility

Marlborough Health Care Center, Inc.

License No.

200RH

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 $ (418,373)

B. Total RevenL~e (Fi°one State»~ent of Reve~~~ue Page 30) $ 10,793,608

C. Total Expenditures (From Staten7~enl of E~perrditures Page 27) $ 10,771,357

D. Net Income or Deficit $ 22,251

E. Balance $ (396,122)

F, Additions

1. Additional Capital Contributed (itemize)

Total Expenses P27 $10,851,608

(Less) Realty Co Bldg Depre (80,251)

Revised Total $10,771,357

2. Other (itemize )

F-3. Total Additions $

G. ne~l,~ct~ons

1 , Drawings of Owners/Operators/Partners (Specify) $ 1,178

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

Partner Drawings 1 > 178

2. Other Withdrawil~gs (Spec)

Purpose Amount

3. Total Deductions $ (~ >17~)

~. ~alnnce aP Eizc~ ~f ~e~ivd 09/30/19 $ ?94,944)



State of Connecticut

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

I. Preparer's/~2eviewer's Certification,

Name of Facility License No. Report for Year Ended Page of
Marlborough Health Care Center, Inc. 200RH 9/30/2019 37 37

Check appropriate category

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

PI'epaPeP~eViCWCI" ~.el'tlfiCatlOdl

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

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

are properly reported as such in this report on Pages 28 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.

Signa re o •e arer Title Date Signed/:.

~. ~~'-( i`S C'_ t i~ — ~ ~ ~ ~a ~ Ica

Printed Name of Preparer

Matthew S. Bavolack

Addre; Address Phone Number

555 Long Wharf Drive, New Haven, CT 0651 l 203-781-9600

Contacted Person Regarding Additional Information Needed Regarding This Report Phone Number

John Phelps 516-705-4813

Contact Email Address

jphelps@nathealthcare.com
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ADVISORY ~ CONSULTING

ACCOUNTANTS' CONSULTING REPORT

Management is responsible for the accompanying Annual Report of Long-Tenn Care Facility (the "Cost
Report") for Marlborough Health Care Center, Inc, 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 Department of Social
Services (DSS) from data provided to us by the management of Marlborough Health Care Center, Inc. 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 of the management Marlborough Health Care

Center, Inc. and DSS and is not intended to be, and should not be, used by anyone other than these specified

parties.

1VIARCUM LLP

New Haven, CT
February 8, 2020

MnRCUM ~t ~~~
M EMBER

Marcum uP ~ 555 Long Wharf Drive ~ 8th Floor ~ New Haven, Connecticut 06511 ~~ Phone 203.781.9600 ~ Fax 203.781.9601 ~ 1~ww.nt~~'Culttllp.Co~11
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This checklist is not required to be submitted with the Annual Report

Facility Name Marlborough Health Care Center, Inc.

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

Yes No
1, Have all related parties been properly disclosed on Pages 4, 1 1, 12, 14, 17 and 21 ?

Explanation:

Yes No
2. Are the methods of allocating costs consistent with prior year? If not, explain the

reporting change.
Explanation:

Yes No
❑ 3. Are costs allocated based on the methods prescribed on Page 5 of the Annual

Report? If not, provide the basis of your• allocation.
Explanation:

Yes No
~ 4, Do equipment leases listed on Page 6 agree with equipment leases reported on Page

Z~ 1 ;;;~ ~P~ if;;.,t ~twtP \A/IIPYP YIIPCP r.nct~ arP ii~cluclecl i~~ the Atlnual Report.

Explanation:
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Yes No
5.

Explanation:

Do accounting and legal fees reported on Page 7 agree with Page 15, Lines 1 d and
1 e, respectively?

Yes No
❑ 6.

Explanation:

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?

Yes No
7.

Explanation:

If there has been a change in Administrators, have the dates of employment and

applicable hours for each Administrator been reported on Page 12?

Yes No
8.

Explanation:

Have hours been reported for all expenses claimed on Page 13? Hours must be

actual rather than estimated.

Yes No
9.

Explanation:

Has resident day user fee expense been properly reported on Page 15, Line 1 k3?

Yes 1>Io
10. Have purchased services greater than $10,000 reported on Pages 16, 18, 19, 20

and 2l 'been deiailed on Page 21"

Explanation:
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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 ta;ces?
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
l 4. Does the net book vah~e 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:

Yes No
16. Have all assets been categorized between movable and fixed in accordance with

the 201.s edition of the American Hus~ital Associati~r g~aidclines?

Explanation:
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Yes No
17. Have all contractual allowances been properly reported on Page 30?

Explanation:

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

Explanation:

Yes No
l9. Have Pages 1 and 37 been signed? Cost reports ►vithocrt ~i szgned Page 1 and 37

will not be accepted.
Explanation:

Yes No
20. Have detailed schedules been pt~ovided for all "other•" line items, fixed asset and

movable equipment additions? If detail is not p~~ovided, ~~ppropriate
disnUowcrnces will be made.

Explanation:

Yes No
21. 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:

Yes
~,.

lYo
22. Has all required documentation been submitted to the Annual Report review and

audit contractor?
Explanation:
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