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State of Connecticut
Annual Report of Long-Term Care Facility

CSP-I Rev.9/2002

General Information
Name of Facility (as licensed) License No. Repo~~t for Year Ende Page of
Bristol Crossings, LLC 2329 9/30/2019 1 37

Administrator's/Owner's Certification

MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS

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

FEDERAL LAW.

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

Cost Report and supporting schedules prepared for Bristol Crossings, LLC [facility name], for the cost

report period beginning October 1, 2018 and ending September• 30, 2019, and that to the best of my

knowledge and belief, it is a true, con~ect, and complete statement prepared from the books and records of

the providers) in accordance with applicable instructions.

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

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

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

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

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

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

request.

{a} Subject to Desk Audit Review

Signed (Administrator) Date Signed (Owner) Date

Printed Name (Administrator) Printed Name (Owner)

Raymond L. Wiilcens Marvin J. Ostreicher

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

to before me:
/ /

flrlrl~•Pcc nfNnta~•y Pi~hlic

(Notary Seal)



State of Connecticut
Annual Report of Long-Term Care Facility

CSP-1 A Rev. 6/95

State of Connecticut

Department of Social Services

55 Farmington Avenue, Hartford, Connecticut 06105

Data Required for Real Wage Adjustment Page of
1 A 37

Name of Facility

Bristol Crossings, LLC

Period Covered: From

10/1/2018

To

9/30/2019

Address of Facility

61 Bellevue Ave, Bristol, CT 06010

Report Prepared By
Marcum LLP

Phone Number

203-781-9600
Date
1/14/2020

Item Total . CCNH RHNS (Specify)

1. Dietary wages paid $

2. Laundry wages paid $

3. Housekeeping wages paid $

4. Nursing wages paid $

5. All other wages paid $

6. Total Wages Paid $

7. Total salaries paid $

g, Totul Wages and Salaries Pcric! (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

860-589-1682

Report for Year Ended

9/30/2019

Page

2

of

37

Natne of Facility (as shown on license)

Bristol Crossings, LLC

Address (No. & StreeX, City, State, Zip )

61 Bellevue Ave, Bristol, CT 06010

License Numbers:

CCNH
2329

RHNS (Specify) Medicare Provider No.

07-5221

Type of Facility (Check appropriate box(es))

Chf•onic and Convalescent

~ Nursing Home only (CCNH) ~

Rest Home with Nursing p ~~

Supervision only (RHNS) ~ ~S eci

Type of Ownel•ship (Check appropriate box)

O Proprietorship O LLC O Partnership O Profit Corp. O Non-Protit Corp. O Government O "trust

If this facility opened or closed during report year provide:

Date Opened Date Closed

Has there been any change in owne~•ship

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

N/A

Administrator

Name of Administrator

Raymond L. Wilkens

Nursing Home

Administrator's

License No.:

1841

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

Name

N/A

License No.:



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3 Rev. 10/2005

General Information and Questionnaire
Partners/Members

Name of Facility

Bristol Crossings, LLC

License No.

2329

Report for Yeac Ended

9/30/2019

Page of

3 37

Legal Name of Partnership/LLC Business Address

States) and/or Towns) in

Which Registered

Bristol Crossings, LLC 61 Bellevue Ave, Bristol, CT

06010

CT

Name of Partners/Members Business Address Title %Owned

See Attached



Pg 3a

State CT

Facility Bristol

Owner %Ownership

1 Agnes Zitter 2.08%

2 Albert David 1.67%

3 Barry Bokow 1.00%

4 BNB Healthcare Funds LLC 6.67%

5 Chaim Goldenberg 5.00%

6 David Cohen 6.67%

7 Gerald Neuman 3.33%

8 Ira Geffner 1.00%

9 Josef Skoczylas 2.00%

10 Tzivy Roberts 6.67%

11 Magda Manela 5.00%

12 Michael Lipman 5.00%

13 Mordechai Eisen 2.50%

14 Morris Fuchs 8.33%

15 Moshe Shaya-Mograby 1.67%

16 MSO Associates, LLC 30.75%

17 Nathan Pollack 4.17%

18 Shmuel Laufer 2.50%

19 Tali Skoczylas 4.00%

100



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3A Rev. 10/2005

General Information and Questionnaire
Corporate Owners

Name of Facility

Bristol Crossings, LLC

License No.

2329

Report for Year Ended

9/30/2019

Page of

3A 37

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

Legal Name of Corporation Business Address States) in Which [nco~porated

N/A

Name of Directors, Officers Business Address Title
No. Shares

Held by Each

N/A

Names of Stockholders Owning at Least 10%

of Shares

N/A



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3B Rev. 10/2005

General Information and Questionnaire
Individual Prop~•ietorship

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

Bristol Crossings, LLC 2329 9/30/2019 3B 37

If this facility is owned oz• operated as an individual proprietorship, provide the following infoi7nation:

Owners) of Facility

~ N/A



State of Connecticut

Annual Report of Long-'Tenn Care Facility

CSP-4 Rev. 10/2005

General Infr~rmation and Questionnaire
Related Parties"

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

Bristol Crossings, LLC 2329 9/30/2019 4 37

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

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

Are any individuals or companies which provide goods or services,

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

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

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

Also Provides Indicate Where

Goods/Services to Costs are Included

Name of Related Business Non-Related Parties Description of Goods/Services in Annual Report Cost Actual Cost to the
Individual or Compam Address Provided P e # /Line # Re orted Related PartyYes No %**

850 Silas Deane Hwy Wethersfield,

~ ~Preferred Therapy Solutions CT 06109 PT,OT,ST SERVICES/CONSULTING Various 846,200 824,047

6851 Jericho Tpke, Suite I50

~ ~NOA DIAGNOSTICS Syosset. NY 11791 Radiology Page 20 /Line Sf 24,128 20,77

Associates-Aetna 850 Silas 8~0 Silas Deane Hwy Wethersfield,

~ ~Deane Hwy Wethersfield, CT 06109 Health Insurance Page 15 /Line lay 621,317 621.317

National Healthcare 20 E Sunrise Hwy, Valley Stream

~ ~Associates NY, 11581 Interest on Computer Loan / Misc Various 6,285 6,285

850 Silas Deane Hwy Wethersfield,

~ ~850 SILAS DEANS CT 06109 RenUOther Expense Page 16 / Line m12 1,912 1,912

20 E Sunrise Hwy, Valley Stream

~ ~~OSunrise NY', 11581 RenbOther Expense Page 16 / Line m12 17,480 17,480

~ ~EP Bristol Realty 61 Bellew~e Ave, Bristol, Ct 06010 Lease of Facility Page 22 /Line 9 1.260,000 *** 1,260,000

PROCARE LTC 1492 Highland Ave Cheshire CT

~ ~PHARMACY OF CT 06410 Drugs/OTC/RX Consult Various 382,963 352,521

See Attached for Continued

~ ~List Various Various Various 954.903 954.903

* Use additional sheets if necessary.

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



State of Connecticut

Annual Report of Long-Term Cary Facility

CSP-4 Rev. 10/2005

General Information and Questionnaire
Related Parties'

Name of Facility

Bristol Crossings, LLC

License No.

2329

Report for Year Ended

9/30/2019

Page of

4a 37

Also Provides Goods/Services

to Non-Related Parties
Name of Related

Individual or Company

Business

Address

Indicate Where

Descnphon of Costs are Included

Goods/Services in Annual Report

Provided Page # /Line #

Cost

Reported

Actual Cost

to the

Related PartyYes No ~/o**

National Healthcare Associates 20 E Sunrise Hv✓y, Valley Strewn NY, 11581 O O 0 % Consulting Expense Page 16 / Line ml l 16,807 16,807

National HealthCaze Associates 20 E Sunrise Hwy, Valley Stream NY, 1 i 581 O O pad Shared Services Page 16 / Line m 12 X28,800 528,500

PREFERRED PROFESSIONAL SERVICES 350 Silas Deane Hwy Wethersfield, CT 06109 O O polo Nursing Agency Page 13 /Line 1 lal 40,727 4Q727

EP Bristol Realty 61 Bellevue Ave, Bristol, Ct 06010 O O polo Depreciation of Building pace 22 /Line 7b 368,569 368,569

Use additional sheets ifnece:ssary.

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



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

Bristol CI•ossings, LLC

License No.

2329

Report for Yeac Ended

9/30/2019

Page of

5 37

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

must be allocated to CCNH and RHNS as follows:

Item Method of Allocation.

Dietary Number of meals served to residents

Laundry Number of pounds processed

Housekeeping Number of square feet serviced

Nursing

Number of hours of routine care provided by EACH

employee classification, i.e., Director• (or Charge Nucse),

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 opet•ation of plant Square feet

Property costs (depreciation) Square feet

Employee health and welfare Gross salaries

Management services Appropriate cost center involved

All other General Administ►•ative 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 prepa►'ation of this Report, were all O

costs allocated as required?
N/A

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

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

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

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

N/A



State of Connecticut

Annua112eport of Long-Term Caa-e Facility

CSP-6 Rev. 9/2002

General Information and Questionnaire

Leases (Excluding Real Property)

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

should not be included in these amounts.

Name of Facility

Bristol Crossings, LLC

License No.

2329

Report for Year Ended

9/30/2019

Page of

6 37

Name and Address ~~f Lessor

Related * to

Owners,

Operators,

Officers

Description of Items Leased

Date of

Lease**

Term of

Lease

Annual

Amount

of Lease
Amount

ClaimedYes No
Reliable Health Systems, Nostrand Ave, Brooklyn, NY

1 1230

O O Computer Equipment
10/01/08 Ongoing 3,178 3,178

Wescom Solutions, PO Box 674802., Detroit; MI 48267 O O Softa~are
03/07/12 Ongoing 31,669 31,669

Leaf, P.O. Bor 644006, Cincinnati, OH 45264 O O Copier
10/O1/15 39 Months 1,105 I,10~

Leaf, P.O. Box 644006, Cincinnati, OH 45264 O O Copier
07/01/17 39 Months 7,293 7,293

~ ~

~ ~

~ ~

~ ~ .

~ ~

~ ~

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

Total ''`xx 43,24s

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

**Attach copies of newly acquired leases.

*** Amount should agree t~ Page 22, Line 6e.



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
Bristol G•ossings, LLC 2329 9/30/2019 7 37

The records of this facility i'or the period covered by this report were maintained on the follo~~~ing basis:

O 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? O Nn

N/A

Independent Accounting Firm

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

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

2

3
~~

Services Provided by This Firm (describe firlly )

Compilation, preparation of Medicare and Medicaid cost reports and YE taa services $ 26,610

2 $

3 $

4 $

Charge for Services Provided

$ 26,610

Are These Charges Reelected in the Expenditure Portion of This Report? if Yes, Specify Expense Classitication and Line No.

O Yes O No Page 15, Line ld

'Le~sl~ ~JCt'ViCe~ iilS~Ui'fiinCi~7il

Name of Legal Firm or [ndependent Attorney Telephone Number

1 ROGIN NASSAU, LLC 860-256-6300

2 E3erchem Moses &Devlin PC 203-783-1200

3 GOLDMAN GRUDER &WOOD 203-899-8900

4 TREASURER STATE OF CONNECTICUT 860-702-3000

5

Address (Na &Street, Ciry, Slate, Zip Code )

1 185 ASYLYM STRF.,ET -22ND FLOOR HARTFORD CT 06103-3460

2 75 Broad Street Milford, CT 06460

3 200 CONNECTICUT AVENUE NORWALI< CT 06854

4 55 Elm St #2, Hartford, CT 06106

5
Services Provided by This Firm (describe fully )

Revaluation Fces(Disallowed on Pg28) $ 602

2 Labor -Employee issues (Disallowed on Pg 28) $ 620

3 Collections(Disallo~vedonPg28) $ 2,496

4 Co~~servatorship (Disallowed on Pg 28) $ 225

5 $

Charge for Services Provided

$ 3,943

Are These Charges Reflected in the Expenditure Portion of This Report? If Yes, Specify Expense Classitication and Line Nn.

Page 15, Line 1 e
O Yes O Nn



State of Connecticut

annual Report of Long-Terra Care Facility

CSP-8 Rev. 9/2002

Scll~edule of Resident Statistics

Name of Facility
Bristol Crossings, LLC

License No.
2329

Report for Year Ended
9/0/2019

Page of
8 37

Total All

Levels

Total

CCNH

Level

Total

RHNS

Level

Total

(Specify)

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

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

1. Certified Bed Capacity

A. On last day of PREVIOtiS report period 132 132 t32 t32 132 t3z

B. On last day of THIS report. period L.i2 132 132 132 132 132

2. Number of Residents

A. As of midnight of PREVIOUS report period X25 125 t25 125 t25 t25

B. As of midnight of THIS report period 126 ]26 125 125 126 126

3. Total Number of Days Care Provided During Period

A. Medicare 3,595 3,595 2.801 2,801 794 794

B. Medicaid (Conn.) 36,562 36,562 27,474 27,474 9,088 9,088

C. Medicaid (other states)

D. Private Pay 3,025 3,025 2,310 2,310 715 715

E. State SSI for RCH

F. Other (Specify) Managed Care 2,766 2.766 1,981 1,981 785 785

G. Total Care Days During Period (3A thru F) 45,943 45,948 34,566 34,566 11,382 11,382

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

for Which Re~~enue Was Received for Reserved Beds

A. Medicaid Bed Reserve Days 47 47 47 47

B. Other Bed Reserve Days 46 46 41 41 5 5

5. To Pal Resident Days (3G + 4A + 4B) 46,041 46,041 34,654 34,654 11,387 11,387



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-9 Rev. 9/2002

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

Bristol Crossings, LLC

License No.

2329

Report for Year F,nded

9/30/2019

Page of

9 37

4. Were there any changes in the certitied bed capacity during the report year? O Yes O No

If "YES", provide the following information:

Place of Change Change in Beds Capacity After Change

Date of

Change

CCNH

~ ~~

RHNS

~2~

(Specify)

~3) ~

Lost Gained

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

N/A

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

RESIDENT DAYS for 90 days following the change.

Change in Resident Days
1 st chap e

CCNH RHNS (Specify)

2nd chan e

3rd chan e

4th chan e
6. Number of Residents and Rates nn Se tember 30 of Cost Year

Item

Medicare Medicaid Sett=Pa Other State Assisted

CCNH CCNH I2t-INS CCNH RHNS (S eci ) R. C, H. ICF-MR

No. of Residents ~ ~i zc~

Pet• Diem Rate _ -
a. One bed rm. v~~~o~,s zazas s3s.00

b. Two bed rms. v2r~oU5 zazsa sio.00

c. Three or more

bed rms,

7. Total Number of Physical Thei apy Treatments

A. Medicare - Part B

TOTAL CCNI-t RHNS (S ecii' )

5,71 5,7t9

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

C. ~t}lel' 13,491 13,491

D. Totnl Physics! Therapy Treatments 19,210 ~ 9,z i o—.-
x. i otai T~umber of Speech i herapy i i'caitiiciiis

A. Medicare - Part B ~ i ~
T 

~' i

~ ~

B, Medicaid (Lxc!usivP of Part B)

1. Maintenance Treatments
2. Restorative Treatments

C. Othet' 1,432 1,432

D. Total Speech TlTer~rpy Treatments 2,245 2,245

9. Total Number of Occupational Therapy Treatments

A. Medicare - Part B ~.~~~ i + ~~~ ~
B. Medicaid (Exclusive of Part Q)

1. Maintenance Treatments
2. Restorative Treatments

L. Other 13, i 36 13,186

D. Total Occupntionrt! Therripy Treatments 17,867 v,8t~7



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-10 Rev. 9/200?

Report of Expenditures -Salaries &Wages
Name of Facility

Bristol Crossings, LLC

license No.

2329

Report for Year Ended

9/30/2019

Page of

10 37

Are lime records maintained by ati individuals receiving compensation? O Yes O Nn

'Total Lost and Hours

Item CCNH Hours RHNS Hours (Specify) Hours

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

of Schedule A 1)
2. Administrators) (Complete also Sec. Ill

ofSchedulcAl) 1-13.U8U 2.08(1

3. Assistant Administrator (Complete also Sea [V

of Schedule A I )

4. Other Administrative Salaries (telephone
o orator, clerks, rece tionists, etc.) 173,62} Z91~4

S. Dietary Service
a. Head Dietitian 27, 04 83b
b. Food Service Su ervisor 73,435 2,080
c. Dietary Workers 363..392 23,742

6. Ftousekeeping Service
a. Head Housekec er 45,096 2,080
b. Other Houselcee in Workers 2(,9,272 18,296

7. Repairs &Maintenance Services
a. En ineer or Chief of Maintenance 47,650 1,757
b. Other Maintenance Workers 54.760 2.516

8. Laundry Service
a. Su ervisor
b. Other Laundry Workers 51,496 3,496

9. Barber and Beautician Services
1 0. Protective Services
1 I. Accounting Services

a. Head Accountant
b. Other Accountants

12, Professional Care of Residents

a. L~irectorsandAssistat~tuirectoroiNurses Z:~b,`%~0 ~F.O-IR

b. RN
1. DircctCare >0-1, 58 1 232

2. Administrative** '~~ ~ -9~7 ~.~~+?
c. LPN

I. Direct Care 1,2yd,309 d~,7)2

2. Administrative**
d. Aides and Attendants 1,813,574 109,321

e. Ph sical Thera fists
f. S eech Thera fists
g. Occu ational Thera fists
h. Recreation Workers 129,260 6,119

i. Physicians
1. Medical Director
2. Utilization Review
3. Resident Care***
4. Other (Specify)

j, Dcntisrs
k. Pharniacists

_...__

I. Podiatrists
m. Social Workers/Case Mana ement 126,375 4,120

n. Marketin
o. Other (Specify)

See Attached Schedule 2U3,8~5 6,904

A-13. Total Sa/ai~~ Ex endilau•es 5,820,487 260,978

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

*** 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 Ue removed nn Page 28.



Attachment Page 10/13

Schedule of Othcr Salaries and Wages (Page 10)

CCNFI RIINS (Specify)

Position $ Hours $ Flours $ Hours

Medical Records $ 38,883 2,113

Admissions 164,972 4,791

Total $ 203,855 6,904 $ - - $ - -

Schedule of Other Fees (Page 13)

Service

CCNIi REINS (Specify)

$ Hours $ Hours $ Hours

$ 12,142 162

1 1,954 250

803 4

$ 24,899 416 $ - - $ - -



State of Connecticut

f4nnual Report of Long-Term Care Facility

CSP-11 Rev. 10/2005

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

Assistant Administrators and Other Related Parties*
Name of Facility

Bristol Crossings, LLC

License No.

2329

Report for Year Ended

9/~0~20~9

Page of

1 1 37

Name

Salary Paid
Nrmge J3erteT~ts

and/or Other

Payments

(describe fully)

Full Description of

Services Rendered

Total

Hours

Worked

Line Where

Claimed on

Page 10

Name and Address of All

Other Employment**

Total

Hours

Worked

Compensation

ReceivedCCNH R.HNS (Specify)

Section I -Operators/Owners

Marvin J. Ostreicher 28,800

Non

Discriminatory

uperv~ses

operations. deals with

DNS &other 60 16 / ml I See Attached

Section II -Other related

parties of Operators/Ownerc.,

employed in and paid by

facility (EXCEPT those who

may be the Adminestrator or

Assistant Administrators wha

are identified on Page 12).

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

** Include all employment worked during the cost year.



The Pines at Bristol

Marvin 1 Ostreicher Time Study

9/30/2019

BEDS Total w/ Bnft

Bethel 161 66.00

Bloomfield 120 67.00

Bristol 132 60.00

Cambridge 160 73.00

Hebrew Home 257 111.00

ludlowe 144 60.00

Maple View 120 58.00

Marlborough 120 56.00

Milford 120 60.00

Regency 130 62.00

Riverside 345 93.00

Village Crest 95 58.00

Water's Edge 150 64,00

Augusta 72 57.00

Belair 102 53.00

Brattleboro 80 65.00

Brentwood 78 50.00

Brewer 111 64.00

Catskill 136 58.00

Colony 92 55.00

Country 111 58.00

Dover 7 iz St3.OG

Eastside 69 51,00

Eliot 114 62.00

Glen Falls 120 56.00

Huntington 320 94.00

Kennebunk 78 51.00

Maywood 120 65.00

Newton Wellseley 110 58.00

Norway 70 48.00

Poughkeepsie 200 74.00

Reservoir 144 71.00

Rutland 125 64.00

Sachem 111 54.00

Saiius Fuini ioC 7 .00

Utica 117 53.00

Westgate 104 59.00

Winship 72 50.00

Vacation/PTO

Sick

Personal

Holiday

Tota I 2, 948 1,498.00



State of Connecticut

Annual Deport of Long-Term Care Facility

CSP-12 Rev. 10/2005

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

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

Bristol Crossings. LLC

License No.

2329

Report for Year Ended

9/30/2019

Page of

12 37

Name

Salary Paid
range tseneT~ts

and/or Other

Payments

(describe fully)

Full Description of

Services Rendered

Total Hours

Worked

Line Where

Claimed on

Page 10

Name and Address of All

Other Employment**

Total

Hours

Worked

Compensation

ReceivedCCNH RHNS (Specify)

Section III - Administratorsx''`*

Raymond L. Wilkens 1 43,080

Non

Discriminatory Administrator 2,080 A2

Section N -Assistant

Administrators

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

** Include all other employment wor};ed during the cost year.

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



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-13 Rev. 9/2002

B. Report of Expenditures -Professional Fees
Name of Facility
Bristol Crossings, LLC

License No.
2329

Report for Year Ended
9/30/2019

Page of
13 37

Total Cost and Hours

Item CCNH Hours RHNS Hours (Specify) Hours
*B. Direct care consultants paid on a fee

for service basis in lieu of salary

(Foc all such services complete Schedule B1)

1. Dietitian

2. Dentist 8,280 122

3. Pharmacist 15,900 212

4. Podiatrist

385,376 5,931

5. Physical Therapy

a. Resident Care

b. Other

6. Social Worker

7. Recreation Worker

8. Physicians

a. Medical Director (entire facility) 73.08 35~

b. Utilization Review

(Title 18 and 19 only) monthly meeting

c. Resident Care**

d: Administrative Services facility
~ , Infection Control Conunittec

(Quarterly meetings)
Z. Pharmaceutical Committee

(Quarterly meetings)

3, Staff Development Committee

(Unce annually)

e. Other (Specify)

9. Speech Therapist

a. Resident Care 9?.7~R I.>7~

b. Other

10. Occupational Therapist

a. Resident Care 362,091 6,785

b. Other

1 1. Nurses and aides and attendants

a. RN

1. Direct Care

_

94,219 1,546

2. A»~mjpicti'~ti~ir~*** --

32,41 1
b. LPN

1 , Direct Care 552

2, Administrative***

c. Aides 6,629 287

d. Other

12. Othee (Specify)
See Attached Schedule

B-13 Total Fees Puid in Lieu of Salaries

24,899

1,094,591

416

17,584
* Do not include in this section management wnsuhants or ser~~ces which must be reported on Page 16 item M-12 and supported by required intonnation, Page 17.

** This item is not reimbursable to facility. For Tide 19 residents, doctors should bill DSS directly. Also, any costs for Title I8 ancVor other private pay residents must

be removed on Page 28.

*** Adminish~ative -costs and hours associated with the following positions: KIDS Coordinator, Insen~ce Training Coordinator and Infection Control Nurse. Such

costs shall be included in the direct care category for the pwposes ofrale setting.



Statie of Connecticut

Annual Report of Long-Term Care Facility

CSP-14 Rev. 6/95

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

Name of Facility
Bristol Crossings, LLC

License No.

2329

Report for Year Ended

9/30/2019

Page of

14 37

Name &Address of Individual Full Explanation of Service

Related** to Owners,

Operators, Officers Explanation of Relationship

Yes No
Gerident Solutions, P.O. [3ox 290J39,

Wethersfield, CT 06129

Dentist O O N/A

Procare LTC of CT, 1 1 1 Lxeculive Blvd,

Farmingdale, NY 1 1735

Pharmacist 1 N Nursing Consultant /

Medical Records

O O Conunon Ownership

Preferred Thearpy-809 Main St., G.Hartford,CT,

fl6108

PT, OT, ST /Consult Rehab O O Conunon Ownership

Dr Santo Buccheri - 357 Franklin Ave, Hartford,

CT 061 14

Medical Director O O N/A

PREFERRED PROFESSIONAL SERVICES

850 Silas Deane Hw}~ Wethersfield, CT 06109

Contract RNs / LPNs l CNAs ~ ~ Common Ownership

The Nurse Net~vorh, 653 Main St, Plantsville, CT

06479

Contract RNs / LPNs l CNAs O O N!A

Nursecore PO BOX 201925, ARLINGTON TX

76006

Contract CNAs O O N/A

~ ~

~ 0

0 ~

O O

O O

O O

O O

O O

O O

O O

O O

v v

~ n

O O

O O

* Use additional sheets if necessary.

** Refier to Page 4 for definition of related.



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-l5 Rev. 9/2018

C. Expenditures Other Than Salaries -Administrative and General

Name of Facility
Bristol Crossings, LLC

License No.
2329

Report for Year Ended
9/30/2019

Page of
15 37

Item Total CCNH RHNS (Specify)
1. Administrative and General

a. Employee Health &Welfare Benefits
1. Workmen's Compensation $ 334,265 334,265
2. Disability Insurance $

3. Unemployment Insurance $ 106,200 106,200
4. Social Security (F.I.C.A,) $ 430,039 430,039

5. Health Insurance $ 621,317 621,317
6. Life Insurance (employees ohly)

(not-owners and not-operators) $

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

14,959 .14,959

8. Uniform Allowance $

9. Other (Spec) $

See Attached Schedule

10,057 10,057

b. Personal Retit•ement Plans, Pensions, anti $
Profit Sharing Plans for Owners and

Operators (Discriminatory)*

c. Bad Debts* $ 153,478 153,478

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

e. Legal (~"ervices shouid be fuiiy cle~~c~•i~ed or-~ Puge ~ ~ 3,43 3 9,~?

f. Insurance on Lives of Owner's and $

Operators (Specify )*

g. Office Supplies $ ~2.8~~3 ??,843

h. Telephone and Cellular Phones

1. Telephone & Pageis $ 33,891 33,891

2. Cellular Phones $ 5,491 5,491

i. Appraisal (Specify purpose and $

attach copy )*

j. Corporation Business Taxes (franchise tax) $ 78 75

k. Other Taxes (Not ~~elated to prope~•ty -See Fage 22)

1. Income* $

~

2. Qther (Specify) $

See Attached Schedule

3. Resident Day Uses• Fee $ 849,985 849,985

Subtotal $ 2,613,156 2,613,156

* Facility should self-disallow the expense on Page 28 of the Cost Report. (Cart'y Subtotals fOrwaYd to next page)



Attachment Page 15

Schedule of Other Employee Benefits

Description CCNH RHNS (Specify)

Background Checks $ 10,057

Total $ 10,057 $ - $ -

Schedule of Other Taxes



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
Bristol G~ossings, LLC

License No.

2329

Report for Year Ended

9/30/2019

Page of

16 37

Item Total . CCNH RHNS (Specify)

Subtot~cls Brought Forward: 2,613,156 2,613. i 56

1. Tt~avel and Entertainment

1. Resident Travel and Entertainment $

2. Holiday Panties for Staff $ 1,484 1,484

3. Gifts to Staff and Residents $ 12,464 12,464

4. Employee Travel $ 3,531 3,53

5. Education Expenses Related to Seminars and Conventions $ 1,465 1,465

6. Automobile Expense (got purchase or depreciation) $ 528 528

7. Other (Specify) $

See Attached Schedule

m. Other Administrative and General Expenses

1. Advertising Help Wanted (all szrch expenses) $ 87 87

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

3. Advertising Other (Specify)*** $

See Attached Schedule

41,237 41,237

4. Fund-Raising*** $

5. Medical Records $

6. Ba►•ber and Beauty Supplies (if this service is supplied $
dii~ect~y aiid not b-y cor~t~act :,i• ~e fo: se,vice)***

7. Postage $ 3,365 3,365
* 8. Dues and Membership Fees to Professional $

Associations (Specify)
See Attached Schedule

7,836 7,836

8a. Dues to Chamber of Commerce &Other Non-Allowable Org.*** $
9. Subscriptions $ 720 720
l0. Contributions*** $

See Attached Schedule
216 216

1 1 . Services Provided by Contract (Specify~and Coi~~plete $
Schedule C-2, Page 21 for each fi~~m o~~ individual)

1 13,6G~ i I>,665

12. Administrative Management Services** $ 564,999 564,999
13. Other(Specifj~) $

See Attached Schedule
228,606 228,606

C-14 Total Adnzi~aistrative & Geizera! Expenrlitcrres $ 3,593,359 3,593,359

* 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.



Attachment Page IG

Schedule of Other Travel and Entertainment

Descri lion CCNH RHNS (S ecif ~)

Total Other Travel and Cntertuinment $ $ $

Schedule of Other Advertising

nP~ Brio C('NN RHNR (Snecifvl

Marketin & Advertisin Disallowed on P 28 • $ 41,237

Total Other Advertising ~ 41,237 $ - $ -

Schedule of Dues

Descri lion CCNH RHNS (S ecity)

CAHCF Dues ~ ~~8a~

7'otul Ducs ~ 7,836 $ $

Schedule of Contributions

nay.. ,.., CCNfi RHNS lSnecifvl

Donations Disallowed on P 28 216

Total Contributions $ 216 $ $

Schedule of Other Administrative and General

Descri ~tion CCNH RHNS (S ecify)

Licenses and Permits ~ `~~R

Bank Char yes $1,872 Disallowed on P ~ 28a 15,942

Prior Period ~x ease Disallowed on P > 28a 13,317

Amortization of Goodwill Disallowed on P ~ 28a 198,939

"Cotal Other Administrative and General $ 228 606 $ - $ -



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-17 Rev. 10197

Schedule C-1 -Management Services*

Name of Facility

Bristol Crossings, LLC

Lice~~se No.

2329
Report for• Year Ended

9/30/2019

Page of

17 ~ 37

Name &Address of Individual or

Company Supplying Service

Cost of
Management

Service

Full Description of Mg7nt. Service
Provided

Indicate Where Costs

are Included in Annual
Report Page #/Line #

National Healthcare 564,999 Management Fees Page 16 / Line M 12

i i

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

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



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

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

Note on Pale 5)
Name of Facility License No. Report for Year Ended Page of
Bristol Crossings, LLC 2329 9/30/2019 18 ~ 37

Item Total CCNH RHNS (Specify)

2. Dietary

a. In-House Preparation &Service

1. Raw Food $ 325,195 325,195
2. Non-Food Supplies $

3, Other (Specify) $

b. Purchased Services (by conh~acl other• $ I?.~68 I2,86S

than llzi•oug1~ Managenienl Services)

,(Complete Schedule C-2 utt. Page 21)

c. Other (Specify) $ ~4,7g7 3=~.7~7

Dietary Supplies

2D. Total Dietary Expenditures (2a + b + c + d) $ 372,850 372,850

2E. Dietary Questionnaire Total CCNH RHNS (Specify)

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

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

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

amt.

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

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

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

Members, Guests) included in 2D?
cost.

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

amt.

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

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

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

provided to employees included in 2D?
cost.

N. Is any revenue collected from employees? O Yes O No 
If yes, specify

amt.

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

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



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-19 Rev. 9/2018

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

(See Note on Page 5)

Name of Facility License No. Report for Year Ended Page of
Bristol Crossings, LLC 2329 9/30/2019 19 ~ 37

Item Total CCNH RHNS (Specify)

3. Laundry

a. in-House Processing* Lbs.

1. Bed linens, cubicle curtains, draperies,

Amt. $ 46,494 46,494gowns and other resident care items

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

2. Employee items including uniforms, Lbs.

gowns, etc. washed, ironed and/o~~

Amt. $
processed.***

3. Personal clothing of residents Lbs.

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

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

Amt. $

b. Purchased Services (by contract othe~~ $ 136,161 136,161

titan th~•ozrgl~ Management Se~•vices)

(Complete Schedule C-2 att. Page 21)

c. Other (Specify) $ 472 ~t72

Laundry Supplies

3D. Total Laundry Expe~zditc~res (3a + b + c) $ 183,127 183,127

3E. Laundry Questionnaire

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

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

H, Where is the revenue received ~•e orted in the Cost Re ort? (Page/Line.item)

Is Cost of laundry provided to persons other ~ Ifyes,

~' 
O Yes O No

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

J. Did you receive revenue from these people? Q Yes O No 
Ifyes,
s eci amt.

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

* Do not inciudc salaries fi•om page i u as pact of dollar values iecai-ded iii 1, 2, 3, and 4.

All allocations should add to total recorded in 3D.

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



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-20 Rev. 9/2018

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

Name of Facility

Bristol Crossings, LLC

License No.

2329

Report for Year Ended

9/30/2019

Page of

20 37

Item Total CCNH RHNS (Specify)

4. Housekeeping

a, In-House Care

1. Supplies -Cleaning (Mops,

pails, brooms, etc.)

sq. Ft. Serviced

by Personnel

Amt $

b, Pu►~chased Services (by contract other
than throz~gh Marrageme~tt Sef~~ices)
(Complete Schedule C-2 att.

Page 21)

s~. Fc. s~r~~~ea
by Personnel

Amt. $ 89 89

C. Other• (Specify) $
Housekeeping Supplies

38,426 38,426

4D. Total Hoitsekeepi~ig Expenditures (4a + b + c) $ ; ~,5 I ~ ; 8,;1 S
5. Resident Care (Supplies)**

a. Prescription Drugs***
1. Own Pharmacy $ > >>,2>? ~,? ~?
2. Purchased from $

b, IVledicine Cabinet drugs $ i G,o'S i 1 ~,ES i
c. Medical a»d Therapeutic Supplies $ 110,643 110,643
d. Ambulance/Limousine*** $ 7,990 7,990
e. Oxygen

l . For Emergency Use $
2. Other*** $ 20,776 20,776

f, X-►•ays and Related Radiological $
Procedures***

24,492 24,492

g, Dental (Not dentists who should be included amder $
sala~~ies or fees)

h. Laboratory*** $ 31,592 31,592
i. Recreaiion $ ~ S,2E~ 1 ~,2E9
j. Direct Management Services* $
Ic. Indirect Management Services* $
I. Other (Specify)**** $

See Attached Schedule
71,272 71;272

SM. Tota! ResideiTt Care Expenditures (Sa - Sj) $ 628,937 628,937
* Schedule G1, Pagc 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 nn salary basis, nn Pagc 10.
*** Facility should self-disallow the expense on Page~29 of the Cost Report.

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



Attachment Page 20

Schedule of Other Resident Care

Description CCNH RHNS (Specify)

Supplies-Bristol-Rehab Tpy and Ancllry (Disallowed on Pg 29a) $ 307

Sup lies Non Billable-Bristol-Nursing (Disallowed on P 29a) 39

Flu Vaccine-Bristol-Medical Services 4,653

IV Th Supplies-Bristol-Rehab T and Ancllry (Disallowed on Pg 29a) 13,328

Minor Equip-Bristol-Nursing 675

Physician Fees-Bristol-Medical Svs - Consol. Billing (Disallowed on Pg 29a 69

Rental Expenses-Bristol-Respiratory (Disallowed on Pg 29a) 2,163

E ui Rental-Bristol-Nursing (Disallowed on Pg 29a) 17,436

Equip Rental-Bristol-Rehab Tpy and Ancllry (Disallowed on Pg 29a) 11,116

E uip Rental-Bristol-Respirator (Disallowed on Pg 29a) 21,486

Total Other Resident Care $ 71,272 $ - $ -



State of Connecticut
,eannual Report of Long-Terms Care Facility
CSP-21 Rev. 10/2001

Report o~ Expenditures

~ce~dule C-2 -Individuals or Firms Providing Services by Contract X

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

Bristol Crossings, LLC 2329 9/30/2019 21 37

Related ** to Owners,

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

Name of Individual or Explanation of Full Explanation of

Company Address Yes No Relationship Service Provided* CCNH RHNS (Specify) Pg Line

1370 Coney Island Ave. Monthly Recycling

ADM Environmental Group Brooklyn, NY 11230 O O N/A Services 33,642 22 6f

P.O. Box 842875,

ADP Boston, MA 02284 O ~ N/A Payroll Processing 1 ,620 16 ml 1

Med- Apparel Services Mt Vernon, NY 10550 0 ~ N/A Laundry /Linen 28,980 19 3b

Unitex Textile Mt Vernon, NY 1050 O O N/A Laundry /Linen 107,182 19 3b

I I 1 Mines Road, Bristol,

Custom Grounds CT 06010 O O N/A Snow Landscaping 19,660 22 6f

110 A~atYatuck HTS,

M.J.DALY &SONS ~ Waterbury CT 06705 O ~ N/A HVAC 21,628 22 6f

P.O.Bo:c 5 Dalton, Mass

Bay State Elevator Company 0122"7-0005 O O N/A Elevator Maintenance 10,978 22 bf

PO Box 23072 Overland Computer Maintenance

Intergrated Health Systems Park, KS 6628.1 O ~ N/A System 11,5 2 16 ml 1

333 Thomall St. 4th

SmaRlinx Floor Edison, NJ 08837 O ~ N/A Time &Attendance 11,276 16 ml 1

PO Box 27128 New

Iron Mountain York NY 10087 O O N/A Record Management 20,877 16 ml l

P.O.:Box 74008980

SMART CARE Chicago, IL 60674-8980 O ~ N/A Dietary Equip Repair 11,436 18 2b

O O

O O

O O

* List all contracted services over $10,000. Use additional sheets ifnec:essary.
** Refer to Page 4 for definition of related.
*** Please cross-reference amount to the appropriate page in the Annual ~Zeport (Pages 16, 18, 19, 20 or 22).



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-22 Rev. 6/95

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

Name of Facility
Bristol Crossings, LLC

License No.

2329

Report for Year Ended

9/30/2019

Page of

22 ~ 37

Item Total CCNH RHNS (Specify)

6. Maintenance &Operation of Plant

a. Repairs &Maintenance $

b. Heat $ 22,066 22,066

c. Light &Power $ 166,398 166,398

d. Water $ 13,610 13,610

e. Equipment Lease (P~°ovic~e detail on page 6) $ 43,245 43,245

f. Other (ite~~ize) $

See Attached Schedule

132,313 132,313

6g. Total Muint. & Operating Expense (6a - 6~ $ 377,632 377,632

7. Depreciation (co»~plete schedule page 23 * )

a. Land Improvements $

b. Building &Building Improvements $ 368,569 368,569

c. Non-Movable Equipment $

d. Movable Equipment $ 102,296 102,296

*7e. Total Depreciation Costs (7a + b + c + d) $ 470,865 470,865

~8. Amortization (Complete att. Schedule Page 24 * )

d. VI~~d111Gtll.iU11 Lri~JGTiSJ ~

b. Mortgage Expense $

c. Leasehold Improvements $ 14,185 14,185

d. Other (Spec) $

*8e. Total Arreortization Costs (8a + b + c + d) $ 14,185 14,185

9. Rental payments on leased real property less

real estate taxes included in item l Ob $ 1,260,000 1,260,000

10. Property Taxes

a. Real estate taxes paid by owner $ 221,299 221,299

b. Real estate taxes paid by lessor $

c. Fersonai proper~y saxes .~v ~ 4,2 7 ? 8,2~?

1 1. Total Property .Fx~enses (7e + 8e + 9 + 10) $ 1,984,636 1,984,636

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



Attachment Page 22

Schedule of Other Repairs and Maintenance

Description CCNH RHNS (Specify)

Supplies $ 13,679

Ground Su plies 3,102

Purch Services 60,123

Ground Services ] 9,661

Pest Control 1,010

Carting 34,738

Total Other Repairs and Maintenance $ 132,313 $ - $ -



State of Connecticut

Annual Report off Long-Term Care Facility

CSP-23 Rev. 10/2006

Depreciation Schedule
Name of Facility

Bristol Crossings. LLC

License No.
2329

Report for Year Ended

9/30/2019

Page of

23 37

Property Item

Historical

Cost

Exclusive of

Land

Less

Salvage

Value

Cost to Be

Depreciated

Accumulated

Depreciation to

Beginning of

Year's Operations

Method of

Computing

Depreciation

Useful
Life

Depreciation

for This Year Totals

A. Land Improvements

1. Acquired prior to this report period

2. Disposals (attach schedule)

3. Acquued during this report perioc. (attach schedule)

A-4. Subtotal

B. Building and Building Impr~ovemenits

1. Acquired prior to. this report period 7,0»..034 7,05 ,034 1,998,543 S2 Various 368,569

2. Disposals (attach schedule)

3. Acquired during this report period (attach schedule)

B-4. Subtotal ~~~5-~~9

C. Non-Movable Equipment

1. Acquired prior to this report period

2. Disposals (attach schedule)

3. Acquired during this report period (attach schedule)

C-4. Subtotal

Is a mileage

logbook

maintained?
Date of

Acquisition
Historical

Cost

Exclusive of

Land

Less

Salvage

Value

Cost to Be

Depreciated

Accumulated

Depreciation to

Beginning of

Year's Operations

Method of

Computing

Depreciation

Useful
Life

Depreciation

for This Year TotalsYes No Month Year

D. Movable Equipment

1. Motor Vehicles (Specify name, model

and year of each vehicle)
a.
b.
c.
d.

2. Movable Equipment

a. Acquired prior to this report period ~'ar Var l,~~r ~)Y~ 1.~'6.9R? ~1 h,~)Q= SL \ ariuu~ 98.? 10

b. Disposals (attach schedule) (I.?36) f 1236) (-~I )

c. Acquired during this report period

(attach schedule) ~~ar ~'~ir ~~~_~6? ,9,~1,? SiL ~'au~~us 1.OH6

D-3. Subtotal 102,296

E. Total Depreciation 470,865



Schedule of Land Improvements Acquired during this report period

Attachment Page 23 Attachment Pages 23 24

Useful

Aa uisition Date Descri lion of Item Cost Life De~reciaHon

Additions:

Total additio~~s for L:~nd Improvements $ - $ -

Deletions:

Total deletions Tor Land Improvements ~ - $ "*

*Ties to Page 23, Line A3

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

Schedule of Building Improvements Acquired during this report period
Useful

Ac uisitimi Date Descri ~tion of Item Cost Life lle ~recia[ian

Additions:

Total additions for building Improvements $ - ~

lleletions:

lbtal deletions fm' BuilJing Improvements $ - ~ -
**

*Tics to Page 23, Line I33

**Ties to 1'xge 23, Line l32

Schedule of Non-Movable Equipment Acquired during this report period

Useful

Ac uisition Date Descri rtion of Item Cost Lit'e De>reciAtion

Additions:

Total additions fm•Non-Movable Equipment $ - $

lleletions:

Total deletions for Non-Movable Equipment $ $

*Tics to Page 23, Line C3

**Ties to Page 23, Line C2

k*



Schedule of Movable Equipment Acquired during this report period

Useful

Acquisition llate Description of Item Cost Life llepreciation.

Additions:

1 1/30/2018 floor bed w mamess &rail $ 2,551 I O $ 255

1 ]/3012018 li >ht commercial washer 1,846 lU 185

12/31/2018 HP 260 Desskto mini PC 775 3 258

2 /2 812 0 1 9 to freezer refri erator 565 10 56

2/28/2019 HP260 G3 deskto mini c 772 3 257

4/30/2019 4 Air conditioners 3,127 5 625

4/30/2019 Hea Du Vaccum 635 8 79

5/31/2019 10 VAC Freedom Wound Monitors 700 7 100

5/31/2019 12 VAC Freedom Wound Monitors 748 7 107

5/31/2019 16 VAC Freedom Wound Monitors 1,119 7 160

5/31/2019 21 VAC Freedom Wound Monitors 1,469 7 210

5/31!2019 28 VAC Freedom Wound Monitors 1,959 7 280

7/31/2019 3 Toshiba Co iers 668 5 l34

7/31/2019 lce &Water Dis enser 6,152 8 769

8/31/2019 Patient Lift 2,695 ]0 270

8/3 112 0 1 9 Heat Pum 1,555 10 155

8/31!2019 Laund Press Machine 1,015 12 85

9/30!2019 S rint E ui ment 7;014 10 l01

'Total additions for Movable Equipment $ 29,367 $ 4,086

Deletions:

Prior Period Dis osul $ (1,236

Total deletions for Movable Equipment $ (1,236) $ -

*Ties to Page 23, Line D2c

**Tics to 1'xge 23, Line D2b

Schedule of Leasehold Improvements Acquired during this report period

Useful

e,..,~~~.iN,.n Harp Description of Item Cast Life Depreciation

**

Additions:

12/31/2018 Q 4 zoneline Heat um $ 3,003 10 $ 300

12/31/2018 install 16 rooms nurse call 4,1'32 lu 4i3

5/31/2019 HoodCleanin~ ~~$ ~~ 72

5/3 1120 1 9 Slidin Doors 1,133 10 113

8!31/2019 Wall Coverin Pro'ect 17,017 5 3,403

9/30/2079 IT Setu -Pass ort Unit 1,840 10 184

9/30(2019 IT Set u 4,950 ]0 495

9/30/2019 Roof re air 4,450 10 445

9/30/2019 Kitchen Drains 1,024 20 51

Total additions fa• Leasehold Improvement $ 38,267 ~ 5,476

Deletions•

Total deletions for Leasehold Improvement $ - ~

Attachment Pages 23 24

.*

*Ties to ITAge 24, Line C3

**Ties to Paee 2A, Line C2



State of Connecticut

AnnuallZeport of Long-7C~er~n Care Facility

CSP-24 Rev. 10/2006

Amortization Schedule*

Name of Facility

Bristol Crossings, LLC

License No.

2329

Report for Year Ended

9/30/2019

Page of

24 37

Item

Date of

Acquisition

Lemgth of

Amortization

Cost to Be

Amortized

Accumulated

Amort. to

Beginning of

Year's

Operations

Basis for

Computing

Amortization**

Rate

%

Amortization

for This Year TotalsMonth Year

A. Organization Expemse

1.

2.

3.

A-4. Subtotal

B. 1Vlortgage expense

1.

2.

3.

B-4. Subtotal

C. Leasehold Improvements and Other

1. Acquired prior to this report period Var Var Vari~~us 136,705 65,781 S/L Vario 8,709

2. Disposals (attach schedule)

3. Acquired during this report period

(attach schedule) Var Var Various ~8_?67 S L Vario ~_~76 _ _
G4. Subtotal 14,185

D. Total Amortization 14,185

* Straight-line method must be used.

** Specify which ofthe following bases were used:

A. Minimum of 5 years or 60 months.

B. Life of mortgage; ~R

C. Remaining Life ~f Lease; OR

D. Actual Life if owned by Related Party.



The Pines at f3rislol

FIXLD ASSET / DCPRGCIATION SCFIEDULG

Hisfm•ical 2015 2019 2019

Asset Tyne Description Da~c In Service tllcihnd Lifc Cosl AN Denrcc. A/D NBV

LEASHOLD INll'ROVEhI EN'PS

Ll Prior Pcriod Acquisitions (Per 9/30/18 CR) Various S/L Vnrious 136,705 65,781 8,709 74,490 62,215

2019 Additions

W Qty4 zoneline Heat pump 12/31/2018 S/L 10 3,003 - 300 300 2,703

LI install I6 rooms nurse call 12/31/2018 S/L 10 4,132 - 413 473 3,719

LI Hood Cleaning 5/31/2019 S/L 10 718 - 72 72 646

LI Sliding Doors 5/31/2019 S7L IO 1,133 - I I3 113 1,020

LI Wall Covering Project 8/31(2019 S/L 5 17,017 - 3403 3,403 13,614

LI IT Sewp-Passport Unil 9/30/2019 S/L 10 1,840 - 184 184 1,656

Ll IT Set up 9/30/2019 S/L 10 4 950 - 495 -095 4,455

Ll Roof repair 9/30/?019 S/L 10 4,450 - - 445 445 4,005

LI Kitchen Drains 9!30!2019 S/L 20 1,024 - 51 51 )73

TOTAI. LF.ASCHOLU INIPROVEII'IENTS 174,)72 65,781 (4~IA5 79,')66 95,006

Building Improvements

Bldng Imp Prior Period Acquisitions (Per 9/30/1 A CR) Various S/L Various 7,055,033 I~,998,SA3 368,569 2,367,112 4,687,921

TOTAL Building Improvements 7,055,033 1,998,543 368,569 2,367,112 4,657,921

MO V A13 LE CQUIPM F.NT

~4Iv18 Prior Period Acquisitions (Per 9(30/18 CR) Various S/L Various 1,2?G,987 718,003 98,210 816,213 410,774

2019 AdJilions

MIME Floor bed w matvess &rail I I /30/2018 S/L 10 2,551 - 255 255 2,296

MME light commercial washer I I/30/20B S/L 10 1,846 - 185 185 1,661

MME FIP 260 Dessktop mini PC 12/31/2018 S/L 3 775 - 2S8 2Sg 517

MM6 lop freenr refrigerator 2(28/2019 S/L 10 $GS - 56 56 509

MhfL' HP2G0 G3 desktop mini pc 2/28/2019 S/L 3 772 - 257 257 515

NM1E 4Air conditioners 4 /3 012 0 1 9 S/L 5 3,127 - 625 625 2,502

MNIE Heavy Duty Vaccum -0/30/2019 S/L 8 635 - 79 79 SSG

bINIG 10 VAC ~reedoin \4ound Monitors 5/31/2019 S/L 7 700 - 100 100 - 600

NINIE 12 VAC Freedom 1Nound blonilors - 5/31/2019 S!L 7 748 - 107 107 647

MbiE 16 VAC Freedom Wound tvtonitors 5/31/2019 S/L 7 I,I I) - 160 160 959

MME 21 VAC Freedom Wound Monitors S/31/2019 S!L 7 I,db9 - 210 210 1,259

Mtv(E 28 VAC Freedom \4~ound Monitors 5/31/2019 S/L 7 1,95<) - 280 280 1679

MbIE 3 Toshiba Copiers 7/3 02019 S/L 5 6l8 - 134 134 534

fvINIE Ice R U'ater Dispenser 7/31/2019 S/L 8 6,152 - 769 7~9 5,383

MME Patient Lifl 8/31/2019 S1L IU 2,095 - 27C ~~.. .,

NIME Heat Pump 8/31/2019 S/L 10 I,SSS - IS$ 155 1,400

Nlbll: Laundry Press Machine 8/302019 5/t, 12 1,015 - 85 85 930

MME Sprint Equipment 9/30/2019 S/L ~ 10 1,014 - 101 101 913

ZOI9 DIS~OS:IIS

Prior Period Disposal ~ (1,236) (41) (1,195)

TOTAL MOVABLE EQUIPM~N7' 1,255,118 718,003 102,296 520,258 43J,860

TOTAL ASSETS PF.R CH SCHEUULIs S,JSS,I23 2,7A2,327 J85,050 3,267,336 5,217,787

TOTAL ASSETS PCR TRIe\L BALANCE I,J30,090 - 116,481 9U0,22J $29,866

LESS RGALTI' ASSETS (7,055,033) (1,998,543) - (2,367,112) (4,687,921)

ROUNDING

VARIANCP (0) 783,784 368,569 - (0)

r/S vs GI2 N13V - 1'»ge 31, Line 13Y ~

C/S vs C/R Dcpreci;~tiun- P7~ge 36, Line I~'I (368,569)



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

Bristol Crossings, LLC

License No.
2329

Report foe Year Ended

9/30/2019

Page of
25 ~ 37

1 1. Property Questionnaire

Part A

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

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

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

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

related party transaction.

Description Total

2nd ~~lortga~~e Ord Nlortg~igc dth Mortba;;e

1. Date Land Purchased 06/16/66
2. Date Structure Completed o~/oi/72
3. If NOT Original Owner, Date of Purchase

4, Date of Initial Licenswe 09/01/72

5. Total Licensed Bed Capacity i32

6. Square Footage 5 ,083

7. Acquisition Cost

a. Land 67,9 t 7

b. Building 1,467,953

1 st MortgagePart B -Owner and Related Parties

1. Financing

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

b. Date Mortgage Obtained 02/09/16

a Interest Rate for the Cost Year Libor + 275 basis

d. Term of Mortgage (number of years) 7

e. Amount of Principal Borrowed 1 Q469,500

f. Principal balance outstanding as of 9/30/19 9,158,000

~Ulil~ieiZ ii ii'~Gi"t~n~~'vi'nS ~c^i:n~i7~C~

During Current Cost Year

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

h. Date of Refinancing

i. New Interest Rate

j. Term of Mortgage (number of years)

k. Amount of Principal Borrowed

1. Principal Outstanding on Note Paid-Off

Part C -Arms-Length Leases for Real Property Improvements Oniy

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

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



State of Connecticut

Annual Report of Long-Term Care FaciliTy

CSP-26 Rev. 6/95

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

Name of Facility

Bristol Crossings, LLC

License No.

2329

Report foc Year Ended

9/30/2019

Page of

26 ( 37

Item Total CCNH RHNS (Specify)

l2. Interest

A. Building, Land Improvement &Nnn-Movable

Equipment

1. First Mortgage $

Name of Lender Rate

Address of Lender•

2. Second Mortgage $

Name of Lender Rate

Address of Lender

3. Third Mortgage $

Name of Lender• Rate

Address of Lender•

4. Fourth Mortgage $

Name of Lender Rate

Address of Lender

B. CHEFA Loan Information

1. Original Loan Amount $

2. Loan Origination Date

3. Interest Rate

4, Term

5. CHEFA Interest Expense

~ l2 B7. T~t~af Bu:~l~lie~g dddt~r~~t ~.~pe~?se ~A1 - A4 + R$1

(Carry Subtotals fortit~ard 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

Bristol Crossings, LLC

License No.

2329

Report for Year Ended

9/30/2019

Page of

27 37

Item Total CCNH RHNS (Specify)

Subtotals Brought Forward:

1 2. C. Movable Equipment

1. Automotive Equipment $

A. Item Rate Amount

Lender

Address of Lender

2. Other (Specify) $

A. Item Rate Amount

Lender

Address of Lender

B. Item Rate Amo~ult

Lender

Address of Lender

1 2. C. 3. Total Movable Equipment Interest

Expense (C 1 + 2) $

12. D, Other Interest Expense (Specify) $

Administration /Property /Computer• Loan

13,576 13,576

l 3. Total All Interest Expense (12B7 + 12C3 + 12D) $ 13,576 13,576

l4. Insurance

a. Insurance on Property (buildings only) $ 13,385 13,385

b. Insurance on Automobiles $

c. Insurance other than Property (as specified above)

1. Umbrella (Blanket Coverage) ~ $ 10,07 i 10,071

2. Fire and Extended Coverage $

3. C~tllet' (Specify) $

Liability /Crime

60,743 60.743

14d. Total lnsura~~ce Expefzditures (14a + b + c) $ 84,199 84,199

15. Total All Expenditures (A-13 tlzru C-14) $ 14,191,909 14, ] 91,909



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

D. Adjustments to Statement of Expenditures

Name of Facility
Bristol Crossings, LLC

License No.
2329

Report for Year Ended
9!30/2019

Page of
28 ~ 37

Item

No.

Page

No.

Line

No, ]tem Description

Tota(

Amount of

Decrease CCNH RHNS (Specify)
Page 10 -Salaries and Wciges

1. Outpatient Service Costs $

2. Salaries not related to Resident Care $
3, Occupational Therapy $

4. Other -See attached Schedule $ 32,994 32,994
Page 13 -Professional Fees

5. Resident Care Physicians ** $

6. 13 B l0a Occupational Therapy $ 362,091 362,091

7. Other -See attached Schedule $ 24,096 24,096

Pages I S & 16 -Administrative and General

8. Discriminatory Benefits $

9. 15 I c Bad Debts $ l 53,478 153,478

10. Accounting $

10a. ~ ~. Legal $ 3,943 3,943

1 1. Telephone $

l2. IS ]h2 Cellular Telephone $ 4,051 4,051

1 3. Life insurance premiums on the life

of Owners, Partners, Operators $

l4. 16 L3 Gifts, flowers and coffee shops $ 12,464 12,464

15. Education expenditures to colleges or

universities for tuition and related costs

for owners and employees

16. 16 L4 Travel for purposes of attending

conferences or seminars outside the

continental U.S. Other out-of-state

travel in excess of one representative $ 3,445 3,445

17. 16 L6 Automobile Expense (e. g. personal use) $ 528 528

l8. ]6 m213 Unallowable Advertising * $ 41,237 41,237

19. Income Tax /.Corporate Business Tax $

20, 16 m10 Fund Raising /Contributions $ 216 216

21. 16 ml2 Unallowable Management Fees $ 268,113 268,113

22. Barber and Beauty $

23. Other -See attached Schedule $ 222,638 222,638

~laE~e to - vieiicrj% s ;C~i~YriOftlfie"S ~v

24. Meals to employees, guests and others

who are not residents $

Puge 19 - Luun~lry Expenditures

25. Laundry services to employees, guests

and others who are not residents $

Page 20 - Hocrse%eeping Expenditures

26. Housekeeping services to employees, guests

and others who are not residents $

Subtotal (Items 1 - 26) $ 1,129,294 1,129,294

* All ercepl '9-lelp Wanted". (Car~}~ Subtotal fo~~ward to Wert page )

** Physicians who pro~ride sendces to Title 19 residents are required to bill the Department oPSocial Senhces directly for each indi~~dual resident.



Attachment Page 28

Schedule of Other Salaries Adjustment

Page Ref Line Ref Description CCNH RHNS (Specify)

10 l2m Admissions Salary Relating to Marketing $ 32,994

Total Other Salaries Adjustment $ 32,994 $ - $ -

Schedule of Fees Adjustments

Page Ref Line Ref Description CCNH RHNS (Specify)

13 B12o IV Nursing Consultant $ 12,142

13 B12o Rehab Consultant 11,954

Total Other tees Adjustments $ 24,096 $ - $ -

Schedule of Other A&G Adjustments

Page Ref Line Ref Description CCNH RHNS (Specify)

16 ml3 Non Routine Bank Charges $ 1,872

1~ Vae Benefits ~:ssaaiatcd with Marketing Salar,~ 8,510

l6 m 13 Prior Period Expense 13,317

l6 ttil 3 Amortization of Goodwill 198,939

Total Other A&G Adjustments $ 222,638 $ - $



National Health Care Associates, Inc. (CT)

Disallowance Schedule for Cell Phones

September 30, 2019

Amount

Total Cell Phol~e Expense 5,491 'rB t,~~~izea

Cell Phone Allowed Based on Bed Capacity 4

Monthly Allowable amount per Cell Phone $ 30

Months in Cost Report Year 12

Total Allowable Cost $ l ,440

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

Days in Cost Report Yeai• 365

Partial Year Allowable % 100%

Pg. 28b

Revised Allowable Cost $ 1,440

Disallowed Cell Phone (Page 28, Line 12) $ 4,051



The Pines at Bristol

Calculation of Allowable Management Fee

September 30, 2019

Descrption Amount

Management fees Charged 564,999 Page 16, Line m12

Accounting Charges 26,610 Page 15, ~~~e ~d

Total Management Fees Per Agreement 591,609

Patient Days 46,041 rags s or cia

imputed Days - 90% Occupancy (365/365 Days) 43,362 cai~~iar~o~~

Amount Per Patient Day (Greater of 90%~ or Actaul Days) $ 13.64

PPD Allowance Per Client 2018

2019 CPI Increase

PPD Allowance 9/30/2019

Amount over (Under)

Total Days

Disallowed Management Fee

x.81 J.01a

1.01%

7.82

$ 5.8234

46,041 Page 8 of C/R

$ 268,113

Pg. 28c



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-29 Rev. 9/2018

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

Bristol Crossings, LLC

License No.

2329

Repo~~t for Year Ended

9/30/2019

Page of

29 ~ 37

Item

No.

Page

No.

Line

No. Item Description

Total

Amount of

Decrease CCNH RHNS (Specify)

Subtotals Brought Forward $ 1,129,294 1,129,294

Page 20 -Resident Care Supplies***

27. 2U Sa2 Prescription Drugs $ 335,252 335,252

28. 2U Sd Ambulance/Limousine $ 7,990 7,990

29. 20 Sf X-rays, etc $ 24,492 24,492

30. 20 Sh Laboratory $ 31,592 31,592

31. Medical Supplies $

32. 20 Set Oxygen (non etnei•gency) $ 20,776 20,776

33. Occupational Therapy $

34. Other -See Attached Schedule $ 88,391 88,391

Pnge 22 - Mainte~Tnnce and Property

35. Excess Movable Equipment Depreciation

See Attached Schedule $ 7.60` 7-hog

36. Depreciation on Unallowable

Motor Vehicles $

37, Unallowable Property and Real

Estate Taxes $

38. Rental of Building Space or Rooms $

39. Other -See Attached Schedule $

Pnge 27 -Insurance

40. Mortgage Insurance

41. Property Insurance $

Other -Miscellaneous

42. Other -Indirect $

43. Interest Income on Account Rec. $

44. Other• - Miscellaneous Administrative $

45. Management Fees Direct $

46. Management Fees Indirect $

47. Other -Direct $ 50,702 50,702

Not For Profit Providers Only

48. Building/Non Movable Eq. Depreciation

Unallowable Building Interest -

See Attached Schedule $

49. Total Amount of Dec~~ense (Items 1 - 48) $ 1,696,098 1,696,098 i

*** hems billed directly to Depa~tinent of Social Services ancUor }le~ith Services in CT, or oilier slates, Medicare, acid private-pay residents. Identity

separately by category as indicated on Page 2U.



Attachment Page 2A~~tachment Page 29

Schedule of Other Ancillary Costs

Purr.. Rnf i.inn Rnl' ilnc~rintinn CCNH RHNS (Snecifvl

20 Si Cable Television Disallowance (See Attached $ 9,199

20 51 Sup lies-Bristol-Rehab T and Ancllr 307

20 51 Su lies Non Billable-Bristol-Nursing 39 .

20 51 IV Thy Sup lies-Bristol-Rehab T and Ancllr 13,328

20 51 Ph sician Fees-Bristol-Medical Services - Consoldiated Billin 69

20 51 Rental Expenses-Bristol-Respirator 2,163

20 51 E uip Rental-Bristol-Nursing 17,436

20 51 Equi Rental-Bristol-Rehab Tp and Ancllr 11,116

20 51 Equi Rental-Bristol-Res iratory 21,486

20 Sc Med B Nursing Su plies 13,248

Total Other Ancillary Costs $ 88,391 $ - $ -

Schedule of ~~cess Niuvabic Equipment Depreciation

l,rNu RFiN.0 fSnecifi~l
- •-o- ----

22
------ ----

7b
-- ------------

Non Allowable Depreciation on TV's and Matresses $ 7,609

Total Excess Movable Equipment Depreciation $ 7,609 $ - $ -

Schedule of Other Property Adjustments

Page Ref Line Ref Description CCNH RHNS (Specify)

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

Schedule of Other -Indirect Adjustments

Page Ref Linc Ref Description CCNH NHNS (~peciry~



age

Total Other Adjustments $ - $ - $ -

Schedule of Other - Miscellaneous Administrative Adjushnents

Page Ref line Ref Description CCNH RHNS (S~ecify)

Total Other Adjustments $ ~ $

29



Schedule of Other -Direct Adjustments Attachment Page 29

Page Ref Line Ref Description CCNH RHNS (Specify)

30 IV 8 Misc Other Income $ 45,305

27 12d Interest Expense on Late Fees 5,397

Total Other Adjustments $ 50,702 $ - $ -

Schedule of Unallowable Building Interest

Page Ref Line Ref Description CCNH RHNS (Specify)

Total Unallowable Building Interest $ - $ - $



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

Cable TV Disallowance

September 30, 2019

Total Cable TV Expense 12,799 Ta i.~~~itea

Total Monthy Fee Allowed $ 300

Total Months 12

Total Allowable Expense $ 3,600

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

Days in Cost Report Year 365

Partial Year Allowable % 100.00%

Revised Allowable Cost $ 3,600

Disallowed Expense $ 9,199 ~~}

Tickmark

{a} Ties to page 29a



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

F. Statement of Revenue
Name of Facility
Bristol Crossings, LLC

License No.
2329

Report for Year Ended
9/30/2019

Page of
3U ( 37

[tem Total CCNH RHNS (Specify)

I. Resident Room, Boarcl &Routine Care Revenue

1. a. Medicaid Residents (CT only) $ 14,745,526 14,745,526

b. Medicaid Room and Board ConU~actual Allo~.vance ** $ (6,637,874) (6,637,874)

2. a. Medicaid (Al! other stajes) $

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

3. a. Medicare Residents (al! inclusive) $ 1,798,272 1,798,272

b. Medicare Room and Board Contractual Allo~~~ance ** $ 331,834 331,834

4, a. Private-Pay Residents and Other $ 4,304,730 4,304,730

b. Private-Pay Room and Board Conh~actual Allowance ** $ (1,013,O~i4) (1,013,044)

II. Other Resident Revenue

I. a. Prescription Drugs -Medicare $ 142,948 142,948

b. Prescription Drugs -Medicare Contractual Allowance ** ~ $ (142,948) (142,948)

c. Prescription Drugs -Non-Medicare $ 166,888 166,888

d. Prescription Drugs -Non-Medicare Contractual Allowance ** $ (166,125) (166,125)

2. a. Medical Suppiics -Medicare $

b. Medical Supplies -Medicare ConU~actual Allowance ** $

c. Medical Supplies -Non-Medicare $

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

3. a. Physical Therapy - Medicare $ 470,841 470,841

b. Physical Therapy -Medicare Conh~actual Allowance ** $ (358,701) (358,701)

c. Physical Therapy -Non-Medicare $ 252, t 68 252,168

d. Physical Therapy -Non-Medicare Contractual Allowance ** $ (189,214) (189,214)

4. a. Speech Therapy -Medicare $ 120,416 120,416

b. Speech Therapy- Medicare Contractual Allowance ** $ (80,167) (80,167)

c. Speech Therapy -Non-Medicare $ 91,088 y I,oxx

d. Speech Therapy -Non-Medicare Contractual Allowance ** $ (66,01 I) (66,01 I)

5. a. Occupational Therapy -Medicare $ 461,507 461,507

b. Occupational Therapy -Medicare Contractual Allowance ** $ (363,664) (363,664)

c. Occupational Therapy -Non-Medicare $ 248,069 248,069

d. Occupational Therapy -Non-Medicare Contractual Allowance * * $ (193,380) (193,380)

6. a. Other (Specify) -Medicare $ 38,967 38,967

b. Other (Specify) -Non-Medicare $ 28,429 28,429

III. Total Resirlenf Revenue (Section I, thru Section II.) $ 13.990.555 13.990.555

IV. Other Revenue*

1. Meals sold to guests, employees &others $ (36) (36)

2. Rei~tai of irooms to non-residents ~ $

3. Telephone $

4. Rental of Television and Cable Services $

5. Interest Income (Specify) $ 167 167

6. Private Duty Nurses' Fees $

7. Barber, Coffee, Beauty and Gift shops $

8. Ocher (Specifj,) $ 77,725 77,725

V. Totn[ Other Revel~ue (1 thru 8) $ 77,856 77,856

V[. Totnl Al/ Revenue (ITI +V) $ 14,068,41 I 14,068,41

* Fncilil~~ should off-set the appropriate expense on Pnge 28 or Page 29 of the Cos! Report.

** !'acilih~sl~oidd report all conlraclr~al nlloirances and/or paper discotmis.



Attachment Page 30

Schedule of Olher Resident Revenue - Nledicnre

Relnted Exp

r,~~.. aPr n,.~~r~.,r~~.~ ~~Nu auNs r.c.,P~~r~i

30 II 6a Medicare Pt A IV $ 10,543

30 II 6a Medicare Pt A Lab ~ 14,357

30 Il 6a Medicare Pt A X-Ra 17,373

30 II 6a Medicare Pl A Settlement 1089

30 [I 6a Medicare Pl B Ambulance 1,068

3U [1 6a Medicare Yt B Flu/Pneumonia 764

30 II 6a Medicare Pt B Prior Period 4,091

Total Other Resident Revenue -Medicare $ 38,967 $ $

Schedule of Other Non-Medicare Resident Rerenue

Related L,xp

o„rt,. a..r n.,~...~„r~~, r~Ni~ aNNc rS„F~~r.-i

30 II 66 Medicaid IV Thera -Bristol-'- - $ 1,656

30 Il 66 Medicaid Lab-Bristol- - - 54

30 [I 6b Medicaid Ox en-Bristol- - - 85

30 II 6b Medicaid O yen Contra-Bristol- - - 85

30 II 6b Medicaid X-Ra -Bristol- - - l62

30 ll 6V Comm Ins IV Thera -Bristol- - - 623

30 U 6b Comm Ins Lab-Bristol- - - 277

30 ll 66 Comm Ins X-Ra -Bristol- - - 785

30 II 66 M =d Medicare [V Thera 8,638

30II 66 M d Medicare Lab 8X72

30 II 66 M •d Medicare O +en 85

30 ll 6V M ~d Medicare O yen Contra $5

30 11 66 M d Medicare X-Ra ~,8 ~ $

30 II 66 M d Medicare Flu/Pneumonia 2,178

30 II 6b M d Medicare Prior Period (1,834)

Total Other Resident Revenue - $ 28,429 $ - $ -

Interest Income

n~c~~~„~

u.,i......o rrnl ~.~ aulVs ISneci Fvl

30 iV 5 Interest Rev from Mone Market Account 478,571 $ 167

'Fatal interest Income ~ $ ~~~ $ - $

Schedule of Other Rerenue

rr~uu uu Nc l~nroii.,l

?0 IV 8 UHC Income 

~

$ 24,~~2

301V 8 BristolHos ital Income ~~$

30 IV 8 Mise Other Income Disallowed on P + 29a 45,305

30 IV 8 Prior Period Income 1,098

30 IV 8 Reversal of PY Health Insurance Ex ease 5,592

Tolnl Other Revenue $ 7~~~z5 $ - $



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
Bristol Crossings, LLC 2329 9/30/2019 31 ~ 37

Account Amount
Assets

A. Current Assets
1. Cash (on hand and in banks) $ 1,086,854
2. Resident Accounts Receivable (Less Allowance for Bad Debts) $ 1,594,068
3, Other Accounts Receivable (Excluding Owners or Related Parties) $
4 Inventories $ 32,093
5. Prepaid Expenses $ 181,366

a.
b.

c.

d. See Schedule 181,366

6, interest Receivable $

7. Medicare Final Settlement Receivable $

8. Other Current Assets (itemize) $

See Schedule

A-9. Total Current Assets (Lines Al thru 8) ~ $ 2,894,381

B. Fixed Assets

l , L.a!,~ $ 225,000

2. Land Improvements *Historical Cost $
Accum. Depreciation Net

3. Buildings *Historical Cost $
Accum. Depreciation Net

4. Leasehold Improvements *Historical Cost 174,972 $ 95,006

Accum. Depreciation 79,966 Net

5. Non-Movable Equipment *Historical Cost $
Accum. Depreciation Net

6. Movable Equipment *Historical Cost 1,255,1 l8 $ 434,860

Accum. Depreciation 820,258 Net

7. Motor Vehicles *Historicai Cost ~
Accum. Depreciation Net

8. Minor Equipment-Not Depreciable $

9. Other Fixed Assets (itemize) $

See Schedule
g-gyp, Total FixedAssels (Lines B1 thru 9) $ 754,866

* HIStOCICa~ COStS Il1USt 1gC00 Wlt~1 NIStOPICa~ COSt CepOPteC~ ltl SCf10C~U~0S 011 (Cary Toral ja7vard ~o raex~ 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

B1•istol Crossings, LLC

License No.

2329

Report for Year Ended

9/30/2019

Page of

32 ~ 37

Account Amount

Total Brought Forward:$ 3,649,247
C. Leasehold or like property recorded for Equity Purposes.

1. Land $

2. Land [mprovements *Historical Cost

Accum. Depreciation Net $

3. Buildings *Historical Cost 7,055,034

Accum. Depreciation 2,367,112 Net $ 4,687,922

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 (C 1 thru 7) $ 4,687,922

D. Investment and Other Assets

1. Deferred Deposits $ (76,022)

2. Escrow Deposits $

3. Organization Expense *Histo~•ical Cost 89,389
~ i ~ ri„~Sccum. Gepreciatiuii X5,8 ~ ~ ~~.,t ~~ S7~,., ,

4. Goodwill (Purchased Only) $ 1,330,000

5. Investments Related to Resident Care (itemize) $

6. Loans to Owners or Related Parties (ite~r~ize) $ 874.66?

Name and Address Amount Loan Date

Due from Realty /Related 874,662

7. Other Assets (itemize) ~

See Schedule

D-8. Totalliivestments and Other•Assets (Lines D1 thru 7) $ 2,191,212

D-9. Tota/AllAssets (Lines A9 + B10 + C8 + D8) $ 10,528,381

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



State of Connecticut

Annual Report of Long-Term Care Facility
CSP-33 Rev. 6/95

G. Balance Sheet (cont'd)

Name of Facility

Bristol Crossings, LLC

License No.

2329

Report for Year Ended

9/30/2019

Page of

33 ~ 37

Account Amount

Liabilities

A, Current Liabilities

1. Trade Accounts Payable $ 478,384

2. Notes Payable (itemize) $

See Schedule

3. Loans Payable for Equipment (Current por°tiorr) (itenziae) $ 17,284

Name of Lender Purpose Amount Date Due

Equipment Loan 17,284

4. Accr~erl P2yrn11 (_F,.xclzrsive of (hvners and/or Stockholders only) $ 132,146

5. Accrued Payroll (Owners and/or' Stockholders only) $

6. Accrued Payroll Taxes Payable $

7. Medicare Final Settlement Payable $

8. Medicare Current Financing Payable $

9. Mortgage Payable (Cup°rent Portion) $

10. Interest Payable (Exclusive of Ornne~• and/or Related Parties) ~ $

1 l . Accrued Income Taxes* $

1 2. Other Current Liabilities (itemize) $ 634,024

See Schedule 634,024

A-13. ~'~t~al ~'terrenP~i~nbili~Pies (Lines Al tivu 12) $ 1,261,83&

* Business Income Tax (not that withheld from employees), Attach copy of owner's Federal Income ~ (Car,~~ Turalib,•wurd r~~ n~.~i page)

'Tax Return.



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-34 Rev. 6/95

G. Balance Sheet (cont'd)

Name of Facility

Bristol Crossings, LLC

License No.

2329

Report for Year Ended

9/30/2019

Page of

34 ~ 37

Account Amount

Total Brought Forward: 1,261,838

Liabilities (cont'd)

B. Long-Term Liabilities

Loans Payable-Equipment (iten7ize) $ 89,213

Name of Lender' P~u•pose Amount Date Due

Equipme~~t Loan 89,213

2. Mortgages Payable $

3. Loans fl•om Owners or Related Parties (itemize) $ 3,030,107

Name and Address of Lender Amount Loan Date

Due to Realty /Related 3,030,107

4. Other Long-Term Liabilities (itemize) $

See Schedule

B-5. Total Long-Term Liabilities (Lines B 1 thru 4) $ 3,1 19,320

C, Total All Liabilities (Lines A-13 + B-5) $ 4,381,158



Ne~chnuin rne~ 3~-aa

5.•heAule of Pmpnid E.~x~mes 1'n~e 31 Line AS

3 1 AS Prc nid Workers Con 3 G2,77J

31 AS Ycc uid ('~e~xrul lnuamwu (>731

31 AS Prc nid kip xnses Oitc-r 21 9A8

31 A5 Pre ai~l2cal Gsuite Torus 566]1

31 AS Nrc uid Pcrson~l Pro ~rt ~'1'aacs d 157

31 AS Pra quid ~sruL~ 29 d85

Tolxl Pfc nid E~ n % 181,3G(

Schedule of Olher Curmn~ A.r.~cl~ (Ile nuiedl Pn~c JI Line AN

Tulin 011u:r Cumn~A.vxc~~(Itemi(.e) ~ S

Schciluk of Olher Fi~c~l Aare l~ (llcndi.cl R~~c 31 Line UY

TnW101hcr Olher F~cJ A.vrelx (Ilem'u.c) S -

Sehedale of Olher Asrel~ R~~;e 32 Line D7

To1xl olhcr Asects $ -

Schedule of Nolen Puynble IltenJi.c) PnKc 73 Line A2

Tniu1 Nules Rq'nLlu ~

Sehcdule of OII~cr Current I,inbilil ica (lleinii.e) Pn{;e 3J Line AI2

Px ~c Hcf Linc Ref Uc~cri Minn

Ji /~12 Pnlicnta Fiv~l 32270

33 Al2 Accrued H. 249,001

33 Al2 ~c~ru:~Penvi~~' IS (1S'1

33 Al2 Acurucd Wurko~s Con > 5(r,91

13 At[ i~cunn~P~ulvuc 2~~'~

)3 Al2 Accrued Vucntinn 2587Gd

ai niz crrr:~ rL..n~~r~;ac.~ ~~ i~.sss

~'I'otal Vlhcr (;urtcnl LL~OWIIcx (Itcmtie)

ScheAule of Other I.anC-Te nn LinLilil icx (Ilemii.el R~~;e 31 Line 61

Tolni Other Current LL~Li~ltice (Ilemice) $



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

Bristol Crossings, LLC

License No.

2329

Report for Year Ended

9/30/2019

Page of

35 ~ 37

Account Amount

A. Reserves

1, Reserve for value of leased land $

2. Reserve for depreciation value of leased buildings and appurtenances

to be amortized $ 4,687,922

3. Reserve for depreciation value of leased personal property (Ec~zrity) $

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

5. Reserve for funds set aside as dono►• restricted $

6. Total Reserves $ .4,687,922

B. Net Worth
1. Owner's Capital $

2. ('ap;tal Mock $

3. Paid-in Surplus $

4. Treasury Stocl< $

5. Cumulated Earnings $ 1,214,230

6. Gain or Loss for Period 10/1/2018 thru 9/30/2019 $ 245,071

7. 1 otal Net Wocth $ 1,459,301

i;. 7'oiul Reserves urtd lief ~'~~t/~ $ 6,147;223

D. Total Liabilities, Reserves, and Net Worth $ 10,528,381



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-36 Rev. 6/95

H. Changes in Total Net Worth

Name of Facility
Bristol Crossings, LLC

License No.
2329

Report fo~~ Year Ended

9/30/2019

Page of

36 ~ 37

Account Amount
A. Balance at End of Prior Period as shown on Report of 09/30/2018 $ 1,246,230

B, Total Revenue (F~~on~ Statement of Revenz~e Page 30) $ .14,068,411

C. Total Expenditures (F~~om State»2efat of Expej7dittn~es Page 27) $ 13,823,340

D. Net Income oc Deficit $ 245,071

E, Balance $ 1,491,301

F, Additions

1. Additional Capital Contributed (itemize)

Total Expenses Per Page 27 $14,191,909

F/S vs C/R Depreciation (368,569)

Total Expenses Per F/S $13,823,340

2. Other (itemize )

F-3. Total Additions $

(;. T~eductions

1. Drawings of Owners/Operators/Partnzrs (Spec) $ 32,000

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

Partner Drawings 32,000

2. Other Withd~•awings (Spec) $

Purpose Amount

3. Total Deductions $ 32,000

H. Brrlr~rrc~ ~~P E~~d ~f ~'eriod 09;30;19 $ 1,459,301



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-37 Rev. 9/2002

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

Name of Facility License No. Report for Year Ended Page of
Bristol Crossings, LLC 2329 9/30/2019 37 37

Check appropriate category

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

Preparer/Reviewer Certification

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

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

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

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

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

Signat .~-o~' r er Title Date Signed

Printed Name of Preparer

Matthew S. Bavolack
Ac~c~res Address Phone Number

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

Contacted Person Regarding Additional Information Needed Regarding This Report Phone Number

John Phelps 516-705-4813

Contact Email Address

jphelps@nathealthcare.com

State of Connecticut 2019 Annual Cost Report Version 13.1



ADVISORY ~_ CONSULTING

ACCOUNTANTS' CONSULTING REPORT

Management is responsible for the accompanying Annual Report of Long-Term Care Facility (the "Cost
Report") for Bristol Crossings, LLC for the year ended September 30, 2019, included in the accompanying
prescribed form. We have prepared the Cost Report in accordance with the American Institute of Certified
Public Accountants' Statements on Standards for Consulting Services. The Cost Report was prepared in
conformity with regulations prescribed by The State of CT Department of Social Services (DSS) from data
provided to us by the management of Bristol Crossings, LLC. We did not audit or review the Cost Report
included in the accompanying prescribed form, nor were we required to perform any procedures to verify
the accuracy or completeness of the information provided by ►management. Accordingly, we do not express
an opinion, a conclusion, nor provide any form of assurance on the Cost Report included in the
accompanying prescribed form.

Management is responsible for maintaining its records in accordance with accounting principles generally
accepted in the United States of America and in accordance with reimbursement regulations set forth by
DSS. Management is also responsible for designing, implementing, and maintaining internal control
relevant to the preparation and fair presentation of the financial data and supplemental information included
in the Cost Report.

This report is intended solely for the information and use of the management of Bristol Crossings, LLC and
DSS and is not intended to be, and should not be, used by anyone other than these specified parties.

MARCUM LLP

New Haven, CT
February 10, 2020

MEMBER

Marcum «P t~ 555 Long Wharf Drive ~ 8th Floor =~ New Haven, Connecticut 06511 ~ Phone 203.781.9600 =~ Fax 203,781,9601 =~ wwwentarcurt111paCont



Annual Report o Long-Term Care Facility
Cost Year 2019 Checklist

This checklist is not required to be sub►nitted with the Annual Report

Facility Name Br~Stoi crossings, LLC

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

Yes No

Explanation:

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

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

reporting change.
Explanation:

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

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

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

22, Line 6e? 1f not, state where these costs are included in the Annual Report.
explanation:

Page 1 of 4



Yes No
5. Do accounting and legal fees reported on Page 7 agree with Page 15, Lines 1 d and

1 e, respectively?
Explanation:

Yes No
❑ 6.

Explanation:

During cost year, did you report all certified bed changes on Page 9? Do the bed
change dates agree to the license issued by the Department of Health?

Yes No
7.

Explanation:

If there has been a change in Administrators, have the dates of employment and
applicable hours for each Administrator been reported on Page 12?

Yes

Explanation:

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

actual ~•ather than estimated.

Yes

Explanation:

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

~̀'~s
~

Explanation:

Pd~
10. Have purchased setvices greater than ~ 10,000 reported on Pages 16, 18, 19, 20

and 22 been detailed oi~ Page 21 ?

Page 2 of 4



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

Explanation:

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

depreciation, lease payments, insurance and taxes?
Explanation:

Yes No
13. Does historical cost and acc~unulated depreciation of all assets reported on Pages

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

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

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

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

American Hospital Association guidelines?
Explanation:

~'~s 1`d~
~ l6. Have all assets been categorized between movable and fi;~ed in accordance with

the 2 13 edition of the American Hospital Association guidelines?
Explanation:

Page 3 of 4



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

Explanation:

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

Explanation:

Yes No
19. Have Pages 1 and 37 been signed? Cost reports without n signed Puge 1 and 37

will not be ~~cceptecl.
Explanation:

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

movable equipment additions? If detail is not provided, appropri~de
disallowances will be mode.

~~:p~a~a~~c~:

Yes No
21. Have all costs associated with non-nursing home businesses (i.e., Adult Daycare,

Meals on Wheels, Outpatient Therapy Services, etc.) been disallowed on Pages 28
and/or 29 of the Annual Report?

Explanation:

des 1~1c
~ 22. Has all required documentation been submitted to the Annual Report review and

audit contractor'?
Explanation:

Page 4 of 4




