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

General Information

Name of Facility (as licensed) License No. Report for Year Ended  Page
Montowese Health & Rehabilitation Center 2442 9/30/2018 1

l

of
37

Administrator's/Owner's Certification

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

[ HEREBY CERTIFY that 1 have read the above statement and that I have examined the accompanying
Cost Report and supporting schedules prepared for Montowese Health & Rehabilitation Center [facility
name], for the cost report period beginning January 25, 2018 and ending September 30, 2018, and that to
the best of my knowledge and belief, it is a true, correct, and complete statement prepared from the books
and records of the provider(s) in accordance with applicable instructions.

1 hereby certify that I have directed the preparation of the attached General Information and Questionnaires,
Schedule of Resident Statistics, Statements of Reporied 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. 1 also certify that all salary and non-salary expenses
presented in this Report as a basis for securing reimbursement for Title XIX and/or other State assisted
residents were 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.

Date

Q/&/ #

Sigped (Administrator) Date i
Sdhgjoronf) 21lie

to before me: CT 2 /4///6

Printed Name [Adniinistrator) FPrinted Name (Owner)
Stella Akopyants Lawrence Santilli
Subscribed and Swom State of Date Signed (Notary Public) Comm. Expires

Address of Notary Public

IPY Facomindn Butbd (T 06/68

(Notary Seal)




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-1A Rev. 6/95

State of Connecticut
Department of Social Services
55 Farmington Avenue, Hartford, Connecticut 06105

Data Required for Real Wage Adjustment Page of
1A 37
Name of Facility Period Covered: From To
Montowese Health & Rehabilitation Center 1/25/2018] 9/30/2018
Address of Facility
163 Quinnipiac Avenue, North Haven, CT 06473
Report Prepared By Phone Number Date
Athena Health Care Associates, Inc (860) 751-3900 2/14/2019
Item Total CCNH RHNS | (Specity)

1. Dietary wages paid $
2. Laundry wages paid $
3. Housekeeping wages paid $
4. Nursing wages paid $
5. All other wages paid $
6. Total Wages Paid $
7. Total salaries paid $
8. Total Wages and Salaries Paid (As per page 10 of Report) §

Wages - Compensation computed on an hourly wage rate.

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

DO NOT include Fringe Benefit Costs.




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

General Information and Questionnaire
Type of Facility - Organization Structure

Phone No. of Facility [Report for Year Ended  Page of
203-624-3303 9/30/2018 2 37
Name of Facility (as shown on license) Address (No. & Street, City, State, Zip)
Montowese Health & Rehabilitation Center 163 Quinnipiac Avenue, North Haven, CT 06473
CCNH RHNS (Specify) Medicare Provider No.
License Numbers: 2442 075017
Type of Facility (Check appropriate box(es))
Chronic and Convalescent Rest Home with Nursing O (Specify)
Nursing Home only (CCNH) Supervision only (RHNS)

Type of Ownership (Check appropriate box)
O Proprietorship ® LLC O Partnership O ProfitCorp. O Non-Profit Corp. O Government O Trust

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

Has there been any change in ownership
or operation during this report year? © Yes O No If "Yes," explain fully.

Facility changed ownership effective 1/25/18

Administrator

Name of Administrator Nursing Home

John Sweeney Administrator’s 001459
License No.:

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

Name License No.:

Not Applicable




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

General Information and Questionnaire

Partners/Members
Name of Facility License No. Report for Year Ended Page  of
Montowese Health & Rehabilitation Center 2442 9/30/2018 3 | 37
State(s) and/or Town(s) in
Legal Name of Partnership/LLC Business Address Which Registered
Montowese Health & Rehabiliation Center 163 Quinnipiac Avenue, CT
North Haven, CT
Name of Partners/Members Business Address Title % Owned

Lawrence G Santilli 135 South Rd Farmington, CT 06032  |President 63.00%




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3A Rev. 10/2005

General Information and Questionnaire

Corporate Owners

Name of Facility
Montowese Health & Rehabilitation Center

2442 9/30/2018

License No. Report for Year Ended

Page  of
3A | 37

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

Legal Name of Corporation

Business Address

State(s) in Which Incorporated

Name of Directors, Officers

Business Address

Title

No. Shares
Held by Each

Names of Stockholders Owning at Least
10% of Shares

None other than listed above




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
Montowese Health & Rehabilitation Center 2442 9/30/2018 3B | 37

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

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

General Information and Questionnaire
Basis for Allocation of Costs

Name of Facility License No. Report for Year Ended Page of
Montowese Health & Rehabilitation Center 2442 9/30/2018 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 Number of meals served to residents

Laundry Number of pounds processed

Housekeeping Number of square feet serviced
Number of hours of routine care provided by EACH

Nursing employee classification, i.e., Director (or Charge Nurse),
Registered Nurses, Licensed Practical Nurses, Aides and
Attendants

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

Maintenance and operation of plant Square feet

Property costs (depreciation) Square feet

Employee health and welfare Gross salaries

Management services Appropriate cost center involved

All other General Administrative expenses Total of Direct and Allocated Costs

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

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

Not Applicable

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

Not Applicable

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

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

® Yes
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ASSIGNMENT, ASSUMPTION AND CONSENT AGREEMENT

This ASSIGNMENT, ASSUMPTION AND CONSENT AGREEMENT (“Assignment”) is entered into by and between
ATHENA HEALTH CARE ASSOCIATES (“Assignor”), MONTOWESE HEALTH AND REHABILITATION CENTER,
INC. (“Assignee”) and Xerox Financial Services, LLC (“XFS"), (collectively, the “Parties”), as of 4/10/2018

(“Effective Date").

WHEREAS, XFS has entered into one or more Agreements with Assignor (collectively, “Agreement”) to provide
certain equipment to Assignor, as follows:

Affected contract numbers: 01 0-0087393-001

WHEREAS, in conjunction with Assignee’s acquisition of all or a part of Assignor’s business, Assignor desires to

XEerox &

assign to Assignee the equipment/software as set forth in Exhibit A ("Equipment/Software”) under the Agreement;

and

WHEREAS, Assignee has agreed to accept such assignment of the Equipment/Software and Services under the
terms and conditions of the Agreement until its expiration and as consistent with the terms and conditions hereof.

NOW, THEREFORE, in consideration of the above and intending to be legally bound, the Parties agree as follows:

1. As of the Effective Date, Assignor assigns to Assignee, and Assignee accepts and assumes, all of Assignor’s
rights, title and interest in and to the Agreement with respect to the Equipment/Software. Assignor agrees o

pay to XFS any relocation costs.

2. Assignor remains liable to XFS for its obligations under the Agreement arising prior to the Effective Date. In
addition, in the event of default by Assignee after the Effective Date, Assignor agrees that it remains liable to
XFS under the Agreement, and waives presentment for payment, demand, and notice of default.

3. XFS consents to this Assignment but expressly prohibits any further assignment without XFS’s prior written
consent.

4. 1n the event that XFS currently maintains either a security interest or title to the equipment specified in the
Agreement, Assignee authorizes XFS to execute and/or file any docurnentation on Assignee's behalf necessary
to evidence or perfect such interest.

5. Notices under the terms of the Agreement will continue to be governed by the notice provisions thereof, with
Assignee’s address as shown on page 2 hereof.

6. This Assignment is assigned the contract #010-0093702-001. The parties will reference such number in all
amendments and/or notices with each other regarding this obligation.

7. Except as specificaily provided herein, all terms and conditions of the Agreement remain in full force and
effect. In the event of any conflict between the terms and conditions stated in this Assignment and the terms
and conditions of the Agreement, this Assignment governs.

8. This Assignment may be executed in multiple counterparts, which together constitute one Assignment binding
on the Parties, notwithstanding that the Parties have not signed the same counterpart.

9. This Assignment may not be amended except in writing signed by the Parties.

ASSIGNOR, ATHENA HEALTH CARE ASSOCIATES
By: Name (Please Print): Matcola . & SAas o
>
Signature: '/WS’ . ,./%,__—*
7 —
Title: s 2 S TOE <f 7

Date: ‘9//4‘1/ v 5

-

(July 18, 2011)

Page10of2



Xerox Financial Services LLC
45 Glover Avenug
Norwalk, CT 06856

Cost Per Copy Agreement

Xerox @\’

Malcolm Mason

Quantl Modsl and

- EQUIR

Lease Agreement # 87393 Dealer Name: Connecticut Businass Systems
pi o © LESSEEINFORMATION a0
full Lopal Hama [+1.2 8
ATHENA HEALTH CARE ASSOCIATES, INC,
sikag Mddress Ry Shate arCad
435 SOUTH ROAD FARMINGTON CcT 06032
hose Erall
a80.751-3900 Atontm con Emaly iy tason@AthenaHealthCare.com | 7o O

MENT. : . .
Quanidy Model and Descripilon

T
BT a AT .Y

B o g o S H

TERW AND PAYMENT. IMAGETYPE IMAGES INCLUDED EXCESS CHARGE  PRINTS INCLUDED EXCESS CHARGE
initial Lease Yerm {in months}: 36 plus Baw 10,000 004
the Interim Paclod, if any Color 3,000 .04
Color Level 1 N/A N/A
Monthly Lease Payment: § 1 :550
plus applicable charges & taxes Color Levei 2 N/A N/A
Color Leval 3 N/A N/A

BY YOUR SIGNATURE BELOW, YOU ACKNOWLEDGE THAT YOU ARE ENTERING INTO A NON-CANCELLABLE LEASE AND THAT YOU HAVE READ AND AGREEDTO ALL APPLICABLE
TERMS AND COMDITIONS SET FORTH ON PAGES 1 AND 2 OF THIS LEASE,

Azcwpted By: Xerox Financial Services tIC

1. Dafinitions. The words “you® and *your* mean $a Segal anily idandified i ‘Lassas Information” shave, nd
*XFS,* e, us” *Lassor” and ‘ouc” maang Xerox Financial Sarvices LLC, *Party” means you ar XFB, and
Pates' maans both you and XFS, Veaie” mesns Uw ety dended In Desfer Hame® above.
“Commancement Date® means tha date subragquent to the fnception Dale when XFS funds the Dusar andlor
ohwr parly for the Equipment, *Discount Rela” means 8 rate squal o e 1-yew Treesury Consient Myl

mapmhhmmmﬂmmdeﬂuﬁRmmﬂubmI-Hs(SSQ}ot
us;;n:ssw g for 1 week enilg Inmedisiatly prior 1o e Incapiion Dae. “Equipmenl” means the

uipmont’ sbove and h any Equipment
in Secfon 3 hereof), aliachments, sccessores, rplacaments, replscement pars, substl
rapaky thereio. “Excass Charges” means he appiicable sxcess coplas andior prnis chary
mmmmmmammuzqwmwomhemmsmwmaum
Tor yout uze, of (b} the dsia Equpment identiied by Desler a3 being Instatadie by you bs delvered fo your
eamisks. "Inlarim Parod” mears T parid Datewen the lncaption Dala and the Commencement Daie,
“Iniastm PaymRne maans one [hkdath of the Lease Paymant mulipSed by the number of days In the inlsdm
Pariod, plus any appicatis Exoass Charges. *Lesse® meaas this Cost Per Copy Agraimant, inciuding any
Equipment schadula. Lagse Payment’ means (he Monthly Lesss Paymant spscifed sbove, which
Inciudes the fieed componen! of maintanance chanes paysbie fo Daalar under the Mabkanance Agreement,
{he Excess Chatges (niess othwrwisa agrasd by you, Daabks aod XFS), and ofher chargss you, Dasler and
XFS agres wit be hivolced by XFS on 2 moathly basks, plux Taxnes. “Mabrisnance Agresttient’ means 2
sepacaly agrsement batween you and Desiar for manisnancs snd support prposes. *Origination Fee” means
7 unaEme fou of $125 bied on your fist inwoice which you agrse %o pay, covariop ihe ongisation,
documsntation, procassing and certain oiher lofiial cosls for tw Lease, “Tem” means e Inkedm Perod,
togalhar with the Indisl Lassa Temm phis any subssquant renewal or exiansion temms. *UCC” meant the
Untlorm Commercial Code of the State of Connecticut {C.G.8.A. §§420-1-101 el sey).
2 Lease, Paymeats and Lale Paymanty, You sgres and represent af Equigment was selectad, configured
WMWmeWmmmmlwhﬂbm.m&mwwmbyMan
requesk, XFS has Soqured, o Wit acquive, the same {0 least o you under (s Lease and you agme 1o ease
mga:mtm)@’s.TmmﬂluuTm,wkhkmwabmmmmmﬂ»mmmme
agme (o pay XFS the fist Lease Poymen! pius say appicable Inlaim Payment 30 days alr U

by piya

Tnvlces you. i any payment {5 not pald fe full within § days aftar s due date, you will pay 2 fais charge
of the greater of 10% of the smount dus or $25, not to exceed the maximum smount by law,
For sach dishondred of melumed paymaat, you wit be assacsed the appicalde relumed Rem fes, which shal
ot excesd 535, Restrictive covenanic on ey muihod of payment wil be inatisctie.

1. Equipment ang Sofware, To tha axiint that tha Equipmant inthudes kangRie property of associaied
services such s sofwae censas, such intangible property shak be referwd (o as “Softwank” You
acinowisdgs 308 aqres that thet XES hae no right, 5e o nfareal in U Software and you wil comply
thwoughoot B Leass Tem with any kcenss andloc athas agreement (Software Licensa’) with the suppBer of
the Sotiware ['Software SuppOer. You are responsiole for aneding oo any requied Softwans Liosnss with
the Softwars Suppiar no later than tha incepfion Date. You agres U Equipment s for your knwiid business
sk In the Unitad Stales {including s possatsions and (esviiodes), wit not be used for personal, housshold or
famby purposas, and i not being acquined fof resale. You wil nol attach the Equioment 26 3 ffucs lo real
astate or make any parmanent sterations L

4. HonCancalishly Lesse. THIS LEASE CANNOT BE CANCELLED OR YERMINATED BY YOU PRIOR
TO THE END OF THE INITIAL LEASE TERM. YOUR OBLIGATION YO HAKE ALL LEASE PAYMENTS,
AND YO PAY ALL OTHER AMOUNTS DUE OR TO BECOME DUE, 13 ABSOLUTE AND UNCONDITIONAL
AND NOT SURJECT TO ODELAY, REDUCTION, SET-OFF, DEFENSE, COUNTERCIAM OR

Poge il 2

LESSOR ACCEPTANCE

TERMS & CONDITIONS

Antho 3 Date Feders} Tax 10 K {Required)
X A /2/2547 22- 495 827/
P ] ’, Titie {indicate Peasident, Partner, #ic) N

/bt‘) {ealst o ¢ fdAs s ~/ Dizcinz ‘ w& P SesS L,

RECOUPMENT FOR ANY REASON WHATSOEVER, IRRESPECTIVE OF THE PERFORMANCE QF THE
EOUIPMENT, DEALER, ANY THIRD PARTY OR XFS, Any pursusd claim by you against XFS R aleged
breach of our obigations hareucder shall be sssadad soltly In 3 separale action; pravided, howavar, that
your obiigalions under this Lasse shail conlinus unabated,
S, Endf of Leazs Gplions. i you are not in defacit 30d ¥ you provide no greater than 150 daye and no dess
than §0 days’ priot virifian niales 30 XFS, you may, &t e and of the Intkal Luasa Term, etther (3) punchace i,
bt not lesz (han af, of the Equipment “AS 15, WHERE 13" and WITHOUT ANY WARRANTY AS 10
COMDITION OR VALUE st tha fime of pirchiase by paying s falr merkel vakia, 35 delenmiosd by XFS b is
soés bul seasonabis discroton, piw Taxes, (b) enier i 2 new lease on muhily sqreeabie W, or {c] de-
muammzummWﬂamrsxmwwmamusmmmu
mmmmaamammm,mwmmndummm-mmmas
manth tarm on 1&rms and condtions Wentcal o this Lease, excapt thal eifher parly may tarmicaie the new
feass al B and of fig 3 month taem on 30 days’ prior wiitien nolics 31d, vien this new Mase kminaiss, shall
1aka 09 of the actions Kantfad i (2) &) or (¢) in the preceding ssalancs or be Sesmed W have catered nlo
anclier péw kkss wih 8 3 mosh fem 23 provided hersln. Any purchass option shall be sxsrciced with
xupecmamumolsqmmmmaymmwwmmmdummumummm
of such dem, and by the defvery sl such Ume by you 10 XFS of payment, i cach o by cantiied check, of e
smount of the sppicabia purchass price for the Equipmant. Upon payment of the applicable amount, XFS
sml.wmmreqmmmmhmamwmmmwonmms:s:mmz
1S,” "WITH ALL FAULYS® basls, wihout or waeray of any kisd of nuture whaisoaver. Aber
such payment, you may tacedn the Equpmant a5 padt of another rancaction wiih XFS and, i you 60, you
st pass unencimmbersd e of the Equipment baing traded-ia o XFS. .
sﬁammmmm.umsqumnnwms.umuhmmmmumm
bm,mmwwwmammmmmmumwmumm
the Equipment %o such ‘o wiar and e’ condlion. 1T 13 SOLELY YOUR
RESPONSIBILITY TO SECURE ANY SENSITIVE DATA AND PERMAMERTLY DELETE SUCH DATA
FROM THE INTERNAL MEDIA STORAGE PRIOR TO RETURNING THE EQUIPMENT TO XFS. YOU
SHALL HOLD XFS HARMLESS FROM YOUR FAILURE TO SECURE AND PERMANENTLY DELETE ALL
SUCH LESSEE DATA AS OUTLINED 1N THIS SECTION.
7. Helar Ruacings and Annusi Adjustmsnis, Unkess otharwiss ageed by you and XFS, you wit provide
mater eadinge an s Equisment subject 1o s Lease 2 the and of aach month duting the M Lease T
mmymmnmuynwommaemmmm.mmmmmmw
lnvoice you secoringly, 1f XES doss esmes any meter readings, XFS wht make approprisie sdfustmenis o0
mﬂmwmmmmmmm&m!mmumEqmpmnt&tznyl&m
atier 12 momhs from e Commencamant Dai and for sach sucoestive 12 monds pariod Uwreslier dudiog D
Laal Lyase Teem 8nd any 3 month extanced Tanm, XFS may ncraass your Monthly Lease Payment and e
&w&muwnmdmmmﬁSﬁ)ofmunn«meoaﬂyLamPaymMof
v you agres (o pay such increasad amounts.
&, Equipmant Delivary and Maintenance. Equipment wi ba delivared o you by Dsalir at the locaion
speciiad on 1 fist page hareot or i an Equipment schedule, and You )tee 10 axecuie & Dabaary &
Certicate al KFS's requast {808 confm sama via telephona aodior elaciranically} confiming st
you have received, a0d acongiad the Equipment, and Unt XFS Is auforized 10 fwd the Dealer for
maquipmm.l!youu}ulmﬁqﬁwmhywmmnmmmmwmmmm
conlract issued on your behadl directly wih Deater. Equipmant may not be moved to anotst iocaBon withoul
fiest oitalndyg ¥ES's wilen consent, which shik nol be unmssonshly witheld, You shat permil XFS
fnspact Equipment and any mahiznance records relating taretn during your nornal busiosss hours upon
reasonably nosea. You represant you hava enlered (nid 5 Matalenance Agreamant wih Dasier (0 maklain the

Equipment in good working order in sccordancs wilh the manufackurers malnienancs guidaEnes, and to
CPC - Finsi Rev 01.03.2015




provide you wih supplies for use with te Equipment. You urderstand and acknowiedge that XF§ is acling
solely a5 an atminisirator for Daalar with respact 1o the bing and colectng of the chames under the
Malnienance Agreement and Excess Charges included in the Leass Payments. IN NO EVENT WILL XFS BE
LIABLE 1O YOU FORANY BREACH BY THE DEALER OF ANY OF 118 OBLIGATIONS TO YOU, NORWILL
ANY OF YOUR OBLIGATIONS UNDER THIS LEASE BE AFFECTED, MODIFIED, RELEASED OR
EXCUSED BY ANY ALLEGED BREACH 8Y DEALER. .
3. Equipment Gwnarship, Labeling &t UCC Flling, ¥ and to the extent 2 cotxt deems Uis Lease lobe a
securily sgrsement undar the UCC, and olherwise for precautionary purposas only, you grant XFS a fist
meﬁyt«mmmmmmmsqmnimmwmmmmmmem your
performance undes this Lease, XFS Is and shall remain Uve sote cwnar of the Equipment, except the Software.
XF5 may label tha Equipment to iently our ownorship lnisrast i 1L You avthorize XFS o fls by any
permissibl means 8 UCC financing slatement to show, and 1 do af ofhar Xis lo protect, our intesest by the
Equinment. Yoo agree lo pay any filyg fees snd adminisiraiive cosis for the fling of sch financing
stataments. You aqree lo keep the Equpment ee fom say llens or sncumbrances and to promply nolily
XES ¥ thare is 2ny change ko your oganization sich Giet 2 mfiing or amendment to XFS's UCK fnancing
stzlemant against you becames necessary,
10, Astignmant, YOU MAY NOT ASSIGN, SELL, PLEOGE, TRANSFER, SUBLEASE OR PART WITH
POSSESSION OF THE CGUIPMENT, THIS LEASE OR ANY OF YOUR RIGHTS OR OBLIGATIONS UNDER
THIS LEASE {COLLECTIVELY "ASSIGNMENT") WITHOUT AFS'S PRIOR WRITTEN CONBENT, WHICH
SHALL NOT 8E UNREASONABLY WITHHELD, BUT SUBJECT TO THE SOLE EXERCISE OF XFS'S
REASONABLE CREDIT DISCRETION AND EXECUTION OF ANY NECESSARY ASSIGNMENT
DOCUMENTATION, f XFS agrees fo 2n Assignmenl, you agree o pay the applicabls assinment fee and
rekmburse XFS for any casts we incur In connection with thal Assignment. XFS may sed, assign or ransler af
of any pant of the Equipment, s Leass andior sny of our ights {bul none of our cbigations) under this
Leass. XFS's assignee wik have the sama rights thol we have lo the extanl assigned it nons of our
obligations), YOU AGREE NOT TO ASSERT AGAINST SUCH ASSIGNEE ANY CLAIMS, DEFENSES,
COUNTERCLAIMS, RECOUPMENTS, OR SET-OFFS THAT YOU MAY HAVE AGAINST XFS, and you myree
1o remil payments duo Under (s Laase v such Assignee if 5o dusignaled, XFS agrees and acknowledges
that any Assignment by us wil not materialy change your vbligations under (ifs Laase.
1, Taxas, You wil ba responsible for, indemnly and hold XS hammless from, o applcable taxes, foes of
charges (ncluding sales, use, personsl prapecty and bransTer taxes, other fian net incoma taxes), pius Injerest
and penaltes, assessed by any govemmental entRy on the Equipment, this Lease of the amounls pi
under this Lease (colocﬂveiy,‘rms'),mwmwwm:@s:mmtoywumwu iy
provide continuing proof of your lax exempt stalus. If Exulpment Is delivered to & judsdiclion where ceriain
laxes are caiodated and pald at the fime of lease infiistion, you authoize XFS (o fnance and adjust your
Lagse Payment o inchude such Taxas over the iriial Laase Term unless you require othemis, Uniess and
il XFS noliles you in wiiling 1 the contravy, XFS will fie il personal property 12x rewims covering the
Equipment, pay the personal proparty laxes Javied or assessed therson, and collact from your aceount 3l
persone! proparty taxes on the Equipment. This Is 8 trus lease for X Incoma tax, purposas and you wAf not
clalm any crecit or deducton for depreciaon of the Equipment, or 1ske any other action inconsistent with your
siatus 28 fessee of he Equipment.
12. Equipment Watranty Information and Disclalmers. XFS 15 MERELY A FINANCIAL INTERMEDIARY,
AND HAS MO ISVOLVEMENT IN THE $ALE, DESIGN, MANUFACTURE, CONFIGURATION, DELIVERY,
HSTALLATION, USE OR MAINTENANCE OF THE EQUIPMENY, THEREFORE, WITH RESPECT TO
EQUIRMENT, XFS DISCLAIMS, AND YOU WAIVE SOLELY AGAINST XF5, ALL WARRANTIES,
WHETHER EXPRESS OR IMPLIED, INCLUDING, BUT NOT LIMITED TO, THE IMPLIED WARRANTIES OF
MERCHANTABILITY, NON-INFRINGEMENT AND FITNESS FOR PARTICULAR PURPOSE, AND XFS
MAKES NO REPRESENTATIONS OF ANY KIND OR TYPE, INCLUDING, BUT NOT LINITED YO, THE
EQIIPMENT'S SUITABILITY, FUNCTIONALITY, DURABILITY, OR CONDITION, Since you have seiecled
the Equipment and the Daaier, you acknawdedge that you ag aware of the nams of e manulacheer of eath
Her of Equipment 20d agrea that you wil contact ench manufacivrer andior Deasir for 3 descriplion of any
warminty rights you may have under the Equipment supply contracl, sales oner, or olherwise. Provided you
ams oot n default hereurdder, XFS hereby assigns (o you any wamanly rights we may have agalnst Dealer or
manutacturer wih respect to the Equimant. If the Equigment fs retumed 1o XFS, stuch rights are daemad
reassigned by you fo XFS. IF THE EQUIPMENT IS NOT PROPERLY INSTALLED, DUES NOT OPERATE
AS WARRANTED, BECOMES OBSOLETE, OR IS5 UNSATISFACTORY FOR ANY REASON
WHATSOEVER, YOU SHALL MAKE ALL RELATED CLAIMS SOLELY AGAINST MAKUFACTURER OR
DEALER AND NOT AGAINST XFS, AND YOU SHALL NEVERTHELESS CONTINUE YO PAY ALL LEASE
PAYMENTS AND OTHER SUME PAYABLE UNDER THIS LEASE,
13, Liabliity and Indemnification. XF§ IS NOT RESPONSIBLE FOR AMY LOSSES, DAMAGES,
EXPENSES OR INJURIES OF ANY KIND OR TYPE, INCLUDING, BUT NOT LIKITED YO, ANY SPECIAL,
IKDIRECT, INCIDEHTAL, CONSEQUENTIAL OR PUNITIVE DAMAGES (COLLECTIVELY, *CLAIMS™, TO
YOU OR ANY THIRD PARTY CAUSED BY THE EQUIPMENT OR ITS USE, EXCEPT THOSE CLAIMS
ARISING DIRECTLY AND PROXIMATELY FROM XFS'S GROSS NEGUSENCE OR WRLLFUL
MISCONDUCT. In addiion, except for Claims arising directly snd proximately from XFS's gross negigence o7
wﬁdmmmasmﬂwﬂ*o{i&&ymmmmymmidemﬁywwﬂam
pannless, and covenant (o dalend, XES, ¥S employees, oficers and agents from and agalnst: (2) any and 2t
Claims fncluding logal expenses of every Kind and nature) arising ou of the mamulacture, purchate, shipment
use,

; passession, opsration,
refum or other dispasition of iha Equipment, , withoat sy Vabdites et may anise fom
p;xenmumldtﬁc&hm&ww&«ammbymmemmabm
tort Eabifly or warranly 8nd any claims baseif on paten!, indemark of copyright infringemant; and (b} any and
all loss or damage of or to the Equipment,

14, Dalsult and Remedles, You wil ba In dafault under this Lessa ¥ {1) XFS does nok ractive any pagment
vaithin 10d:ynﬂeriamd;!e.w(:)wumwmomwﬁwm%ummmm
agreement with XES. I you defauk, and such defauk contitugs for 10 days aher XFS pravides nodce fo you,
)@smmwﬁmbmmmwmmqummo:ammmmmrm
Maintenanca Agreament), require you fo promplly retum the Equipment 25 provided in Sections 5 aod 6
heseof, aixs require mmediala paymant, as iquidaied damages for loss of bargain nd not s 3 pesalty, of the
sun of: {a) &l amounts thon due, plus Interest from the dus dale unil pakd et the rae of 1.5% por mont; (8]
the Lezsa Paymants romaining In the Iniial Lease Tenm (including the fixad maiataaancs thared],
# permiled under the Mainisnance Agresment), distounied al the Discount Rate 10 the daie of default, and {c)
Taxes, in aition, i you do not retum the Equioment at requined above, you agree o pay XS the falr markel
valve theteo, 25 ressonably delermined by XFS, 28 of D and of tha Inkial Leass Tenn, discountad at he
Discount Rate 1o the daln of dalautl, You agree b pay 2 reasonsble eosts, inchading atiomeys’ fees and
dishursements, incurred by XFS 1o enforce this Lease.

1%, Risk of Loss and Insurance. You assume and agres 1o bear tha entie 15k of fogs, thafl, destnciion o
other of the Equipment upon defivary. You, 2 your own expense, () shal keap Equipment
insured against koss of damage 31 a minimum of ful value thareo, and (i} shall cany public
bty Insucance ageinss bodfy Injury, including death, and aqainst propasty Samage In the amount of at teast
$2 milfon (poflectively, *Requiced Instrance’). All such Regquired Insurance shiall be with loss payable i "XFS,
its successors andlor assigns, as their interests may appear” and shak be with companies
?cctpuhm«aﬁs.!naddlﬁon.ﬁsmabcﬂmmnmmmwmaﬂmbﬁcm
insuranca polices. The Required Insurance shatl provide for 30 days’ priof notice io XFS of cancellasion,

YOU MUST PROVIDE XFS OR OUR DESIGNEES WITH SATISFACTORY WRITTEN EVIDENCE OF
REQUIRED INSURANCE WITHIN 30 DAYS OF THE MCEPTION DAYE AND ANY SUBSEQUENT
WRITTEN REQUEST BY XFS OR QUR DESIGNEES. F YOU DO NDT DO $0, THEN IN LIEU OF UTHER

Page20{2

REMEDIES FOR DEFAULY, XFS IN OUR DISCRETION AND AT OUR SOLE OPTION MAY (BUT IS HOT
REQUIRED TO) OBTAIN INSURANCE FROM AN INSURER OF XF5'S CHOOSING, WHICH MAY BE AN
XFS AFFILIATE, 1 SUCH FORMS AND AMOUNTS A5 XFS DEEMS REASONABLE YOFROTECT XFB'S
INTERESTS {COLLECTIVELY “EQUIPMENT INSURANCE"). EQUIPMENT INSURANCE WILL COVER
THE EQUIPMENT AND XFS; IT WILL NOT NAME YOU AS AN INSURED AND MAY NOT COVER ALL OF
YOUR INTEREST IN THE EQUIPMENT AND WiLL BE SUBJECY TO CANCELLATION AT ANY TIME. YOU
AGREE TO PAY XFS PERIODIC CHARGES FOR EQUIPHENT HSURANCE (COLLECTVELY
“NSURANCE CHARGES"} THAT INCLUDE: AN INSURANCE PREMIUM THAT MAY SE HIGHER THAN
IF YOI MAINTAINED THE REQUIRED INSURANCE SEPARATELY; A FINANCE CHARGE OF UP T0
1.5% PER MONTH ON ANY ADVANCES MADE BY XFS OR OUR AGENTS; AND COMMISSIONS,
BILLING AND PROCESSING FEES; ANY OR ALL OF WHICH MAY GENERATE A PROAIT 7O XFS OR
OUR AGENTS, XFS WAY ADD INSURANCE CHARGES TO EACH LEASE PAYMENT. XFS shat
disconinue bilisg or debiing Inswrance Charges lor Equipment Insurance upon receipl and review of
avidents of Required Insurante.

You must promplly nably XFS of any foss or damage to Equipment which makes any ifem of
Equipmant unfil for continued of repsirolls use. You hereby Inevocably appolnl XFS as your atiomey-indact
To execule and endorse ali checks ar dralls b your name o cotiect under aay such Required Insurance.
lnsuranca proceeds fom Required (nsurance or Euipment Insurance received shall b appiied, al XFS's
oplion, Io (x) restore the Equipment so that i Is & the sama corditon as when delivered {o you [normal wear
and lear excapled), or {y) I the Equipment is not restorable, to replace i with He-Xind condiion Equipment
from the same manufacirer, of {z) pay 10 XFS the greatsr of §f) the tota! unpold Lease Payments for ihe antire
term hareo! [discounied o prosent vala at the Discount Rale) plus XFS's residual infarestin such Equipment
(narein agresd 1o be 20% of the Equipment's original cost to XFS, dispsunted b present valve ol the Discount
fale) plus any other amounts due o us under this Lease, or () the fair market value of the Equipment
komediaisty priot (o the k55 of damage, a5 delermined by XFS, RO LOSS OR DAMAGE 10 EQUIPMENT,
OR XFE'S RECEIPT OF INSURANCE PROCEEDS, SHALL RELIEVE YOU OF ANY OF YOUR REHAINING
QBLIGATIONS UNDER THIS LEASE. Notwithstanding procurement of Equpment Insurance or Required
Insurance, you remaln primarily fable for performance under subctauses (x), {v) o (z) bn the third sentence of
this paragraph in the evant the apphcable insurance canter fails or refugas o pay any cials, YOU AGREE ()}
AT XFS'S SOLE ELECTION, TO ARBITRATE ANY DISPUTE WITH XFS, OUR AGEHTS OR ASSIGNS
REGARDING THE EQUIPHENY INSURANCE AND/OR INSURANCE CHARGES UNDER THE RULES OF
THE AMERICAN ARBITRATION ASSOCIATION IN FAIRFIELD COUNTY, CT, {1l) THAT IF XFS NAKES
THE FOREGOING ELECTION, ARBITRATION (NOT A COURT) SHALL BE THE EXCLUSIVE REMEDY
FOR SUCH DISPUTES; AND (I} THAT CLASS ARBIVRATION IS NOT PERKITTED. This wibliration
option does not apply 16 any other provislon of this Lease.

16, Finance Leate and Lexsee Waivers, The parlies agree thls Lease Is 2 “finance lisse® under UCC
Aficle 2A. You waive, solely agalnst XFS and Hs succexsors and assigny, (a) all dghls and remedies
confermed an & lesese under Artlcls 2A [Suections 508-522) of the UCC {C.G.S.A, §5420-28-724-737),
and (b} any fghts you now or faler may hava which require XFS to sell, lase or atherwiss use any
Equigmant lo reducs our damages Includding our rsafization of the ramaining vatus of tha Equipment,
orwhich may otharwlse limit or modiy any of our dghls or remedies,
17, Aulhesization of Signer and Credit Raviaw. You represent that you may lawfully enterinio, and pedomn,
this Luasa, that the individua! slgning this Lease on your behalf has ai necessary authorlly to do so, and that
24 inancial Information you provids complelaly and ccwrafaly represents your fnancial conditon. You sgres
to furmish financia! Information that XFS may request now, Including your lax idenitcavon numbar, and you
wmﬁg;’)@smmm:msmywmmmmmuuynuwmmm&ammpmmpamm
18, Origlnal and Scle Controfling Document; No Modifications Unless In Wiiling, THs Leasa consiiuies
the entie sqrosment batween the Parles 25 o the subecis addressed hermln, and repraseniations of
statemonts no} included hevein are nol partof this Lazen and ae not blnding on the Partiss. You agree st an
exscuisd copy of ihic Laase that s skined by your sulhaized represanitve and by XFS's authordied
Tepresentaiive {an original manual sigratne or such sigaslury repoduced by means of a relloble vlectunic
form, such 25 electronic transmission af a facsimie o elcironke signature) statlba masked "orginal® by XFS
and shall constiute the anly original document for all prposes. AT other copes shall be dupicales. Tothe
extar this Lease constiules chatiel papar {as dafined In the UCC), ro securlly katsrest In this Leass miy be
creatad except by fha possession of Uansler of ha copy marked "original’ by XF8, ¥ A PURCHASE ORDER
OR OTHER DOCUMENT IS ISSUED BY YOU, NONE OF ITS TERMS AND CONDITIONS SHALL HAVE
ANY FORCE OR EFFECT, AS THE TERMS AND CONDITIONS OF THIS LEASE EXCLUSIVELY GOVERN
THE TRANSACTION DOCUMENTED HEREW. THE DEALER AND 118 REPRESENTATIVES ARE NOT
OUR AGENTS AND ARE HOT AUTHORIZED TO MODIFY OR NEGOTIATE THE TERMS OF THIS LEASE,
THIS LEASE MAY NOT BE AMENDED OR SUPPLEMENTED EXCEPT (N A WRITTEN AGREEMENT
SIGNED BY AUTHORIZED REPRESENTATIVES OF THE PARTIES AND HO PROVISIONS CAN BE
WAIVED EXCEPT IN A WRITING SIGHED BY XFS, XFS's falre fo oblec! o terms contabned ln any
communiation from you Wil not be & walwer or modilication of the lanms of 55 Lease. You auzhorize XF5 10
insart or comect missing InformaFon on fis Lease, ncluding but not Emited fo your proper gal name, lase
mnwmmmwmmnmmmwmwwasm&mmw
Impact 1o your financial obbgations.
12, Goveming Law, Jorisdiction, Venut and JURY TRIAL WAIVER. THIS LEASE IS GOVERNED BY,
SHALL BE CONSTRUED IN ACCORDANCE WITH, THE LAWS OF THE STATE OF CONNECTICUT
{WITHOUT REGARD TO CONFLICT OF LAW PRINCIPLES THAT WOULD OTHERWISE REQUIRE
APPLICATION OF LAWS OF ANOTHER JURISDICTION]. THE JURISDICTION AND VENUE OF ANY
ACTION TO ENFORCE THIS LEASE, OR OTHERWISE RELATING TO THIS LEASE, SHALL BE IN A
FEDERAL OR STATE COURT IN FAIRFIELD COUNTY, CONNECTICUT OR, EXCLUSIVELY AT XFSS
OPTION, IN ANY OTHER FEDERAL OR STATE COURT WHERE THE EQUIPMENT 15 LOCATED OR
VHERE YF5'S OR YOUR PRINCIPAL PLAGES OF BUSINESS ARE LOCATED, AND YOU HEREBY WAIVE
ANY RIGHT TO TRANSFER VENUE. THE PARTIES HEREBY WAIVE ANY RIGHT TO TRIAL BY JURY IN
ANY ALTION RELATED TO OR ARISING OUT OF THIS LEASE.
20, Miscallansous. Your obSgasans under the "Taxes™ and "Liabilly” Sections commencs upon axscution,
and sorvbee waxﬁzmnorm‘ termination, of this Lease, Notices under #és Lease mutt ba In wiiling.
Motices to you will ba sent i the *Biiing Address” provided en the first page hesec], andd nolices fo XFS shad
bo senl o ol address provided an tha fist page hersof, Nofces wil be deemed given 5 days atiar maiing by
first class mak or 2 days after sending by natonally necognized avermight courier, Involces e ot considered
noﬁcesmuano(gcvemadwnmmﬁmmmm.vwammxysmmmhwwuwW
electronic maans {inciuding catidtar phone, emad, aulomatic diafing and recorded messaqes) using any phone
number {ncluding celiulad) or electionic addrss you provide (o us. If a count fiods any lem of this Lease
urgiforceabie, the remaining lenms wi remain [n elfect. The fafure by either Party to exerciss any right o
remedy wil not constitute a wealver of sich fght or remady. [ more than one patty hes shyned this Leasa a3
lassze, each such parly agtees that ils §sbTiy Is jolnt and several. The foflowing four sentencas control over
avery oiher pad of this Leasa, Both Partes will comply with sppilcable s, XFS wil not chargs o colecl any
amounts in excess of those sliowed by appiicable law. Any part of tiis Laase thal would, but for Ure last four
seniances of ihis Sechon, ba read under any creumsiances o sfow for @ chage higher than that aliowed
under any appicable legal fimit, Is modifed by this Section to limit the amounis chargeable under this Lease o
the maximum amount iowsd undar the fagal BmiL 11, In any chrumstances, zny amow in excess of fial
allowsd by law i charged or mceived, any such chage wil be desmad fimiled by the amaunt legally allowed
and any amouni received by XFS in excess of thal leyelly allowed wil be appfed by us to the payment of
amounts legally owed under this Lease or refunded (o you.
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Xerox Financial Services LLC 2K, 0
Xerox @)

7Y

45 Glover Avenue
Morwalk, CT 06856

LA

Equipment Schedule A

Lease Agreemant Numbeg 7393

Quantity Mude e Description -
1 Xerox C8070 \/
1 Xerox B8075 v/
1 Xerox B804S v~
1 Xerox B7030y/
1. Xerox C8035 , ~
10 Xerox B605 |/

%W Dare /2/"&5;’/{ 7

Title

Frint Noowe .
Dasarde of B A seness DAz €
14

fdfn lenta . fAda saa]

Equipment Scheduls Revised HIE/M




pitneybowes‘@; TR
PITNEY BOWES LEASE AGREEMENT Ty
Your Business Information DT e e A v ; ,v s
MONTOWESE HEALTH CARE CENTER 061080258
Full Legal Name of Lessee DBA Name of Lessee Tax 1D # (FEIN/TIN)
163 QUINNIPIAC AVE NORTH HAVEN CcT 06473-3687
Bliing Addrass: Street Chy State Zip+d
( ) oxt 15118970886
Bilfing Contact Nams Billing Contact Phone # Billing CAN #
163 QUINNIPIAC AVE _ NORTH HAVEN CT 06473-3687
Installaion Addrass (/f difforent from billing sddrass) : Strest City State Zip+4
Helen Raucci (203) 624 3303 ext 310_ 15118970886
Instaflation Contact Name {nstallation Contact Phone # Installation CAN #
Invoice Attention To Lesses PO #
Your Business Neads P S R S
Qty| Business Solution Description N { et 0 be Included in chents
Mail Creation - 1 [x] serven ot Agmsrmert
1 | DM225 Digital Mailing System Standard - Provides and support for eauioment
1 | IntelliLink Interface / PSD for DM125 / DM225
1 | Basic Accounting {25 Dept) Software D ¢ tatems. apply) - Provides revision updates & techaical essistance
4 | 101b Integrated Weighing
1 | Professional Instaliation [i—-l :.m::::md Sarvices (not Including USPS faws which wilt be charged separstely)
1 | Integrated Welghing Platform
1 | pbSmariPostage Free E(j Porchase Powsr®- A Iaw of crodt providing 8 convenient wey (0 m1ak now snd pey later.
1 inteliiLink Subscdpﬁon :crzsoddahmdcrposbw, pernit postage snd supples under one socount — s8¢ tems
1 | Digital Access Connsction Accepled D Equipment Raplacement Prograr ~ Frotection 1t cate of foss of demage to lessed equipment
{ Wos iwanl iz exok inthe XD oquipment repl ot prog
(xlﬂowm(lwl(pmﬂaptmldhwmmmnmmdxpumhdlnSowm
L9)
ﬁwnwmmmwmmwr,hmwwwwdbym A\ t inchadee 1 d prod *Mhmmemhwmmmmﬁngpm
Your Payment Plan
Initial Torm : 82 months { ) Required advance checkof §( ) recelved
Number Of Months Monthly Amount Bifled Quarterly At* { ) Tax Exempt Certificate Attached
First 63 $167 $501 { ) Tax Exempt Certificate Not Required

mmhdu*mywm;m.ummumwuwmuymmrmwmmyw:mmww.

the Pitney Bowes Terms (verson S5}, which are avaiisbie

sand are incorporated by reference. You scknoatedge that you mmmmmmmm Section G{ of the

any reazon and that all paymnowguim:numndﬁmd. The Lease wil be binding on us after we have cmppictedouruedk

spproval process and have signed below The Lease requires you either to provide proot of nsurince or paticpate i the ValelAX
program (sse Sedtion L9 ofthe Piney Boves Terms) for an addiional fee.

Pitney Bowes Signaturs

Print Ngme Print Name
Purchasing
Title

Tite

AT mera ! Lo

Date

Date
helen@montowasehealth.com
Emal Address
Sales Information
Jacqueline Ahem 007
Account Rep Name District Office

Lew Pitaey Bowe s Yerma fot adgiinnal wrnw aud conditiony




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-7 Rev. 6/95

General Information and Questionnaire
Accounting Basis

Name of Facility License No. Report for Year Ended Page of
Montowese Health & Rehabilitatios 2442 9/30/2018 7 | 37
The records of this facility for the period covered by this report were maintained on the following basis:

® Accrual O Cash O Modified Cash
Is the accounting basis for this
period the same as for the O Yes If "No,” explain.
previous period? ® No

Facility changed ownership 1/25/18

Independent Accounting Firm

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

1

2

3

4

Services Provided by This Firm (describe fully )

1 3

2 $

3 3

4 $

Charge for Services Provided

$

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

® Yes O No |Pg 15, Lineld

Legal Services Information

Name of Legal Firm or Independent Attorney Telephone Number

1

2

3

4

5

Address (No. & Street, City, State, Zip Code)

1

2

3

4

5

Services Provided by This Firm (describe fully)

1 $

2 $

3 $

4 $

5 $

$

Charge for Services Provided

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

Pg 15, Linele
® Yes O No
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State of Connecticut

Annual Report of Long-Term Care Facility

CSP-9 Rev. 9/2002

Schedule of Resident Statistics (Cont'd)

Name of Facility License No. Report for Year Ended Page of
Montowese Health & Rehabilitation Center 2442 9/30/2018 9 37
4. Were there any changes in the certified bed capacity during the report year? O Yes ® No
If "YES", provide the following information:
Place of Change Change in Beds Capacity After Change
Dateof |[CCNH|RHNS| (Specity) Lost Gained
Change .
n 2 3) M @ 13 M (3) J CCNH| RHNS (Specify) Reason for Change

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

provide the number of

Change in Resident Days CCNH RHNS (Specify)
1st change
2nd change
3rd change
4th change
6. Number of Residents and Rates on September 30 of Cost Year
Medicare Medicaid Self-Pay Other State Assisted
Item CCNH CCNH RHNS CCNH RHNS {(Specify) R.C.H. ICF-MR
No. of Residents 40 49 5 22
Per Diem Rate
a. One bed mm. 567.24 241.40 540,00 438,09
b. Two bed rms. 567.24 241.40 490.00 438.09
¢. Three or more
bed rms. 567.24 241.40 440.00 438.09
7. Total Number of Physical Therapy Treatments TOTAL CCNH RHNS (Specify)
A. Medicare - Part B 400 400

B. Medicaid (Exclusive of Part B)

RSy

910

1. Maintenance Treatments 91

2. Restorative Treatments
C. Other 10,356 © 10,356
D. Total Physical Therapy Treatments 11,666 11,666

8. Total Number of Speech Therapy Treatments

A. Medicare - Part B

B. Medicaid (Exclusive of Part B)
1. Maintenance Treatments

2. Restorative Treatments

C. Other

632

632

D. Total Speech Therapy Treatments

692

9. Total Number of Occupational Therapy Treatments

A. Medicare - Part B

B. Medicaid (Exclusive of Part B)

692

1. Maintenance Treatments 889 889
2. Restorative Treatments
C. Other 10,881 10,881
D. Total Occupational Therapy Treatments 12,271 12,271




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

Report of Expenditures - Salaries & Wages

Name of Facility License No. Report for Year Ended Page of
Montowese Health & Rehabilitation Center 2442 9/30/2018 10 37
Are time records maintained by all individuals receiving compensation? ® Yes O No

e - T s
s e e -
S Ghie e

Item

Total Cost and Hours

A. Salaries and Wages*
1. Operators/Owners (Complete also Sec.
of Schedule A1)

2. Administrator(s) (Complete also Sec. I
of Schedule Al)

3. Assistant Administrator (Complete also Sec. IV
of Schedule A1)

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

5. Dietary Service

a._Head Dietitian 2511
b. Food Service Supervisor 42,472
c. Dietary Workers 237,966

6. Housekeeping Service
a. Head Housekeeper

b. Other Housekeeping Workers

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

b. Other Maintenance Workers

8. Laundry Service
a. Supervisor

b. Other Laundry Workers

9. Barber and Beautician Services

10. Protective Services

11. Accounting Services
a. Head Accountant

b. Other Accountants

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

b. RN
1. Direct Care

G
944,287

2. Administrative**

c. LPN
1. Direct Care

647,442

588,337

22325

2. Administrative**

Aides and Attendants

1,035,222

76,109

Physical Therapists

762,018

25,640

Speech Therapists

89,496

2,221

Occupational Therapists

578,776

19,277

=l e e

Recreation Workers

Physicians
1. Medical Director

64,022

4,227

2. Utilization Review

3. Resident Care***

4. Other (Specify)

Dentists

Pharmacists

Podiatrists

. Social Workers/Case Management

135,106

5,168

Marketing

oz iz |~iF

Other (Specify)
See Attached Schedule

A-13. Total Salary Expenditures

5,769,980

252,258

* Do not include in this section any expenditures paid to persons who receive a fee for services rendered or who are paid on a contract basis.

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

Infection Control Nurse. Such costs shail be included in the direct care category for the purposes of rate setting.
#x5 This item is not reimbursable to facility. For Title 19 residents, doctors should bill DSS dircedy. Also, any costs for Title 18 and/or other

private pay residents must be removed on Page 28,




Montowese Health & Rehabilitation Center

9/30/2018

Schedule of Other Salaries and Wages (Page 10)

Attachment Page 10/13

CCNH RHNS (Specify)

Position Hours Hours Hours
: 5 = = 5 = = $ - -

$ - by Sols -

i3 - - 3 + = $ = -

13 = - 3 - . 5 - =

s - - |3 - - s : -

$ = = $ = -8 - -

1$ - - $ - = $ = -

N - - 3 - ey - =

$ - = $ - =18 = -

3 = - $ = = $ - -

$ - |5 - - |8 - -

$ - - 03 : =l - -

3 = = 3 - = 5 - -

s = Sols -8 - -

$ = - 5 - - 3 - =

$ - Ry - =18 - -

$ = s . - ls . -

0 = - $ - - $ - -

$ - - 03 - - $ - : -

s 3 . - 13 : - 18 : -
Total $ . Sl - s - -

Schedule of Other Fees (Page 13)
CCNH RHNS (Specify)

Service Hours Hours Hours
: : ¥ i ‘ 3 o : e $ 5 o $ = ¥ o
Medical Staff Mestings $ 2,950 91 - =08 - <
n E o g $ : b i g 5 i - $ : £ =

s . S0s s - -

B = < ls - = 3 - -

5 = =8 = s = =

15 - - 3 - S is - -

5 = - $ - =18 = -

s = = $ - -org - +

3 - = 5 - - 5 = -

$ . = £ : $Z . o i $ s g i

1% - =y = - $ - -

$ - - |3 - - 15 - -

$ = - 3 = - $ - -

Total - $ 2,950 1918 : s - :
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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-13 Rev. 9/2002
B. Report of Expenditures - Professional Fees

Name of Facility License No. Report for Year Ended Page of
Montowese Health & Rehabilitation Center 2442 9/30/2018 13 | 37
... . _ Total Cost and Hours

Item

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

3

1. Dietitian
2. Dentist
3. Pharmacist 9,790 96
4. Podiatrist
5. Physical Therapy
a. Resident Care 5,816 92
b. Other 23,352 423
6. Social Worker
7. Recreation Worker
8. Physicians
a. Medical Director (entire facility)
b. Utilization Review
(Title 18 and 19 only) monthly meeting
c. Resident Care**
d. Administrative Services facility
1. Infection Control Committee
(Quarterly meetings)
2. Pharmaceutical Committee
(Quarterly meetings)
3. Staff Development Committee
(Once annually)
e. Other (Specify)
9. Speech Therapist
a. Resident Care
b. Other
10. Occupational Therapist
a. Resident Care
b. Other
11. Nurses and aides and attendants
a. RN
1. Direct Care
2. Administrative®***
b. LPN
1. Direct Care
2. Administrative***
c. Aides
d. Other
12. Other (Specify)
See Attached Schedule
B-13 Total Fees Paid in Lieu of Salaries 76,774 945

* Do not include in this section management consultants or services which must be reported on Page 16 item M-12 and supported by required information, Page 17.
*% This item is not reimbursable to facility. For Title 19 residents, doctors should bill DSS directly. Also, any costs for Title 18 and/or other private pay residents must
be removed on Page 28.
= Administrative - costs and hours associated with the following positions” MDS Coordinator, Inservice Training Coordinutor and Iufection Controf Nurse, Such

casts shall be included in the direct care category for the purposes of rate setting.



Montowese
Medical Director Schedule
9/30/2018

Name

Expense

Hours Title

Bjorn Ringstad, MD

24,000

210 Medical Director



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-14 Rev. 6/95

Report of Expenditures
Schedule B1 - Information Required for Individual(s) Paid on Fee for Service Basis*

Name of Facility
Montowese Health & Rehabilitation Center

License No.
2442

9/30/2018

Report for Year Ended Page of

14 | 37

Name & Address of Individual

Full Explanation of Service

Related** to Owners,
Operators, Officers

Yes No

Explanation of Relationship

Dr. Xioming Hong, 12 Village Street, North
Haven, CT 06473

Physician-Medical Director

0]

Dr. Bjorn Ringstad, 12 Village Street, North
Haven, CT 06473

Physician-Medical Director

Dr. Dharini Sun, 2690 Whitey Avenue, Hamden,
CT 06518

Physician-Medical Director

Village Medical Associates, 12 Village Street,
North Haven, CT 06473

Physician-Medical Director

Dr. Aline Alfirii, 31 Laurel Street, West Haven,
CT 06516

Medical Staff

Dr. Quiyam Mujtaba, 750 Savin Avenue, West Medical Staff
Haven, CT 06516

West Haven Medical Group, 322 East Main Physician
Street, Ste 1B, Brandford, CT 06405

Pact, LLC, 322 East Main Street, Ste 1B, Physician
Brandford, CT 06405

Foremost Rehab of CT, LLC, 1157 Highland Ave, Physical Therapy
Ste 101, Cheshire, CT 06410

Masstex Imaging, LLC, 3 Electronics Ave, Ste Speech Therapy
201, Danvers, MA 01923

SDX Dysphagia Experts, 21 Waterville Rd, Avon, Speech Therapy
CT 06001

Omnicare, Inc., Dept. 781668, PO Box 78000, Pharmacist
Detroit, MI 48278

Procare LTC Pharmacy, 110 Bi-County Blvd, Ste Pharmacist Common Owners: Minority Interest

121, Farmingdale, NY 11735

Integrative Healthcare Solutions, LLC, 48
Skyview Drive, Trumbull, CT 06611

RN Administrative

(G IO IO N O RO O NOR NN o N NN NONNONNORNONNORNONERONNONNONNORNONNC!

ojocjojo|jojo0o|jojo|jo|l®jojojo|o|lojojojojJojo}]o

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




State of Connecticut

Annual Report of Long-Term Care Facility
CSP-15 Rev. 10/2005

C. Expenditures Other Than Salaries - Administrative and General

Name of Facility License No. Report for Year Ended Page of
Montowese Health & Rehabilitation Center 2442 9/30/2018 15 37
ftem Total CCNH RHNS (Specify)

1. Administrative and General
Employee Health & Welfare Benefits
Workmen's Compensation

a.

178,455

178455 |

Disability Insurance

Unemployment Insurance

90,875

90,875

Social Security (F.1.C.A.)

430,200

430,200

Health Insurance

SRR Rl el fad fan

Life Insurance (employees only)

(not-owners and not-operators)

430,443

430,443

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

8. Uniform Allowance

9. Other (Specify)

See Attached Schedule

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

Operators (Discriminatory)*

Bad Debts*

12,695

12,695

Accounting and Auditing

Legal (Services should be fully described on Page 7)

o lalo

Insurance on Lives of Owners and

Operators (Specify )*

AR A0

Office Supplies

e

Telephone and Cellular Phones

1. Telephone & Pagers

2. Cellular Phones

Appraisal (Specify purpose and

attach copy )*

Ly

Corporation Business Taxes (franchise tax )

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

1. Income*

2. Other (Specify)

See Attached Schedule

3. Resident Day User Fee

271,599

271,599

Subtotal

Eibie

1,505,752

1,505,752

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

(Carry Subtotals forward to next page)




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

Montowese Health & Rehabilitation Center
9/30/2018

Schedule of Other Employee Benefits

Attachment Page 15

Description CCNH RHNS (Specify)
$ “- $ : o $ .
Ty e T .
s s s
S - ) - $ -
1s B - |3 :
8§ s LS -
$ - |s - |s -
& s
N - s oy :
s - s - | -
5 s e
$ - |3 - s -
$ Sols - s -
$ - $ = 8 -
$ - |8 - $ -
$ - |s - |$ -
Total $ s . B
Schedule of Other Taxes
Description CCNH RHNS (Specify)
s s Lol
$ s s
Total T3 " P o -




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-16 Rev. 9/2002

C. Expenditures Other Than Salaries (cont'd) - Administrative and General

Name of Facility License No. Report for Year Ended| Page of
Montowese Health & Rehabilitation Center 2442 9/30/2018 16 37
Item Total CCNH RHNS | (Specify)
Subtotals Brought Forward:

1. Travel and Entertainment

1,505,752

1,505,752

g

Automobile Expense (rot purchase or depreciation)

Other (Specify )
See Attached Schedule

m. Other Administrative and General Expenses

1. Resident Travel and Entertainment $
2. Holiday Parties for Staff $
3. QGifts to Staff and Residents $ 2,840 2,840
4. Employee Travel $ 3,120 3,120
5. Education Expenses Related to Seminars and Conventions $ 18,042 18,042
6. $
7. $

1. Advertising Help Wanted (all such expenses )
2. Advertising Telephone Directory (all such expenses )*** $ 8,931 8,931
3. Advertising Other (Specify )*** § 2,387 2,387
See Attached Schedule .
4. Fund-Raising***
5. Medical Records
6. Barber and Beauty Supplies (if this service is supplied
directly and not by contract or fee for service)***
7. Postage $ 779 779
* 8. Dues and Membership Fees to Professional
Associations (Specify)
See Attached Schedule
8a. Dues to Chamber of Commerce & Other Non-Allowable Org. ***
9. Subscriptions
10. Contributions***
See Attached Schedule
11. Services Provided by Contract (Specify and Complete
Schedule C-2, Page 21 for each firm or individual) . .
12. Administrative Management Services** $1 235,386 235,386
13. Other (Specify)

See Attached Schedule

157,123

C-14 Total Administrative & General Expenditures

157,123

* 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.



Montowese Health & Rehabilitation Center
9/30/2018

Schedule of Other Travel and Entertainment

Attachment Page 16

Description CCNH RHNS (Specify)
S - 5 + $ <
$ s g @
S “ 3 ~ b ‘
b - §i = 5 -
$ - 5 = % -
3 - s S

: 3 - 5 S Y

Total Other Travel and Entertainment 5 s Solg -

Schedule of Other Advertising

Description CCNH RHNS (Specify)

Promotional 3 238718 = 3 -
s - by - $ -

iR : S - 3 - 3 -

Total Other Advertising 3 238718 - $ -

Schedule of Dues

Description CCNH RHNS (Specify)

: s as R =
: : 3 - $ - S ‘
CAHCF Dues S 5,613.1°8 - s -
$ s .
s Spg =g -
s = $ - $ -
s = s - 3 -
S - 3 < $ =
S - 3 & $ -
: ) b &y - i “

‘fotal Dues $ 5,6131°8 - $ -

Schedule of Contributions

Description CCNH RHNS {Specify)

. s - $ iy Suinie
5 Sl 2 i
/ s - $ - s o

Total Contributions 5 = $ - 5 =

Schedule of Other Administrative and General

Description CCNH RHNS {Specify)

‘ 3 ) iehs =
G 3 = $ - s =

Bank Charges $00010 18" Sl

Payroll Processing: Fees 5 20,999.1°% - $ =

Emplovee Physicals/Background Checks ™ § 0332308 < § -

Data Processing/ Softwaré Maint, Fees 5 4322148 - s -

Compliance Consulti : 3 § 7967018 s .

i N o 3 - 3 s
5 s $ = 5 -
$ = s s -
s e s - $ -

Total Other Administrative and General 5 157,123 18 B S :




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-17 Rev. 10/97

Schedule C-1 - Management Services*

Name of Facility License No. Report for Year Ended Page of
Montowese Health & Rehabilitation Cent 2442 9/30/2018 17 | 37
Cost of Indicate Where Costs
Name & Address of Individual or Management | Full Description of Mgmt. Service | are Included in Annual
Company Supplying Service Service Provided Report Page #/Line #
Athena Health Care Assoc., Inc 135 356,646 | Contract Attachedtoa Prior See Below
South Road Farmington, CT 06032 Year
Allocation of the Above $235386.36| Admin/Gen  66% Pg 16, Line 12
$57063.36{Indirect 16% Pg 18, Line 2C
$64196.28|Direct 18% Pg 20, Line 5J

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




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

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

Note on Page 5)
Name of Facility License No. Report for Year Ended Page of
Montowese Health & Rehabilitation Center 2442 9/30/2018 18 | 37
Item Total CCNH RHNS (Specify)
2. Dietary ‘ " .
a. In-House Preparation & Service ,
1. Raw Food $ 288,381 288,381
2. Non-Food Supplies $ 19,446 19,446
3. Other (Specify) $ 896 896
Dishes = $896 |
b. Purchased Services (by contract other
than through Management Services)
(Complete Schedule C-2 att. Page 21)
¢. Management Services**
d. Other (Specify)
2E. Tofal Dietary Expenditures (2a+b+c+ d) $ 414,503 414,503
2F. Dietary Questionnaire Total CCNH RHNS (Specify)
G. Resident Meals:!Total no. of meals served per day:* 319 319
H. Is cost of employee meals included in 2E? O Yes ® No
1. Did you receive revenue from employees? O Yes ® No IainyteS, specify
J.  Where is the revenue received reported in the Cost Report? (Page/Line Item)
Is cost of meals provided to persons other If specif
K. than employees or residents (i.e., Board O Yes ® No yfs, pectly
Members, Guests) included in 2E? cOost
L. Is any revenue collected from these people? O Yes ® No gnytes’ specify
M. Where is the revenue received reported in the Cost Report? (Page/Line Item)
Is cost of food (other than meals, e.g.,
N, snacl_<s at mont}.ﬂy staff meetings, poard O Yes ® No If yes, specify
meetings) provided to employees included cost.
in2E?
O. Is any revenue collected from employees? O Yes ® No Z ri es, specify
P.  Where is the revenue received reported in the Cost Report? (Page/Line Item)

* Count each tray served to a resident at meal time, but do not count liquids or other "between meal" snacks.
*# Schedule C-1, Page 17 must be fully completed or this expenditure will not be allowed.




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

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

(See Note on Page 5)
Name of Facility License No. Report for Year Ended | Page of
Montowese Health & Rehabilitation Center 2442 9/30/2018 19 | 37
Item Total CCNH RHNS (Specify)
3. Laundry
a. In-House Processing* Lbs.
1. Bed linens, cubicle curtains, draperies,
gowns and other resident care items Amt. §
washed, ironed, and/or processed.***
2. Employee items including uniforms, Lbs.
gowns, etc. washed, ironed and/or
k%
processed. Amt. $
3. Personal clothing of residents Lbs.
1 kk %
washed, ironed, and/or processed. Amt. $
4. Repair and/or purchase of linens. *** Lbs.
Amt. $ 95,896 95,896

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

c. Management Services**

d. Other (Specify)
Supplies = §9,169

3E. JTotal Laundry Expenditures (3a+b+c+d)

3F. Laundry Questionnaire

If yes,
G. Is cost of employee laundry included in 3E? O Yes ® No . chify cost.
H. Did you receive revenue from employees? O Yes ® No Ifye§ ’
specify amt.
1. Where is the revenue received reported in the Cost Report? (Page/Line Item)
Is Cost of laundry provided to persons other If yes,
. than employees or residents included in 3E? O Yes © No specify cost.
Did you receive revenue from these people? O Yes ® No Ifye§ ;
specify amt.
L. Where is the revenue received reported in the Cost Report? (Page/Line Item)

*

All allocations should add to total recorded in 3E.

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

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

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



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

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

Name of Facility License No.|Report for Year Ended Page of
Montowese Health & Rehabilitation Center 2442 9/30/2018 20 37
Item Total CCNH RHNS (Specify)
4. Housekeeping Sq. Ft. Serviced
a. In-House Care by Personnel
1. Supplies - Cleaning (Mops, Amt. 311,504 311,504

pails, brooms, etc. )

b. Purchased Services (by contract other
than through Management Services)

Sq. Ft. Serviced

‘by Personnel

(Complete Schedule C-2 att.
Page 21)

Amt.

c. Management Services*

d. Other (Specify)

AE. Total Housekeeping Expenditures (4a+b+c+d)

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

.
311,504

Sisos] |

—

o

2. Purchased from

OmniCare Pharmacy and Procare Pharmacy

30,871

618,530

b. Medicine Cabinet Drugs 30,871
c. Medical and Therapeutic Supplies 229,494 229,494
d. Ambulance/Limousine*** 221 221
e. Oxygen

1. For Emergency Use

2. Other*** 39,727 39,727
f. X-rays and Related Radiological 40,437 40,437

Procedures™**

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

h. Laboratory*** 111,674 111,674
i. Recreation 4,122 4,122
j. Other (Specify)**** 133,180 133,180

See Attached Schedule

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

1,208,256

1,208,256

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

** Do not include any fees to professional staff, these should be reported on Page 13, or, if paid on salary basis, on Page 10.

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

##6% JCFMR's should provide a detailed schedule of all Day Program Costs.



Montowese Health & Rehabilitation Center
9/30/2018

Schedule of Other Resident Care

Attachment Page 20

Description CCNH RHNS (Specify)
. ; 0} $ -l - |5 0 -
Management Fee Direct $ 64196 | $ $ -
‘ 183 - $ $ -
Cable TV s 15119]8 $ -
Medical Equip Rentals-Medicaid 18  6124|8 $ -
Physical Therapy Supplies $ 21,962 | $ $ -
Occupational Therapy Supplies 1 14951 § $ -
Oxygen Equipment Rentals $ 16312 | $ $ -
Medical Equip Rentals-Other 3 79721 $ s -
—— — = - 5 5 -
$ . $ 5 -

$ - |5 s -

s - |8 5

0] $ - | $ 3 -

013 - -3 % -

0|s - |3 18 -

0§ - | § $ -

0% - |ls $ -

0 $ - |8 $ -

0 $ - |s s .

0| $ - I8 5 -

0|8 - |5 $ -

L ; . o ol $ o $ 3 .
Total Other Resident Care $ 133,180 % $ -
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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-22 Rev. 6/95

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

Name of Facility License No.  [Report for Year Ended Page of
Montowese Health & Rehabilitation Center 2442 9/30/2018 22 | 37
Ttem Total CCNH RHNS (Specify)

6. Maintenance & Operation of Plant

a. Repairs & Maintenance $ 81,108 81,108

b. Heat $ 34,694 34,694

c. Light & Power $ 105,323 105,323

d. Water $ 27,451 27,451

e. Equipment Lease (Provide detail on page 6 ) $ 14,253 14,253

f. Other (itemize) $ 65,760 65,760

See Attached Schedule . . -

6g. Total Maint. & Operating Expense (6a - 61) $ 328,589 328,589
7. Depreciation (complete schedule page 23*)

a. Land Improvements $

b. Building & Building Improvements $

c. Non-Movable Equipment $

d. Movable Equipment $ 73,784 73,784
#7e. Total Depreciation Costs (7a+b+c+d) $ 73,784 73,784
8. Amortization (Complete att. Schedule Page 24*)

a. Organization Expense $

b. Mortgage Expense $

c. Leasehold Improvements $ 3,236 3,236

d. Other (Specify) $
*Qe. Total Amortization Costs (8a+b +c+d) $ 3,236 3,236
9. Rental payments on leased real property less

real estate taxes included in item 10b $ 408,217 408,217
10. Property Taxes

a. Real estate taxes paid by owner $ 92,051 92,051

b. Real estate taxes paid by lessor $

c. Personal property taxes $ 8,733 8,733
11. Total Property Expenses (7e + 8¢ + 9+ 10) $ 586,021 586,021

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




Montowese Health & Rehabilitation Center Attachment Page 22
9/30/2018

Schedule of Other Repairs and Maintenance

Description CCNH RHNS (Specify)
‘ ~ ‘ ‘ ‘ $ L $ Sos =
Groundskeeping $ 19630 | $ - |8 -
Rubbish Removal $ 205348 - |3 -
Snow Removal 3 7,535| 8 - $ :
Supplies $ 18,061 | § - $ -
. $ E $ - $ -

$ - |8 - $ -

3 - |8 - $ -

$ - 13 - 3 -

$ - s - IS -

3 - |8 - $ -

$ - 5 - 3 -

3 - $ - 3 -

$ - 3 - $ -

$ - Sy - 3 -

$ - $ - 5 -

$ - s - 13 -

$ 5 $ ! $ =

$ - |8 - |3 -

$ - |8 - s -

‘ . ; ; $ s . $ i
Total Other Repairs and Maintenance § 657608 - |3 -
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Attachment Page 23
Montowese Health & Rehabilitation Center
9/30/2018
Schedule of Land Improvements Acquired during this report period
Useful
Acquisition Date Description of Item Cost Life Depreciation
Additions:
s s -
$ § i
3 5 -
3 3 5
$ $ -
e : 3 $ :
Total additions for Land Improvements $ 5 =o*
Deletions:
$ 3 -
s s -
$ $ 2
$ $ -
3 5 e
: Te (S £
Total deletions for Land Improvements 3 18 e
*Ties to Page 23, Line A3
**Ties to Page 23, Line A2
Schedule of Building Improvements Acquired during this report period
Useful
Acquisition Date Description_of Item Cost Life Depreciation
Additions:
- Ase -
. 13 HE 3 -
Total additions for Building Improvements $ o 3 =
Deletions:
‘ s $ -
$ 3 z
$ 3 =
$ $ -
. $ s E
Total deletions for Building Improvements . py 3 s
*Ties to Page 23, Line B3
**Tjes to Page 23, Line B2
Schedule of Non-Movable Equipment Acquired during this report period
Useful
Acquisition Date Description of Item Cost Life Depreciation
Additions:
3 5 -
$ $ .
$ S -
$ 3 =
o e $ S -
Total additions for Non-Movable Equipment $ S sl
Deletions:
B S e
Ry 5 b
3 5 =
$ $ =
185 5 -
: : $ 5 b
Total deletions for Non-Movable Equipment $ $: R

*Ties to Page 23, Line C3
**Ties to Page 23, Line (2

Attachment Pages 23 24



Schedule of Movabl

Acquisition Date

le Equipment Acquired during this report period

Description of Item

Cost

Useful
Life

Depreciation

Additions:

Various

See Attached

O

712,486

Narious:

walea]

73,784

Total additions for

Movable Equipment

712,486

73,784

Deletions:

Various

Total deletions for Movable Equipment

mlen|enlon e e

wion lon Ll o e

*Ties to Page 23, Line D2¢
**Ties to Page 23, Line D2b

Schedule of Leasehold Improvements Acquired during this report period

Acquisition Date

Description_of Item

Cost

Useful
Life

Depreciation

Additions:

Various

- 1See attached

46.637

Various

Total additions for

Leasehold Improvement

46,637

Deletions:

Total deletions for L

*Ties 1o Page 24,1

**Ties to Page 24. 1

Total deletions for Leasehold Improvement

R T R Rl R O A RS

walen lenon | oh| e les

*Ties to Page 24, Line C3
**Ties to Page 24, Line C2

Attachment Pages 23 24

*

*k

k&



Montowese Heaith &

Rehabilitation Center Attachment Page 23
9/30/2018 Page 2
Schedule of Movable Equipment Acquired during this report period
Useful
Acquisition Date Description of Item Cost Life  Depreciation

Additions:

*%

“*Tics fo Page 23, Line D2¢
**Ties to Page 23, Line D2b




Rehabilitation Center Attachment Page 23

9/30/2018 Page 3
Schedule of Leasehold Improvements Acquired during this report period
Useful
Acquisition Date Description of Item Cost Life  Depreciation

Additions
i

“Ties to Page 24, Line C3
**Ties to Page 24, Line C2

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

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

Name of Facility License No. Report for Year Ended Page of
Montowese Health & Rehabilitation C 2442 9/30/2018 25 | 37
11. Property Questionnaire
Part A
Is the property either owned by the Facility ® Yes O No If "Yes," complete Part B.
or leased from a Related Party?* If "No," complete Part C.

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

SN P EN IS ISP

Ist Mortgage | 2nd Mortgage| 3rd Mortgage 4th Mortgage

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

b. Date Mortgage Obtained 01/25/18
c. Interest Rate for the Cost Year

d. Term of Mortgage (number of years) 30
e. Amount of Principal Borrowed 12,800,000
f. Principal balance outstanding as of 9/30/18 12,800,000

Complete if Mortgage was Refinanced

During Current Cost Year

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

Date of Refinancing

New Interest Rate

j. Term of Mortgage (number of years)

k. Amount of Principal Borrowed

I. Principal Outstanding on Note Paid-Off

Part C - Arms-Length Leases for Real Property Improvements Only
Name and Address of Lessor Property Leased Date of Lease | Term of Lease| Annual Amount of Lease

(e

o e

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



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

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

Name of Facility License No. Report for Year Ended Page of
Montowese Health & Rehabilitation 2442 9/30/2018 26 | 37
Item Total CCNH RHNS (Specify)

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

Name of Lender

Address of Lender
0

2. Second Mortgage

Name of Lender

Address of Lender
0

3. Third Mortgage

Name of Lender

Address of Lender
0

4. Fourth Mortgage

Name of Lender

Address of Lender
0

B. CHEFA Loan Information

1. Original Loan Amount

Loan Origination Date

Interest Rate %

Sl el o

Term

5. CHEFA Interest Expense

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

(Carry Subtotals forward to next page )




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-27 Rev. 6/95

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

Name of Facility License No. Report for Year Ended Page of
Montowese Health & Rehabilitatid 2442 9/30/2018 27 | 37
Item Total CCNH RHNS (Specify)

Subtotals Brought Forward:

12. C. Movable Equipment

1. Automotive Equipment

$,, covmomner

A. Item Rate Amount
Lender
Address of Lender
0
2. Other (Specify)
A. ltem Rate Amount
Lender
Address of Lender
0
B. Item Rate Amount
Lender
Address of Lender
0
12. C. 3. Total Movable Equipment Interest
Expense (C1 +2) $
12. D. Other Interest Expense (Specify ) $ 5,555 5,555
Vender Interest = $5,555 '“ '
13. Total All Interest Expense (12B7 + 12C3 + 12D) $ 5,555 5,555
14. Insurance
a. Insurance on Property (buildings only) $ 44,260 44,260
b. Insurance on Automobiles $
c¢. Insurance other than Property (as specified above)
1. Umbrella (Blanket Coverage) $
2. Fire and Extended Coverage $

3. Other (Specify)

14d. Total Insurance Expenditures (14a +b +¢)

44,260

44,260

15.

Total All Expenditures (A-13 thru C-14)

&3

10,794,201

10,794,201




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

D. Adjustments to Statement of Expenditures

Name of Facility License No. Report for Year Ended Page of
Montowese Health & Rehabilitation Center 2442 9/30/2018 28 37
Total
Item|Page| Line Amount of
No. | No. | No. Item Description Decrease CCNH RHNS (Specify)
Page 10 - Salaries and Wages F . .
1. Qutpatient Service Costs 3
2. Salaries not related to Resident Care $
3.]10 |A12g{Occupational Therapy 3 578,776 578,776
4. Other - See attached Schedule $
Page 13 - Professional Fees ' -
5.]13 |B8c |Resident Care Physicians ** $ 4,383 4,383
6.[13  |B10a|Occupational Therapy 3 2,080 2,080
7. Other - See attached Schedule
Pages 15 & 16 - Administrative and General i
8. 15 |1a9 |Discriminatory Benefits $
9.115 1c |Bad Debts 3 12,695 12,695
10. Accounting & Legal 3
11.| 30 {Iv3 |Telephone $
12. Cellular Telephone 3
13. Life insurance premiums on the life
of Owners, Partners, Operators $
14.} 16|13 |Gifts, flowers and coffee shops
15. 16 Education expenditures to colleges or
universities for tuition and related costs
for owners and employees
16. Travel for purposes of attending
conferences or seminars outside the
continental U.S. Other out-of-state .
travel in excess of one representative $
17. Automobile Expense (e.g. personal use) 3
18.116 |m2&3Unallowable Advertising * $ 11,318 11,318
19. Income Tax / Corporate Business Tax $
20. Fund Raising / Contributions $
21.]16 Unallowable Management Fees $ 159,125 159,125
22.] 16 Barber and Beauty h 3,884 3,884
23. Other - See attached Schedule $ 89,580 89,580
Page 18 - Dietary Expenditures
24.0 18 Meals to employees, guests and others
who are not residents
Page 19 - Laundry Expenditures
25.1 19 Laundry services to employees, guests
and others who are not residents
Page 20 - Housekeeping Expenditures
26.] 20 Housekeeping services to employees, guests

and others who are not residents

$

Subtotal (Jtems 1 -26) §$

886,583 886,583

* Al except "Help Wanted”.

(Carry Subtotal forward (o next page )

** Physicians who provide services to Titte 19 residemts are requived to bill the Depanment of Socral Services direetly for cach individual resident.



Montowese Health & Rehabilitation Center
9/30/2018

Schedule of Other Salaries Adjustment

Attachment Page 28

Page Ref Line Ref Description CCNH RHNS (Specify)

‘ b e ‘ 3 - $ - $ -

$ - $. = $ -

$ -l - s -

3 = 8 - 3 =

$ - $ - s -

5 - 3 - 3 -

; : $ - |$ - |$ g

Total Other Salaries Adjustment 3 - s =18 =

Schedule of Fees Adjustments

Page Ref Line Ref Description CCNH RHNS (Specify)

Ll |3 - 3 s $ -

$ - |3 - s -

s - |8 s -

$ - 3 - 3 -

$ - |s - |8 -

5 - $ - 3 -

$ - 5 - y =

Gl ; $ Sos - $ -

Total Other Fees Adjustments $ = |5 -8 -
Schedule of Other A&G Adjustments

Page Ref Line Ref Description CCNH RHNS (Specify)

16|MI3 Bank Charges Is o910l - |§ “

16/M13 Compliance Consulting |s  79670(% =08 -

‘ e Vo g s e Sl .

3 - $ - $ -

g : $ cilbe L

5 , L ~ $ e 3 = $ <

Total Other A&G Adjustments $ 89,5808 S0 -




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

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

Name of Facility License No. Report for Year Ended | Page of
Montowese Health & Rehabilitation Center 2442 9/30/2018 29 | 37
Total
Item| Page|Line Amount of
No. | No. | No. Item Description Decrease CCNH RHNS (Specify)
Subtotals Brought Forward $ 886,583 886,583
Page 20 - Resident Care Supplies*** - .
27.120  |5a1&|Prescription Drugs h 618,530 618,530
28.120 |5d |Ambulance/Limousine $ 221 221
29.120 |5f | X-rays, etc $ 40,437 40,437
30.[20 |5h |Laboratory 5 111,674 111,674
31.j120 |5c [Medical Supplies $ 20,886 20,886
32.120  }5€2 |Oxygen (non emergency) $ 39,727 39,727
33.]20 }|5j |Occupational Therapy 3 1,495 1,495
34, Other - See Attached Schedule $ 98,832 98,832

Page 22 - Maintenance and Property

35. Excess Movable Equipment Depreciation . - ‘
See Attached Schedule $ 32,500 ——

36. Depreciation on Unallowable . - .
Motor Vehicles

37. Unallowable Property and Real
Estate Taxes

38. Rental of Building Space or Rooms 3

39. Other - See Attached Schedule

Page 27 - Insurance

&2

40. Mortgage Insurance
41. Property Insurance $
Other - Miscellaneous
42, Research or Experimental Activities $
43.1 20 1(5j Radio and Television Revenue $ 12,663 12,663
44, Vending Machine Revenue 3
45, Purchase Discounts and Allowances $
46. Duplications of functions or services $
47. Expenditures made for the protection, ”
enhancement or promotion of the
providers interest
48.] 30 {IV5 |Interest Income on Accounts Rec 3 240 240
49. Other (include personnel and other

costs unrelated to resident care) - See
Attached Schedule

Not For Profit Providers Only

50. Building/Non Movable Eq. Depreciation
Unallowable Building Interest -
See Attached Schedule

51. Total Amount of Decrease (Items I - 50)

$ 1,863,788

1,863,788

*** Ytems billed directly to Department of Social Services and/or Health Services in CT, or other states, Medicare, and private-pay residents. Identify

separately by category as indicated on Page 20.




Attachment Page 29Attachment Page 29

Montowese Health & Rehabilitation Center
9/30/2018

Schedule of Other Ancillary Costs

Page Ref  Line Ref Description CCNH RHNS (Specify)

: i o ‘ S F : : 3 $ - $ -

205 _‘|Medical Equipment Rental - Other 1$ 797208 =13 -

20{5b Ebox ‘ $  8886|% - 1S -

‘ $ o018 - 18 Lo

$ - $ = 1% -

13 - 5 - ) -

$ - s - |8 -

18 o= $ =18 =

18]2¢ Unallowable Management Fees.. ... .. -Indirect Care 1% 385768 = 3 -

o 20]5) Unallowable Management Fees. ..., -Direct Care $ 43398 1'% - $ -

Total Other Ancillary Costs : $ 98,832 1'% - $ -
Schedule of Excess Movable Equipment Depreciation

Page Ref  Line Ref Description CCNH RHNS (Specify)

2217d Equipment Depreciation Carry Forward Adjustment s 32,5001 % L8 =

& 5 N L $ i i $ ; ) $ L

3 - 1% - 3 -

$ - 18 - |3 -

13 - $ - $ -

5 - 3 - $ -

1% : g - $ “

$ =08 - 3 =

$ - |8 - 18 -

Total Excess Movable Equipment Depreciation 13 3250008 - 3 -

Schedule of Other Property Adjustments

Page Ref  Line Ref Description CCNH RHNS (Specify)

$ - s - {5 -

s . 05 - s -

$ = s =18 -

s -8 - $ -

s 5 g : 5 5

$ - g - 5 -

. : s . § Sl -

Total Other Property Adjustments $ - $ s -




Cost Year

2018
2018
2019
2019
2020
2020
2021
2021
2022
2022
2023
2023
2024
2024
2025
2025
2026
2026
2027
2027
2028
2028
2029
2029
2030
2030
2031
2031
2032
2032
2033
2033
2034
2034
2035
2035
2036
2036
2037
2037
2038
2038
2039
2039

Cost
Term

Deprec
Book Value
Deprec
Book Value
Deprec
Book Value
Deprec
Book Value
Deprec
Book Value
Deprec
Book Value
Deprec
Book Value
Deprec
Book Value
Deprec
Book Value
Deprec
Book Value
Deprec
Book Value
Deprec
Book Value
Deprec
Book Value
Deprec
Book Value
Deprec
Book Value
Deprec
Book Value
Deprec
Book Value
Deprec
Book Value
Deprec
Book Value
Deprec
Book Value
Deprec
Book Value
Deprec
Book Value

Montowese

3

Amount

2018
Purchased
Moveable
equipment

650,000
10.00

32,500

617,500
65,000

552,500
65,000

487,500
65,000

422,500
65,000

357,500
65,000

292,500
65,000

227,500
65,000

162,500
65,000

97,500
65,000

32,500
32,500

PN B[P PR B PR|D RO BN RN HH BN VP

Totals

650,000

32,500
617,500
65,000
552,500
65,000
487,500
65,000
422,500
65,000
357,500
65,000
292,500
65,000
227,500
65,000
162,500
65,000
97,500
65,000

32,500

32,500

£A€H AR BID B 0 AN RLA BN A1 AN RN BD BN PN AN B RN DY B AN RIB B

29e Line 26
B3t ML



Schedule of Other Adjustments

Attachment Page 29

Page Ref Line Ref Description CCNH RHNS (Specify)

‘ 3 Sors i

5 S s s :

5 - 1s =18 -

1s . e - 18 -

$ L $ - $ -

3 - $ - 3 -

$ - $ - $ -

5 - 3 - 3 -

3 - 5 =g =

: ~ $ -8 =18 -

Total Other Adjustments $ - $ - 3 -
Schedule of Unallowable Building Interest

Page Ref Line Ref Description CCNH RHNS (Specify)

e - 3 T 3 5 B

$ - 3 - 5 :

$ ey - 3 -

$ - $ - § -

$ - 13 Sl -

$ - $ - 3 -

$ s - 3 -

3 - 5 - $ -

g : 3 oly Z

$ =18 - $ -

Total Unallowable Building Interest - 3 . $ ) =




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

F. Statement of Revenue

Name of Facility ILicense No. Report for Year Ended Page of
Montowese Health & Rehabilitation Cent 2442 9/30/2018 30 | 37
Item Total CCNH RHNS (Specify)

1. Resident Room, Board & Routine Care Revenue

1. a. Medicaid Residents (CT only) $1 4242100 4,242,100
b. Medicaid Room and Board Contractual Allowance ** $1 (1,934,775) (1,934,775)
2. a. Medicaid (4] other states) 3
b. Other States Room and Board Contractual Allowance ** 3
3. a. Medicare Residents (all inclusive) $| 4,550,632 | 4,550,632
b. Medicare Room and Board Contractual Allowance ** $| 1,490,139 1,490,139
4. a. Private-Pay Residents and Other $| 3,002,391 3,002,391
b. Private-Pay Room and Board Contractual Allowance ** $ 32,614 32 61

II. Other Resident Revenue

1. a. Prescription Drugs - Medicare 3 598,021 598,021
b. Prescription Drugs - Medicare Contractual Allowance ** S| (598,021  (598.021)
c. Prescription Drugs - Non-Medicare 3 350,840 350,840
d. Prescription Drugs - Non-Medicare Contractual Allowance ** $|  (350,840)] (350.840)
2. a. Medical Supplies - Medicare 3
b. Medical Supplies - Medicare Contractual Allowance ** $
c. Medical Supplies - Non-Medicare $ 2,437 2,437
d. Medical Supplies - Non-Medicare Contractual Allowance ** $ (2,437 (2.437)
3. a. Physical Therapy - Medicare $| 1,389,824 | 1,389,824
b. Physical Therapy - Medicare Contractual Allowance ** $1 (1.251,055)] (1,251,055)
c. Physical Therapy - Non-Medicare $ 790,350 790,350
d. Physical Therapy - Non-Medicare Contractual Allowance ** S| (7903350)f  (790,350)
4. a. Speech Therapy - Medicare $ 163,515 163,515
b. Speech Therapy - Medicare Contractual Allowance ** $ (153,739) (153,739)
c¢. Speech Therapy - Non-Medicare 3 86,880 86,880
d. Speech Therapy - Non-Medicare Contractual Allowance ** $ (86,880) (86,880)
5. a. Occupational Therapy - Medicare $1 1.354,204 | 1,354,204
b. Occupational Therapy - Medicare Contractual Allowance ** $1 (1,273,730)] (1.273,730)
¢. Occupational Therapy - Non-Medicare $ 789,125 789,125
d. Occupational Therapy - Non-Medicare Contractual Allowance ** 3 (789,125) (789,125)
6. a. Other (Specify) - Medicare $
b. Other (Specify) - Non-Medicare 3 (2,032) (2,032)
II1. Total Resident Revenue (Section . thru Section I1.) $| 11,610,088 | 11,610,088

1V. Other Revenue*

Meals sold to guests, employees & others

Rental of rooms to non-residents

Telephone

bl Rl Ll b

Rental of Television and Cable Services

Interest Income (Specify)

240

240

Private Duty Nurses' Fees

~ oo

Barber, Coffee, Beauty and Gift shops

3,884

3,884

8. Other (Specify)

V. Total Other Revenue (1 thru 8)

4,124

4,124

VI. Total All Revenue (111 +V)

IR [N AL A [P 1.

11,614,212

11,614,212

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

¥ Facility should report all contraciual allowances andior payer disconnts.



Montowese Health & Rehabilitation Center Attachment Page 30
9/30/2018

Schedule of Other Resident Revenue - Medicare

Related Exp

Page Ref Description CCNH RHNS (Specify)
s = s =13 -

3 L = 3 =

$ -8 -l s -

$ 08 - 1% =

~ ~ ; ; s - ]s Sl :
Total Other Resident Revenue - Medicare $ s Sl =

Schedule of Other Non-Medicare Resident Revenue

Related Exp

Page Ref Description CCNH RHNS (Specify)

N/A | Retroactives (2,032)

aleales lvs]en [ los

o | ionlealon nilen
i

vl |ealenile e

Total Other Resident Revenue (2,0323

Interest Income
Account

Page Ref Account Balance CCNH RHNS {Specify)

30/1VS. ¢ |Interest on AR ~ : : : o fen 7240

wiwlelew e
i

vl el
|

o e | enl|es

Total Interest Income 240

Schedule of Other Revenue

Page Ref Description CCNH RHNS (Specify)

1
@ len|en fon lenfen

vl [l e lele uiviivlenlele
\

w el | o loni s (o len Tenfen fen | on 1en
k3

i
LR LS R MR R R R R R )
]

Total Other Revénue




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

G. Balance Sheet
Name of Facility License No. Report for Year Ended Page of
Montowese Health & Rehabilitation Ce 2442 9/30/2018 31 | 37
Account Amount
Assets
A. Current Assets
1. Cash (on hand and in banks) $ 643,933
2. Resident Accounts Receivable (Less Allowance for Bad Debts) $ 2,199,182
3. Other Accounts Receivable (Excluding Owners or Related Parties) $ 3,955
4 Inventories $
5. Prepaid Expenses $ - 377,419
a. Prepaid Insurance 153,543 -
b. Prepaid Health Insurance 193
¢. Prepaid Tax, Rent and Other 223,683
d.

6. Interest Receivable
Medicare Final Settlement Receivable

8. Other Current Assets (itemize )
Wage Enhancement
Working Capital Reserve
Renewal & Replacement Fund

~

A-9. Total Current Assets (Lines Al thru 8) $ 3,224,48'9'
B. Fixed Assets
1. Land $
2. Land Improvements *Historical Cost $
Accum. Depreciation Net
3. Buildings *Historical Cost $
Accum. Depreciation Net
4. Leasehold Improvements *Historical Cost 46,637 $ 43,401
Accum. Depreciation 3,236 Net
5. Non-Movable Equipment *Historical Cost $
Accum. Depreciation Net
6. Movable Equipment *Historical Cost 94,986 $ 21,202
Accum. Depreciation 73,784 Net
7. Motor Vehicles *Historical Cost $
Accum. Depreciation Net
8. Minor Equipment-Not Depreciable $
9. Other Fixed Assets (itemize) $ 644,692
Moveable Equipment Carryforward 617,500
Project Development 27,192
B-10.  Total Fixed Assets (Lines B1 thru 9) $ 709,295
* Historical Costs must agree with Historical Cost reported in Schedules on (Carry Total forward to next page )

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 License No. Report for Year Ended Page of
Montowese Health & Rehabilitation Ce 2442 9/30/2018 32 | 37
Account Amount
Total Brought Forward:|$ 3,933,784
C. Leasehold or like property recorded for Equity Purposes.
1. Land $
2. Land Improvements *Historical Cost
Accum. Depreciation Net $
3. Buildings *Historical Cost
Accum. Depreciation Net $
4. Non-Movable Equipment *Historical Cost
Accum. Depreciation Net $
5. Movable Equipment *Historical Cost
Accum. Depreciation Net $
6. Motor Vehicles *Historical Cost
Accum. Depreciation Net $
7. Minor Equipment-Not Depreciable $
C-8 Total Leasehold or Like Properties (C1 thru7) $
D. Investment and Other Assets
1. Deferred Deposits $
2. Escrow Deposits $
3. Organization Expense *Historical Cost
Accum. Depreciation Net $
4. Goodwill (Purchased Only) $ 4,739,343
5. Investments Related to Resident Care (ifemize )
6. Loans to Owners or Related Parties (itemize )
Name and Address Amount Loan Date

7. Other Assets (itemize )

Start Up Costs

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

4.739.343

D-9. Total All Assets (Lines A9 +B10

TCS T DY)

8,673,127

* 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 Reyv. 6/95

G. Balance Sheet (cont'd)

Name of Facility License No. Report for Year Ended Page of
Montowese Health & Rehabilitation Center 2442 9/30/2018 33 | 37
Account Amount
Liabilities
A. Current Liabilities
1. Trade Accounts Payable $ 1,358,956
2. Notes Payable (itemize ) $ (68,000)

Due From Related Party (68,000)

3. Loans Payable for Equipment (Current portion) (itemize )
Name of Lender Purpose Amount Date Due

Accrued Payroll (Exclusive of Owners and/or Stockholders only) ;13 7,4:21
Accrued Payroll (Owners and/or Stockholders only)
Accrued Payroll Taxes Payable 8,224

Medicare Final Settlement Payable

Medicare Current Financing Payable

9. Mortgage Payable (Current Portion)

10. Interest Payable (Exclusive of Owner and/or Related Parties )
11. Accrued Income Taxes*

12. Other Current Liabilities (itemize )

el R Eal s P

winlnlnlm|n|ln|nlenl

Provider Taxes Due 111,343
Accd Health insurance 206
Acc'd Operating Expenses 26,813
Acc'd Expense - Sales Tax 987 . . »
A-13. Total Current Liabilities (Lines Al thru 12) $ 1,875,950
* Business Income Tax (not that withheld from employees). Attach copy of owner's Federal Income (Carry Total forward to next page}

Tax Return.



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-34 Rev. 6/95

G. Balance Sheet (cont'd)

2. Mortgages Payable

Name of Facility License No. Report for Year Ended Page of
Montowese Health & Rehabilitation Center 2442 9/30/2018 34 | 37
Account Amount
Total Brought Forward: 1,875,950

Liabilities (cont'd)

B.  Long-Term Liabilities

1. Loans Payable-Equipment (itemize )
Name of Lender Purpose Amount

3. Loans from Owners or Related Parties (itemize )

Name and Address of Lender Amount Loan Date
Working Capital Reserve NA
4. Other Long-Term Liabilities (itemize)
Notes Payable Related Landlord 3,079,493
Swap Value 110,486

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

3,189,979

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

5,065,929




Montowese
ACCRUED OPERATING EXP - 2170
September 30, 2018

DESCRIPTION Amount

Employee Travel 239.40
Maintenance & Repairs 2,850.18
X-Ray Medicare A 218.25
Lab Medicare A 3,782.94
IV Therapy Medicare A 10,404.73
Patient Entertainment 21.24
Payroll Processing 1,371.56
Patient Refund 60.00
Medical Director 3,000.00
Medical Supplies 4,864.40

26,812.70



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-35 Rev. 6/95

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

Name of Facility License No. Report for Year Ended Page of
Montowese Health & Rehabilitation ( 2442 9/30/2018 35 ] 37
Account Amount

A. Reserves

1. Reserve for value of leased land $

2. Reserve for depreciation value of leased buildings and appurtenances

to be amortized $

3. Reserve for depreciation value of leased personal property (Equity) $

4. Reserve for leasehold real properties on which fair rental value is based $

5. Reserve for funds set aside as donor restricted $

6. Total Reserves $
B. Net Worth

1. Owner's Capital $

2. Capital Stock $

3. Paid-in Surplus $ 3,375,000

4. Treasury Stock $

5. Cumulated Earnings $ (587,813)

6. Gain or Loss for Period 1/25/2018 thru 9/30/2018 |3 820,011

7. Total Net Worth $ 3,607,198
C. Total Reserves and Net Worth $ 3,607,198
D. Total Liabilities, Reserves, and Net Worth $ 8,673,127




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-36 Rev. 6/95

H. Changes in Total Net Worth

Name of Facility License No.

Montowese Health & Rehabilitation Cen 2442

Report for Year Ended
9/30/2018

Page
36

of
1 37

Account

Amount

Balance at End of Prior Period as shown on Report of 09/30/2017

Total Revenue (From Statement of Revenue Page 30)

11,614,212

Total Expenditures (From Statement of Expenditures Page 27 )

10,794,201

Net Income or Deficit

820,011

Balance

EICIRIEIES

Additions
1. Additional Capital Contributed (ifemize )

Partners Capital Contribution

2,787,187

2. Other (itemize)

Total Additions

820,011

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

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

Title Amount

2. Other Withdrawings (Specify)

Purpose

Amount

3. Total Deductions

Balance atf End of Period 09/30/18

3,607,198




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

1. Preparer's/Reviewer's Certification

Name of Facility License No. Report for Year Ended | Page of
Montowese Health & Rehabilitation 2442 9/30/2018 37 | 37
Check appropriate category

Chronic and Convalescent Nursing 0 Rest Home with Nursing O (Specify)
Home only (CCNH) Supervision only (RHNS) P

Preparer/Reviewer Certification

I have prepared and reviewed this report and am familiar with the applicable regulations governing its preparation.
I have read the most recent Federal and State issued field audit reports for the Facility and have inquired of
appropriate personnel as to the possible inclusion in this report of expenses which are not reimbursable under the
applicable regulations. 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.

Signature of Prep Title Date Signed 7
e Lp Ty -
) : 7 (:/ /C/ -:77/{/ J ’;’/ ,/ff/
Prir?e/d Name of Prepgpy / '
Athena Health Care Associates, Inc
Address Phone Number
135 South Road Farmington, CT 06032 (860) 751-3900

State of Connecticut 2016 Annual Cost Report Version 12.1



