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State of Connecticut

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

General Information
Name of Facility (as licensed) License No. Report for Year Ende Page of
Riverside Health Care Center, Inc. I OOOc 9/30/2019 I 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.

1 HEREBY CERTIFY that 1 have read the above statement and that I have examined the accompanying
Cost Report and supporting schedules prepared for Riverside Health Care Center, Ina [facility name], for

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

my lrnowledge and belief, it is a true, correct, and complete statement prepared from the books and

records of the providers) in accordance with applicable instructions.

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

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

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

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

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

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

request.

{a} Subject to Desk Audit Review

Signed (Administrator) Date Signed (Owner) Date

Printed Name (Administrator) Printed Name (Owner)

Karen Chaddetrton Marvin Ostreicher

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

to before me:
/ /

.̂udress afT!otary P~,;blic

(Notary Seal)



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

State of Connecticut
Department of Social Services

55 Farmington Avenue, Hartford, Connecticut 06105

Data Required for Real Wage Adjustment Page of
1A 37

Name of Facility

Riverside Health Care Center, Inc.

Period Covered: From

10/1/2018

To

9/30/2019

Address of Facility

745 Main Street, East Hartford, CT 06108

Report Prepared By
Marcum LLP

Phone Number
203-781-9600

Date
2/3/2020

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. Tota! Wuges Paicl $

7. Total salaries paid ~ $

g, Totul Wages and Scilaries 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

860-289-2791

Report for Year Ended

9/30/2019

Page

2

of

37

Name of Facility (as shown on license)

Riverside Health Care Center, Inc.

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

745 Main Street, East Hartford, CT 06108

License Numbers:

CCNH

1 OOOc

RHNS (Specify) Medicare Provider No.

07-5257

Type of Facility (Check appropriate box(es))

Q Chronic and Convalescent ~

Nursing Home only (CCNH)

Rest Home with Nursing ~ Specify)
Supervision only (RI-INS)

Type of Ownership (Check appropriate box)

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

If this facility opened or closed during report year provide:

Date Opened Date Closed

Has there been any change in ownership

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

N/A

Administrator

Name of Administrator

Karen Chadderton

Nursing Home

Administrator's

License No.:

001221

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

Riverside Health Care Center, Inc.

License No.

1000c

Report for Year Ended

9/30/2019

Page of

3 37

Legal Name of Partnership/LLC Business Address

States) and/or Towns) in

Which Registered

N/A

Name of Partners/Members Business Address Title %Owned

N/A



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3A Rev. 10/2005

General Information and Questionnaire
Corporate Owners

Name of Facility

Riverside Health Care Center, tnc.

License No.

1000c

Report for Yea►' Ended
9/30/2019

Page of
3A 37

If this facility is owned or operated as a corporation, provide the following information:
Legal Name of Corporation Business Address States) in Which Incorporated

Riverside Health Care Center,
Inc.

745 Main Street, East Hartford, CT
Q6108

CT

Name of Dit~ectors, Offices Business Address Title
No. Shares

Held by Each

Dorris Laufer 1402 59th Street, Brooklyn, NY
1 1219

President 50

Marvin Ostreicher 184 Wildacre Avenue, Lawt•ence, NY
11559

Secretary 200

Nathan Pollack 2441 Beachwood Road, Beachwood,
OH 44122

Director 100

Agnes Zitter 9 Dogwood Lane, Lawre~~ce, NY
1'1559

Director 56

Names of Stockholders Owning at Least 10%
of Shares

Michael Pollack Life Estate Trust 2441 Beachwood Road, Beachwood,
OH 44122

Director 100

H. Ostreicher 1' Lakeside Drive, East Lawrence, NY
IIJJy

Director 166



State ofi 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

Riverside Health Care Center, Inc. 1000c 9/30/2019 3B 37

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

Ownei•(s) of Facility

/A



State of Connecticut

Annual Report of Long-Terms Care Facility

CSP-4 Rev. 10/2005

General Information and Questionnaire
Related PartiesX

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

Riverside Health Care Center, Inc. 1000c 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 v~hich provide goods or services,

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

related through family association, common ownership, control, ar 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/Service;s to Costs are Included

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

Individual or Company Address Provided Pa e # /Line # Re orted Related PartyYes No %**
ationa Heat 'are Sunrise wy, a ey tream

~ ~Associates NY, 1158] Consulting Fees Page 16 / Line ml 1 43,929 43.929

National Healthcare 20 E sunrise Hwy. Valley Stream

~ ~Associates NY, 11581 Job Placement Consulting Fees Page 16 / Line m 11 7,800 7,800

National Healthcare 20 E Sunrise Hwy, Valley Stream

~ ~Associates NY, ll 1 81 Interest Page 27 /Line 12d 10.015 10,015

National Healthcare 20 E Sunrise I-Swy, Valley Stream

~ ~Associates NY, t & 581 Shared Expense Page 16 / Line m 12 1.479,325 1.479,325

8~0 Silas Deane Hwy Wethersfield,

~ ~850 SILAS DEANE CT 06109 RenUOther Page 16 / Line ml2 4,997 4.997

20 E Sunrise Hwy, Valley Stream

~ ~20 Sunrise NY, 11581 Rent/Other Page 16 / Line m12 45,686 45,686

850 Silas Deane Hwy Wethersfield,

~ ~Preferred Therapy Solutions CT 06109 PT,OT,ST Services /Consulting Various 1,811,303 1.762,885

68~ 1 Jericho Tpke, Suite 150

~ ~NOA DIAGNOSTICS Syosset NY 11791 Radiology Page 20 /Line Sf 23,547 20,275

See Attached for Continued

~ ~List Various Various Various 4,202,181 4,152,158

* Use additional sheets if n~cessa.ry.

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



State of Connecticut

Annual Report of Long-Term Care Facilaty

CSP-4 Rev. 10/2005

General Information and Questionnaire
Related Parties*

Name of Facility

Riverside Health &Rehab

License No.
1000c

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

Description of Costs are Included

Goods/Services in Annual Report

Provided Page # /Line #

Cost

Reported

Actual Cost
to the

Related PartyYes No %**

PROCARE LTC PHARMACY OF CT 1492 Highland Ave Cheshire CT 06410 ~ O p /Drugs/OTC/RX Consulting Various 629,306 579,283

National HealthCaze Associates-Aefia S~0 Silas Deane Hwy Wethersfield, CT 06109 O O p ~o Health Insurance Page 15 /Line lay ? 27 ,061 ? 275,061

National Healthcare Associates 20 E Sunrise Hwy, Valley Stream NY, 11581 O O p~ Bank Chazges Page I6 / Line m13 29,433 29,433

Riverside Realty Co. 745 Main St. East Hartford CT 06108 O O poi Facility Lease Page 22 /Line 9 ],261,427 *** 1,261,427

Cambridge Health and Rehabilitation Center 2428 Easton Tpke Fairfield CT 06825 O O poi Workers Comp Page 15 /Line lal 6,954 6,954

* Use additional sheets if necessary.

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

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



State of 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

Riverside Health Care Center, Inc.

License No.

1000c

Report for Year Ended

9/30/2019

Page of

5 37

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

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

Nursing
Number• of hou►•s of routine care provided by EACH
employee classification, i.e., Director (or Charge Nurse),
Registered Nurses, Licensed Practical Nurses, Aides and
Attendants

Direct Resident Care Consultants Numbe~~ 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 O

cosh a(1nc~t~c1 as required? Yes O No 
If "No," explain fully why such allocation was
not made. .

N/A
—

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

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

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

N/A



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-6 Rev. 9/2002

General Information and Questionnaire

Leases (Excluding Real Property)

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

should not be included in these amounts.

Name of Facility License Tfo. Report for Year Ended Page of

Riverside Health Care Center, Inc.. 1000c 9/30/2019 6 37

Related * to

Owners,

Operators, Annual

Officers Date of Term of Amount Amount

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

1 1230 10/01/08 Ongoing 2,96 2,956

Wescom Solutions, PO Box 674802., Detroit, MI 48267 O O Sofiwaze
Ongoing Ongoing 74,813 74,813

Pitney Bowes, Inc. O O Mailing Machine
Ongoing Ongoing 3,707 3,707

Wells Fargo, PO Box 7777, San Francisco, CA 94120 O O Copier
08/01/16 39 Months 818 818

Leaf 1720A Crete Street, Moberly, MO 65270 O O Copier
01/01/16 39 Months 11,716 2,525

Leaf 1720A Crete Sheet, Moberly, MO 65:?7~ O O Copier
10/O1/l6 39 Months 7,208 7,208

Leaf 1720A Crete Street, Moberly, MO 657.70 O O Copier
0/01/19 39 Months 22,068 14,725

Toyota Financial Services O O Auto Lease
03/16/1 36 Months 3,914 3,914

Nissan Motor Acceptance Corp, PO Box 371447, O O Auto Lease

Pittsburgh PA 15250 08/05/16 35 Months 3,811 3,811

~ ~

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

Total x** tt4,a~~

* 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.



LEASE AGREEMENT 1720A GYcte Strcet, Moberly, MO 6527U
,~ Phone: 8Q0-662-3759,1Fax: 800-426-2626

LESSEE LEC.AI, NAl4LE: Telephone No:
7tiverside Healthcare dba RIVERSIDE HEALTIT & TtEHABIT,ITAT 8602892791
Bitting Address: Fgoip[uent'I,ocndon (iYolhu thaw B11ing Address):
745 MAIN ST, EAST HARTFORD, CT 06I08 745 Main Street, East Hartford, CT 06108

EQLIIPNtP.hT DE5CR~'fION: (indicate quantity, aew or wud and include make, model, serial #and all attaclunents—see below andlor attached Schedule A)
Unit Quaadty D~snrepdon of EquipmentLoascd Make end'Iype ModelNum6a Scval Number

* ~'LBASfi REFER TO SCHET)UI.,E A
BASB'I7SRM
IPI MOTV'Y'EC$

TOTALNCJMBEROYrT.~'ASE
PA,XMETV'('$

END OF LEASEPTJRC~'ASEQp"CIO1V
~ Pair market value, plus ta-ces

{a)Advance PaymenC S0,00

(b}Security Deposit: $0.003~ 3Q Qa $ t .679.00 (plus taxes) --- ~ i°~o~O P ~w~px~nt cost, plus taxes

~c) Documentation Fee: 595.00(I'MV unless aaoflier oprion is selected You may not exercise a purchase option if
qou aze in default Tf you exercise a purchase option we will convey all of our
right, uUe and interest in such Equipment toyou on an AS-IS WT~RE TS without ~'o~ due a+h + o =: $95.00
wauanty.

*"If more than one lease paymemt is required as an Advance Payment, the balance will be applied fo lease payments in inverse order, starting with the last Iease payment
Your obEigation to pay all amounts and ~er~'orm all other obfigations is uan-cancellable, absolgte, unconditional and not subject to abatement, set-oft pr defegse.
In ttus ageameut ("Lease"~ 'eve," "ow," and "tu" refers to LEAF Capital Pudding. I.I,C as
Lessor and "you" and 'dour" refer io the Lessee. You agree to lease the Equipment upon the
~pllOWll]g i0[L]5 8214 COIIdltlbil5:
1. T.EA.SE PAYNIL~NTS AND TERM: The Tease is enforceable on you upon your
execution, T(te term of the Lease sha11 corruneace on the date the Egtripmurt is delivered to you
("Lease Commencement Date"), T'he first Lease Payment shell ba due on the date we specify in
the month foIlowiag the T.case Commencement 17ate u sat forth in our invoice, end the
re~++A~n; o I,easa payments will be due on the saute day of eaoh subsequent rrtoatb (each, a
".Pa}rsneat Date") until paid in fiill. The fiast Tcim shall commence an the date one month prior
to the fizst Paymern bate. We may charge you a portion of one Lease Payment far the period
fzom the Lease Commencement Date until the fizst day of the Base Term ("Interim Rem"). The
Tmerim Rent shell be due as invoiced We msy adjust the Lease Paymcirts up to 15% if the
actual costs are different t}u~n We estimate used W calculate the Lease Paymenu.
2. DEX.~XV'ERY, ACCEPTANCE, USE BIND TtEPATR You are responsible for Equipment
delivery and installalioa You unconditionally accept the L-'quipmem upon the earlier of (a) your
deal or written acceptance of the Equipment, or (b) 10 days after delivery of the Equipment
Xou authorize us to Gil in the Lease Cottuueoceme[rt Date, serial numbers and other
information. You w71 vat move the Egnipment from tLe above loca#ion without our
writte+a consent and are respoas~ble [or m~taiuiing the Egpipmeut in good ropai~. We are
not rasponsble for Equipment or vendor fail~ues.
3. INDEMA7xICA7C10N: You agce to indempify, defend vtd hold us hazmlcss from and
agaiyst aziy losses, dacna~es, penalties, claims and suits, including attorneys' fees and expenses
related to the ordering, maaufacCure, install ion, ownership, coud'zfion, use, lease, possession,
delivery or cewm of Equipmem.
4. LEASE ~:XPTRA7TON, REPiEWAL: T7nCess qoa notify as at least 90 days prior tv the
ezpiration of the Ixase o1' yoat clocdioa to retnro or puXchasc tLe Eq[upment, this Yxase
will reioew on a month-to-month buts at the same montLly Lease Paymcait anti[ you
either cierase the patrkase option ox provide us with at least 90 d~~ notice anti retnm
the Eg~uipment Sf you return the Equipment, (i) it must be to We ]oration we designate and
oa are mrroa~'blc for a! refntn sos+~ and we may chArgs a R estocidng Fee equal to one T.eace
Paymeaz, and (ii) you must securely remove till dale from ttnq and al! disk drives or magnetic
media prior to rehuuing the Equipment (and you are solely 'responsible for selecting an
appropriate removal standazd that meets your business needs and compiles with applicable
laws). Xou will pay us for a[ry Loss in value resulting from failure to maintain the Eq~ripment in
accordance with this Lease or for damages ineucred in shipping end handling. Tf you exercise a
purchase option we wiill convey all of o~u interest in such Equipment to you on an AS-IS
I~.RE IS basis without repreunration orwarranty.
5. T.P,TE FEFS AND C~A1tGxS: Tf any amount is not paid within three (3) days of when
due, you agree to pay us a late charge equal to the lossar of 10°10 of the amount past rive ox the
maximum legal amount Amounts which ere not paid within 30 days of when due shall accrue
interest at 1.5 % per momh (or if less, the maximum regal rata) until paid. You agree to pay $ZS
for each pay by phone and $35 for wch ietiuued payment,
6. NO WARRANTX: We do not manufachue the Egiripmcnt and you have selected the
Equipment tied the supplier. WE MAKE NO E7CPItES5 OR T11~I.SCD WAI2ZtA.lVT7T~.S,
INCLUDING THOSE OF NIETtCHANTABII.TTY Olt FITNIESS ~Oli A PURPOSE AND
A1tE NbT RESPONSIBT~E FOXi CONSEQULr1VTIAI, OR INCIDENTAL DAMAGL+S.
7. TNSLTZ2ANCE, RiSTC OB LOS5: You bear all risk of loss ox damage to the Equipment from
its order imC1 it is returned is the rrquircd condition or purchased by you (`Risk
Period"). Auring the Risk Period you will maintain property and liability inscuence op the
Equipment acceptable to us, naming us lass payee nod addatioual insured. If you do not provide
,s c,~itt; procF cf ;uch inswance. :,e may secure :~surmce on tho Equipma,~t to r_.~~Pr

pur interests (end only our uMerests). If we obtain such ~++~~~*+ce, you will pay us a¢
additional amourn for tk~e cost of it and an administrative fee, the cost of w}uch may be more
than the cost to obtain your own inswaace end on which we may make a.profit
8. pW1~ERS~1"AND Ti1ZC~S: We own the Equipment (excluding licensed soRwere). If
you are deemed to own iY, you grant us a security interest in the Equipmcn~ Xou authorize us
to file UCC S~inancing statements to confirm our interesk 'Y'ou will pay, when due, all faxes,
fiats and penalties relazing m the purchase, use, leasing and/or ownership of the Equipment If
we pay any t~;es, (inctudiag property tax), fees nr penalties ou yoiv beheld you will pay, us
the amount wa paid plus an administrative fee. You agree to gay us the documentation fee
specified above or if not so specified, Nu greater of either $125 or 0.5% of the Equipment
cock Lf we require an Equipment site inspection, or you request adminisvative services, you
ague to reimb~e ow costs.
9. DEBnUL1: Lf you or tiny guarantor do not pay us any amount within ten (10} days of its
due date, or bxeach arty terms of this Lease, any guaranty or any license relating to the
Equipment, you will be ~ default. If yon default, we may require you to do azry combittetion
of the following; (a) immediataty pay all amounts they due, plus the present value of the
remanuvg Lease Payments, Interim Ztent and residua! value of the Equipmc~, as detcmxined
by us, diswimted az an cannel rate of 3%; (b) ntuzn all of the Lquipmeo5 (c) allow us to
repossess ttu Tsquipmeut; or (d) use any and all romedies available to ug under applicable
law. 7#' you default, you ages to pay the cost of repossession and our aitomay's fees and
costs. Tn adclition to all other charges and as reuubuesement for expenses incuixed and not u a
penalty, we way require you to reimbwse us for the phone calls, letters, and ~y additional
expense incurred in the collection or servicing of tEti.s Leese 2br you If we take possession of
the Equipment, we tnay sell qr otherwise dispose of it with or without notice, at a public or
private sale, and apply the net proceeds (after we leave deducted all costs relaxed to the sale or
disposition of the Equipment) to the amounts that you owe us. Xou agzea thet if notice of sale
is required by law, 10 days' notice shall copstitute reasonable notice. You remain responsible
for any amounts that are due after we have applied such net proceeds. VJe mey apply ~y
security deposits to your obligcuions and if you do oat default, the balance will be rettinded
without interest
X0. ASS~GI~N7: You have no right to sell or avign the Equlpmrart or Luse. We map
sell or assign our rigtrts 3n the Lease ancUor Equipment and the new owner will have till oar
rights but will not be subject to azry claim or defense you have against us.
ll. ARTICLE 2A: You agtee this Lease is a "6nanca lease" az dcfinedm Article 2A of the
Uniform Commercial Code. 'You waive all righU earl rtmedies eopTrrred npou a lessee by
Astide 2A (508-522) of the UCC. You have received a copy of the Stapply Contract Or been
informed of the identity of the Supplier and you may have rights under the Supply Conliact
and may wntact the Supplier for a descrapaon of those right.
12, C7tEDIT IlV'~'bTtMAT10N: You auik~ori2e us or any of our affiliates to obtain credit
bureau reports, tied make other credit inquiries tl~ak we deem necessary,
13. C~OYC~ OF T~AVF': 'PHIS I.EA5E 'WIYd. $E GOVERNED BY' PENNS'YLVANL#
LAW. YOU CONSENT TO JUIiTSATCl'TON 1N THE STATE Olt FEDEItA.L COTJktTS
IN PENNS~LUAIYIAAND ~YAIVk.A.IV'Y RXGHT'E'O A TRTAI.BY JURY.
24. Ni1SCELI~ANEOYJS: 'T3is Lease is ti c paztias' entire agecment and can be aruended
only in writing signed by both. parties. This Lease may bo executed in couxsterpazts (manually
or by elechonic means) and, when transmitted to us shall bo binding upon you for all
pisposes, This Lease is not binding on xu until we sign it You agce not to raise as a defense
to the enforcomoat of this Lease that it was executed or transmitted to us by olectronic means.
You will use the Equipment only for business purposes and not Pot personal, family or
household use. The USA PAT~t10T Act requires us to oUffiin, verify, and record infmuiaaon
~,ac;dent~rs you rhea we ask for your name, address and other inforanation ox docwnents that
sunsranua~e

At:C:liYl'L~'ll HY LN;JJL~k~: lUYeT51dB t1B81thC3YC db11LLVY.H.S1llr; HY:R1:1Hd'G ~~,~ •~~~.~,,, .nr~e; ~,,, ~.R~uRs,aU
~:IE~~T

PrintNama: M\~

X ~~""-'a~. ($~ ~~q~ E-Mail Address: pate;
osscc thoziud Signanne Tau IP Nmnber:

PiCRSONAY, GUAXtAPTTY: Undersigned guarauiees tha~Lessce vrill make all payments and perform alt other abGg 'tins ~mderthe J,easa when due. (7ndersi~ed a that this is a guaranty
ofpayment and no of collectlon, and tLat we can proceed et~y•against undersigned without first proce 'ng t Lessee or the Equipment. Und tgned als elves all suretyship defenses

and notification if e Lessee is in default and consents t ally extensions or modifications granted to L Undecsi~ed will pay us till expenses is g sttomeyi fees) we itscur in

i anforoing our rights nst undersigned or Lessee. Tf ore one person signs this guaranty, each ag,e~ that ~/tier liability is joint and several Un 'fined authorizes us and our a8'tliates

~ to obtain credit t~ e reports and make inquiries ring igned's persona! credit. You consent fo jurisdictio~in the Slate or Federal courts i eimsy 'a and eacprassly waive any right

to n trial by jcuy.

SIGNED X Print Name: ~-Mail Address;

T,EASE01 2-7-2019 App=505542



SCHEDULE A TO LEASE AGREEMENT
(EQUIPMENT D~SGRIP7IUN)

Lease Application No.: 5,05542

QNT ~quEpment Description NewlUsed Make Model Serial Number

Location; 745 Mein Street, East Hartford, CT 06908
6 Toshiba E-sFudio 3018A New E-studiq 3018A

1 Toshiba E-studio 3518A New ~~fudio 351&A

1 Toshiba E.studio 6518A New E-studio 6598A

2 Toshiba ~-studio 7518A New E-studio 751 SA

1 Toshiba E-studio 4515AC New E-studio 4515AC

1 Kyocera ~u12Q4Udn New M2040dn

LESSEE: Riverside Healthcare dba RIVERSIDE HEALTW & LEAF CAPITAL Fl1IdDIMC, LLB
REWABILIT,~T

BY:
BY: ~-~-''~" ,"~~ ,~pRINTNAME:
P INT NAME: 11~ ~ ~~~z-~' ' ~/~-~' TITLE:
TITLE: '=+~"R-c~~U1~S ~~✓C~ DATE: ~....~
DATE; „_ ~~~'z..

Page 1 of 1
L.EASESCNEbA 8-23-212 App=505542



DELIVERY AND ACCEPTANCE G~RTIFIC~4TE

bate of Equipment Delivery:

Application No.: 50 5

Riverside Healthcare dba RjVE~Slb~ HEALTH 8~ REHABILIT~T ("customer") hereby certifies that all of the equipment,
software and other property (collectively, "Equipment") referred to in that certain Agreement related #o the above referenced
application number (the "Agreement") by and befween Customer and LEAF Capital Funding, LLC ("LEAF") has been
delivered to and been received by Customer at the locations) set forth in the Agreement, that all installation or other work
necessary prior to the use #hereof has been completed, that the Equipment has been examined by the Customer and is in
good operating order and condition and is in all respects satisfactory to Customer, and that the Equipment is accepted by
the Customer for all purposes under the Agreemenfi. Customer represents and warrants that the Date of Equipment Delivery
set forth above and the Billing Address and fhe Equipment Lpcation sat forth in the Agreement are correct By its execution
and delivery of this Acceptance Certificate, Customer hereby rearms all of the representations, warranties and covenants
contained in the Agreement as of the date hereof, and further represents and warrants to LEAF that no Event of Default, and
no event or condition which with notice or the passage of time or both would constitu#e an Event of Default, has occurred
and is continuing as of the' date hereof. customer furEher certifies to LEAF khat customer has selected the Equipment (and
to the extent applicable, the vendor of the Equipment) and has received and approved the purchase order, purchase
agreement or supply contract under which the Equipment will be acquired for all purposes of the Agreement.

ACCORDINGLY, CUSTOMER AUTHORIZES LEAF TO PURCHASE THE EQUIPMENT FROM THE APPLICABLE
SUPPLIER(S).

DO N07 SIGN THIS DELIVERY AND ACCEPTANCE CERTIFICATE UNTIL YOU HAVE RECEIVED ALL OF THE
EQUIPMENT.

CUS70MER: F2iverside Healthcare dba RIVER~ID~
HEALTH & REHABILITAT

By

Print Name:

Title:

E-Mail Address:

Qafie:

THE ABOVE SIGNATORY AFFIRMS ̀ THAT HE/SNE IS A DULY AUTHORIZED CORPORAT'~ OFFICER OR ~FFIClAL,
MEMBER, PARTNER OR PROPRIETOR OF 1'H~ ABOVE NAMED CUSTOMER.

Page 1 of 1
D&Atl1 3-31-20'14 Ann=505542



}

9~,

TH ~FFICE WGRKS
~~~,

.__--l---.._ ~~:

The Office Warks, Inc.
45 Corporate Avenue

Plainville, C7 06062

1-~8Q0-634-4810 1-860-'X93-9994

SALES ORDER

Date: March 13, 2019

BILL TO: SHIP ~'O:

Riverside Health Care
745 Main Street

East Hartford, Cl' 06 .08
Same

ITEM DESCRIPTION QTY' SgLE ! I.FASE PRICE

e-Studio 30~.8A Toshiba digitaFmultifunctian copier 6
e-Studio 3S~.8A Toshiba digital multifunction copier 1 39-month lease
e-Studio 6518A Toshiba digital multifunction.copier 1 $1,679.OQ per month
e-Studio 7518A Toshiba digital multifunction copier 2
e-Studio 4515AC Toshiba digital color multifunction copier 1
MR3031 Document handler $
MJ1109B Console document finisher 1
MJ6105B Nole punch unit ~ 1
KN5005 Finisher bridge kit 1
KD1U59B large capacity paper feed pedestal 1
GD1370N Fax board 11

Sfand 5005 Cabinet stand N%A

M20~40dn Kyocera Desktop MFP (1) DELIVERY N/C

P6230cdn Kyocera color prinCer (1) SALES TAX 6.35% of monthly payment

P2040dw Kyocera monochrome printer (3) TOTAL pl1E N/A

Notes /Provisions

- Delivery, installation and training is included at N/C. The office works will remove the currently leased copiers and

return them to the leasing company at no charge.

CU~TOM~R: Riverside Health Care

A~ath~r[~e~ ~~gra~ttar~ ~ —' c~.r

Print Name ~t 1~AL~— ~'`"~'

Title '~-~~°^ UI~1 A r3 ~ti-' G-

Date 3/' I~~

Phone

~'he ~~c~ Wc~rk~, Iroc.

A~~~pted ~y

Print Name

Title

Saps Associate



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

General Information and Questionnaire
Accounting Basis

Name of Facility License Nn. Report for Year Gnded Page of
Riverside Health Care Center, [nc. 1000c 9/30/2019 7 37

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

O Accrual O Cash O Moditied Cash

Is the accounting basis for this

period the same as for the O Yes If "No," explain.
previous period? O No

N/A

Independent Accounting Firm

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

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

2

3

4

Services Provided by This Firm (describe fir!ly )

Compilation, preparation of Medicare and Medicaid cost reports and YE tax services $ 30,873

2 $

3 $

4 $

Charge for Services Provided

$ 30,873

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

O Yes O No Page 15 /Line 1 d

Legai Services I►►i'o~`►ijatioi
Name of Legal Firm or Independent Attorney Telephone Number
1 GOLDMAN GRUDER &WOOD 203-899-8900
2 BERCHEM MOSES PC 203-783-1200
3 TREASURER STATE OF CONNECTICUT 860-291-7278
4 STATEWIDE PROCESS SERVING N/A
5
Address (Na & Sh~eel, City, Slate, Zip Code )
1 200 CONNECT[CUT AVF.,NUE NORWALK CT 06854
2 75 Broad Street, Milford, CT 06460
3 Town Hail, 740 Main Street, East Hartford, C'I' 06108
4 34 Connecticut Qlvd. Suite #9, Fast Hactl'ord, CT 06108
5
S~~vices Provided by This Firm (describe firlCy)

i Collections (Disallo4ved on Pg 28) $ ~ 9>307

Z Labor - CHRO Complaint /Wrongful Discharge (Disaliowcd on Pg 28j $ 5,9I U

3 Conservator (Disallowed on Pg 28) $ 494

4 Conservator (Disallowed on Pg 28) $ 200

5 $
Charge for Services Provided

$ 25,91

Are These Charges Reflected in the Expenditure Portion of This Report? If Yes, Specify Expense Classitication and Line No.
Page 15 /Line le

O Yes O Nn



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-8 Rev. 9/2002

Schedule of Resident Statistics

Name of Facility

Riverside Health Care Center, lnc.

License No.

1000c

Report for Year Ended

9/30/2019

Page of

8 37

Total All
Levels

Total
CCNH
Level

Total
R.I-INS
Level

Total
(Specify)

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

Tota] CCNH RHI~IS (Specify) Total CCNH RHNS (Specify)

1. Certified Bed Capacity

A. On last day of PREVIOUS report period 345 345 345 345 345 345

B. On last day ofTHI5 report period 345 345 345 345 345 345

2. Number of Residents

A. As of midnight of PREVIOUS ':report period 320 320 3zo 320 3 i 9 3l9

B. As of midnight of THIS report period 307 307 319 319 307 307

3. Total Number of Days Care Provided During Period

A. Medicare 3,528 3,528 ? 826 2,826 702 702

B. Medicaid (Conn.) 106,014 106,014 78,797 73,797 27,217 27,217

C. Medicaid (other states)

D. Private Pay 2,678 ?,678 2,006 2,006 672 672

E. State SSI for RCH

F. Other (Specify) Managed Care &Hospice 5,257 5,257 4,261 4,261 996 996

G. Total Care Days During Period (3A thru F) 117,477 i~7,477 87,890 8 ,890 29,58 29,587

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

for Which Revenue Was Received for Reserved Beds

A. Medicaid Bed Reserve Days 3 3 2 2 t t

B. Other Bed Reserve Days 43 43 28 28 15 IS

j. Total Resident Days (3G + 4A + 4B) i 17,523 117,523 87,920 37,920 29,603 ?9,603



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-9 Rev. 9/2002

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

Riverside Health Care Center, Inc.

License No.

1000c

Report for Year Ended

9/30/2019

Page of

9 37

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

If "YES", provide the following information:

Date of

Change

Place of Change Change in Bcds Capacity After Change

Reason for Change

CCNH

~1)

RE[NS

(2)

(Specify)

(3)

Lost Gained

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

N/A

5. If'there was any change in certitied bed capacity during the reporrt year (as eepo~•ted in item 4 above) provide the number of

RESIDENT DAYS for 90 days follo~~~ing the change.

Change in Resident Days
l st chan e

CCNH RHNS (Specify)

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

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

Item

Medicare Medicaid Selt=Pa Other State Assisted

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

No. of Residents ~ z~s zs
Per Diem Rate

sss.00a. One bed rm, v~~~oUs zsa.zo
b. Two bed rms, v~~;o~s zsa.zo soo.00

c. Three or more

bed rms.

7. Total Number of Physical Therapy Treatments
A. Medicare - Pat't B

TOTAL CCNH RHNS (S eci ~ )
7,339 7,339

B. Medicaid (Exclusive of Pa~~t B)
1. Maintenance Tceatmenls
2. Resrorative Treatments s,000 s,o0o

C. ~the1' 17,294 17,291

D. 7'Qtlll Pl1}~SdCQ~ Tl1BYQE7}~ TPeQti'Yle/11S ~ 29,633 29,633

8. 1 otal Number of Speech Therapy Treaimenis
A. Medicare - Part B ~ c, ~__ '

'
I i ,o- n

~

B. Medicaid (Exclusive of Pant f3)
l . Maintenance Treatments

~~

2. Restorative Treatments 4~» a~~

C. Other 1,687 1,687

D. Total Speech Tlrernpy Treatments 3,x14 3,sia

9. Total Number of Occupational Therapy Treatments

A. Medicare - Part B ~ ~,`~ ~ ̀ ~ ~.`> ~
B. Medicaid (Exclusive of Pant B)

1. Maintenance Treatments
2. Restot ative Treatments 7,293 7,293

C. Other i s,023 18,023

D. Tota! Occupalioi7~r1 TherapJ~ Treatments aa,23 i 44,23 i



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-]0 Rev. 9/2002

Report of Expenditures -Salaries &Wages
Name of Facility

Riverside Health Care Center, Inc.

License No.

1000c

Report for Year Ended

9/30/2019

Page of

IO 37

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

Total Cost and Hours

Item CCNH Hours RHNS Hours (Specify) Hours

A. Salaries and Wages*
I. Operators/O~vncrs (Complete also Sec.

of Schedule Al) 1Z6:~3 93
2. Administrators) (Complete also Sec. Ill

of Schedule Al) 189,83~~ 2.u3o

3. Assistant Administrator (Complete also Sec. IV

of Schedule Al) 13~.~I~I Z.OSO

4. Other Administrative Salaries (telephone
o erator, clerks, rece tionists, etc.) -190.379 19,R~>t)

5. Dietary Service
a, Head Dietitian 175,343 5,483
b. Food Service Su ervisor 207,651 8,827
c. Dieta Workers 891,739 53,298

6. Housekeeping Service
a. Head Housekee er 121,225 4,433
b. Other Housekee ing Workers 1,251,609 67,706

7. Repairs & Maintenance Services
a. Engineer or Chief of Maintena~ice 80,975 2,080

b. Other Maintenance Workers 153,256 6,616

8. Laundry Service
a. Su ervisor 3,683 180

b. Other Laundry Workers 449,822 23,324

9. Barber and Beautician Services
10. Protective Services
1 1. Accounting Services

a. Head Accountant
b. Other Accountants

1 2. Professional Care of Residents

a. uirectors and Hssisiant virector ufNurscs - - d I6`1

h. RN
I. Direct Care ~ -~~~~,~~~ '~~• ~~~~ _..... .
2. Administrative** 3<~6.?(,-1 I I,7;

a LPN
1. Direct Care 3,S I3,355 122, I7U

Z. Administrative** 6,232 175

d. Aides and Attendants 5,546,258 298,408

e. PIl sical Therapists
F S eech Thera fists

Occu ational Therapists
h. Recreltion Workers 452,218 19.002

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

j. Dentists
k. Pharn~acists
1. Podiatrists
m. Social WorkerslCase Mana ement 209,850 7,367

i~, MarkeCin>
o. Other (Specify)

Sec Attached Schedule 522,699 15,668

A-!3. To~nl Snlnry E.r endilures 16,585,582 711,083

* 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 hotrrs associated with the following positions: MDS Coordinator, Inservicc 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 he removed on Page 28.



Attachment Page 10/13

Schedule of Other Salaries and Wages (Page 10)

rCMI RHNS (Specify)

Volition $ Hours $ hours $ Hours

Admissions $ 314,961 8,521

Medical Records Q3,189 2,313

Res irato Thera ist (Disallowed on Pg 28a) 164,549 4,834

Total $ 522,699 15,668 $ - - $

Schedule of Other secs (Page 13)



State of Connecticut

Annual ~2eport of Long-'~'~rm ~C~re Facility

CSP-11 Rev. 10/2005

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

Assistant Administrators and Other Related Parties*
Name of Facility

Riverside Health Care Center, Inc.

License No.

1000c

Report for Year Ended

9/30/2019

Page of

1 l 37

Name

Salary Paid
Ynnge tienetrts

and/or Other

Payments

(describe fully)

Full Description of

Services Rendered

Total

Hours

Worked

Lrne Where

Claimed on

Page lU

Name and Address of All

Other Employment**

Total

Hours

Worked

Compensation

ReceivedC~~NH RHNS (Specify)

Section I -Operators/Owner

Marvin J. Ostreicher 47,633

Non

Discriminatory

upervtses

Operations, Deals

with DNS &Other 93 Al See Attached

Section II -Other related

parties of Operators/Owners

employed 'en and paid by

facility (EXCEPT those who

may be the Administrator or

.~#ssistant Admenistrators who

are identified on Page 12).

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

** Include ali employment worked during the cost year.



Riverside Health &Rehab

Marvin 1 Ostreicher Time Study

9/30/2019

BEDS Total w/ Bnft

Bethel 161 66.00

Bloomfield 120 67.00

Bristol 132 60.00

Cambridge 160 73.00

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 11L 5 .00

Eastside 69 51.00

Eliot 114 62.00

Glen Falls 120 56.00

Huntington 320 94,00

Kennebunk 78 51.00

Maywood 120 65.00

Newton Wellseley 110 58.00

Norway 70 48.00

Poughkeepsie 200 74.00

Reservoir 144 71.00

Rutland 125 64.00

Sachem 111 54.00

SanuS Fuiiii 10~ %C.00

Utica 117 53.00

Westgate 104 Sq.CO

Winship 72 50.00

Vacation/PTO

Sick

Personal

Holiday

Total 2,948 1,498.00



State of Connecticut

Annual Report of Long-'Y'~,~- 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)

Riverside Health Care Center, Inc.

License No.

1000;,

Report for Year Ended

9/30/2019

Page of

12 37

Name

Salary Paid
1-ringe tsenetits

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 - Administratorsxxx

Karen Chadderton 189,839

Non

Discriminatory Administrator 2,080 A2

Section IV -Assistant

Administrators

Michael Bernardi 133,314

Non

Discriminatory

Assistant

Administrator 2.080 A3

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

** Include all other employment worE: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
Riverside Health Care Center, Inc.

License No,
1000c

Report for Year Ended
9/30/2019

Page of
13 37

Total Cost and Hours

Item CCNH Hours RHNS Hours (Specify) Hours

*B. Direct care consultants paid on a fee
for service basis in lieu of salary

(For all such services complete Schedule BI)

1. Dietitian

2. Dentist 10,209 184

3. Pharmacist 33,491 447

4. Podiatrist 179

604,555

2

10,467

5. Physical Therapy

a. Resident Care

b. Other

6. Social Worker

7. Recreation Worker

8. Physicians

a. Medical Director (entire facility) 10 .9 ;17

b. Utilization Review

(Title 18 and 19 only) monthly meeting

c. Resident Care**

d. Administrative Services facility
~ , Infection Control Committee
(Quarterly meetings)

2, Pharmaceutical Committee
(Quarterly meetings)

3. Staff Development Committee
(once annuaiiy)

e. Other (Specify)

9. Speech Therapist

a. ~ Resident Care ?03.379 3,~I~

b. Other

10. Occupational Therapist

a. Resident Care 978,795 17,763

b. Other

1 1. Nurses and aides and attendants

a. RN

1. Direct Care

2_. administrative***

b. LPN
1 _ Direct Care

2. Adminishative***

c, Aides

d. Other

l2. Other (Specify)
See Attached Schedule 55,344 X97

B-13 Totu! Fees Paid in Lieu of Salaries 1,991,885 33,391
* Dv not include in this section management consultants or ser~~ces which must be reported on Page 16 item M-12 and supported by required inlonna~ion, Page 17.

** This item is no[ reimbursable to facility. For Title 19 residents, doctors should bill DSS directly. Also, any costs for Title IS :end/or other pm~ale pay residents must

be removed oii Page 28.

*** Administrati~~e -costs and hours associated with the following positions: MDS CoorAinator, hiser~dce Training Coordinator and Infection Control Nurse. Such

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



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-14 Rev. 6/95

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

Namc of Facility License Na Report for Year Ended Page o1'

Riverside Health Care Center, Inc, 1000c 9/30/2019 lit 37

Related** to Owners,

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

Yes No

Gerident Solutions, P.O. F3ox 290539, Dentist O O N/A

Wethersfield, CT 06129

Procare LTC ofCT, I 1 l Executive Blvd, Pharmacist / IV Nursing Consultant O O Common Ownership

Farmingdale, NY i 1735

Preferred Thearpy-850 Silas Deane HWY PT, O'T, ST /Rehab Consultant O O Common Ownership

Wethersfield CT

Starling Physicians - 21 10 Sillas Deane Highway, Medical Director O O N/A

Rocky Hill, CT 06067

Bloomfield Foot Specialists, 1 Northwestern Drive Podiatrist ~ ~ N/A

Bloomfield CT 06002

Mouli Associates - 43 Wood Street, 1-lartford, CT Medical Director O O N/A

06105

Ehno Villanueva Collins Medical Associates - 506 Medical Director O O N/A

Cromwell Avenue, Rocl<y hill CT 06067

Swallowing Diagnostics - PO Boa 484 Avon CT Speech Therapy O O N!A

06001

CLIMB MEDICAL GROUP LLC PO Box 23369 Nursing Consultant ~ ~ N!A

[3elfast, ME 04915

~ 0

~ ~

~ n

0 ~

~ ~

~ ~

0 ~

~ ~

0 ~

V l•J

~ o

0 0

0 0

* Usc additional sheets if necessary.

** Rcfer to Page 4 for definition o1'related.



State of Connecticut

Annual Report of Long-Term Care Facility
CSP-15 Rev. 9/2018

C. Expenditures Other Than Salaries -administrative and General

Name of Facility

Riverside Health Care Center, Inc,

License No.

1000c

Report for Yeai• 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 $ 703,385 703,385

2. Disability Insurance $

3. Unemployment Insurance $ 152,040 152,040

4. Social Security (F.I,C.A.) $ 1,215,884 1,215,884

5. Health Insurance $ 2,275,773 2,275,773

6. Life Insurance (employees only)

(not-owners and not-operators) $

7. Pensions (Non-Discriminatory) $

(not-owners and not-operators)

79,37 79,375

8. Uniform Allowance $

9. Other (Specify) $

See Attached Schedule

8.125 8,125

b. Personal Retirement Plans, Pensions, and $

Profit Sharing Plans for Owners and

Operators (Discriminatory)*

c. Bad Debts* $ 370,330 370,330

d. Accounting and Auditing $ 30,873 30,873

e. 'Legal (Services sl~uuca' ~e,fitiiy ue~creved are 1 uge ~ $ ~,~ ~ ~ 2.,,~ , .

f. Insurance on Lives of Owners and $

Operators (Specify )*

g. Office Supplies $ 30,74 f >0,7~41

h. Telephone and Cellular Phones

1. Telephone &Pagers $ 26;603 26,603

2. Cellular Phones $ 9,829 9,829

i. App3•aisal (Specify pzrrpose and $

attach copy )*

j. Corporation Business Taxes (fi°af~chise tax) $ X79 479

k. ether Taxes (Not related to prope~~ty -See Page 22)

1. Income* $

2. Other (Specify 1 $

See Attached Schedule

3. Resident Day User Fee $ 1,769,171 1,769,171

Subtotal $ 6,698,519 6,698,519

* Facility should self-disallow the expense on Page 28 of the Cost Report. (CaCry Subtotals fOYwat'd to next page



k''~* l~ '~' ~l ~~ ~~i ay r°ti~s 1 ar°~l~ / i~`ts t~ staff

Attachment Page 15

Schedule of Other Employee Benefits

Description CCNH RHNS (Specify)

Background Checks $ 8,125

Total $ 8,125 $ - $ -

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

Schedule of Other Taxes

I9escription CCNH I~~INS (~peeb$Y)

Total $ - $ - $ -



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-16 Rev. 9/2002

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

Name of Facility

Riverside Health Care Center, Inc.

License No.

1000c

Report for Year Ended

9/30/2019

Page of

16 37

Item Total CCNH RHNS (Specify)

Subtotals Brougl2t Forward: 6,698,519 6,698,519

1. Travel and Entertainment

I. Resident Travel and Entertainment $

2. Holida Parties for Staff $ 12,923 12,923

3. Gifts to Staff and Residents $ 33,641 33,641

4. Emplo ee Travel $ 13,168 13,168

5. Education Expenses Related to Seminars and Conventions $ 3,351 3,351

6. Automobile Expense (not pi~rc7~ase or depreciation) $ 1,189 1,189

7. Other (Specify) $

See Attached Schedule

m. Other Administrative and General Expenses

1. Advertising Help Wanted (all sarcl~ expenses) $

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

3. Advertising Other (Specify)*** $

See Attached Schedule

77,039 77,039

4. Fund-Raising*** $

5. Medical Records $

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

directly and ;.at by ccnt~act o~ fee fe.• service;***

7. Postage $ 11,222 l 1,222

* 8. Dues and Membership Fees to Professional $

Associations (Specify )

See Attached Schedule

22,964 22.964

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

9. Subscriptions $ 254 254

10. Cont~•ibutions*** $

See Attached Schedule

1 1. Services Provided by Contract (Specify and Complete $

Schedule C-2, Page 21 for each firm or• individual)

I fi2,~~3 18"? x)83

1 2. Administrative Management Services** $ 1,573,937 1,573,937

1 3. Other(Specify) $

See Attached Schedule

73,042 73.042

(

~

~

G14 Tota! A~lnzinislrati~ve &General Expenditures $ 8,704,982 8,704,982

* 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 16

Schedule oP Other Travel and 1sntert~inment

Descri tion CCNH RHNS (S ecify)

Total Other Trnvcl and Entertainment $ $ $

Schedule of Other Advertising

na~~rann~., ~rNu RHNS rc~P~;r~~

Promotional Advertisin (Disallowed on P 28 $ 77,039

Total Other Advertising $ 77,039 $ - $

Schedule oT Dues

!`('N 4t RFINC lCnwrifvl

CAHCF Dues $ Z2,$ ~9

ALTCFM Dues 145

Tutal Uues $ 22,964 $ $

Schedule of Contributions

Uescri lion CCNH RHNS (S ecif )

Totnl ConMibutions ~ ~ $ $

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

Schedule of Other Administrative and General

Descri lion CCNH RHNS (S ecif )

L',ceases and Pc~mits ~ 6,573

Penalties Disallowed on P ~ 28a 671

Bank Char .es 59,511

Misc Ex enses Disallowed on P* 28a ~,ZA7

Total Other Administrative and General $ 73,042 $ - $ -



State of Connecticut

Annual Report of Long-Term Care Faci►ity
CSP-17 Rev, 10/97

Schedule C-1 -Management Services''

Name of Facility
Riverside Health Care Center, Inc.

License No.
1000c

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 Mgmt: Service

Provided

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

National Healthcare 1,573,937 Shared Expenses Page 16 / Line m12

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



State of Connecticut

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

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

Name of Facility License No. Report for Year Ended Page of
Riverside Health Care Center, lnc. 1000c 9/30/2019 l8 ~ 37

Item Total CCNH RHNS (Specify)

2. Dietary

a. In-House Preparation &Service

1. Raw Food $ 969,794 969,794

2. Non-Food Supplies $ 101,322 101,322

3. Other (Specify) $

b. Purchased Services (by conh~ac! other $ 42>96U -42,960

than tlzi°oug17 Manage»zent Services)

(Complete Schedule C-2 att. Page 21)

c. Other (Specify) $

2D. Total Dietary Expenditures (2a + b + c + d) $ 1,114,076 1,114,076

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 
~f 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

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

Members, Guests) included in 2D?
cost.

K. Is any revenue collected from d~ese 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.
tf yes, specify

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

provided to employees included in 2D?
cost.

N. Is airy revenue collected from employees? C~ Yes O No 
If yes, specify

amt.

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

* 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. Repot~t for Year Ended Page of
Riverside Health Care Center, Inc. 1000c 9/30/2019 19 ~ 37

Item Total CCNH RHNS (S.pecify)

3. Laundry

a. In-House Processing* Lbs.

1. Bed linens, cubicle curtains, d~~aperies,

Amt. $ 196,584 196,584gowns and other resident care items

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

2. Employee items including uniforms, Lbs.

gowns, etc, washed, ironed and/or

Amt. $
processed.***

3. Personal clothing of residents Lbs.

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

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

Amt. $

b. Purchased Services (by contract other $ 1,561 1,561

than through Management Se~°vices)

(Complete Schedule. C-2 att. Page 21)

c. Other (Specify) $ ?2,~ 12 ?2,

Other Laundry Supplies

3 D. Total Laundry Expenditures (3a + b + c) $ 220,657 220,657

3E. Laundry Questionnaire

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

G. Did you receive revenue fi~om employees? O Yes O No 
Ifyes,
speci amt.

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

1 Is Cost of laundry provided to persons other 
O Yes O No 

Ifyes,

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

J. Did you receive c•evenue from these people? O Yes O No 
If yes,
specify amt.

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

* Do not include salaries fi•um page 10 as part of dollar values recorded in ? , 2, ?, and ~.

All allocations should add to total recorded in 3U.

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



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-20 Rev. 912018

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

Name of Facility

Riverside Heath Care Center, Inc,

License No.

t00oc

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, b~°oon~s, etc. )

Sq. F~, serviced

by Personnel

Amt. $ 88,261 88,261

b. Purchased Services (by cont~°act olhe~°

than throzrgh Managef~7ent Sep°>>ices)

(Co»~plele Schedule C-2 att.

Page 21)

s~. Ft. serviced

by Person„e~

Amt. $

C, Other (Spec) $

4D. Total Aousekeepi~ng Expe~iditures (4a + b + c) $ X8,261 X8,26

5. Resident Care (Supplies)**

a. Prescriptio» Drugs***

1. Ow~~ Pharmacy ~ $ ~~3,271 5 3,271

2. Purchased from $

b, IV"ledicine l;abinet Drugs $ ~7,bOl ~7,~O1

c. Medical and Therapeutic Supplies $ 438,084 438,084

d, Ambulance/Limousine*** $ 32,508 32,508

e, Oxygen

1. For Emergency Use $

2. Other*** $ 22,363 22,363

f. X-rays and Related Radiological $

Procedures***

23,733 23,733

g. Dental (Not dentists ~~ho shozrld be inclarded a~nder• $

sala~~ies or fees)

h. Laboratory*** $ 47,716 47,716

i. Recreation $ 57,6Qg 57,E89

j. Direct Management Services* $

k Indirect Management Services* $

L Other (Specify)**** $

See Attached Schedule

86,475 86,475

SM. Total Reside~zt Cate Expe~zditttres (Sa - Sj) $ 1,299,440 1,299,440

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

** Do not include any tees to professional staff, these should he reported on Page 13, or, ifpaid on salary basis, on Page ]0.

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

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



Attachment Page 20

Schedule of Other Resident Care

Descrintion CCNH RHNS (Specify)

Supplies -Nursing Admin 201

IV Th Sup lies -Rehab Tp and Ancllr (Disallowed on Pg 29a) 12,077

Purch Services -Nursing 1,739

Equip Rental -Nursing (Disallowed on Pg 29a) 21,568

Equip Rental -Rehab Tpy and Ancllry (Disallowed on Pg 29a) 11,746

E ui Rental -Respirator (Disallowed on Pg 29a) 39,144

Total Other Resident Care $ 86,475 $ - $ -



State of Connecticut

Annual Report of Long-Terrre Care Facility

CSP-21 Rev. 10/2001

Report oi' Expenditures

~clne~~nle C=2 -Individuals or Firms Providing Services by Contract X

Name of Facility
Riverside Health Care Center, Inc.

License No.
IOOOc

Report for Year Ended
9/30/2019

Page of
2l 37

Name of Individual or

Company P.ddress

Related ** to Owners,

Operators, Officers

Explanation of

Relationship

Full Explanation of

Service Provided*

Total Cost/Page Ref.***

Yes No CCNH RHNS (Specify) Pg Line

MJ Dal}'

110 Ma~tatuck Heights,

Waterbury, CT, 06705 O ~ N/A HVAC 76.822 22 6f

Otis Elevator

PO Box li716 Newark,

NJ 07188 O O N/A Elevator Service 34,083 22 6f

Fire Protection Testing

1701 Highland Ave #4,

ChesYiire, CT 06410 Q ~ N/A

Alarnl Maintenance and

Monitoring 21;212 22 6f

Kone Inc.

47-36 36th Street, Long

Island City, NY 11101 O O N/A Elevator Maintenance 14,281 22 6f

ADM Em~ironmental

1317 Coney Island Ave,

Brooklyn, NY 11230 O ~ N/A

Trash Removal /

Recycling Service 54,043 22 6f

ADp

Philadelphia, PA 19170-

0372 O O N/A Payroll Processing 45,576 16 ml l

Intergrated Health Stystems

PO Box 23072 Overland

Park, KS 66283 ~ ~ N/A

Computer Maintenance

Sytems 21,632 16 ml l

Smanlinx

333 Thornall St. 4th

Floor Edison, NJ 08837 O 0 N/A Time &Attendance 19,530 16 ml 1

O O

O O

O O

O O

O O

O O

* List all contracted services over $10,000. Use additional sheets if necessary.

** Refer to Page 4 for definition ~~f related.

*** Please cross-reference amount to the appropriate page in the Annual Report (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
Riverside Health Care Center, Inc.

License No.
1000c

Report for Year Ended
9/30/2019

Page of
22 ~ 37

Item Total CCNH RHNS (Specify)

6. Maintenance & Opeeation of Plant

a. Repairs &Maintenance $

b. Heat $ 167,928 167,928

c. Light &Power $ 534,690 534,690

d. Water $ 166,049 166,049

e. Equipment Lease (Provide detail o~ page 6) $ 114,477 1 14,477

f. Other (itemize) $

See Attached Schedule

353,628 353.628

6g. Totul Maint. &Operating Expense (6a - 6~ $ 1,336,772 1,336,772

7. Depreciation (complete schedule page 23 * )

a. Land Improvements $

b. Building &Building Improvements $

c. Non-Movable Equipment $

d. Movable Equipment $ 164,761 164,761

*7e. TotaC Depreciation Costs (7a + b + c + d) $ 164,761 164,761

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

a. Jrga~~izati:,n ExN~rse $

b. Mortgage Expense $

c. Leasehold Improvements $ 214,713 214,713

d. Other (Spec~~) $

* 8e. Total Amortization Costs (8a + b + c + d) $ 214,713 214,713

9. Rental payments on leased real property less

real estate taxes included in item lOb $ 1,261,427 1,261,427

10. Property Taxes

a. Real estate taxes paid by owner $

b. Real estate taxes paid by lessor $ 322,064 322,064

c. Personal properiy iaxe5 ~ 44, 27 T4,027

1 1. Total Property Expe~zses (7e + 8e + 9 + 10) $ 2,006,992 2,006,992

* 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 $ 44,178

Purchased Services 226,911

Ground Services 14,025

Pest Control 10,035

Carting 58,479

Total Other Repairs and Maintenance $ 353,628: $ - $ -



State of Connecticut

Annual Report of Long-Term Dare Facility

CSP-2; Rev. 10/2006

Depreciation Schedule
Name of Facility

Riverside Health Care Center. Inc.

License No.
1000c

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 [mprovements

1. Acquired prior to this report period

2. Disposals (attach schedule)

3. Acquired during this report period (attach schedule)

A-4. Subtotal

B. Building and Building Impro~~err►ent&
1. Acquired prior to this report period 20,614;833 20,614,833 (Equity Purposes)
2. Disposals (attach schedule)
3. Acquired during this report period (attach schedule)

B-4. Subtotal
C. Non-Movable Equipment

1. Acquired prior to this report peraod 1.048.608 1,048.608 (Equity Purposes)
2. Disposals (attach schedule}
3. Acquired during this report period (attach schedule)

C-4. Subtotal

Is a mileage
logbook

maintained?
Date of

Acquis;tion
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 Mooch 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 V'ar Var

_
~.073.91y

_
'_i)T.yl9 1 `'~__,9

_
ti L ~-'ariou~ I t£~_6~1

b. Disposals (attach schzdule)
c. Acquired during this report period

(attach schedule) V"ar ~-ar 1 0.18'_
_

l ~U. l8? ~iL Varioiu 16_]10
D-3. Subtotal 164.761
E. Total Depreciation 164,761



Schedule of Land Improvements Acyuired during this report period

Attachment Page 23 Attachment Pages 23 24

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

Total additions for Land Improvements $ - $ -

Deletions

TotHl deletions for Land Improvements $ - $ -

*Ties to Page 23, Line A3

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

Schedule of Building lmpro~~ements Acquired during this report period
Useful

**

Ac uisition Date ~ Descri rtion of Item Cost Life Ue reciation

Additions;

Total additions fur Building Improvements $ - ~ -

Deletions;

'PotHl deletions for Building Improvements $ - $ -

*'Pies to Page 23, Line I33

**"Pies to Page 23, Line 132 
---------------------------------------------------------------------------------------------------------------------------------------------------------

Schedule of Non-Movable Equipment Acquired during this report period

Useful

Ac uisition Pate Descri rtion of Item Cost Life lle ~reci~tion

Additions:

'total additions for Non-Movable Equipment ~ - $

Deletions:

Total deletions for Non-Movable tiquipment $

:«

**

*Ties to Page 23, Line C3

**Ties to Page 23, Line C2



Schedule of Movable F.yuipment Acquired during this report period

Useful

Acquisition Date Description of Item Cost Life Denreciatian
Additions:

10/11/2018 Starlin ~ Ph sicians-A neaLink $ 1,604 7 $ 229

10/10/2018 '1'riState Sur =-Bariatric Beds 2,334 15 156

10117!2018 Culina De ot-Warin>CB15 1,138 10 114

ll/6/2018 TriState-Bariatric Wheelchair 798 5 160

11/30/2018 Cul De of-shi on Asset 1212 36 10 4

1 1/30120 1 8 Culina De ot-lceMaker 2,989 ]0 299

11/6/2018 Cul De of-Mend Water Dis ense 4,057 10 406

1 1/12/2018 Small Care-blower motor 1,925 8 241

1 Ul/2018 Daniel's G ui -UniMacWasher 4,844 10 484

11/14/2018 MLK Lock-Seeuri Cameras 3,551 5 710

1/3/2019 RVH Milhvork-CabinedSink 5,583 20 279

1/21/2019 Dir Su 1 -Di ~ Chair Scale 1,308 10 131

11/20/2018 Cul De of-Meat Cho er 5,115 10 511

2/25/2019 Daniel's E ui -UniMacWasher 19,377 10 1,938

2/4/2019 Su I Works-windowcoverin s 1,849 5 370

2/14/2019 Su IWorks-window coverin s• 1,308 5 262

2/1/2019 SmartCare -Thermostat 1,407 5 281

3/25/2019 McKesson-'I'ra eze Bed 499 15 33

3/13/2019 Direct Su 1 -Vacuum 63S 8 79

3/1/2019 Duect Su I -Cabinets/Chests 4,822 15 321

4/22/2019 Culina De of - lce Dis enser 3,766 10 377

4/8!2019 Su 1 Works-Cellular shades 2,460 5 492

5/7/2019 Direct Su I -Di Chair Scale 1,368 10 137

5/29(2019 TriState-Bariatric Wheel Chair 798 5 160

5 /2 412 0 1 9 Direct Su 1 -Floor Machine 670 10 67

4!2/2019 MLK Lock-cameras 1,752 S 350

513 112 0 1 9 MJ Dal -Chiller 64,859 10 6,486

8/21/2019 TriState Sur -Elec Actuator 541 10 54

9/24(2019 Cul De -Mobile dish dis enser 7,796 10 780

4/18/2019 McKesson-Defibrillator 995 5 199

Total additions for Movable equipment $ 15Q182 $ 16,110

Deletions:

Total deletions for Movable Equipment $ - $ -

*Ties to Page 23, Line D2c

**Ties to Page 23, line D2b

Schedule of Leasehold Improvements Acquired during this report period

Useful

,1r„~~iciN~n Hate Descrintinn of Item Cost Life Depreciation

*+

Additions:

10/12/2018 Ma um Ind -Ent Tile $ 2,320 10 $ 232

1 1!1612018 Jun ~a Electric-ballards 2,746 15 183

12/31/2018 Ma um lnd-Sheet Vin 1 1,133 10 113

12/2U2018 OTIS-PoweruniUStarter 28,117 20 1,406

1/31/2019 MJ Dal - i es,fittin>s 8,777 20 43y

1/31/2019 MJ Dal -cou lers,diverters 3,024 20 151

1/31/1 19 M1 ual -Module Conirol 2,757 20 138

1/31/2019 MJDaI - i es,vt~lves 2,183 20 109

2(28(2019 MJ Dal -Misc 4,207 20 210

3/ 12/2019 Ma Hum Ind-door kick lates 1,617 10 162

1/13/2019 MJ Dal -Penthouse Pum 2,226 10 223

2/28/2019 MJ Dal -Faucets/Valves 2,190 20 109

4/30/2019 WestReach-Door 1,571 10 157

5/30/2019 Lin and Cabinet Co-counterto s 3,988 15 256

5/31/2019 MJ Dal 3,011 20 151

5/31/2019 MJ Dal -water heater arts 2,056 20 103

7/31/2019 Westreach-Door 999 10 100

6/30/2019 MJ Dal -Chiller Leak Install 5,166 20 2S8

Attachment Pages 23 24



6/25/2019 MJ Dal -Thermostat valve 1,4~~ 2~ ~~

6/25/2019 MJ Dal -Valves 1,405 20 70

6/30/2019 MJ Dal -Fan Motor 2,212 20

10/31/2018 MJ Dal - 2 Heat Pum s 9,065 20 453

1 1/30/2018 MJ Dal - 2 Heat Pum s 9,065 20 453

7bta1 additions for Leasehold Improvement $ 101,263 $ 5,668

Deletions:

Total deletions for Leasehold Improvement $ - $

Attachment Pages 23 24

*'Ties to Page 24, Line C3

**Ties to Pace 24. Line C2



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-24 Rev. 10/2006

Amortization Schedule*

Name of Facility

Riverside Health Care Center, Iric.

License No.
1000c

Report for Year Ended

9/30/2019

Page of

24 37

Item

Date of

Acquisition

Length of

Amortization

Cost to Be

Amortized

Accumulated

Amort. to

Beginning of

Year's

Operations

Basis for

Computing

Amortization**

Rate

%

Amortization

for This Year TotalsMonth Year

A. Organization Expense

1.

2.

3.

A-4. Subtotal

B. 1l~Iortgage Expense

1.

2.

3.

B-4. Subtotal

C. Leasehold Improveanen~ts and Other

1. Acquired prior t~ this report period Var Var Various 2,996,100 2,098,481 S/L Vario 209,045

2. Disposals (attach schedz~le)

3. Acquired during fihis report period

(attach schedule) Var Var Various 1 l)1 ?6 ~ ~ L Vario ~.6(

G4. Subtotal 214,713

B. Total Amortization 214,713

* Straight-line method must be used.

** Specify which of the follcrvaing bases were used:

A. Minimum of 5 years or 60 months.

B. Life of mortgage; OR

C. Remaining Life ~f Lease; OR

D. Actual Life if owned by Related Party.



Riccrsidc Hc~dt6 .~ Rchab
FIXED ASSET I DEPRF,CL\TION SCHEDULE

Historical 2111N 21119 21111

fns ~I'I'rne Dccerinli m Dnl ~ In S •r ~i ~c A1clh ~d Lifc Ci s( A/D Dcnrcc. A7D N6V

LEASIIOLD IMPROVEMEN'PS

LI Prior Pcriod Acquisitions (Pcr 9130/Ift CR) Various 5/L Vnriaos 2'>9G.1 all 2,11')%,dftl 209.IWS 2,307.>2G GS%.i74

21119 AJdilinns
LI Alagnum lnA-F.ntrr'I'ilc 10/12201% S/L III 2,3211 - 232 232 2,IIA%

LI Jungn Elcctrio-hallnrAs I I/1(201% S/L li 2.7dG - I%3 IN3 2.SG3

LI ~ingnum Ind-Shcct Vin>~1 12/31201% S/L 10 1,133 - 1 13 1 13 I,u20

LI OTIS-Power unit/Starter 1221(2012 S/L 2U 2N.1 17 - 147( I.dOG 2fiJl l

LI bU Dnl~~-Pipcs,611ings I/3 i/2019 S/L 20 8.777 - d39 d3') R.33R

LI A~U Daly-couplcrs.diccrlcrs I/31I2U 19 S/L 2U .1,02d - lit lit 2,%73

LI MJ Unh~-ModiJc Control I/3 U21119 S/L 2U 2.767 - 13H 132 2,629

LI NU Unly-pi{x s.rnires 1/31/2011 S/L 20 2.1%3 - 109 109 2.1174

I.I MJ Dnl~~-Misc 2l2%201) S/L 2n 4.207 - 210 210 3y97

LI Magnum lad-door kickDlalcs 3/12201) S/L 10 1,(17 - 1(2 1[2 I,~FSS

LI MJ DaIc-Panthonse Pump 1/132019 S/L 10 2,22C - 223 223 2p113

LI MJ Dniv-FnacotsNah~os 22%2019 S/L 20 2,1911 - 109 109 211%I

LI WestRcach-Door 4/3112019 S/L 10 I,i71 - 157 157 1.414

LI Lin6~~~ CnbinG Co-countertops 3/3U/21119 S/L I? 3,)H% - 2CG 2GG 3,722

LI MJ Dnlv 5/312UI'J S/L 211 3.01 1 - 151 151 2.%!0

LI ~~U Daly-~cnlcr henicr p~irts 5/3 V2U19 S/L 211 21)56 - 103 IU3 1,933

LI AVostronch-Door 7/3 1 2111 9 S/L 111 )99 - IlID 10~) k99

U tvU Dnlr-Chiller Lcak Lisinll G/3021111 S/L 20 i,l(G - 2ig 25% gy0ri

LI MJ D, Io=I'hcrmoslnt rnlrc (r125/201'J S/L 21) 1.417 - 71 71 1,3dG

LI MJ Dniv-Valens 6/25201) S!L 20 1.40i - 70 7u 133i

I.I NU Daly-Fon Motor (,/30/2011 SIL 2U 2.212 - I I I I I I 2.1111

LI bU D, I~~ - 2 Hcnl Pumps 1 0/3 1 20 1 8 SiL 211 'l,u[,i - di3 Ji} %.612

LI MJ DnI~-2 Hcal Pumps 1 1/317201% S/L 211 9pC5 - dS3 4~3 %.(12

TOTAL LEASL+HOLD IT7PROV6MENTS ),1197363 20'JH JRI 21-1713 2,31319) 7Ra 1(9

MOVA6LE GQUIPMCNT

M bIE Prior Period Acquisitions(Per`)/30/I%CR) Various S/L Various 2,1173,)19 1,327.37') Id8.651 I,d73,JJu ~17,12'I

2nl l AdJitions
M tvIF. Slnding Physicians-ApncoLiiik IU/I Il201% S/L 7 1,604 - 229 22) 1,375

MIME TriSmtc Sorb-6arintric Beds 10/10l201ri S!L I? 2,33d - 156 IS[ 2.178

MME Culinnp~Depot-Waring C615 10/17/2018 S/L ICI 1.13% - IIJ I ld 102)

~4IvIE TriS~nic-Rnrintric Wheelchair I I/(/2DI% S1L 5 79N - ~~~~ ~~~~ ~-~H

NIME Cul DcpoPshipp on Asset 1212 I IBU201% S/L 10 7( - d a 32

MME Culinnn~ Depot-Ico Makor I I/?II/201% S/L 10 2,929 - 2JJ 291 2,G<)0

~9MC Cul DcpohMcrid WNor Dlspcnso I I/(201R S/L 10 d.11>7 - 4uG d~K' 3.G5~

MMG Smart Coro-blo~ccr moor 1 1/12201% S/L K I,J2i - 241 241 I,l Xd

MIME D.micl's Equip-UiiiMucWnahcr I I/12UIX S/L 10 4.%4d - )rid dX4 A,3(>U

M~1G MLK Lack-Securi~~~Cm~rorns II/Id/2012 SIL 5 3,iil - 71(1 710 2.%41

M ~4E RVH A4ill~cork-Cabinet/SinA ID21119 S/L 211 i,ift3 - 27') 279 5,}ud

M ~4F Dir Supply-Dig Chair Scnlc 121/2019 S/L Iii 1.30% - 131 131 i,i77

M ~~IE Daniel's [9~~ip-UniMac~Vashcr 2/252111) S/L 10 1),377 - 193% 1938 I7.J3J

M NIL Siippl>'WorAs-~~~indo~r co~~crings 2/421119 S!L 5 I,%J9 - 370 }70 I.~77)

NI [vIH SuPpli~Works-~vindo~c coccrings 2/Id201) S/L 5 1;30N - 2C2 212 I.Od6

MME SmnnCarc-Thcrmos~nl 2/I/2U1) S/L S Ld07 - 2%I 2N1 1,12E

MME McKesson-Trapoze Bcd 32i/21)II S(L U dJ9 - 37 33 4[G

MME Direct Supply-Vacuum 3IU2U1) S/L R G9? - 71 79 ?~G

~4ME Direct Supply-Cabinets/C6os~s zli/201) SIL I$ d,%22 - 321 321 )501

MM8 Culinaq~ Ucpot-Ice Dispenser d/22/2011 SIL 111 3.7G! - 177 377 .1,3k9

MMG Suppl~~Works-Cellular shades 4/%2011 S/I.. = 2.d6U - d92 492 IJG%

Ni hIG Dirccl Supply-Di6 Chair Scale x/721119 S/L 10 li(X - 137 U7 1.211

MME TriSmtc-6nriatric \Vhml Chair 1292019 SIL S 19H - 1(11 I!0 GlR

MME Dircci Supple-Floor ~lachinc 5/242019 SlL 10 G70 - ~7 fi7 X03

MME MLK Lock-cameras 4/22019 S/L 5 1.712 - 3111 3iU I.J02

MME NU Dniv-Chiller x/31201) S/L 10 (d.A3') 6dril, (.Jft( iN,373

MME TriSm~c Sury-Flee Aaunlar 221/2019 S/L 10 Sql - iq iq 467

~dME Cul Dop-Mobile dish dispenser 924201) S1L ICI 7.7)G - 7A0 7Ni1 701(

M bIE MoKusson-Dcfbrillator 4/Ift2019 S/L 5 99? - ~~`~ ~» ~~~

TOT'A I, MOVABLE EQUIPMENT 2.22 ,1111 1327 339 I!a 7(1 1 ~'J2 11111 732,11111

".,̂TAL ASSTS P8R ~ P. SC'N F.^ULE

TOTAL.ISSE'PS PER TRIAL BALANCE

ROUNDING
VARIANCE

3,J25,N211 77'1.a7~ 3,HOi,29J 1,511,171

- 379,J7a 3,NOi,29-1 I,SIl,17I

(0)3,J2S,N20

F/S rs CIR NBV - Pn~;c 1I, Linc [39

F!S re C/R Dcprceintion - Pngc 7(, Linc FI



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
Riverside Health Care Center, Inc.

License No.
I OOOc

Report for Year Ended
9/30/2019

Page of
25 ~ 37

1 1. Property Questionnaire

Part A

Is the property either owned by the Facility If "Yes," complete Part B.
or leased fi•om a Related Pa~~ty?* 

O Yes O No 
If "No," complete Part C.

*lf 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 Total

2ncl \~lorlg<lgc 3rd p~lort~~age -ith Moit~~i~c

1. Date Land Purchased
2. Date Structure Completed

3. If NOT Original Owner, Date of Purchase o9/os/so
4. Date of Initial Licensure
5. Total Licensed Bed Capacity 345
6. Square Footage 144,794

7. Acquisition Cost

a. Land 365,846

b. Building 19,933,873

I st MortgagePart B -Owner and Related Parties

1. Financing

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

b. Date Mortgage Obtained 04/03/03

c. Interest Rate for the Cost Year 3.75%

d. Term of Mortgage (number of years) 34 Years, 6 Months

e. Amount of Principal Borrowed 18,891,400

£ Principal balance outstanding as of 9/30/19 14,1 12,935

~UI1~rJICLC if ~d'iartgag~ :vas Ref~hance~

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)

1<. Amount of Principal Borrowed

1. Principal Outstanding on Note Paid-Off

Pa►•t C -Arms-Length Leases for Real Property Improvements Only
Name and Address of Lessor Property Leased Date of Lease Term of Lease Annual Amount of Lease

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

Riverside Health Care Center, Inc,

License No.

1000c

Report for Year Ended

9/30/2019

Page of

26 ~ 37

Item Total CCNH RHNS (Specify)

1 2. Interest

A. Building, Land Improvement &Non-Movable

Equipment

1. First Mortgage $

Name of Lender Rate

Address of Lender

2. Second Mortgage $

Name of Lender Rate

Address of Lender

3, Third Mortgage $

Name of Lender Rate

Address of Lender

4. Fourth 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

12 R?. Totr.! ~a~d!cddrag deadeyes! Ex~eeass lql _ A4 + RS)
(L'arry J'ubtotals Joy°warn' to net t 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
Riverside Health Care Center, Inc.

License No.

I OOOc :

Report for Year Ended

9/30/2019

Page of

27 ~ 37

Item Total CCNH RHNS (Specify)

Subtotals Brought Forward:

12. C. Movable Equipment

1. Automotive Equipment $
A. Item Rate Amount

Lender

Address of Lender

2. Other (Specify) $

A. Item Rate Amount

Lender

Address of Lender

B. Item Rate A~notint

Lender

Address of Lender

12. C. 3. Total Movable Equipment Interest

Expense (C 1 + 2) $

12. D. Other Interest Expense (Specify) $

Admin /Computer Loan I Property Interest

11,552 11,552

13. Total Alllnterest Expe~tse (12B7 + 12C3 + 12D) $ 11,552 11,552

14. Insurance

a. Insurance on Property (buildings only) $ 77,960 77,960

b. Insurance on Automobiles $ 9,662 9,662

c. Insurance other than Property (as specified above)

1: Umbrella (Blanke! Cove~•age) $ 27,123 27,123

2. Fire acid Extended Coverage $
_.

3. Other (~4peczfv 1 $

Crime !Liability

155.577 155.577

14d. Totall~2surt~nce Expenditures (14a + b + c) $ 270,322 270,322

15. Total All Expenditures (A-13 thru C-14) $ ~ 33,630,521 33,630,521



State of Connecticut

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

D. Adjustments to Statement of Expenditures

Name of Facility
Riverside Health Care Center, Inc.

License No.
1000c

Report for Year Ended
9/30/2019

Page of
28 ~ 37

Item

No.

Page

No.

Line

No. Item Description

Total

Amount of

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

1. Outpatient Service Costs $
2. Salaries not related to Resident Care $

3. Occupational Therapy $

4. Other -See attached Schedule $ 227,541 227,541
Pnge 73 - Professional Fees

5. Resident Care Physicians ** $

6. 13 B I Oa Occupational Therapy $ 978,795 978,795

7. Other -See attached Schedule $ X5,523 55,523

Pages I S & 16 -Administrative and General

8. Discriminatory Benefits $

9. 15 lc Bad Debts $ 370,330 370,330

10. Accounting $

1 Oa. ~ ~, Legal $ 25,911 25,911

1 1. Telephone $

12. 15 Ih2 Cellular Telephone $ 7,669 7,669

13. Life insurance premiums on the life

of Owners, Partners, Operators $

14. 16 L3 Gifts, flowers and coffee shops $ 33,641 33,641

1 5. 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 $ 12>899 12>899

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

18. 16 m2/3 Unallowable Advertising * $ 77,039 77,039

19. 15 lj Income Tax /Corporate Business Tax $ 229 229

20. Fund Raising /Contributions $

21. 16 m12 Unallowable Management Fees $ 745,103 745,103

22. Barber and Beauty $

23. Other -See attached Schedule $ 60,670 60,670

Pu~c l~ - ~ieta:,;~ EY~~;~rlitur•e~~

24. Meals to employees, guests and others

whe are not residents

Page 19 - Lau~7dr~~ Expertdilures

25. Laundry services to employees, guests

and others who are not residents $

Puge 20 -Housekeeping Expenditures

26. Housekeeping services to employees, guests

and others who are not residents $
Subtotal (Items 1 - 26) $ 2,595,350 2,595,350

* All except "Help 1~~anted". (Carry Sa~btotal fon~~ard to next page )

** Physicians who pro~~ide sen~ces Io Title 19 residents are required to bill the Department oY Social Sen~ces etirectly for each indi~~dual resident.



Attachment Page 28

Schedule of Other Salaries Adjustment

Page Ref Line Ref Description CCNH RHNS (Specify)

10 12m Admissions Salary Associated with Marketing $ 62,992

10 12o Respiratory Therapist 164,549

Total Other Salaries Adjustment $ 227,541- $ - $ -

Schedule of Fees Adjustments

Page Ref Line Ref Description CCNH RHNS (Specify)

13 12o IV Nursing Consultant $ 31,228

] 3 12o Rehab Consultant 24,116

13 B4 Podiatrist 179

Total Other Fees Adjustments $ 55,523 $ - $ -

Schedule of Other A&G Adjustments

Page Ref Line Ref Description CCNH RHNS (Specify)

IS Var Benefits Associated with Marketing Salary $ 16,812

i6 m~a ~hart~er o: Comi;~erce Rues 750

16 m 13 Penalties 671

l b inl3 Mi,cellaneous Expenses 6,287

15 Vag• Benefits Associated with Respiratory Therapist Salary 36,150

TotalOtherA&G Adjustments $ 60,670 $ - $ -



National Health Care Associates, Inc. (CT)

Disallowance Schedule for Cell Phones

September 30, 2019

Amount

Total Cell Phone Expense 9,829 TB Linked

Cell Phone Allowed Based on Bed Capacity 6

Monthly Allowable amount per Cell Phone $ 30

Months in Cost Report Year 12

Total Allowable Cost $ 2,160

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

Days in Cost Repoi-~ Yeat• 365

Partial Year Allowable % 100%

Revised Allowable Cost $ 2,160

Pg. 28b

Disallowed Cell Phone (Page 28, Line 12) $ 7,669



Riverside ~Iealth &Rehab

Calculation of Allowable Management Fee

September 30, 2019

Descrption

Management fees Charged

Accounting Charges

Total Management Fees Per Agreement

Amount

1,573,937 Page IG, Line m12

3~,g~3 Page I5, Line iV

1,604, 810

Patient Days l 17,523 rage s oraa

Imputed Days - 90°/o Occupancy (365/365 Days) 113,333 cai~~~i~r~~~,

Amount Per Patient Day (Greater of 90% or Actaul Days) $ 14.16

PPD Allowance Per Client 2018

2019 CPI Increase

PPD Allowance 9/30/2019

Amount over (Under)

Total Days

Disallowed Management Fee

7.81 J.01a

1.O1%

7.82

$ 6.3401

~ ~ x,523 Page 8 of GR

$ 745,103

Pg. 28c



Riverside Health &Rehab

September 30, 2019

Benefits Disallowance

Respiratory Therapist Benefits Disallowance

Respiratory Therapist Salary

Total Salaries

Percent to Total Salaries

Total Benefits (Pg 15, Line 1 a3 - 1 a6)

Pg. 28d

164,549 P:~ge to
16,585,582 '►'~3 ~~n~~ea

0.99%

3,643,697 TB L~„i«d

Respiratory Therapist Benefits Disallowed 36,150 P~~~ zs ~rta~nm~~r



State of Connecticut ~.

Annual Report of Long-Term Care Facility

CSP-29 Rev. 9/2018

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

Riverside Health Care Center, Inc.

License No.

1000c

Report for Year Ended

9/30/2019

Page of

29 ~ 37

Item

No.

Page

No,

Line

No. Item Description

Total

Amount of

Decrease CCNH RHNS (Specify)

Subtotals BI•ought Forward $ 2,595,350 2,595,350

Page 20 - Resirlen! C~ire Supplies***

27. 20 Sat Prescription Drugs $ 553,271 553,271

28. 2U Sd Ambulance/Limousine $ 32,508 32,508

29, 20 Sf X-rays, etc $ 23,733 23,733

30. 20 Sh Labo1•ato~y $ 47,716 47,716

3 1. Medical Supplies $

32. 20 Set Oxygen (non emergency) $ 22,363 22,363

33. Occupational Therapy $

34. Other -See Attached Schedule $ 137,266 137,266

Pnge 22 - M«intenance ~md Property

35, Excess Movable Equipment Depreciation

See Attached Schedule $ I I.O~U I I.o~o

36, Depreciation on Unallowable

Motor Vehicles $

37. Unallowable Pt•operty and Real

Estate Taxes $

38. Rental of Building Space or Rooms $

39. Other -See Attached Schedule $ 17,387 17,387

Pnge 27 -Insurance

40. Mortgage Insut•ance $

41. Property Insurance $

ON~er - Miscella~teous

42. Other -Indirect $

43. Interest Income on Account Rec. $

44. Other - Miscellaneous Administrative $

45. Management Fees Direct $

46. Management Fees Indirect $

47. Other -Direct $ 29,494 29,494

Not For Profit Pl•oviders Only

48. Building/Non Movable Eq. Depreciation

Unallowable Building Interest -

See i~itacned Scneuule $~ ~

49. Total Amoc[nt of Dec~•ense (Items 1 - 48) $ 3,470,138 3,470,138

* ** Items billed directly to Dep~lment of Social Services ancUor Health Services in CT, or other states, Medicare, vid private-pay residents. Identify

separately by category as indicated on Page 20.



Attachment Page 2~ttachnient Page 29

Schedule otOther Ancillary Costs

Pane Ref line Rrf nrsrrintinn ('('Nbl RFINR (Cnrrifvl

20 Si Cable Television Disallowance (See Attached) $ 17,367

20 51 IV Thy Su lies -Rehab Tp and Ancllr 12,077

20 51 E ui Rental -Nursing 21,568

20 51 E uip Rental - Rehab T y and Ancllr 1 1,746

20 51 E uip Rental -Res iratory 39,144

20 Sc Med B Nursing Sup lies 35,364

Total Othcr Ancillary Costs $ 137,266 $ - $ -

Schedule of Excess Movable Equipment Ucpreciation

Pave Ref I.inr Ref Ilec~rintinn ~C'NN R}iNS (Soecifvl

22 7b Non Allowable Depreciation on Various Fixed Assets $ 11,050

Total Excess Movable ~qui~ment Depreciation $ 11,050 $ - $ -

Schedule of Other Property Adjustments

Page Ref Line Ref Description CCNI1 RHNS (Specify)

27 14b Insurance on Automobiles $ 9,662

22 6e Leases on Automobiles 7,725

Total Other Property Adjustments $ 17,3x / $ - $ -

Schedule of Other -Indirect Adjustments

Page Ref Line Ref Description t;c:Ntt xti[v~ ~~pec~ry~



age

Total Other Adjustments $ - $ - $

Schedule of'Other - Nfiscellaneous Administrative Adjustments

Page Ref Line Ref Description CCNH RHNS (Specity)

Total Other Adjustments $ $ $

29



Schedule of Other -Direct Adjustments Attachment Page 29

Va2c Ref Line Ref Description CCNII RHNS (Specify)

27 12d Interest Expense on Late Fees $ 537

30 IV 8 Sales of Equipment 744

30 1V 8 Medical Records Revenue 594

30 IV 8 Miscellaneous Revenue 27,619

Total Other Adjustments $ 29,x94 $ - $ -

Schedule of'l)nallo~vable Building Interest

Page Ref Line Ref Description CCNH RHNS (Specify)

Total Unallowable Building Interest $ - $ - $



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

Cable TV Disallowance

September 30, 2019

Total Cable TV Expense 20,967 TB Linked

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 Repo►-t Year 365
Partial Year Allowable % 100.00%

Revised Allowable Cost $ 3,600

Disallowed Expense $ 17,367 {a}

Ticicmarle
{a} Ties to page 29a



State of Connecticut

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

F. Statement of Revenue
Name of Facility

Riverside Health Carc Center, Inc.

License No.

I OOOc
Report for Year F.nded
9/30/2019

Page of

30 ~ 37

Item Total CCNH RHNS (Specify)

I. Resident Room, Board &Routine Care Revenue

1. a, Medicaid Residents (C7' o~~ly) $ 42,933,564 42,933,564

b. Medicaid Room and Board Contractual Alloy-vance ** $ (18,041,881) (18,041,881)

2. a. Medicaid (A!I other slates) $

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

3. a. Medicare Residents (all rnclarsive) $ 1,730,932 1,730,932

h. Medicare Room and Board ConU•actual Allowance ** $ 391,620 391,620

4. a. Private-Pay Residents and Other $ 6,458,842 6,458,842

b. Private-Pay Room and Board Contractual Allowance ** $ (1,608,939) (1,608,939)

II. Other Resident Revenue

1. a. Prescription Drugs -Medicare $ 202,800 202,800

b. Prescription Drugs -Medicare ConU~actual Allowance ** $ (202,800) (202,800)

c. Prescription Drugs -Non-Medicare $ 283,742 283,742

d. Prescription Drugs -Non-Medicare Contractual Allowance ** $ (297,952) (297,952)

2. a. Medical Supplies -Medicare $

b. Medical Supplies -Medicare Contractual Allowance ** $

c. Medical Supplies -Non-Medicare $

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

3, a. Physical Therapy -Medicare $ 545,054 545,054

b. Physical Therapy -Medicare Contractual Allowance ** $ (404,570) (404, 70)

c. Physical Therapy -Non-Medicare $ 618,190 618,190

d, Physical Therapy -Non-Medicare Contractual Allowance * * $ (516,775) (516,775)

4. a. Speech Therapy -Medicare $ 134, 1 13 134,113

h. Speech Therapy -Medicare Contractual Allowance ** $ (68, i78) (68,178)

c. Speech Therapy -Non-Medicare $ 201,105 2U 1, lu5

d. Speech Therapy -Non-Medicare Contractual AI lowance * * $ (136,816) (136,8 I6)

5. a. Occupational The~•apy -Medicare $ 752,788 752,788

b. Occupational Therapy -Medicare Contractual Allowance ** $ (460,694) (460,694)

c. Occupational Therapy -Non-Medicare $ 1,034,501 1,034,501

d. Occupational Therapy -Non-Medicare Conh•actual Allowance ** $ (716,926) (716,926)

6, a. Other (Specify) - Medicaee $ 50,830 50,830

b. Other (Specify) -Non-Medicare $ 75,677 75,677

III. Tota! Resident Revenue (Section t. thru Section II.) $ 32.958.227 32,958,227

IV. Other Revenue*

1. Meals sold to guests, employees &others $

2. Rental of rooms to nori-residents $

3. Telephone $

4. Rental of Television and Cable Services $

5. Interest Income (Specify) $ 459 459

6. Private Duty Nurses' Fees $

7. Barber, Coffee, Beauty and Gift shops $

8. Other (Specify) $ 221,373 221,373

f! TotalOtl~erReve~:ue (1 thru8) $ 221,832 221,832

VI. Total All Revenare (IIl +V) $ 33,180,059 33,180,059

* Fncilily sho~dd off-se7 the approprinle expense a~ Page 28 or Page 29 of the Cost Report.

** Fncili/v should report all conhnclucd nlloirances andi o~• pni~er discomTl.r.



A~t:~chmenl Page 30

Schedule of Other Resident Revenue -Medicare

Related Epp

v~~aP aPe nP~~r~~r~~~ rrNu RFINC rs.,..~~rn

30 116a Medicare Pt A IV Thera ~ $ 28,096

30 11 Ga Medicare Pt A Lab 20,099

30 ll 6a Medicare Pt A X-Aa 10,7A3

30 11 6a Medicare Pt B Prior Period 8,108

Total Other Resident Revenue -Medicare $ 50,830 $ $

Schedule of Other Non-~9edicare Resident Revenue

Related Esp

Pno~• Rrf Drccrintinn CCNH RHNS (Snecifvl

30 IT 6b Medicaid Lab $ 3 310

30 ll 6U MCR Pt A Char ~eable Med Su 1,026

30 ll 66 MCR Pt A Char ~e Med Su Contra 1,026

~0 II 6b Medic:ue Yt A Settlement 12,098

30 II GU Medicare Pt B FIu/Pneumonia 4 339

30 ll Gb Comm Ins IV Thera 12,246

30 II 6b Comm Ins LaU 2,787

30 116b Co~mn Ins X-2a 1,068

30 II Gb M >d Medicare N Thera 10,463

30 II 6V M d Medicare Lab 17,230

30 ll 6b M d Medicare Glucose 1,110

3U II 66 M>d Medicare X-Ra 9,934

30 Q 6U M d Medicare F1tdPneumonia 6,203

30 II 6V M d Medicue Yrior Period (2,891

Total Other Resident Revenue ~ $ 75,677 $ $ -

i ~itcl`CsY Ii~C~~i~ii

Account

Rnlnn~r ('('N t{ RHN.I (Snecifvl

30 N 5 interest Ex ense on Mone Market Account 338,470 $ 459

'Ibtal Interest income $ a59 $ $

Schedule of Other Revenue

r~niu aNNc rSnNcifvl

30 IV 8 Prior Period Revenue $ 47,743

30 N 8 Lawsuit Settleme~~t Revenue No CY Ex ense 625

30 N 8 Sales of G ui menl Disallowed on Y ~ 29a ~4~

30 IV 8 Medical Records Revenue Disallowed on P > 29a 594

30 IV 8 UHC 6icome ~24,2~2

30 IV 8 Write Off of PY Outstandin ~ Checks 19,681

30 N 8 Miscellaneous Revenue Disallowed on P > 29a 27,619

30 IV 8 Void of Le gal Ex ense o CY Ex ense ~S

Total Other Revenue $ 22~~3~3 $ $



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

G< Balance Sheet

Name of Facility
Riverside Health Care Center, Inc.

License No.
1000c

Report for Year Ended
9/30/2019

Page of
31 ~ 37

Account Amount
Assets
A. Current Assets

1. Cash (on hand and in banks) $ 918,754
2. Resident Accounts Receivable (Less Allowance for Bad Debts) $ 3,488,564
3. Other Accounts Receivable (Excluding Owners or Related Parties) $ 546,784
4 Inventories $ 52,264
5. Prepaid Expenses

a.
$ 533,541

b.
c.
d. See Schedule 533,541

6. Interest Receivable $

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

CT PET Deferred Tax 63,488
$ 63,488

Sce Schedule

A-9. Total Current Assets (Lines Al thru 8) $ 5,603,395

B. Fixed Assets
1, Land $
2. La►Id Improvements *Historical Cost

Accum. Depreciation Net
$

3. Buildings *Historical Cost
Accuin. Depreciation Net

$

4. Leasehold Improvements *Historical Cost 3,097,363
Accum. Depreciation 2,313,194 Net

$ 784,169

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

$

6. Movable Equipment *Historical Cost 2,224,101
Accum. Depreciation 1,492,100 Net

$ 732,001

7. Motor Vehicles *Historical Cost
Accum. Depreciation Net

$

8. Minor Equipment-Not 1~epre~i~ble $

9. Other Fixed Assets (rten~ize) $

See Schedule
B-10. Total Fixed Assets (Lines Bl thrt► 9) $ 1,516,171

Historical Costs must agree with Historical Cost reported in Schedules on (c~,~~„~ rorU~fo,~~~~,~dro ne~~, 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

Riverside Health Care Center, Inc.

License No.

1000c

Report for Year Ended

9/30/2Q19

Page of

32 ~ 37

Account Amount

Total Brought Forward:$ 7,119,566

C. Leasehold or like property recorded for Equity Purposes.

1. Land $

2. Land Improvements *Historical Cost

Accum. Depreciation Net $

3. Buildings *Historical Cost 20,614,833

Accum. Depreciation Net : $ 20,614,833

4. Non-Movable Equipment *Historical Cost 1,048,608

Accum. Depreciation Net $ 1,048,608

5. Movable Equipment *Historical Cost

Accum. Depreciation Net $

6. Motor Vehicles *Historical Cost

Accum. Depreciation Net $

7. Minor Equipment-Not Depreciable $

C-8 Total Leasehold or Like Properties (C1 thru 7) $ 21,663,441

D. Investment and Other Assets

1. Deferred Deposits $ 491,239

2. Escrow Deposits $ 466,591

3. Organization Expense *Historical Cost

Hccum. Depi~eciatiuii ~`~et $

4. Goodwill (Purchased Only) $

5. Investments Related to Resident Care (itemize) $

6. Loans to Owners or Related Parties (ite»~ize) $

Name and Address Amount Loan Date

7. Other Assets (ilenzize j

Security Deposits 33,978

~ -~~-`~~u

See Schedule

D-8. Total Investments and Ot/ter Assets (Lines D l thru 7) $ 991,808

D-9. Total All Assets (Lines A9 + B 10 +- C8 + D8) ~ $ 29,774,815

* 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
Riverside Health Care Center, Inc.

License No.
I OOOc

Report for Year Ended
9/30/2019

Page of
33 ~ 37

Account Amount
Liabilities

A. Current Liabilities

1 , Trade Accounts Payable $ 5,701,054

2, Notes Payable (itemize) $

See Schedule

3. Loans Payable fof• Equipment (Ci~rre»t portion) (itemize) $ ?7,54I

Name of Lender Purpose Amount Date Due

Equipment Lease ST 27,541

~t, A~c,~~,,~~ P~y~~n11 lExr.J~.~,sive ~fOtivne~•s and/o~• Stock77olders only) $ 1;388,194

5. Accrued Payroll (O~~rters a~~d/or Slockl~olders only) $

6. Accrued Payroll Taxes Payable $

7. Medicare Final Settlement Payable $

8. Medicare Current Financing Payable $

9. Mortgage Payable (Current Poi°tion) $

10. Interest Payable (Exclusive of Chvne~• arzd/or Related Parties) $

1 1. Accrued Income Taxes* $

12. Other' Current Liabilities (itemize )~ $ 1,331,796

~~8,448,585

- -__
See Schedule 1,331,796

A-13. Total ~'r~rre~tT~aGili~eies (Lines Al thi~u 12) $

* Business Income Tax (not that withheld Fi•om employees). Attach copy of owner's Federal Income (['~,~•~.>> 7'~~arl~~~~•~~~,~~~! ~~~ ~,~ri p~,x~)

Tax Retw•n.



State of Connecticut
Annual Report of Long-Term Care Facility

CSP-34 Rev. 6/95

G. Balance Sheet (cont'd)

Name of Facility

Riverside Health Care Center, Inc.

License No,

IOOOc

Report for Year Ended

9/30/2019

Page of

34 ( 37

Account Amount

Total Brought Forward: 8,448,585

Liabilities (cont'd)

B, Long-Term Liabilities

1. Loans Payable-Equipment(itenaize) $ 142,157

Name of Lender Purpose Amount Date Due

Equipment Lease LT

2. Mortgages Payable $

3. Loans from Owners or Related Parties (itemize) $ 422,570

Name and Address of Lender Amount Loan Date

Due to Related / Othe►• 422,570

4. Other Long-Tea•m Liabilities (ile»~ize) ~ $

~
See Schedule

B-5. Tofal Loizg-Term Liabilities (Lines Bl th~~u 4) $ 564,727
C. Total AllLiahilities (Lines A-13 ~- B-5) $ 9,013,312



nwi~h~„~~~i t~.~~;~ a i-aa

Schcduk of PrepaiA E~pcnscs Pa~;c J i Linc .~5

u..r ~ i.,,. u

31 AS PIc yid Es lots ~ § 2 Gri7

31 AS Pm yid Norkcrs Com qJ OaR

31 A5, P`c id Gcn. t~~s C3 015

31 AS Prc x~id Es nsc OUcr 7690)

31 AS Pm id Rcat Eslutc Ta~cs 247 u IH

31 AS Prc yid Personal pm h ~ Ta~cs 32 39J

31 A5 pre ~iid M nri Assets 107 x711

Total Pm ~xid Ez lenses S 539,541

ScheAulc of Other Cunem Assets (itemv.~~A) Page J 1 l.inc AN

Total O~hcr Current Asscls Qteni¢c) 5

Sc6cilulc of Other Fi~cd Assets (Itcmiic) Page 11 Line (t9

Tulal Olhcr Other FIscJ Asxcls Q~cm'vc) S

Scl~cAidc of Other Assc~.s Fagc J2 Linr D7

Total Other As~cts ~

SchcAule ul'No~ex Pa~~ablc (I~emiic) Nakc 33 Line A2

Total No~cs Navablc $

Sc1~cAule of Other Cumnt Linbililies (Ilem'v.~~) Pa~;c 33 Line AI2

33 Ail Loa~~s and Exchan,c S 94fi

33 AI2 Unclaimed flDP checks ~ '~ Z~~

:3:i AI'L DuC ~01NWIGtid JFd 75~

31 AI2 Pnticnls Fund 13J 72A

93 AI2 Volw~la •Dcd. E~ctwn c ~~ 8zj

33 AI2 Accmcd F nscs ayv'~»

33 Al2 Accrued Pcrtsion 79375

33 Al2 Accrued Warkcr's Com 110 ON`)

33 Al2 Accrued Pu`cl~.2sc Z~•Zy~~

Total Other Cunenl Liabilities (llem'vA) $ ~,~3 ~.~`~~

Schedule of 011~er Lund;-Temp Liabilities (Itciu'vc) Fa~;e 3a Line ISJ

Total Otl~cr Curtcn~ Liabili(ics (Item'ru)
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Annual Report of Long-Term Care Facility

CSP-35 Rev. 6/95

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

Name of Facility

Riverside Health Care Center, Inc.

License No.

I OOOc

Report for Year Ended

9/30/2019

Page of

35 ~ 37

Account Amount

A. Reserves

1. Reserve foe value of leased land $

2, Reserve for depreciation value of leased buildings and appurtenances

to be amortized $ 20,614,833

3. Reserve for depreciation value of leased personal property (Equity) $ 1,048,608

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 $ 2l ,663,441

B. Net Worth

1. Owner's Capital $

2~ Capital Stocl< . $ 5,000

3. Paid-in Surplus $

4. Treasury Stock $

5. Cumulated Earnings $ (456,476)

6. Gain or Loss for Period 10/1/2018 thru 9/30/2019 $ (450,462)

7. Total Net Worth $ (901,938)__ __

C. 7'o~al Reser~v~~ c~ri~ IVeP ~'of~tfr ~ $ 20,761,503

D. Total Liabilities,Reserves, and Net Worth $ 29,774,815



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-36 Rev. 6/95

H. Changes in Total Net Worth

Name of Facility

Riverside Health Care Center, Inc.

License No.

1000c

Report for Year Ended

9/30/2019

Page of

36 ~ 37

Account Amount

A. Balance at End of Prior Period as shown on Report of 09/30/2018 $ (238,817)

B. Total Revenue (From Statement of Revenue Page 30) $ 33,180,059

C. Total Expenditures (Fi°om Staten2ent ofExpendita~res Page 27) $ 33,630,521

D. Net Income or Deficit $ (450,462)

E. Balance. $ (689,279)

F. Additions

1. Additional Capital Contributed (ite»aize) j

Rounding (3 )

2. Other (itemize )

F-3. Total Additions $ (3)

G. Deductions

1. Drawings of Owners/Operators/Partners (Specify) $ 212,656
---

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

Partner Drawings 212,656

2. Other Withdrawings (Spec) $

Purpose Amount

3. Total Deductions $ 212,656
H, Bal~cnce nt Entl of Perio~f 09/30/19 $ (901,938)
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State of Connecticut

Annual Report of Long-Term Care Facility

j CSP-37 Rev. 9/2002

I. Preparer's/l~eview~er's Certification

Name of Facility License No. Report for Year Ended Page of
Riverside Health Care Center, [nc. 1000c 9/30/2019 37 37

Check approp~•iate category

Q Chronic and Convalescent Nursing ~ Rest Home with Nursing ❑ S eci
~ p ~~Home only (CCNH) Supervision only (RHNS) '

Preparer/12eviewer 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 ofreading reports, inquiry or other services performed by me

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

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

Si. at ~ ke>pa~er ~ Title Date Signed

l

Printed Name of Preparer

Matthew S. Bavolack

Addre~ Address Phone Number

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

Contacted Person Regarding Additional Information Needed Regarding This Report Phone Number

John Phelps 516=705-4813

Contact Email Address

jphelps nathealthcare.com

State of Connecticut 2019 Annual Cost Report Version 13.1



ACCOUNTANTS' CONSULTING REPORT

Management is responsible for the accompanying Annual Report of Long-Term Care Facility (the "Cost
Repo~~t") for Riverside Health Care Center, Inc. for the year ended September 30, 2019, included in the
accompanying prescribed form. We have prepared the Cost Report in accordance with the American
Institute of Certified Public Accountants' Statements on Standards for Consulting Services. The Cost
Repo►-t 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 Riverside Health Care Center, Inc. We did
not audit oc 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
►•eleva~~t to the preparation and fair presentation of the financial data and supplemental i~~formation i~~cluded
in the Cost Report.

This ►•eport is intended solely for the infot7nation and use of the management of Rive►~side Health Care
Center, Inc, 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
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This checklist is not required to be submitted with the Annual Report

Facility NameRiverside Health Care Center, Inc.

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

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

Explanation:

Yes No
2. Ai•e 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? If not, state where these costs are included in the Annual report.

Explanation:

Page l of 4



Yes No
5.

Explanation:

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

Yes No
6.

Explanation:

During cost year, did you repoc•t 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 Ad~~inistrators, have the dates of employment and
applicable hours for each Administrator been reported on Page 12?

Yes No
8,

Explanation:

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

actual rather than estimated.

Yes No
9,

Explanation:

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

Yes l~v

10.

Explanation:

Have purchased services greater than $10,000 ~•eported on Pages l6, 18, 19, 20

and 22 been detailed on Page 21 ?

Page 2 of 4



Yes No
11. Have the dietary and lalu~dry questionnaires on Pages 18 and 19 been completed?

Explanation:

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

depreciation, lease payments, insurance and taxes?
Explanation:

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

23 and 24 roll forward fi•om the prior cost year?
Explanation:

Yes No

Explanation:

4. 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?

Yes

Explanation:

No
l 5. Has asset useful life been reported in accordance with the 2013 edition of the

American Hospital Association guidelines?

'~'es
~

Explanation:

ì d~
16. Have all assets been categorized between movable and fixed in accordance with

the 2013 edition of the A_inerican H~spit~l Ass~ci~tinn g«icielines?
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Yes No
l7. Have all contractual allowances been properly reported on Page 30?

Explanation:

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

Explanation:

Yes No

l9. Have Pages 1 aid 37 been signed? Cost reports wzt/~oart n signed Page 1 and 37
wzlJ not Ge accepted.

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, appropriate

disallowances will be made.
Exptanat:cn:

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

audit contractor•?

Explanation:
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