
~ I ~ it

Annual Report of Long-Teem Care Facility

Cost Year 2019

Name of Facility (as licensed)

35 Marc Drive Operations, LLC, d/b/a S1<yview Center

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

35 Marc Drive, Wallingford, CT 06492

Type of Facility

Chronic and Convalescent
Rest Hoine with Nursing

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

(RHNS)

Report for Year Beginning Report for Year Ending

5/1/2019 9/30/2019

License Nwnbers: CCNH RHNS (Specify) Medicare Provider

23'7'7 07-5057

Medicaid Provider Numbers: CCNH RHNS ICF-IID

7427

Fnr nenartment IJse nnly

Sequence Number

Assigned
Signed and

Notarized

Date

Received

Sequence Number

Assigned
Signed and Notarized Date Received



. 1 1 ~ 
.

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

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

Administrators and Other Relatives 11
Schedule Al -Salary Information for Operators/Owners; Administrators, Assistant

Administrators and Other Relatives (Cont'd) 12

B. Report of Expenditures -Professional Fees 13

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

for Service Basis 14

C. Expenditures Other than Salaries -Administrative and General 15

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

Schedule G 1 -Management Services 17

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

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

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

Report of Expenditures -Schedule C-2 -Individuals or Fi~•ms Providing Services by Contract 21

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

Depreciation Schedule 23

Amortization Schedule 24

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

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

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

D. Adjustments to Statement of Expenditures 28

D. Adjustments to Statement ~f Expenditures (Cont'd) 29

F. Statement of Revenue 3u

G. Balance Sheet 31

G, Balance Sheet (Cont'd) 32

G. Balance Sheet (Cont'd) 33

G. Balance Sheet (Cont'd) 34

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

H. Changes in Total Net Worth 36

I. Preparer's/Reviewer's Certification 37



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
35 Marc Drive Operations, LLC, d/b/a Sk view Cente 2377 9/30/2019 1 37

Administrator's/Owner's Certification

MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED iN THIS

COST REPORT MAY BE PUNISHABLE BY FINE ANDlOR IMPRISIONMENT UNDER STATE OR

FEDERAL LAW.

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

Cost Report and supporting schedules prepared for 35 Marc Drive Operations, LLC, d/b/a Skyview

Center [facility name], for the cost report period beginning May 1, 2019 and ending September 30, 2019,

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

from the books and records of the providers) in accordance with applicable instructions.

I hereby certify that I have directed the preparation of the attached General Information and Questionnaires,
Schedule of Resident Statistics, Statements of Reported Expenditures, Statements of Revenues and the related
Balance Sheet of this Facility in accordance 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 co~7•ect to the best of

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

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

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

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

request.

{a} Subject to Desk Audit Review

Signed (Administrator•) Date Signed (Owner) Date

Printed Name (Administrator) Printed Name (Owner•)

Raymond Cyc Shannon Mirlis

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

to before me:
/ /

AUUII~Jj v~Tv viui~ piiv,.v

(Notary Seal)



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-1 A Rev. 6/95

State of Connecticut

Department of Social Services

55 Farmington Avenue, Hartford, Connecticut 06105

Data Required for Real Wage Adjustment Page of
1 A 37

Name of Facility

35 Marc Drive Operations, LLC, d/b/a Skyview Center

Period Covered: From

5/1/2019

To

9/30/2019

Address of Facility

35 Marc Drive, Wallingford, CT 06492

Report Prepared By

Marctun LLP

Phone Number

203-781-9600

Date
1 /8/2020

Item Total CCNH RHNS (Specify)

1. Dietary wages paid $

2. Laundry wages paid $

3. Housekeeping wages paid $

4. Nursing wages paid $

5. All other wages paid $

6. Total Wages Paid $

7. Total salaries paid $

g, Total Wages and ~'alaries 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

203-265-0981

Report for Year Ended

9/30/2019

Page

2

of

37

Name of Facility (as shown on license)

35 Marc Drive Operations, LLC, d/b/a Slcyview Center

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

35 Marc Drive, Wallingford, CT 06492

License Numbers:

CCNH

2377

RHNS (Specify) Medicare Provider No.

07-5057

Type of Facility (Check appropriate box(es))

Chronic and Convalescent

~ Nursing Home only (CCNH) ~

Rest Home with Nursing ~~

Supervision only (RHNS) ~ ~Speci

Type of Ownership (Check appropriate box)

O Proprietorship O LLC O 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.

Shannon Mirlis Purchased the facility and began operations as of 5/1 /2019.

Administrator

Name of Administrator

Raymond Cyr

Nursing Hoine

Administrator's

License No.:

567

Other Operators/Owners who are assistant administrators (full or pa~~t tune) 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

35 Marc Drive Operations, LLC, d/b/a S1<yview Cente

License No.

2377

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

35 Marc Drive Operations, LLC, d/b/a Sicyview

Center

35 Marc Drive, Wallingford,

CT 06492

CT

Name of Partners/Members Business Address Title %Owned

Shannon Mirlis 5 Barlow Road, Edison, NJ 08817 Member 100



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3A Rev. 10/2005

General Information and Questionnaire
Corporate Owners

Name of Facility

35 Marc Drive Operations, LLC, d/b/a S1<yvi

License No.

2377

Report for Year Ended

9/30/2019

Page of

3A 37

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

Legal Name of Corporation Business Address States) in Which Incorporated

N/A

Name of Directors, Officers Business Address Title
No. Shares

Held by Each

N/A

Names of Stockholders Owning at Least 10%

of Shares



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3B Rev. 10/2005

General Information and Questionnaire
Individual Proprietorship

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

35 Marc Drive Operations, LLC, d/b/a Skyview C 2377 9/30/2019 3B 37

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

Owners) of Facility

D



State of Connecticut

annual Report of Long-Tern Care Facility

CSP-4 Rev. 10/?005

General Information and Questionnaire
Related PartiesY

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

35 Marc Drive Operations, LLC, cUb/a Skyview Center 2377 9/30/2019 4 37

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

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

Are any individuals or companies which provide goods or services,

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

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

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

Also Provides Indicate Where

Goods/Services to Costs are Included

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

26 :Firernens Memorial Drive, Suite

~ ~RegalCare Rehab 20', Pomona NI' 10970 Physical Therapy Page 13 /Line Sa 67,995 67,995

26 Firemens Memorial Drive, Suite

~ ~RegalCare Rehab 20_'x, Pomonz NY 10970 Speech Therapy Page 13 /Line 9a 22.404 22,404

26 Firemens Memorial Drive, Suite

~ ~RegalCare Rehab 205. Pomona, NY 10970 Occupational Therapy Page 13 /Line l0a 71,277 71,277

Skyview PropCo 5 Barlow F:oad, Edison. NJ 08817 ~ ~ Rental Property Page 22 /Line 9 200,000 ***200000

O O
Various Intercompany Loans Page 34 /Line B3

O O

O O

O O

O O

* 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 License No. Report for Year Ended Page of

35 Marc Drive Operations, LLC, d/b/a Slcyvie 2377 9/30/2019 5 37

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

must be allocated to CCNH and RHNS as follows:

Item

Hou

ursing

Direct Resident Care Consultants

Maintenance and operation of plant

Property costs (depreciation)

Employee health and welfare

Management services

All other General Administrative expenses

The pceparer of this report must answer the following quE

1. In the preparation of this Report, we►•e all
costs allocated as required? 

O Yes

IN/A

Method of Allocation
Number of meals sewed to residents
Number of potu~ds processed
Number of square feet serviced
Number of hours of routine care provided by EACH
employee classification, i.e., Director (or Charge Nuise),
Registered Nurses, Licensed Practical Nurses, Aides and
Attendants
Number of hours of resident care provided by EACH
specialist (See listing page 13 )
Square feet
Square feet
Gross salaries
Appropriate cost center involved
Total of Direct and Allocated Costs
ins applicable to the cost information provided.

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

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

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

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

IN/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 anti equipment that have not been capitalized. Short-term leases or as needed rentals

shnnlrl not he incluclec~ in these 2~mounts_

Name of Facility

35 Marc Drive Operations, 1LLC, d/b/a Skyview Center

License Info.

2377

Report for Year Ended

9/30/2019

Page of

6 37

Name and Address o~ Lessar

Related * to

Owners,

Operators,

Officers

]Description of Items Leased

Date of

Lease**

Term of

Lease

Annual

Amount

of Lease

Amount

ClaimedYes No
Balboa Capital Corporation- X75 Anton Blvd, 12th floor

Costa Mesa CA 92626

O O Copier Lease,
05/20/19 63 Months 2,034 2,034

0

~ ~

~ ~

~ ~

~ ~

~ ~

~ ~

~ ~

~ ~

Is a Mileage Loy Book Maintained for All Leased Vehicles ? 
O Yes O No Total """ 2,034

* 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 to Page 22, Line 6e.



T3ALBOA
C A P I T A L

c,~;;L~JI'aL•':.1,C;;1.. . _ __ '.?'>~-•+~ - tCOrItP$OIUP{0119
x+

~Uuun~u Nunn ("You"1 Outman AJJ~n~
151tprc Ar

JS ~tAAC DRtYE OPFRATtoNs I.I.0 nDA 5kyvirw C.aror ~ ~ypilln¢fo1il, CT 06492
lmeel

~ry ~ a~~~~
I.wo,~anemtat NumEen Z9568G-D00

FIMiIUy RsM ~'►~pl-1 uw ~ rtm n~yuusa uspw~ y Applied to' first and I.tq
(Plw ~pphnble taxeb ( ~^~~) 0 ~Muntbiy Ranlala poc Fep. 5113.00

en. au■ncaa,

Sw uueAed uhednb for ~dJUloe~l CgntpmenUAcecaro~in
Ih0 lmplieh tue of the I.~n~ on aoy prtmium ~drmtoa aado b/ w or our agmU: w! MUin~ uid
~ae►+~np fca; tuh o~ whxh may guntraw a profit to m and aar agenu ~f yw Fail eo pry bifkd
lnsuronce Charges within )0 d~yt of Iheir dur dtte, wo may {uY Ihem by applying fwedt paid under dw
Lazo a dehw~a you+ ae~ount undor u~y prn'iowly ~udw~fsed wwmnie p~meat. We will
di~eontinue bUliop lntwu~ce Chupaa upo++ rceeipi of uth4aory ~WSenco of Raquued Iwwined Yon
.ill rrtr4rna ~~r dbpatc *ilb w o~ asr r~teU reprdlc{ i.+us l~anau or Imanan Cher{a

aada the rnia of Ib~ Ametk~o ArbftrMdon Atsoti~lloc Iw La Aa{da, CA. proaided knwevn,
such oNnm~al dws real ~nlhorisr d~i~ atibd ar4Nr~1lon. AI I.auor'~ aleetlon. fn lua olnhuininp
a emtinuMg Leese lrauranee. Isuor rroy nquitr Lcw~ ~o pry i moMhlr eddnioiml (n up to 2:S of
the 8quipaMm Cal This fae b rat a~euWed wiifi rc(etexa to ►edition+! tbk gad consdutta
~ddiiimal pro0t hn Leuar. !mot reptucnu rho bui~ on which I.~a+w it ~++Qine to fmbwr from
racrci~{ne ~amuJiu end conunuc ~hi~ Aarcamcm wi~hoW Required Intwax~. twriao will ttceiw ro
~Mu+anw covrnyc +red will nol be ttleutJ from any obtigalioro. l.e~ia b nM mlbng uovmnc~.
Iwuor will ew e elw~np ~hr +dd~tion~l fw a bilhn~ far Laaw lnsunnee 70 days eikr Lusw
pruuv~dn s~i~+fu~ory proof of R~quircd trowma end eomplunu aiih tha section. 17. DCFAULT
AND RB~IF.RITSi Yw wdl ho in Jofnull d (A) You do rat pay a parfam oay Qblig~lian wAm duo
or nnu<pas<nt any f¢c~, (D! mwe thm ZO'/e of your voting'iMorau ore kerofnrcd (C) you ehanga
yow namo, s~ota of inwrpuruion, ehu! t~auiiw orcaa a+dJor plaea o~rnid~neo, witlwW JO days prior
vrtillcn notice to us In the e~~nt of a dafiuh by yw, wa un requi+o th+t ya+ tthup the F.qulpmmt b m
and pay ~o m tha ranaminp baluua of III of ~hc Rem duo undo phis Lcaw. logtlher with n+y other
amnunli due under Udi Lento, ux~udiny Lola ehu~{cs rend intcrdt. Yau aro a~w roquircd w pay w oar
residual mk~n~ in tha L'quipmrnt ~Va will alw be enuUcd a taovtt Gam you dl dunaga eau~ed by
yaw defoull. Intmeil will accruo on all Obtig+tioro duo Ia a Uom tht dalo of d~f~ull wal paid U the
mlc of IB!S peg ~nnwq but qtly ~o rho ~t~ni allowed by liw We un atso uta ary of the remcdia
ovmla6lo to w ~mJar iFw UCC or sny ahcr Iaw, including repwecuion of Wo 2quipmem w othm
CoOutero~. You ayrm w rcimburso us fat all chugs, co~t~ mipenset u~d rnamry'~ fca ~hv ws Mve
io pay to cnforcc ihu Lw~. respond to arty disPwc, ncovoi a+d utl U+s Fgaipnnnt or co~ta~ Uu
Obhgauoiu dun from you ~o ui water d~i~ Lwe ind iu any lawwi~ or aher kg~l pcaeedin; wlueh.~a
tinny or defend. 13. RETURN pF ~QUIPTIE?7T~ REN¢WAL: ff ro default exists a Ls+ouumd
under ihii Lnwo, you may, w tlw anJ of ~ha original or any rcnewtl tarc0. purchaser nll otth~ EQwWrtusl
for Us Fair \Imkcl V~luc. Plus euy appliwElo taza Al I¢stI 6a dayi but aol i»o+o chsn 130 drys pria
to t!u areinal Le,ul u~m, Yw must give us wthtcn nmieo. vii «ni0ed mail. dui you will pieeho~e the
equ~Dmrni for it's fair mnk~t value, ufiich we will daertnine in our rawnobla jadgmmt, w ~hq yw
~~ill ~cium ~Iw cquipmeM to w. If you do nog gn» ut such wriprn notice or d you give w written
nouca, W~ do 001 purchua a Jelivcr the Equiprt~mt in acwdma with the terms and eond'aiont of dtis
Lcasr, ~hc~ phis Lc~sc will awom~dwlly renew for i 90 day kr~ and flutea(!tt renew for ~utcessive
•10 Jay umu until 1'Ou dcli~ar Ihs Equipmtnt to us and dl such Rent Nill he the higJ~at Rent in 1liit
I.cau \Ve may can~cl rho rmewa) try ~emlmg you vnillen ndiea 70 days prior t0 wch ro~e~wl Iertn
i7pon pa~•ment o[ tfmo hno of Ycrm up~ioq Prioa, and ii no doiwt~ oxiii~. We will ira+ufer vui iniaai iu
the Gq~upmem io you "~1S.IS, WlIERE IS". If you retwn the P.quipcnenl, i~ anfl be fwlgfn sad
m~urana prapaid. to good te~ir. ea~diUm rend Morktng ado. mdiniry wta attd teat txscpled, in s
mminar rnd to a laauoa daiFna~cd by m Umil tAe End ofTam 9ption price is ecwatly paid, or w41
you return dio Aqu~pment ro ut, you still tie iapons~bte to continuo to pay Rent N, OTHER
NIGfIT9: T~nm u of she cua~ca f~ ~,is Lana. You ngrco tIW arty delry or failuro by w to mforee wr
righu under this Lemo of Rny aMr ~gra~swms will as provcnl us from rnforcing ury ri~hu al t lalet
pma. if for nny mason this l.casc $ rent a Itue Icai~. rhea you e4o ~rranl ua o security .interest la ~ha
[:quipmrnt rend any aaeed~ of, ucnsions dnd ap~Chmenu to Iho Egvipmetn as security fm your
Obliµatinnt. Wes may C~Ic nnancing ~totemenp a almr filings In our name or yaw oamc. Thb l.w:e ai
will Ms IOa Ddlrtq• end Aaryst~acc radpt(~) kr the Egnipmcat coaittlutt tht mlirc ~~resmtul
6elwaa the paHl~a end tag~►scde ap p~lor netollpUonr, wAltaa or wul~ (I1f~ddlp$ PRr W/IlIlA
offer a proposal daxrfblM ~ad1a wmmsmin~ tbo terms of nay proposed lestd~aonetn~. Thb
4oa~e rpnnol 6o m«URed e:eopt In wrlNng dpned by fhc party a~alntl who eafortcmca~ Ir
toueAl, 1'ou r~prr+sat Io w shat you ~daQ aw ~tkp is eny eom~ proceedtaz iAat the pa.Ita
eMercd Imo m ord modl4c~llen of nay Lwe, ~vd farthe► a~nd~ tb~l In airy aenl, eny noel
art modlQeatian dolt nm 6s eaforcaEle unless it b redaaJ to ~ wrllln; ilpaad by the party
ngaln+t whom enfone~~at U ~nuphl. A limping ~ndonemanl w a chadc or ollwr fwm w p~ymea
wJl real 6s o~lbot~w cyaian ui. 13. CHOICE OF I.AW: TTIIS LF.ASB IS 0[NU1NC WREN
ACCT:F"lt:D IN WRITINQ BY US AT OUR OFRICFS iN CO3TA MESAS CA Af1D
GOVBRNkp UY 711E I.A~Y9 OR CALIPORNIA. YOU AND Wk ACR~F. Tp,\T T1113 L4A5L'
IS D~F.INRD TO lIAVE OF.EN ~1Ap~ AND PERFORM1I~D IN ORANGE COUNTY, CA. YOU
ANQ,1dY. gAC10 SU6AtIT TO TIIR JUtS03IDICTfON 09 ~1.D60lttdlA AtdD AGRBE TII,1T
~ttr myoTc rep np.N~lr, rnriv2w~ r~~tppvy~s ~N~na r~~v t~urrvn gterv_s
PISTRI(.T CQURT FtlN TtIE CF.NT'pAL DISTRICT OP CALIFORNIA, SANTA ANA
~16'ISION SIUI.L OIAVE FXCLU5IVE ANU M1tANDATORY JUR~Sp14T10N OV£N Tfl¢
D~:TkliMINA7I4N QV Abt< DISPUT}~ ARISING 4tIT (1F T11t6 LE.tSE. VOU 1V.\fVE
7liLOG DY JURy. Yeu rap.::aea tAut ~p Ilwrcul and Gthei intbrcrstion famished !n us is tnie.~ui
earacl If ~hi~ Ltnfe ws~ wnf ~keuoniepllr. YOu wuruil Ih~t M hu t~W been adued in airy way. To the
oxienl itw this lama eonftrtu~ei ehaiul paper undo tlw UCC, o tccurity tnecmi may vny bo ct~atsd
by the riyinl copy muked'On~inxl'.

i. 6w~sE~ Yau .fie ro Lew from w ~u+J wv ~prn co leue a Ym+. itw I:gw~nM Yw
uncondn~ondiy promaa to pay w she wm of III tM rani and wher paymenu iml~uuJ abavr ~RmP~,
plus il,o ptmNed nM as JnniMd in the next pwsYnph.. We may tn~at in fhb I.eue am iofornuunn
¢red ~djwt any prymrM w agreetmm in ~i~ lwu~ ('QJ~t allont') by no more flan 10lt to reflect
a~~u+I oau. W~ m►y wapl ~ pl+wueopy w il~twalally ~t+n~mntaf f~wimile enM of Ihit I.eue a
u+y e~t~ detumMt hw ro aKh donmuncUl tht~l bo lttndina uryx+ m urrcil signed by w. My such
Mxumoni w+ti. wt+m uauted tr~ w, oon~taute as origiiul doeumen~ fa the pwpou of ~naNudinp the
pra~ii~artt Ihettof rend ~hdl be Ityallr mlmit►~blo unJet Iho boa a aipirol ¢videna rulo and binding
on the ~wt~w 1. TBNM QV 46A;11:t Tiw fins prymeM wt will chugo you shall 6e ~ d~qr rh~r~t of
oan~Ntrittl6 (IAG'h of the Renl hom tpe d~tt the Equlpm~al b ~nepfed b~ you
("~mmrnnmeni Dnit•~ IO IAf (~fll l~N' P~IM FIRM TffNl +~h!'Prornled Ren(~nd ~h~Ii !re dpi
.red n~vnhte nn w dnlr ~elntrd by ref._ Ymi htMnowinlve Ihel~ al we mev ehnnr uu ro_fhIr1Y1,LQ1

~pnlhlr Rr n~ ti0rr the ~t~N of ~ht~~~e Trrm. Tha Uue Tmn of that Laa~ uill begin on o dsu
wv ehoota not mMo flan 70 dty~ follow~np Iho Canmoaumenl brie and ~Mminafe upon iho e■rynuon
of the number of momlu s~~ted wdtr Qas¢ Tmn obove Fallowing Uk Canmrnccmml p ee, Renl rend
otfier Nymanu ~rc dao on the wine day of axh month ai the Ent day of the Uut Tent payable to w
n our oftkn in lrvicx. CA. YOUµ OpLIGATION TQ PAY RHYT I5 UNCONDITIONAL AND
I~QT SUWCCT TO ANY REDUCT7gY. SET•OPI', bt:FEYS£, O0. COUNT~RCIw11l~~ A1D
t~1A1' NQT t1E CANCF41.kp~ J. t'AYMFNT Op I.p,~13~ 0041C,ATlONs UNL@SS WIS A~RI?[:
O7'HER~Y4SB lh 1VRlTt1v0, you wthona us or our w~~gnoe to debit bum Ihs twnk u<tount m ~~~hieh
your ~uymcw ws~ drawn fa Rcat and atlur Obhgatiom, a the tccoum oo whah e unaalkd err wiled
chsd• you pra~~dcd un ba drawn Vcu undtaland utd ~e~to this Ihu w~horirsuon to clmroniwllr
wilhdnw Qmdi Rom ywt occonM a tno~vcable. {f any pall of any 06~ign~ion is not ypi by you u~thin
Mee (1) days of u~ ~fue dal¢, you w~tl pay us eiQhlecn percenl (IBS:) of aach such lade ~iymem (tu Iha
an~a pcmiined 6y law) ~. ~O wARR~~TIFS~ Iv6.1lt~l.E.t.YfNr rr~r; r.•tu~rar~~vr m i'f1U
AS•1S, li'NERlS•!.S ANA IVd dG1AS Nt! WARRlNT16,C, BRPRtItSfs!! UR LUPI.!!:l1.
lNC7.Ub1~~Yi IIiiRRAMJEY OF ~'pAdA'~'Rl1~'GEA/ENT, JIENC!lrIA7ANp.71; [)B F/T~'S,1.ti
Fllli rl PAR7lCUUR PUHP(ArB OR f)RAlNARY Uhf You uctno~~ItJpc flat you Iw~ro related
the F.quipmmt and the ~~codar. mucufacturc~ and~w ,u~~~~« (co~leeh~nly "Su ~ c 1"1 of the
[quipmem. You eeknowlcdge tFul Ilia Suppltei n nog oat agtnl .goy t~~,cn as• ~n~ su~~i~e. ~•~i+ n~~
rcleeve or eseu~e your Obli~inu. We src rent tapocwWe fa my samce or mnntc~w+ce of the
8quipmem. ~ UCC-ARTICLE 2Af Yau agrco iNm thn l.cae u a "fin;uke lease" under the UCC ~s
aloacd In Califomiu S"l1.~"!. YOU WAIVB N:Y AND ~Ll. IdGIiTS ANU RF.~f1~:[+Ills
CO`'fERR~D UPON YQU UNOEFt ARTICLE :.\ OF TII@ ACC You will rent n~wn airy olo~m
yy~nsl w fa wry eonicQuauial. special or induttl dunages 4 ASSIG\ll~\T: You may ro~ ~cll.
tranefsr. astig~ m sablesto the P.~Uipmm! vnlhoul uW pnoi ~~nUen op(~ru~yl tYe ma)' ctll, au1y~ tr
tranifa this 6auo and Uu EQuipmmu w any mlaW therCin ~attwut aoti~inµ You. an4 you agr¢c Iha~
if we do, the now lssxor wiU hn~e Iho ~amc righu and bmefut that we now Mir, sad will rent lu~r to
perform airy of our obli~poru. Yuu eym Ihnt rho rtghts of Iho nuiQnee will nod 6a w6~ce~ to any
daian, defeeuea or aeto0i that you may have a~itut us 7. O\1'NERSIIIP, RlCI1TS AND 0«~~T
ENJOV~IE\'Ter We ero the owner of and !ua ullc to the Ggmpncm You wiU. a1 ymu erpencc,
prota~ and defend our nglw ~o tAc LgmpmeN and keep the equipment fwe of Dens To the extent this
t.esfe is Qeuaed a be a "eepital Iwe," You ~cranu w i >cewitY ime~al in the Lyuipmenl rend arty
proaedt thereof, iacludi~g soy iroutana p+occedt. You will hove the right ~o quid use end enjoyment
of the Equipmrnt for the term of this l.case, provided yes ue iml in defauh. & CARF USC ANI1
LOCATiOk~ LOSS OR EQUIPMENT: Yau ata rnpami~lc for ~mi;dlina and knpmy the
8quipmm~ ~n good ~w+ki~ ordn tnd rcp~'a, only n your iddreat shown on thu l.cuc. only for
bu:inw a commuclal pnrposea and in compliance with dl appl~caWa hwa. Yau will not tucks any
allematinns io the Equipmea4 rem wiU you u~uh the Equipment io real ante. if ~hc Hquipnxnl is (oa,
noten or dnmagad you will wi~hm one wcotc: (a) rcpeir or rcplaco the (!q~upmom or (b) pay to w all
rcmaucmg RoM undw Ihi~ l.eax and oa rc~iduel inlanl iu the Equipnrcn6 diuounud to prasM value
W SX, plw any othn Obliga~iwu ("LSIL~'1. We may ~ns{+cet the Pqui~uncat m year expmw 9.
T,~`!FS ANO PEES: You will paY whrn due ill uxn, Itna and pcn~l~u► sad fen ralacy~ to ~hn
Lease w ~hc Cqutymcnt tr.w wy nny or uw abovo toy yw, yuu will ~rimbuna u~ wiJ {uy w o
protectkng foes Yau will ptry u~ auy fling tm~ and rcimbuna u~ for aI) a.p:~wa in doaum~nliny and
scn~c~ng Ihu tr~nsnpian You will any us an ortyimtion kv an m baforo ~h~ duo tAa ltni paYm~nt i~
duo Sueh fm may not wilt rover ow east they miy dw meluJa o prufn !0, INOEM1TNITI9 You
u~ll ~eimtwne us fa and dofend u~ oyainu ury cleims to such loua~ or mjuner, enoludiisy, vndtuut
lim~imion, thou arising out of the neglfgenco, toq or ¢aiei liobduy cloirno file indemnity will aonNnvo
~Q~, ,h~ ~~,t,~ ,•r !hi: ~~~ !c:a ; pirea. ~ t tucU°~HCE.. you ~~~ m_imei : ~:r•~
property insurance pro~eed~g tM EQuipmmt Pu iu full rtpl¢cemenl valve, naming w m e bu payM
and public fubiliry iosuran~, in enwudts acupteble W u+, naeuag w ai an eddnionsl ensured (together
"licgnircd tniu4pnta'7. 1'ou must pronQo ut svl~dnct~ry un~tsn svi6ense of Rcquits~ tna~~ance widen
)0 daps of 1ho Con~mcncemenl Qato of ihu Lc~c or of any nutuequmt r~u.a1. Of pr+u do twin do nq ~r
may obtain imurance from Nt fmttru of our ehominy to weh (ortm and nmounu es wo deem
rcasoneble to pmieet our interests ~"Loan Imuronee"~. I.~uo Inuxnnao eurou Iho Equipment vd u~,
not you You will pry ui pariadic chnrsn for Learn Inwronoc ("Lnurxnce ['hnrun") that 'tndude a
premium ~ha1 may be higher than if you manleiaed Rtquire4 tnsurantt soparntely, o ftnnneo chorgo of

BBB

14
t,csste Name: 35 17i C 'B P .R.~TI f ter Ba1ba Coptiul Corporn~loo ("Wo" w"U~")

SiRoglurq x Byt

Print Names Tiller Dalai I Vlee PwWent

..+...

~~

9 31

~1

orbsac



W ~~ ~' ~ r
y/

bELIVERY ANA ACCEPTANCE CERTIFICA'T'E

Leaae Agreement N _ 295686-000

By aignfng betow~ you, the I.eseee, agree: '~""

a, That alt Equipment described to the Lease identified above has been delivered inspected, installed and is ~
unconditionally and irrevocably accepted by you as satisfactory for all purposes of tha Lease; and ~

b, 'Chat we, BALBOA CAPITAI. C(~RPOREITION, are authorized to purchase the Equipment and start
billing you under the Lease Agroement as set fotlh in the above referenced !case. ~

Date oP Acceptance; ~~~°~I~~~ '""'

LCSSCC Na1110: JS ~1ARC ORIV£ OPEM1'IONS PLC DBA 3krvlew Center ~

..~..

Name: ~
Titie: ~

1 hereby authorize ~l (~~ C, to orally verify my/our acceptance of the equipment ~

subject to Lease Agreement # 295b86-0 0 in my absence

.~

"Delivery of this document bearing a facsimile sigaahire or sigteatures shall have the same force and effect as if ~
the document bore ~n nrlginai signe[ure.~`

Account Setup:

Email address for invoices: ~C~/Q' ~~ CS ClS^''~

Fax number Eor Invoices:

Cell number : (973) 796-6175

Attention:

OPb65A



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-7 Rev. 6/95

General Information and Questionnaire
Accounting Basis

Name of Tacility License Na Report for Year Ended Page of

35 Marc Drive Operations, LLC, d 2377 9/30/2019 7 37

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

O Accrual O Cash O Modified Cash

]s 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 (Nn. &Street, City, State, Zip Code)

1 N(A

2

3
4

Services Pt•ovided by This Firm (describe filly )

2 ~

3 $

4 ~

Charge f'or Se~~~ices Provided

Arc These Charges Reflected in the Expenditure Portion of This Report? ]f Yes, Specify Expense Classitication and Line No.

O Yes O No Page 15, Line 1 d

Legal Ser~ic~s :~~farmatsa:.

Name of Legal Firm or Independent Attorney Telephone Number

1 Goldman, G~uder &Woods, LLC 203-880-5333

2 Treasurer State of Connecticut 860-702-3000

3 Cogency Global 800-221-0102

4 Timothy S. Wall 20-265-7173

5

Address (Na &Street, Cily, S/ate, Zip Code )

1 105 Technology Dr, Trumbull, CT 0661 1

2 55 F,lm St #2, Hartford, CT 06106

3 122E 42nd St 18th FL, New Yorl<, NY 10168

4 PO Box 297 Wallingford CT 06492-0297

5

Services Provided by This Firm (describe firli~~ )

General Legal Services $ 5,991

c Conservatorship (~isalio~~ved on Pg 2a j $ 25Q

3 Statutory Representation $ 103

4 Conservatorship (Disallowed on Pg 28) $ 57

5 $

Charge for Services Provided

$ 6,4o

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

Page l5, Line le
O Yes O No



State of Connecticut

Annual Report of Long-Term Care (Facility

CSP-8 Rev. 9/2002

Schedule of Resident Statistics

Name of Facilrty

35 Marc Drive Operations, LLC, d/b/a Skyview Center

License No.
2377

Report for Year Ended

9/30/2019

Page of

8 37

Total All
Levels

Total
CCNH
Level

Total
R.HNS
Level

Total
(Specify)

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

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

1. Certified Bed Capacity

A. On last day of PREVIOUS report period 97 97

B. On last day of THIS report period 97 97 97 97 97 97

2. Number of Residents

A. As of midnight of PREVIOUS report period 76 76

B. As of midnight of THIS report period 76 76 76 76 76 76

3. Total Number of Days Care Provided During Period

A. Medicare 1,073 1,073 216 216 857 857

B. Medicaid (Conn.) 9,199 9,199 3,689 3,689 5,510 5,510

C. Medicaid (other states)

D. Private Pay 230 230 121 121 109 109

E. State SSI for RCH

F. Other (Specify) HMO /Commercial Insurance / 908 908 282 282 626 626

G. Total Care Days During Period (3A thru F) 11,410 11,410 4,308 4,308 7,102 7,102

4. Total Number of Days Not In~:luded in Figures in 3G

for Which Revenue Was Received for Reserved Beds

A. Medicaid Bed Reserve LDays

B. Other Bed Reserve Days

5. Tota! Resident Days (3G + ~4A + 4lB) 11,410 11,410 4,308 4,308 7,102 7,102



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-9 Rev. 9/2002

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

35 Marc Drive Operations, LLC, d/b/a SI<yvi

License No.

2377

Report for Year Ended

9/30!2019

Page of

J 37

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

If "YES", provide the following in('ormation:

Place of Change Change in Beds Capacity After Change

Date of

Change

CCNH

~1)

ItHNS

(2)

(Specify)

(3)

Lost Gained

CCNH RHNS (Specify) Reason for Change(l) (2) (3) (7) (2) (3)

N/A

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

RES[DENT DAYS for 90 days following the change.

Change in Resident Days

1 sl chan e

CCNH RHNS (Specify)

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

6, Number of Residents and Rates nn Se tember 30 of Cost Year

Item

Medicare Medicaid Self-Pa Other State Assisted

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

No, of Residents a ~~ z

Per Diem Rate

a. One bed rm, va~;o~~s zo~.ia ass.00

b. Two bed rms, va~~o~~5 zo~.ia ass.00

c. Three or mote

bed rms.

7. Total Number of Physical Therapy Treatments

A. Medicare - Part B

TOTAL CCNH RHNS S eci ~ )

6t 1 6i t

B. Medicaid (Exclusive of Part B)

1. Maintenance Treatments s~ s9

2. Restorative Treatments 536 s36

C. OfheP 963 9G3

D, Tota! Plrysictel Therapy Treatments 2,169 2,169

x. i otai Number• of Speech i nerapy i reatments

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

~. ~~eC~i^.~Id ~~XC~USI`JC Cf P3Pt ~T ~

1. Maintenance Treatments zt zi

2. Restorative Treatments i93 193

C. Other 2a9 2s9

D. Tota! Speech Therapy Treatments 63 i ~3 t

9. Total Number of Occupational Therapy Treatments

A. Medicare - Part B ~~~» ~~~'~

B. Medicaid (E~clusive of Part B)

1 . Maintenance Treatments 45 45

2. Restorative Treatments 404 404

C. Other 966 966

D. Total Occupational Therapy Treatments 2,022 z,o2z



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-10 Rev. 9/2002

Report of Expenditures -Salaries &Wages
Name of Facility

35 Marc Drive Operations, LLC, dJb/a Skyview Center

License No.

2377

Report for Year Ended

9/30/2019

Page of

10 37

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

Total Cost and Flours

Item CCNH Hours RI-INS Hours (Specify) Hours

A. Salaries and Wages*
I. Operators/O~-veers (Complete also Sec. 1

of Schedule A1)
2. Administrators) (Complete also Sec. III

ofSchedule AI) ~>, ~?6 731

3. Assistant Administrator (Complete also Sec. IV

of Schedule A 1)

4. Other Administrative Salaries (telephone
o erator, clerks, rece tionists, etc.) 31. 53 I_~66

__

5. Dietary Service
a. Head Dietitian 3, I y3 128
b. Food Service Su ervisor
c. Dieta ~ Workers 93,957 6.234

6. Hottsel<eeping Service
a. I1ead Ilousekee er 252 14

b. Other Housekee ing Workers 36,200 2,767

7. Repairs &Maintenance Services
a. Engineer or Chief of Maintenance 22,145 878

b. Other Maintenance Workers 8.338 1.377

8. Laundry Service
a. Su ervisor
b. Other Laundry Workers 31,779 2,112

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

a. Head Accountant
b. Other Accountants

1 2. Professional Care of Residents

a. vireciors anq .vssisiant virec[or or"ivurses 3~. i i4 96

b. RN
I. Direct Care ~~~?~~>> ~~,~`?`~
2, Administrative** 8.-187 'l)?

c, LPN

1. Direct Care 248,~4U6 9,109

2. Administrative**
d. Aides and Attendants 419,623 22,714

e. Physical Thera fists
f. S eech Thera fists
g. Occu ational Thera fists
h. Recreation Workers 34,009 1,670

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

j. Dentists
k. Pharmacists
I. Podiatrists
m. Social Workers/Case Management 18,693 699

n. Marketin 26,273 571

o. Other (Specify)
See Attached Schedule 22,88> 779

A-/3. Toinl Sa/nr~~ Ex endiltmes 1,344,054 59,618

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

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

Infection Control Nmse. Such costs shall be incl~~ded in the direct care category for the purposes of mite 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 be removed on Page 28.



Attachment Page 10/13

Schedule of Other Salaries and Wages (Page 10)

CCNH RHNS (Specify)

Position $ Hours $ Hours $ Hours

Admissions $ 22,885 779

Total $ 22,885 779 $ - - $ - -

Schedule of'Other Fecs (Page 13)

CCNH RHNS (SpecifVl

Service $ Hours $ Ilours $ Hours

Respiratory Thera ist (Disallowed on Pg 28a) $ 410 6

Peripheral Insertion (Disallowed on Pg 28a) 1,155 9

Clinical Consultant 3,900 176

Total $ 5,465 191 $ - - $ - -



State of Connecticut

Annual Report of Long-']['arm Care Facility

CSP-11 Rev. 10/2005

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

Assistant Acflmir~istrators and Other Related Parties*
Name of Facility

35 Marc Drive Operations, LLC, d/b/a Skyview Center

License No.

2377

Report for Year Ended

9/30/2019

Page of

1 1 37

Name

Salary Paid
trmge tienetits

and/or Other

Payments

(describe fully)

Full Description of

Services Rendered

Total

Hours

Worked

Line Where

Claimed on

Page 10

Name and Address of All

Other Employment**

Total

Hours

Worked

Compensation

ReceivedCCNH RHNS (Specify)

Section I -Operators/Owners

Section II -Other related

parties of Operators/Owners

employed in and paid by

facility (EXCEPT those who

may be the Administrator or

Elssistant Administrators who

are identified oo Page 12).

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

** Include all employment worked during the cost year.



State of Connecticut

Annual Report of Long-'T~~a-m Care Facility

CSP-12 Rev. 10/2005

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

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

35 Marc Drive Operations, LLC, d/b/a ~kyview Center

License No.

2371

Report for Year Ended

9/30/20 9

Page of

12 37

Name

Salary Paid
cringe tSenehts

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

ReceivedCC~NH RUNS (Specify)

Section III -Administrators''"'`

Raymond Cyr (5/1/19-6/30/19) 13,671

Non

Discriminatory Administrator 200 A2

Elza Augustin (7/1/19-9/30/19) <:1,705

Non

Discriminatory Administrator 531 A2

Section IV -Assistant

Administrators

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

** Include all other employment worked 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
3.5 Marc Drive Operations, LLC, d/b/a Skyview Cen

License No.
2377

Report for Year Ended
9/30/2019

Page of

l3 37

Total Cost and Hours

Item CCNH Hours RHNS Hours (Specify) Hours

*B. Direct care consultants paid on a fee

for service basis in lieu of salary

(For all such services complete Schedule Bl)

1. Dietitian

2. Dentist 2,157 74

3. Pharmacist 1,722 Monthly Fee

4. Podiatrist

67,995 542
5. Physical Therapy

a. Resident Care

b. Other

6. Social Wori<er

7. Recreation Worker

8. Physicians

a. Medical Director (entire facility) 12.>00 +8

b. Utilization Review

(Title 18 and l9 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 annualiyj

e. Other (Specify)

9. Speech Therapist

a. Resident Care 2~.~to~i ~ ~8

b. Other

0. Occupational Therapist

a. Resident Care 71,277 506

b. Other

1 1, Nurses and aides and attendants

a. RN

1. Direct Care 2`~.~90 ?69

7 Ariminictrativc~***

b. LPN
] , ~il'e~Y ('aCe

.------

2, Administrative***

c. Aides

d. Other

12. Other (Specify)
See Attached Schedule

B-13 Tofa/ Fees Paid in Lieu of Salaries

5,465

213,110

19l

1,788

* Do not include in this section management consultants or se~~dces which must be reported on Page 16 item M-12 and supported Uy required information, Page 17.

** This item is not reimbursable to facility. For Title 19 residents, doctors should bill DSS directly. Also, any costs For Title IS and/or other private pay residents must

be remo~~ed on Page 28.

*** Actministra[i~~e -costs and hours associated with the following positions: KIDS Coordinator, Insen~ce Training Coordina(or and Infection Control Nurse. Such

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



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-l4 Rev. 6/95

Report of Expenditures

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

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

35 Marc Drive Operations, LLC, dJbJa Skyview Center 2377 9/30/2019 14 37

Related** to Owners,

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

Yes No

Deborah A Hardy, N/A RN Services O O N/A

Channa Perera, MD, 755 Campbell Ave # 3, West Medical Director O O N/A

Haven, C'I' 06516

Integra Scripts, 160 Airport Road, Lakewood, NJ Pharmacist O O N/A

08701

LTC Management, t74 Scott Road, Prospect, CT Dentist O O N/A

06712

Healthdrive Dental Group, 888 Worcester Street, Dentist O O N/A

Wellesley, MA 02482

Technical Gas Products, 101 North Plains Respiratory Therapist O O 1`1~A

Industrial Road, t f3 Suite I, Wallingford, CT

Regal Care Rehab, 26 Firemens Memorial Drive, Physical, Occupational and Speech O O Common Ownership

Suite 205 Pomona, NY 10970 Therapy

Michelle Cortina Quattrocchi, NIA Clinical Consultant ~ ~ N/A

Medwiz Solutions, 167 Route 304, l3ardonia, NY Peripheral Insertion O O N/A

10954

~ ~

~ ~

n n

O O

O O

O O

O O

O O

O O

V lJ

n.~ n.,

O O

O O

* Use additional sheets if necessary.

** Reler to Page 4 for definition of 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

35 Ma~•c Drive Operations, LLC, d/b/a Skyview C

License No.

2377

Report for Year Ended

9/30/2019

Page of

15 37

Item Total CCNH RHNS (Specify)

1. Administrative and General

a. Employee Health &Welfare Benefits

1. Workmen's Compensation $ 21,091 21,091

2. Disability Insurance $

3. Unemployment Insurance $

4. Social Security (F.I,C,A.) $ 144,776 144,776

5. Health Insurance $ 160,852 160,852

6. Life Insurance (employees only)

(not-owners and not-operators) $

7. Pensions (Non-Discriminatory) $

(not-owners and not-operators)

8. Uniform Allowance $

9. Other (Specify) $

See Attached Schedule

2,009 2,009

b. Personal Retirement Plans, Pensions, and $

Profit Sharing Plans for Owners and

Operators (Discriminatory)*

c. Bad Debts* $ 30,085 30,085

d. Accounting and Auditing $

e. Legal ~~ei'vices s~tuulu ~e juiiy desci'i~eu urt ?uge i j .~v fi, +Oi v,401

f. Insurance on Lives of Owners and $

Operators (Specify )*

g. Office Supplies $ 2,688 2.688

h. Telephone and Cellular Phones

1. Telephone &Pagers $ 3,449 3,449

2. Cellular Phones $ 434 434

i. Appraisal (Specify purpose and $

attach copy )*

j. Corpot~ation Business Taxes (franchise tax) $

k. Other Taxes (Not related to p~•operry -See Page 22)

1. Income* $

~

2. Other (Sneci~j~ 1 ~

See Attached Schedule

3. Resident Day User Fee $ 215,833 215,833

SuGtotal $ 587,618 587,618

* Facility should Belt=disallow the expense on Page 28 of the Cost Report. (Carry Subtotals forward to next page)

SClement
Typewritten Text
Reclassed out of Fringes



*** 1~ "T nil d~ oily ~ yes / r~~ls / Gi ~~ t~ Stiff

Attachment Page 15

Schedule of Other Employee Benefits

Description CCNH RHNS (Specify)

Training &Education $ 200

Background Checks 1,809

Total $ 2,009 $ - $ -

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

Schedule of Other Taxes

Description CCI~1H 1~HI~TS (Specify)

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
35 Marc Drive Operations, LLC, d/b/a Skyview Center

License No.
2377

Report for Yeat• Ended
9/30/2019

Page of
l6 37

Item Total CCNH RHNS (Specify)

Sarbtotals Brought Forward: 587,618 587,618
1. Travel and Entertainment

1, Resident Tt~avel and Entertainment $ 2,602 2,602
2. Holiday Patties for Staff $
3. Gifts to Staff and Residents $
4. Employee Travel $ 3,288 3,288
5. Education Expenses Related to Seminars and Conventions $ 3,437 3,437
6. Automobile Expense (not pttrchase or depreciation) $

7. Other (Specify) $
See Attached Schedule

m. Other Administrative and General Expenses

1. Advertising Help Wanted (all such expenses) $ 389 389

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

3. Advertising Other (Specify)*** $

See Attached Schedule

6.323 6.323

4. Fund-Raising*** $

5, Medical Records $

6. Barber and Beauty Supplies (if this service is supplied $
i • __ _ ~ 1 F F **>ku~rectly aitu iiui oy co~~traci u~ ,~c,oi scr'v;cc)

7. Postage $ 1,462 1,462

* 8, Dues and Membership Fees to Professional $

Associations (Specify)
See Attached Schedule

2,556 2,556

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

9, Subscriptions $

10. Contributions*** $

See Attached Schedule

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

Sclredi~le G2, Page 21 for each firm or individual)

87.767 87,767

12. Administrative Management Services** $

1 3. Other (Specify) $

See Attached Schedule

S.146 5,146

~ ~ _~

C-14 Total Administrative 8c General Expe~zditures $ 700,588 700,588

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

** Schedule G 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 of Other Travel and Entertainment

Descri tiun CCNH RHNS (S~ecify)

Total Other Travel and Entertainment $ $ $

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

Schedule ofOther Advertising

no~,..:..~:,. ('!'NN RHNC lCnerifvl

Marketin & Advertisin Disallowed on P 28 $ 6,323

'Cotal Other Advertising $ 6,323 $ - $ -

Schedule oT Dues

Descri lion CCNH RHNS (S ecif )

CAHCF Dues $ 2 556

'Cotal Dues $ 2,556 $ $

Schedule of Cond•ibutions

Descri lion CCNH RHNS (S ecif )

Total Contributions $ $ $

Schedule of Other Administrative and General

rrNu uuNc (Ro~~ifo~

Licenses $ 10n

Late Fees Disallowed on P 28 350

Bank Fees $310 Disallowed on P 28 420

Em to ee Food Disallowed on P ~ 28 1,644

Em to ee Relations isallowed on P ~ 28 206

Discriminato Bonus Disallowed on P ~ 28 2,000

Pet Related Ex ease Disallowed on P ~ 28 426

Total Other AdministrativenndGeneral $ 5,146 $ $



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-17 Rev. 10/97

Schedule C-1 -Management Services*

Name of Facility

35 Marc Di•ive Operations, LLC, d/b/a Sk

License No.

2377

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 #

N/A

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

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



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-18 Rev. 9/2018

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

Note on Pale 5)
Name of Facility License No. Report for Year Ended Page of

35 Marc Drive Operations, LLC, d/b/a Skyview Center 2377 9/30/2019 18 ~ 37

Item Total CCNH RHNS (Specify)

2. Dietary

a. In-House Preparation &Service

1. Raw Food $ 85,229 85,229

2. Non-Food Supplies $ 7,821 7,821

3. Other (Specify) $

b. Purchased Services (by cont~~acl other $ 3~,~t97 >2.+97

than tlz~°oatg7z Management Services)

(Cof~~plele Schedtr~le G2 alt. Page 21)

c. Other (Specify) $

2D. Total Dietary Expenditures (2a + b + c + d) $ 125,547 125,547

2~, Dietary Questionnaire Total CCNH RHNS (Specify)

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

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

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

amt.

I. Where is the ~•evenue received reported iii the Cost Report? (Page/Line Item)

Is cost of meals provided to persons other if yes, specify
J, than employees or residents (i.e., Board O Yes O No

Members, Guests) included in 2D?
cost.

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

amt.

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

Is cost of food (other than meals, e.g., snacks ~f yes, specify
M, at monthly staff meetings, board meetings) O Yes O No

pt•ovided to employees included in 2D?
cost.

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

amt.

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

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



State of Connecticut
Annual Report of Long-Term Care Facility

CSP-19 Rev. 9/2018

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

(See Note on Page 5)

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

35 Marc Drive Operations, LLC, d/b/a Sl<yview Center 2377 9/30/2019 19 ~ 37

Item Total CCNH RHNS (Specify)

3. Laundry

a, In-House Processing* Lbs,

1. Bed linens, cubicle curtains, draperies,
Amt. $gowns and other resident care items

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

2, Employee items including uniforms, Lbs.

gowns, etc. washed, ironed and/or

Amt. $
processed,***

3. Personal clothing of residents Lbs.

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

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

Amt. $

b. Purchased Seevices (by contract other $

t7~an t7~rough Management Se~•vr~ces)

(Complete Schedule C-2 att. Page 21)

c. Other (Specify) $ ~-~9 ~~~ ~~

Laundry Supplies

3D. Total Laundry Expenditures (3a + b + c) $ 4,439 4,439

3E. Laundry Questionnaire

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

G. Did you receive revenue fi•om employees? O Yes O No 
If yes,
speci amt.

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

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

if yes,

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

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

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

T Do not include saiarie5 iruin j~agc i G as pni i of da(lar values recorded in 1, 2, 3, and 4.

All allocations should add to total recorded in 3D.

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



State of Connecticut

Annual Report of Long-'Perm Care FaciliTy

CSP-20 Rev. 9/2018

C. Expenditures Other Than Salaries (cont'd) -Housekeeping and Resident Care

Basis for Allocation of Costs (See Note on Page 5)

Name of Facility

35 Marc Drive Operations, LLC, d/b/a Sl<yview

License No.

2377

Report for Year Ended

9/30/2019

Page of

20 37

Item Total CCNH RHNS (Specify)

4. Housekeepit7g

a. In-House Care

1, Supplies -Cleaning (Mops,

pails, brooms, etc. )

Sq. Ft. Serviced

by Personnel

Amt.

b. Purchased Services (by contract other

than through Management Services)

(CoT~7plete Schedule C-2 att.

Page 21 )

Sq. Ft. Serviced

by Personnel

Amt. $ 13,829 13,829

C. Other (Spec) $

Housekeeping Supplies

10,296 10,296

4D. Total Housekeeping Expenditures (4a + b + c) $ 2=4,125 2=~, 125

5. Resident Care (Supplies)**

a. Prescription Drugs***

1. Own Pharmacy $

2. Purchased from $

Medwiz

`~~~.>;~~ `~~~> ~

b, iviedicine iabinet i~rugs ~ i,441 i,44i

c. Medical and Therapeutic Supplies $

d. Ambulance/Limousine*** $

e. Oxygen

1. For Emergency Use $

2. Other'*** $ 1,039 1,039

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

1,960 1,960

g, Dental (Not dentists who should be ineli~ded under $
sala~~ies or fees)

h. Laboratory*** $ 8,859 8,859
T, - - --~'-_ Q~. t~ecreauun .v

-~-o non~,~~~+ ~ o non
U~lUY

j. Direct Management Services* $
k. Indirect Management Services* $
I. Other (Specify)**** $

See Attached Schedule
65,445 65,445

SM. Tota[ Resident Care Expenditures (Sa - Sj) $ 178,058 178,058
* Schedule C-1, Page l7 must be fully completed or this expenditure will not be allowed.

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

*** Facility should sett=disallo~-v the expense on Page 29 of the Cost Report.

**** 1CFMR's should provide a detailed schedule of all Day Pt~ogram Costs.



Attachment Page 20

Schedule of Other Resident Care

Description CCNH RHNS (Specify)

Supplies ($10,065 Disallowed on Pg 29a) $ 48,343

Sanitation &Incineration 367

Equipment Rental (Disallowed on Pg 29a) 16,356

Data Processin 379

Total Other Resident Care $ 65,445 $ - $ -



State of Connecticut

~,ranual Report of Long-Tern Care Facility

CSP-21 Rev. 10/2001

Report of Expenditures

'~~e'~a~le C-2 -Individuals or Fiu-ms Providing Services by Contract X

Name of Facility
35 Marc Drive Operations, LLC, d/b/a Skyview Center

License No.
2377

Report for Year Ended

9/30/2019
Page of
21 37

Name of Individual or

Company Address

Related ** to Owners.,

Operators, Officers

Explanation of

Relationship

Full Explanation of

Service Provided*

Total Cost/Page Ref.***

Yes No CCNH RIMS (Specify) Pg Line

LTC Consulting Services

7 Randolph Road.

Howell, NJ 07731 Q O N/A

Billing and Fisclal

Services 70;250 16 ml l

Healthcare Services Group

300 Bensalem, PA

19020 O O N/A Dietary Services 32.497 18 2b

Healthcare Services Group

300 Bensalem, PA

19020 O ~ N/A Housekeeping Services 13,829 20 4b

O O

O O

O O

O O

O O

O O

O O

O O

O O

O O

O O

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

** Refer to Page 4 for definRtion of related.
*** Please cross-reference amount t:o the appropriate page in the Annual F:eport (Pages 16, 18, 19, 20 or 22).



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-22 Rev. 6/95

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

Name of Facility

35 Marc Drive Operations, LLC, d/b/a Slcyvie

License No.

2377

Report for Year Ended

9/30/2019

Page of

22 ~ 37

Item Total CCNH RHNS (Specify)

6, Maintenance &Operation of Plant

a. Repairs &Maintenance $ 16,597 16,597

b. Heat $ 8,447 8,447

c. Light &Power $ 27,182 27,182

d. Water $ 16,669 16,669

e. Equipment Lease (P~~ovide detail nn page 6) $ 2,034 2,034

f. Other (itemize) $

See Attached Schedule

26,91 ] 26,911

6g. Total Muint. &Operating Expense (6a - 6~ $ 97,840 97,840

7. Depreciation (complete schedule page 23 * )

a. Land Improvements $

b. Building &Building Improvements $

c. Non-Movable Equipment $

d. Movable Equipment $ 1,520 1,520

*7e. Total Depreciation Costs (7a + b + c + d) $ 1,520 1,520

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

a. ~r~anizat~on E~pers~ w 22>555 22,555

b, Mortgage Expense $

c. Leasehold Improvements $ 1,173 1,173

d. Other (Spec) $

*8e. TotalAmortization Costs (8a + b + c + d) $ 23,728 23,728

9. Rental payments on leased real property less

real estate taxes included in item I Ob $ 200,000 200,000

10. Property Taxes

a. Real estate taxes paid by owner $

b. Real estate taxes paid by lessor $ 21,284 21,284

c. rers~nai pruper~y saxes .v ~, i ~~ ~> ~ ~~

1 1. Total Property Expenses (7e + 8e + 9 + 10) $ 250,285 250,285

* 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 $ 2,646

Sanitation &Incineration 8,242

Landscaping 7,650

Contracted Services 8,373

Total Other Repairs and Maintenance $ 26,911 $ - $



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-23 Rev. 10/2006

Du reciation Schedule
Name of Facility

35 Marc Drive Operations, LLC, d/b/a Skyview Centel

License: No.

2377

Report for Year Ended

9/30/2019

Page of

23 37

1?roperty Item

Historical Cost

Exclusive of

Land

Less

Salvage

Value

Cost to Be

Depreciated

Accumulated

Depreciation to

Beginning of Year'

Operations

Method of

Computing

Depreciation

Useful

Life

Depreciation

for This Year Totals

A. Land Improvements

1. Acquired prior to this report period

2. Disposals (attach schedu➢e)
3. Acquired during this report period (attach schedule)

A-4. Subtotal

B. Building and Building Ir►uprovennents
1. Acquired prior to this report period
2. Disposals (attach schedule)
3. Acquired during this report period (attach schedule)

B-4. Subtotal
C. Non-Movable Equipmen4

1. Acquired prior to this report period
2. Disposals (attach schedule)
3. Acquired during this report period (attach schedule)

G4. Subtotal

Is a mileage
logbook

maintained? Date of Acquis;tio 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 Munch 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 triis report period
b. Disposals (attach schedule i
c. Acquired during this report: period

(attach schedule) A'ar Var `i 6"6 f, ti?~ Sil_ ~"arious 1_~_'Q
D-3. Subtotal 1,520
E. Total Depreciation 1,520

NOTE: Facility was acquired as of 5/7/19. Assets reported on this cost report are
additions during this fiscal period. See Facility rate computation report for historical assets.



Schedule of Land Im~~rovements Acquired during this report period

Attachment Page 23 Attachment Pages 23 24

Useful

Ac uisition Date Descri rtion of Item Cost Life lle rreciation

Additions;

Total additions for Land Improvements $ - $ -

Deletions:

Total deletions for Ladd Improvements $ - $ -

*Ties to Page 23, Line A3

**Ties to Page 23, Line A2

Schedule of Building Improvements Acquired during this report period
Useful

Ac uisition Date Descri lion of Item Cost Life De reciation

Additions;

Total additions for Building Improvements $ - $

Deletions:

Total deletions for Building Improvements $ - $

*Ties to Page 23, Line ft3

**Ties to Page 23, Line Q2

Schedule oP Nnn-Movable Cquipment Acquired during this report period

Useful

**

Ac uisition Date Descri lion of Item Cast Life De ~reciation

Additions:

Total additions for Non-Movable equipment $ - $

Deletions:

Total deletions for Non-Movable Cquipment $ - $ -
**

*"I`ies to Page 23, Line C3

**'Pies to Page 23, Line C2



Schedule of Movable Cquipment Acquired daring this report period

Useful

Acquisition Date Description of Item Cost Life Depreciation

Additions:

5/22/2019 food rocessor $ 1,323 10 $ 132

9/30/2019 Refrid erator 586 IS 39

9/4/2019 Bed controls 823 12 69

5/31/2019 Tablets 684 3 228

6/17/2019 Scanner 500 5 100

6/3 012 0 1 9 Printer 638 5 128

8/13/2019 tvs 784 5 157

8/29/2019 tvs 1,057 5 211

5/31/2019 Various Sales Use 7'ax 2,281 5 456

Total additions for MovHble Cquipment $ 8,676 $ 1,520

Deletions:

'Cotal deletions fm• Movable Equipment $ - ~ -

*Ties to Page 23, Line U2c

**Ties to Page 23, Line U2b

Schedule of Leasehold Improvements Acyuired during this report period

Useful

Acquisition Date Description of Item Cost Life Depreciation

r*

Additions:

5/20/2019 hone re air- cross connect wires $ 1,063 10 $ 106

5/9/2019 hone orts 1,435 10 144

7f 10/2019 AC re air 3,660 20 183

7/17/2019 Fa~c re air-new T/R card installed 922 10 92

5!9/2019 hone orts 91 10 9

5/20/2019 hone re air- cross connect wires 67 10 7

7/17/2019 Ftuc re air-new T/R card installed 59 10 6

8/14/2019 re laced fan motor on AC 2,571 20 129

10/10!2019 hvacre air 1,595 15 106

8/16/2019 a uastat re air 1,331 10 133

10/V2019 Frid ere air-re lace valve 1,559 15 104

9/3J2019 AC re air-heat um switch 792 10 79

9/18/2019 e ui meat service-slicer re air 751 10 75

Total additions for Leasehold Improvement $ 15,896 $ 1,173

Deletions:

I'1'otal deletions for Leasehold Improvement ~ ~ ~ ~ ~ - ~

Attachment Pages 23 24

*'Gies to Page 24, Line C3

*'T~es to Paee 24. Ling CZ



State of Connecticut

Annual Report of Long-'~~erin Care Facility

CSP-24 Rev. 10/2006

Amortization Scheduler

Name of Facility

35 Marc Drive Operations., LLC, d/b/a Skyview Center
License No.

2377
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. Orgax►ization Expemse
1. Startup costs 5 2019 66,423 S2 22,555
2.
3.

A-4. Subtotal
B. 1Vlortgage Expense

1.
2.
3.

B-4. Subtotal
C. Leasehold Improvements and Other

1. Acquired prior to this report period
2. Disposals (attach schedule)
3. Acquired during tll~is report period

(attach schedule) Var Vai- Various 1x.896 SQL Vai-io 1.173
C-4. Subtotal 1,173
D. TotalA~nortization 23,728

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

A. Minimum of 5 years oar h0 months.
B. Life of mortgage; OR
C. Remaining Life csf Lease; OR
D. Actual Life if owned by Related Party.



Slcyview Center
~ISGD ASSET / DGPRGCIATION SCHGUU LC

His(oricnl 201R 2019 2019

~sse~ Tvpe Description Dnte In Service Nie~hod Life Casl A/D Deprec. A/D NBV

LCASHOLD IMPROVCMCN7'S

2019 Additions

Ll phone repairy cross connect wires 5/20/2019 S/L 10 1,063 - I U6 106 9S7

U phone ports 5/9/2019 S/L 10 1,435 - 144 144 1,291

LI AC repair 7/10/2019 S/I. 20 3,660 - 183 183 3,477

LI Fas repair-new T/R card installed 7/17/2019 S/L 10 922 - 92 92 830

LI phone ports 5/9/2019 S/L 10 91 - 9 9 82

LI phone repair- cross connect wires 5/20/2019 S/L 10 67 - 7 7 60

LI Fax repair-new T/2 card installed 7/17/2019 S/L 10 59 - 6 G 53

LI replaced fan motor on AC 8/14/2019 S/L 20 2,S7I - 129 129 2,442

LI hvac repair 10/10/2019 S/L IS 1,595 - 106 10h 1,489

LI aquaslat repair 8/16/2019 S/L 10 1,331 - 133 133 1,198

LI Fridge repairvreplace valve 10/1/2019 S!L IS I,SS9 - 104 104 1,455

LI AC repair-heat pump switch 9/3/2019 S/L 10 792 - 79 79 713

W equipment service-slicer repair 9/18/2019 S/L IO 7S I - 75 75 G7G

TOTAL LEASCHOLD IMPROVEMENTS 15,896 1,173 1,173 1J,723

MOVABLE EQUIPMENT

2019 Additions

FFE food processor

FPF Refridgerator

Medical Equipment Bed controls

Computer Hardware Tablets

Computer Hardn'are Scanner

Computer Hardware Printer

Computer Software tvs

Computer Software tvs

Sales Use Tas Various Sales Use Tax

TOTAL MOVAULE CQUIPMCNT

Org Cspense Startup Costs

TOTAL ASSCTS PER CR SCHCDULE

TOTAL ASSCTS PER'1'RIAL 13AL,ANCE

VARIANCE

R/S vs C/R NBV -Page 31, Line B9

P'/S vs C/R Depreciation - P:ige 36, Line F7

5/22/2019 SIL 10 1,323 - 132 132 1,191

9/30/2019 S/L IS 586 - 39 39 547

9/4/2019 S/L 12 823 - 69 69 7S4

5/71/2019 SlL 3 684 - 228 228 45G

6/17/2019 S/L 5 500 - 100 100 400

6/30/2019 S/L 5 638 - 12R 128 SIO

8/13/2019 SA. 5 784 - 157 157 627

8!29/2019 S/L S 1,057 - 21 1 211 846

5/31/2019 S/L 5 2,281 - 4SG 456 1,825

R,676 1,520 1,520 7,156

5/1/2019 S/L 3 66,423 - 22,555 22,555 43,868

9U,995 - 25,248 25,2J8 65,747

YU,995 23,208 23,209 67,786

- - 2,040 2,039 (2,U39)

x,039

(2,040)



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

35 Marc Drive Operations, LLC, d/b/a

License No,

2377

Report for Year Ended

9/30/2019

Page of

25 ~ 37

1 1. Property Questionnaire

Part A

[s the property either owned by the Facility 
O Yes O No 

If "Yes," complete Part B.

or leased from a Related Party?* If "No," complete Part C.

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

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

related party transaction.

Description Total

2nd ~~lortgagc :~rd Mortga~c 4th ~lortg~~bc

1. Date Land Purchased

2. Date Structure Completed

3, If NOT Original Owner, Date of Purchase

4. Date of Initial Licensure

5. Total Licensed Bed Capacity 97

6. Square Footage

7. Acquisition Cost

a. Land

b. Building

Part B -Owner and Related Parties 1st Mortgage

1. Financing

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

b. Date Mortgage Obtained

c. Interest Rate for the Cost Year

d. Term of Mortgage (number of years)

e. Amount of Principal Borrowed

f. Principal balance outstanding as of

Ca~rpl~tr if;~;ar~gng~ was Ref3:~ar:ed

During Current Cost Year

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

h. Date of Refinancing

i. New Interest Rate

j. Term of Mortgage (number of years)

k. Amount of Principal Borrowed

1. Principal Outstanding on Note Paid-Off

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

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

SV Propco Building 05/01/19 Ongoing 200,000

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

35 Marc Drive Operations, LLC, d/b/

License No.

2377

Report for Year Ended

9/30/2019

Page of

26 ~ 37

Item Total CCNH RHNS (Specif )

12. 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

~ l2 R?. T,:c.: Raa::cdd;~g Ttit~: ~~~. ~'wYe:.~o \e ~ _ Aa + RS: ~~
((.'a~~ry J'ztbtotals Jortivard to next page



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-27 Rev. 6/95

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

Name of Facility

35 Marc Drive Operations, LLC, d/

License No.

2377

Report for Year Ended

9/30/2019

Page of

27 ~ 37

Item Total CCNH RHNS (Specify)

Subtotals Brought Forward:

1 2. C. Movable Equipment

1. Automotive Equipment $

A. Item Rate Amount

Lender

Address of Lender•

2. Other (Specify) $

A. Item Rate Amount

Lender

Address of Lender

B. Item Rate AmoLmt

Lender

Address of Lender

12. C. 3. Total Movable Equipment Interest

Expense (C 1 + 2) $

12. D. Other Interest Expense (Specify) $

Interest on Loan /Credit Card

2,525 2,525

13. Total Alllnterest Expense (12B7 + 12C3 + 12D) $ 2,525 2,525

l4. Insurance

a. Insurance on Property (buildings only) $ 4,923 4,923

b. Insurance on Automobiles $

c. Insurance other than Property (as specified above)

1. Umbrella (Blanket Coverage) $ __
2. Fire and Extended Coverage $

3. Otter (Specify) $

General Liability / EPLI /Surety Bond

21,732 21,732

14d. Total Insurance Expenditures (14a + b + c) $ 26,655 26,655

15. Total All Expenditures (A-13 tlzru G14) $ 2,967,226 2,967,226



State of Connecticut

Annul Report of Long-Term Care Facility

CSP-28 Rev. 9/2018

D. Adjustments to Statement of expenditures

Name of Facility
35 Marc Drive Operations, LLC, d/b/a Sl<yview Center

License No.
2377

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 /0 - Salnries and Wcrges

1. Outpatient Service Costs $

2. Salaries not related to Resident Care $

3. Occupational Therapy $

4. Other -See attached Schedule $ 26,273 26,273

Page 13 -Professional Fees

5. Resident Care Physicians ** $

6, 13 bl0a Occupational Therapy $ 71,277 71,277

7. Other -See attached Schedule $ 31,155 31,155

Pages 15 Bc 16 -Administrative and Cenera!

8. Discriminatory Benefits $

9. 15 1 c Bad Debts $ 30,085 30,085

10. Accounting $

l 0a.' S Legal $ 307 307

I l. Telephone $

12. Cellular Telephone $

1 3. Life insurance premiums on the life

of Owners, Partners, Operators $

14. Gifts, flowers and coffee shops $

1 5. Education expenditures to colleges or

universities for tuition and related costs

for owners and employees $

16. 16 L3 Travel for p~u•poses of attending

conferences or seminars outside the

continental U.S. Other out-of-state

travel in excess of one representative $ 2,337 2,337

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

1 8. 16 m2/3 Unallowable Advertising * $ 6,323 6,323

l9, income Tax /Corporate Business Tax $

20. Fund Raising /Contributions $

21. Unallowable Management Fees $

22. Barber and Beauty $

23. Other -See attached Schedule $ 10,910 10,910

(ON£'yG !U ~ U!G%t1%y li~~G%I l(IINI GJ ~.~.~..,.....

24. Meals to employees, guests and others

~vha are not residents $

Page 19 - Lutut~fry Expe~tditures

25. Laundry services to employees, guests

and others who are not residents $

Page 2U -House%eeping Expe~aditures

26. Housekeeping services to employees, guests

and others who are not residents $
Subtotal (Items 1 - 26) $ 178,667 178,667

* All except "Help \4~anted". (Car°i~~ Subtotal,fonnard to ~~ext page )

** Physicians ~vho provide sen~ces to Title 19 residents are required to bill the DeparUnent of Social Services directly For each indi~~dual resident.



Attachment Page 28

Schedule of Other Salaries Adjustment

Paee Ref Line Ref Description CCNH RHNS (Specify)

10 12n Marketing Salary $ 26,273

Total Other Salaries Adjustment $ 26,273 $ - $ -

Schedule of Fees Adjustments

Page Ref Line Ref Description CCNH RHNS (Specify)

13 12o Respiratory Therapist $ 410

13 12o Peripheral Insertion 1 >155

13 B 11 al CHOW Consent Order Contract RN 29,590

Total Other Fees Adjustments $ 31,155 $ - $ -

Schedule of Other A&G Adjustments

Page Ref Line Ref Description CCNH RHNS (Specify)

16 m13 Non Allowable Bank Fees $ 310
„to ,.,trim

"--~
Eiupluycer~uu ,inn>~-*-*

16 ml3 Employee Relations 206

16 m13 Discrui;u5atuiyBottus 2,000

16 m13 Pet Related Expense 426

16 m13 Late Fees 350

15 Var Benefits Relating to Marketing Salary (See Attached) 5,974

Total Other A&G Adjustments $ 10,910 $ - $ -



Skyview Center

September 30, 2019

Benefits Disallowance

Marketing Benefits Disallowance

Marketing Salary 26,273 Pa~~ io

Total Salaries 1,344,054 T6 Linked

Percent to Total Salaries 1,95%

Total Benefits (Pg 15, Line 1 a3 - 1 a6) 305,628 TI3 Linked

Pg. 28a

Marketing Benefits Disallowed 5,974 rage za :~rra~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

35 Mai•c Drive Operations, LLC, d/b/a Skyview Center

License No.

2377

Report for Year Ended

9!30/2019

Page of

29 ~ 37

Item

No.

Page

No.

Line

No. Item Description

Total

Amount of

Decrease CCNH RHNS (Specify)

Subtotals Brought Forward $ 178,667 178,667

Page 20 -Resident Care Supplies*'°*

27. 20 Sat Prescription Drugs $ 90,330 90,330

28. Ambulance/Limousine $

29. 20 Sf X-rays, etc $ 1,960 1,960

30. 20 5h Laboratory $ 8,859 8,859

31. Medical Supplies $

32. 20 Set Oxygen (non emergency) $ 1,039 1,039

33. Occupational Therapy $

34. Other -See Attached Schedule $ 31,295 31,295

Ppge 22 - Muinienance and Property

35. Excess Movable Equipment Depreciation

See Attached Schedule $

36. Depreciation on Unallowable

Motor Vehicles $

37. Unallowable Property and Real

Estate Taxes $

38. Rental of Building Space or Rooms $

39. Other -See Attached Schedule $ 22,555 22,555

Pnge 27 - /nsurance

40. Mortgage Insurance

41. Property Insurance $

Other -Miscellaneous

42. Other -Indirect $

43. Interest Income on Account Rec. $

44. Other - Miscellaneous Administrative $

45. Management Fees Direct $

46. Management Fees Indirect $

47. Other -Direct $ 20 20

Not For Profrt Providers Only

48. Building/Non Movable Eq. Depreciation

Unallowable Building Interest -

See Attached Schedule $

49. TotalAmount of~Decreuse (Items 1 - 48) $ 334,725 334,725

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

sepa~'ately by category as indicated on Page 20.



Attachment Page 2~«achment Page 29

Schedule of Other Ancillary Costs

Po.... Raf 1 ina Anf ilnen.•intinn CCNH RNNS ~SDCCIfV)

20 51 Non Allowable Nursin Su lies $ 10,065

27 12d Interest on Credit Card 25

20 51 Nursing E ui ment Renta] 16,356

20 Si Cable Television Disallowance (See Attached) 4,849

Total Other Ancillary Costs $ 31,295 $ - $ -

Schedule of Excess n4ovable equipment Depreciation

Page Rcf Linc Ref Description CCNH RHNS (Specify)

Total Excess Movable Equipment Depreciation $ - $ - $

Schedule of Other Property Adjustments

n.,..., n.,r t :.,., n.,e n.,~..r:.,r:.,., rCNH RFTNS (Specify)

22 8a Amortization of Startu Costs $ 22,555

(Total Other Property Adjustments ~ $ 22,SSS ~ $ -

Schedule of Other -Indirect Adjustments

Pate Ref Line Ref Description CCNH RHNS (Specify)



age

'Total Other Adjustments $ - $ - $ -

Schedule of Other - Nfisceilaneous Administrative Adjustments

Page Ref Line Ref Description CCNH RHNS (Specify)

Total Other Adjustments $ - $ - $

29



Schedule of Other -Direct Adjustments Attachment Paee 29

Yage lief Lme Ket llescription l:l.'1VH K111VJ ~~peciry~

30 IV 8 Medical Record Revenue $ 20

Total Other Adjustments $ 20 $ - $ -

Schedule of Unallowable Building interest

Page Ref' Line Ref Description CCNH 1tHN5 (spec~ty~

Total Unallowable Building Interest $ - $ - $



Slryview Center

Disallowance Schedule for Cable TV

September 30, 2019

Amount

Total Cable TV Expense acct #80-232-00 $ 6,358 T[3 Linked

Monthly Allowable amount $ 300

Months in Year 12

of Actual Days in Cost Yeac (153 Days) 42%

Total Allowable Cost $ 1,509

Disallowed Cable TV $ 4,849

Pg. 29b



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-30 Rev,10/2005

F. Statement of Revenue
Name of Facility License No.

35 Marc Drive Operations, LLC, d/b/a SN 2377

Report for Year Ended

9/30/2019

Page of

30 ~ 37

Item Total CCNI~ RHNS (Specify)

I. Resident Room, Board &Routine Care Revenue

1. a. Medicaid Residents (CT only) $ 1,892,963 1,892,963

b. Medicaid Room and Board ConU•actual Allowance ** $

2. a. Medicaid (A!! otl~er stales) $

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

3. a. Medicare Residents (al! inclarsive) $ 688,141 688,141

b. Medicare Room and Board Contractual Allowance ** $ (3,756) (3,756)

4, a. Private-Pay Residents and Other $ 357,995 357,995

b. Private-Pay Room and Board Contractual Allowance ** $ (332) (332)

II. Other Resident Revenue

1. a. Prescription Drugs -Medicare $ 55,708 55,708

b. Prescription Drugs -Medicare Contractual Allowance ** $ (55,708) (SS,708)

c. Prescription Drugs -Non-Medicare $ 14 14

d. Prescription Drugs -Non-Medicare Contractual Allowance ** $ (14) (14)

2. a, Medical Supplies -Medicare $

b. Medical Supplies -Medicare Conh•actual Allowance ** $

c. Medical Supplies -Non-Medicare $

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

3. a. Physical Therapy -Medicare $ 82,316 82,316

b. Physical Therapy -Medicare ConU•actual Allowance ** $ (67,318) (67,318)

c. Physical Therapy -Non-Medicare $ 39,539 39,539

d. Physical Therapy -Non-Medicare Contractual Allowance ** $ (27,387) (27,387)

4. a. Speech Therapy -Medicare $ 31,937 31,937

h. Speech Therapy -Medicare Contr~actua] Allowance ** $ (22,273) (22,273)

c. Speech Therapy -Non-Medicare $ 29,062 29,062

d. Speech Therapy -Non-Medicare Contractual Allowance ** $ (21,955) (21,955)

5. a. Occupational Therapy -Medicare $ 85,644 85,644

b. Occupational Therapy -Medicare Contractual Allowance ** $ (73,907) (73,907)

c. Occupational Therapy -Non-Medicare $ 41,961 41,961

d. Occupational Therapy -Non-Medicare Contractual Allowance ** $ (26,843) (26,843)

6. a. Other (Specify) -Medicare $

b. Other (Specify) -Non-Medicare $ 2,642 2,642

III. Totnl Resident Revenue (Section [, fhru Section II.) $ 3.008.429 3.008.429

IV. Other Revenue*

I. Nteals sold to guests, employees &others $

2. Rental of rooms to non-residents $

3. Telephone $

4, Rental of Television and Cablc Services $

5, Interest Income (Specify) $

6. Private Duty Nurses' Fees $

7. Barber, Coffee, Beauty and Gift shops $

8. Other (Specify) $ 20 20

V. Totn/ Otlter RevetTue (1 thru 8) $ 20 20

VL Total All Revenue (III +V) $ 3,008,449 3,008,449

* Facility sho~dd off-sel the approp~•iale ea~~ense on Page 28 or Pnge 29 of711e Cos! Reporl.

* * /%ncility sho~dd ~•eport all conlraclual a!lo~ra~tces aid/or payer disco~mis.



Attachment Page 30

Schedule of Other Resident Rcrcnue -Medicare

Related Exp

Schedule of Other Non-114edicai~e Resident Revenue

RCIaYCd I~.xp

Pacer Ref ilrscrintinn CCNH R[INS (Specify)

30 II bb Revenue Adjustments>HMO $ 13

30 II 6V Revenue Ad~ustments>Medicaid 5,404

30 R 6b Revenue Adjustments>Ancillary ~2,~~5)

Total Other Resident Revenue $ 2,642 $ - $ -

Interest Income

Schedule of Other Revenue

Account

n.~..a a..r n,.~,.~;~,n,,., CCNH RHNS (Specify)

3C ;V ~ b.~d.~^I o~ c:ds R~ e (Disc;:^ ~d cr. ng ~o~~ 
_

~ 2n

Total Other Revenue $ 2~ $ $



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-31 Rev. 6/95

G. Balance Sheet

Name of Facility

35 Marc Drive Operations, LLC, d/b/a

License No.
2377

Report fur Yeac Ended

9/30/2019

Page of

31 ~ 37

Account Amount

Assets

A. Current Assets

1. Cash (on hand and in banks) $ 14,265

2. Resident Accounts Receivable (Less Allowance for Bad Debts) $ 1,286,573

3. Other Accounts Receivable (Excluding Owners or Related Parties) $

4 Inventories ~

5. Prepaid Expenses

a.
b.

c.

$ 91,241

d. See Schedule 91,241

6. Interest Receivable $

7. Medicare Final Settlement Receivable $

8. Other Current Assets (iten7ize) $

See Schedule

A-9. Total Cur~e~ttAssets (Lines Al thru 8) $ 1,392,079

B. Fixed Assets

2. Land Improvements *Historical Cost

Accum. Depreciation Net
$

3. Buildings *Historical Cost

Accum. Depreciation Net
$

4. Leasehold Improvements *Historical Cost 15,896

Accum. Depreciation 1,173 Net

$ 14,723

5. Non-Movable Equipment *Historical Cost

Accum. Depreciation Net
$

6. Movable Equipment *Historical Cost 8,676

Accum. Depreciation 1,520 Net

$ 7,156

7. Mntnr Vehicles *Historical Cost

Acctun. Depreciation Net
$

8. Min:,r Equipr;~7t-T~I~t Depreciable $

9. Other Fixed Assets (itemize)

F/S vs CR NBV 2,039

See Schedule

$ 2,039

B-10. Total FixeclAssets (Lines BI thru 9) $ 23,918

* Historical Costs must agree with Historical Cost reported in Schedules on (cQ~~,v ror~~fo„+~~„~dro„ex~~age~

Depreciation and Amortization (Pages 23 and 24).



All;lchnlenl P:Igo l I-iJ

Schedule of V~cpnid E~pinscs Page 31 Linc AS

P u~i~. Rrf 1 i~ ~. R~.f

3I A5 Pre :tid C~ rases S 4 154

31 AS P`c aid 8~ i~sCS>I~~surure 37 970

31 AS Prc idd G.~ iucs>Ta~cs 13,143

5 1 A5 Pre aid E~ «scs>Warkcrs Com 33974

TolalPre xid Es ~cnses S 91,2J1

Schedule of Other Fiwd Anse~s pternb.~) Page 31 Line UI

P;~ ~e Rcf Linc Ref Dcsc~i ~~ion

Total O~hcr Assets a

Schedule o(OlherLong-'I'cim LiaAilitics (Ilemirx) P aKe 7J Line 6J

Tutul Other Cumnl Liahilitica ptcm'vc) S

Schedule of O~herCmixnt Assety (ilem'vxJ) PAge dl Line AN

ScheJ~ile of O~hcr Assets Page J2 Line DI

SclicAulc of IVutes Pa~~al~ic (Itcm'vc) Page 1J Linc A2

Scheilnle of Other Cmm~[ Linl~ililies (Ilemiic) P:i{;c 33 Line Ail



State of Connecticut

Annual Report of Yong-Term Care Facility

CSP-32 Rev. 6/95

G. Balance Sheet (cont'd)

Name of Facility
35 Marc Drive Operations, LLC, d/b/a

License No.
2377

Report for Year Ended

9/30/2019

Page of

32 ~ 37

Account Amount

Total Brought Forward:$ 1,415,997

C. Leasehold or like property recorded for Equity Purposes.

1. Land $

2. Land Improvements *Historical Cost

Accum. Depreciation Net $

3. Buildings *Historical Cost

Accum, Depreciation Net $

4. Non-Movable Equipment *Historical Cost

Accum. Depreciation Net $

5. Movable Equipment *Historical Cost

Accum. Depreciation Net $

6. Motor Vehicles *Historical Cost

Accum. Depreciation Net $

7. Minor Equipment-Not Depreciable $

C-8 Total Leasehold oN Like P~~operties (C 1 thru 7) $

D, Investment and Other Assets

1. Deferred Deposits $ 1,365

2. Escrow Deposits $

3. Organization Expense *Historical Cost 66,423
-,-, < < ,. ~ _.Hccurri. Depreciation ~~,5~~ ivc~ ~ ~ o~+~,068

4. Goodwill (Purchased Only) $

5. [nvestments Related to Resident Care (itemize) $

6. Loans to Owners or Related Parties (itemize) $ S~-,206

Name and Address Amount Loan Date

Due from Partners 84,206

%. VTher lHssets ~iten~dze j
~,

~ a~

See Schedule

D-8. Total investments aid OtlzerAssets (Lines Dl thru 7) $ 129,439
D_9, Total All Assets (Lines A9 + B 10 + C8 + D8) $ 1,545,436

* 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)

Natne of Facility

35 Marc Drive Operations, LLC, d/b/a Skyvie

License No.

2377

Report for Year Ended

9/30/2019

Page of

33 ~ 37

Account Amount

Liabilities

A. Current Liabilities

1. Trade Accounts Payable $ 588,174

2. Notes Payable (itemize) $

See Schedule

3. Loans Payable for Equipment (Current portio~~) (itemize) $

Name of Lender Purpose Amount Date Due

4. Accrued Payroll (Exclusive of Owners and/o~° Stocklzolde~•s onlvl $ 120,985

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

6. Accrued Payroll Taxes Payable $

7. Medicare Final Settlement Payable $

8. Medicare Current Financing Payable $

9. Mortgage Payable (Current Portion) $

10. Interest Payable (Exclz~sive of Owner• and/or Related Pa~~ties) $

1 1. Accrued Income Taxes* $

12. Other Current Liabilities (itemize)

Accnied Expenses 163,002 Accrued L;xpenses>Work 27,179

Accrued Expenses>Insurance -Gene 24,110

$ 220,353

Accrued Expenses>Insurance - Suret l54

Accrued Expenses>Insttrance -Props 5,908 See Schedule

A- t 3, T'oFcr/ C'ur~~erzt Licabilr~tr~es (Lines Al thru 12) $ 929,512

* Business Income Tax (not that withheld from employees). Attach copy of owner's Federal Income (cu~•~y Tonal j~r•H~ord i~, n~.~i pax )

Tax Return.



State of Co~lnecticut

Annual Report of Long-Term Care Facility

CSP-34 Rev. 6/95

G. Balance Sheet (cont'd)

Name of Facility

35 Marc Drive Operations, LLC, d/b/a Sk

License No.

2377

Report for Year Ended

9/30/2019

Page of

34 ~ 37

Account Amount

Total Brought Forward: 929,512

Liabilities (cont'd)

B. Long-Term Liabilities

1. Loans Payable-Equipment (ite»~ize) $

Name of Lender Purpose Amount Date Due

2. Mortgages Payable $

3. Loans from Owners or Related Parties (itemize) $ 547,120

Name and Address of Lender Amount Loan Date

Salmon Broolc, Realty Sky

View, Wtrbty, KCMG,

RC Holdings, Nor, NL, 547,120

4. Other Long-Term Liabilities (itemzze)

Due From>Old Owner 453

Due To/(From)>Maplewood 255088

~ ?~,.S~l

See Schedule

B-5. Tota! Long-Term Liabilities (Lines Bl thru 4) $ 572,661

C, Total All Liabilities (Lines A-13 + B-5) $ 1,502,173



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-35 Rev. 6/95

G. Balance Sheet (cont'd)

Reserves and Net Worth

Name of Facility

35 Marc Drive Operations, LLC, d/b/a

License No.

2377

Report for Year Ended

9/30/2019

Page of

35 ~ 37

Account Amount

A. Reserves

1. Reserve for value of leased land $

2. Reserve for depreciation value of leased buildings and appurtenances

to be amortized $

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

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

5. Reserve for funds set aside as donor restricted $

6. Total Reserves $

B. Net Worth

1. Ownec's Capital ~

2: Capital Mock $

3. Paid-in Surplus $

4. Treasury Stock ~

5. Cumulated Earnings $

6. Gain or Loss for Period 5/1/2019 thru 9/30/2019 $ 43,263

7. Total Net Worth $ 43,263

C. 7'oiat Ileserves~ ~ncf 1'~'~P ~~'rrili ~ 4?,263

D. Total Liabilities, Reserves, and Net Worth $ 1,545,436



State of Connectic~it

Annual Report of Long-Term Care Facility

CSP-36 Rev. 6J95

I3. Changes in Total Net Worth

Name of Facility

35 Marc Drive Operations, LLC, d/b/a SI

License No.

2377

Report for Year Ended

9/30/2019

Page of

36 ~ 37

Accotmt Amount

A. Balance at End of Prior Period as shown on Report of 09/30/2018 $

B. Total Revenue (From Statement of Revenue Page 30) $ 3,008,449

C. Total Expenditures (From Statement of Expenditures Page 27) $ 2,965, l 86

D. Net Income or Deficit $ 43,263

E. Balance $ 43,263

F. Additions

1. Additional Capital Contributed (itemize )

Expenses Per Page 27 $2,967,226

F/S vs C/R Depreciation (2,040)

Expenses Per F/S $2,965, l 86

2. Othe►• (itet~7ize )

F-3. Total Additions $
G. Deductions

1. Drawings of Owners/Operators/Partners (Specify) $
Name and Address (No., City, State, Zip) Title Amount

2. Other Withdi•awings (Spec) $
Purpose Amount

3. Total Deductio~ls $
H. ~r~dr~r~ce crt E~xr! of d'erior~ 09/30/1 S ~ 43,?~3



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-37 Rev. 9/2002

I. Preparer's/Reviewer's Certification

'_

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

35 Marc Drive Operations, LLC, dlb/a 2377 9/30/2019 37 37

Check appropriate category

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

Prepa~-er/Reviewer Certification

I have prepared and reviewed this report and am familiar with the applicable regulations governing its preparation. I

have read the most recent Federal and State issued field audit reports for the Facility and have inquired of appropriate

personnel as to the possible inclusion in this report of expenses which are not reimbursable under the applicable

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

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

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

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

S gnatu e of parer ;' Title Date Signed

~_
Printed Name of Preparer

Matthew S. Bavolack

Addre~ Address Phone Number

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

Contacted Person Regarding Additional Information Needed Regarding This Report Phone Number

Yael Zabludowski 732-961-8571

Contact Email Address

yaelz@Itccs.com

State of Connecticut 2019 Annual Cost Report Version 13.1



ADVISORY ~ CONSULTING

ACCOUNTANTS' CONSULTING REPORT

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

Report") for Skyview Center for the year ended September 30, 2019, included in the accompanying

prescribed form. We have prepared the Cost Report in accordance with the, American Institute of Certified

Public Accountants' Statements on Standards for Consulting Services. The Cost Report was prepared in

conformity with regulations prescribed by The State of CT Department of Social Services (DSS) from data

provided to us by the management of Skyview Center. We did not audit or review the Cost Report included

in the accompanying prescribed form, nor were we required to perform any procedures to verify the

accuracy or completeness of the information provided by management. Accordingly, we do not express an

opinion, a conclusion, nor provide any form of assurance on the Cost Report included in the accompanying

prescribed form.

Management is responsible for maintaining its records in accordance with accounting principles generally

accepted in the United States of America and in accordance with reimbursement regulations set forth by

DSS. Management is also responsible for designing, implementing, and maintaining internal control

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

in the Cost Report.

This report is intended solely for the information and use of the management of Slcyview Center 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 5, 2020

M~RCUM
M E M B E R

Ntarcu «P ~3 555 Long Wharf Drive ~ 8th Floor ~~ New Haven, Connecticut 06511 ~~ Phone 203.781.9600 ~~ Fax 203.781.9601 ~~ ww ~rCt~latllp.Co1T~



~ 1 1 1 1 ~

~ ,' ( i ~ -

This checklist is not required to be submitted with the Annual Report

FaClilt~' NaI11e 35 Marc Drive Operations, LLC, d/b/a Skyview Center

Complete the following check list. Provide an exulanation for any "No"answers. Attac11

additional sheets to explain further, if necessary.

Yes No
I. Have all related parties been properly disclosed on Pages 4, 11, 12, 14, 17 and 21?

Explanation:

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

reporting change.
Explanation:

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

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

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

22, Line 6e? If not, state where these costs are included ire the Annual Report.
Explanation:

Page 1 of 4



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

1 e, respectively?
Explanation:

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

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

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

applicable hotu~s foi• each Administrator been reported on Page 12?
Explanation:

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

actual rather than estimated.
Explanation:

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

Explanation:

v~~ N~~ ~.~

Explanation:

10. Have purchased services greater than $10,000 reported on Pages 16, l 8, 19, 20
~pri 77 ~,e.Pn c~Ptaile~l nn Page 21?
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Yes No
1 I. Have the dietary and laundry questionnaires on Pages l8 and 19 been completed?

Explanation:

Yes No
❑ 12. Has the pe~•sonal use po~•tion of automobile expense been disallowed, including,

depreciation, lease payments, insurance and taxes?
Explanation:

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

23 and 24 roll forward from the p~•ior cost year?
Explanation:

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

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

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

American Hospital Association guidelines?
Explanation:

i cS i~Tv

16. Have all assets been categorized between movable and fixed in accordance with
r~~P ~n r 3 Prl;rio~~ of the A~n~ric~n Hospital Association guidelines?

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

Explanation:

Yes No

a❑ 18. Were all discrepancies on the Error Page addressed?

Explanation:

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

will not be 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 wilC be made.

~Y~~~I23±IQ!~'

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

aid/or 29 of the Annual Report?

explanation:

I'Ps ?+10
~, ❑ 22. Has all required documentation been submitted to the Annual Report review and

audit contractor?

Explanation:
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