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

General Information
Name of Facility (as licensed) License No. Report for Year Ende Page of
New Milford Crossings, LLC / DBA Village Crest Cei 2330 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 ANDJOR IMPRISIONMENT UNDER STATE OR
FEDERAL LAW.

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

Cost Report and supporting schedules prepared for New Milford Crossings, LLC / DBA Village Crest

Center for Health and RehaUilitation [facility name], for the cost report period beginning October 1, 2018

and ending September 30, 2019, and that to the best of my knowledge and belief, it is a true, correct, and

complete statement prepared from the books and records of the providers) in accordance with applicable

instructions.

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

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

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

presented in this Report as a basis for securing reimbursement for Title XfX 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)

Erin Healy Marvin J. Ostreicher

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

to before me:
/ /

~iuCii'cSS ui T~uidi;y i'ii~iiiC

(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 Period Covered:

New Milford Crossings, LLC / DBA Village Crest Center for Health and Rehabilitation

From

10/1/2018

To

9/30/2019

Address of Facility
19 Poplar Street, New Milford, CT 06776

Report Prepared By
Marcum LLP

Phone Number

203-781-9600
Date
2/3/2020

Item Total CCNH RI-I1~lS (Specify)

1. Dietary wages paid $

2. Laundry wages paid $

3. Housekeeping wages paid $

4. Nursing wages paid $

5. All other wages paid $

6. Total Wuges Puitl $

7. Total salaries paid $

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

Wages -Compensation computed on an hourly wage rate.

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

number of hours worked,

DO NOT include Fringe Benefit Costs.



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-2 Rev. 10/2005

General Information and Questionnaire

Type of Facility -Organization Structure

Phone No. of Facility

203-354-9365

Report for Yeai• Ended

9/30/2019

Page

2

of

37

Name of Facility (as shown on license)

New Milford Crossings, LLC / DBA Village Crest Center for

Address (Nn. & Sh°eet, Crty, State, Zip )

19 Poplar Street, New Milford, CT 06776

License Numbers:
CCNH

2330
RHNS (Specify) Medicare Provider No.

07-5208

Type of Facility (Check appropriate box(es))

~ Chronic and Convalescent ~

Nw~sing Home only (CCNH)

Rest Home with Nursing 
pSpecify)

Supervision only (RHNS)

Type of Ownership (Check appropriate box)

O Proprietorship O I.,LC O Partnership O Protit Corp. O Non-Protit Corp. O Government O Trust

If this facility opened or closed during report year provide:

Date Opened Date Closed

Has there been any change in ownership

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

N/A

Administrator

Name of Administrator

Erin Healy

Nursing Home

Administrator's

License No.:

2088

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

Name

N/A

License No.:



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3 Rev. 10/2005

General Information and Questionnaire
Partners/Members

Name of Facility

New Milford Crossings, LLC / DBA Village Crest Cet

License No.
2330

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

New Milford Crossings, LLC / DBA Village Crest

Center for Health and Rehabilitation

19 Poplar Street, New

Milford, CT 06776

CT

Name of Partners/Members Business Address Title %Owned

See Attachment



Village Crest Center for Health &Rehab

Page 3 Attachment

9/30/2019

Owner Ownership Percentage

Agnes Zitter 2.083%

Albert David 1.667%

Barry Bokow 1.000%

BNB Healthcare Funds LLC 6.667%

Chaim Goldenberg 5.000%

David Cohen 6.667%

Gerald Neuman 3.333%

Ira Geffner 1.000%

Josef Skoczylas 2.000%

Tzivy Roberts 6.667%

Magda Manela 5.000%

Marvin J. Ostreicher 30.749%

Michael Lipman 5.000%

Mordechai Eisen 2.500%

Morris Fuchs 8.333%

Moshe Shaya-Mograby 1.667%

Nathan Pollack 4.167%

Shmuel Rubenstein 2.500%

Tali Skoczylas 4.000%

100.000%



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3A Rev. 10/2005

General Information and Questionnaire
Corporate Owners

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

New Milford C~•ossings, LLC / DBA Village 2330 9/30/2019 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

No. Shares
Name of Directors, Officers Business Address Title 

Held by Each

/A

(Names of Stockholders Owning at Least 10%of Shares

IN/A



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

New Milford Crossings, LLC / DBA Village Cres 2330 9/30/2019 3B 37

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

Owners) of Facility

N/A



State of Connecticut

Annual Report of Long-Terms Care Facility

CSP-4 Rev. 10/2005

General Information and Questionnaire
Related PartiesY

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

New Milford Crossings, LLC / DB~~ Village Crest Cen 2330 9/30/2019 4 37

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

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

Are any individuals or companies which provide goods or services,

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

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

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

Also Provides Indicate Where

Goods/Services to Costs are Included

Name of Related Business Non-Related Parties Description of Goods/Services in Annual Report Cost Actual Cost to the
Individual or Company Address Provided Pa e # /Line # Re orted Related PartyYes No %**
at~ona eat are gunrtse Rwy, Va ey tream

~ ~Associates NY, 11581 Consulting Fees Page 16 / Line ml l 14.554 14,554

National Healthcare 20 E Sunrise Hwy, Valley Stream

~ ~Associates NY, 11581 Interest Expense Page 27 /Line 12d 4,974 4,974
National Healthcare 20 E Sunrise Hwy, Valley Stream

~ ~Associates NY, ll~81 Shared Expense Page 16 / Line m12 397,991 397,991
850 Silas Deane Hwy Wethersfield.

~ ~850 SILAS DEANE CT 06ll04 Rent /Other Page 16 / Line m12 1.376 1,376
20 E Sunrise Hwy, Valley Stream

~ ~20 Sunrise NY, 1 1581 Rent /Other Page 16 / Line m12 12,580 12,580
850 Silas Deane Hwy Wethersfield

~ ~Preferred Therapy Solutions CT 06104 PT,OT,ST SERVICES/CONSULTING Various 645,361 628,466
68~ 1 Jericho Tpke, Suite 150

~ ~NOA DIAGNOSTICS Syosset. NY 11791 Radiology Page 20 / Line Sf 10.845 9.338

PROCARE LTC 1492 Highlv~d Ave Cheshire CT

~ ~PHARMACY OF CT 06411) Drugs/OTC/RX Consulting Various 238,332 219,387
See Attached for Continued

~ ~List Various Various Various 940,671 940,671

* Use additional sheets if necessary.

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



State of ConnecCicut

Annual Report of Long-Term Care Facility

CSP-4 Rev. 10/2005

General information and Questionnaire

Related Parties"

Name of Facility

Village Crest Center for Health & RehaU

License No. Report for Year Ended

2330 9/30/2019

Page of

4a 37

Also Provides Goods/Services

to Non-Related Parties
Name of Related

Individual or Compan}'

Business

Address

Description of

Goods/Services

Provided

Indicate Where

Costs are Included

in Annual Report

Page # /Line #

Cost

Reported

Actual Cost

to the

Related PartyYes No %**

National HealthCaze Associates-Aetna 850 Silas Deane Hwv Wethersfield, CT 06109 O ~ p ~o Health Insurance Page I S /Line lay 453,630 453,630

National HealtliCare Associates 20 E Sunrise Hvry, Valley Stream NY, 115fi1 O ~ p ~o Bank Charges ~ page ] 6 / Line m13 16,54 i 16,543

EP New Milford Acquisitions. LLC

850 SILAS DEANE HGWY, WETHERSFIELD CT

061 U9 ~ ~ 0%
Facility Lease

page 22 i Line 9 272,C00 ~**272,000

Cambridge Manor 2428 Easton Turnpike, Fairfield, CT 06825-I 122 O 0 p ~o Workers Comp page I ~ /Line 1 al 2,720 2,720

Huntington Hills 400 South Service Road, Melville, NY, 11747 O 0 pro Workers Comp page ]5 /Line lal 1,031 1,031

Pouehkeepsie Crossings 100 Franklin Street, Poughkeepsie, NY, 12601 O O p ~ Workers Comp page 15 /Line lal 2,287 2 ~87

Regency House of Wallingford 181 East Main Street, Wallingford, CT 06492-3947 O O pad Workers Comp Page ] 5 /Line lal 681 6S I

Riverside HealtU Caze 74~ Main Street, East Hartford, CT 061 08-3 1 1 5 O O polo Workers Comp Page 15 /Line lal 5,966 5,966

Waters Edge Center £or Health ll Church Street, Middletown, CT 06457-3624 O O p ~o Workers Camp page 15 /Line 1 al 161 161

Milford Health Care 19~ Platt Street, Milford, CT 06460-742 ~ ~ p ~ Consulring Maintenance Page 31 /Line B4

Preferred Professional Services 20 Sunrise Highway, Valley Stream NY ll 581 O O poi Nursing Agency Various 158,457 158,4 7

Bethel Health Care Center 13 PARKLAWN DR, BETHEL, CT 06801 O 0 po~a Nursing Consulting ADNS page 13 /Line 120 27,195 27,195

* 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 g+'acility

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

New Milford Crossings, LLC / DBA Village Cr 2330 9/30/2019 5 37

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

must be allocated to CCNH and RHNS as follows:

Item

Dieta~~v

Hou

Nursing

( Direct Resident Care Consultants

Maintenance and operation of plant

Property costs (depreciation)

Employee health and welfare

Management services

All other General Administrative expenses

The preparer of this report must answer the following que

1. In the p~•eparation of this Report, were all 
O Yes

costs allocated as required?

N/A

Method of Allocation

Number of meals served to residents

Niunber of pounds processed

Number of squa~~e feet serviced

Number of hours of routine care p~•ovided by EACH

employee classificatio~~, i.e., Director (or Charge Nurse),

Registered Nurses, Licensed Practical N~u•ses, 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

ons applicable to the cost information provided.

O No 
If "No," explain fully why such allocation was

~~ot made.

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

N/A

3. Did the Facility appropriately allocate and self-disallow direct and indirect costs to non-nursing home cost centers?

(e.g., Assisted Living, Home Health, Outpatient services, Adult Day Care Services, etc.)

O Yes O No 
If "No," explain fully why such allocation was

not made.

IN/A



State of Connecticut

Annual Deport of Long-TPrrr~ 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 an~~ equipment that have not been capitalized. Short-term leases or as needed rentals

should not be included in ~.hese amounts.

Name of Facility

New Milford Crossings, LLB / I~13~ Village Crest Center fo

License No.

2330

Report for Year Ended

9/30/2019

Page of

6 37

Name and Address ~f Lessor

Related * to

Owners,

Operators,

Officers

Description of Items Leased

Date of

Lease**

Term of

Lease

Annual

Amount

of Lease

Amount

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

11230

O O Computer Equipment
10/01/08

6 Mon s

Ongoing 3,210 3,210

Wescom Solutions, PO Box 674802., "~etroit; MI 48267 O O Software
03/07/12 Ongoing 23,108 23,109

De Lage Landen #01862 PO Box 41602 Pliilidelphia PA

19101

O O Copiers
11/30/16 36 Months 3,394 1,63

De Lage Landen #01862 PO Box 41602 PUilidelphia PA

19101

O O Copiers
01/01/19 39 Months 9,440 6,995

~ ~

~ ~

~ ~

~ ~

~ ~

~ ~

Is a Mileage Lod Book Maintained for All Leased Vehicles ? 
O Yes O No Total """ 34,949

* 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.



De Lags Landen Financial ~eru~ces, Inc. Lease Agreement
# ~'T N 136934T -001

~ NEW MILFORD CROSSING LLC 0b0354B365
w

19 POPLAR ST, NEW MILFORD, CT. 06776

a q ~pmen a e o e um er ena um er uan i eserp ion separa e c e e ecassary

a w ee Schedule A g
w ~

o Lease payments ~-~asePayment plus Appllcabla7azes Months 
ease n

39 Fair Market Value Month39 PlusAppllwbleTaxesui 4 $~~3,sZ n o a e u c asa on s ess ai ero on s n or e
~ ~ * PlusAppllcahleTaxes rs erio r o a aymen
Kt O
°"

Payment Enclosed
z ease Payment nc u es es T nc u e ma ntenancelsery oelsupp ies ~c ec one

L̀ease paymenlmay be adjusted for up frontsalesEax,
+ _

J

1. Lease; You (Ihe"Lessee" agree to Ieasa Boor us (the"Lessor') the above Equipment and adminisfering ropedy iax filings,YouwiH indanniy us on an a4er-tax basis agamst the loss
on any atlached schedule (~e Lease"), You authorize us (o a8justthe Leese payments b; up or unavailebili~y ofany tax benefits anticipdstl etlhe Commencement Date arising outof your
to15%if the cosi of the ~~uipmentortaxes differs from lha supplie~'s estimate. This Lease is acts or omissions, This indemnity will continue even after the termina~on of Ihis Lease,
eftectiv e on the date Uiat f is aocepted and signed by us, and Uie term ofihis Lease begins on 7, End oflease Return, Purchase Option, and RerewaN You willgive us akfeast 60 days but
Ynatdateoranylaterdatethatwedesiqnate(the "Commencement Date")and continues notmorelhan1~10dayswritlennotice(toouraddressbefow}beforetheexpiraHonoftheiniUal
thereailer for the number of months indicated above Lease paymend are due asinvoiced by Lease term (orany renewal term) o(yourintenUon to purchase or return the EquipmenL Wi(h
us, As you wil{have possession oflhe Equipment from the date of Its delivery, If we acoept proper notice you may; aj purch~e all the Equlpmentas fndlcated abae under"End ofLe~e
and sign this Leaseyou will pay+ us interimrent for the period from the date the Equipment is OpBon"(fairmarketval~ purchase option amounts will be determined by us based on the
deNv ered to you until the CommencementDate, as reasonaNy calcul~ed by us based on the EqulpmenCs In place v due) orbj return all the ~qulpmentin good working condibo~ at your
Lease pay men4 the number of days In that period, and a month of 30 days, Your Lease cost in a Umely manner, and to a loca~on w e designate, Ify oufail to notiry us, or Iiyou do not
obllga6ons are absoiute, uncontlidonal and are noteubJedto canceilatlon, reduction, setoff or (i} purchase or (ii) return the Equipment as provided herein, this Lease wlil aotoma6call
counterclaim, You agree to pay us a fee of $75 to ~efmburse our ex pensea for preparing renew ai the same pay ment amount for consecutive &0-day pedods, If the Equipment
financing statements, other documentation cons and ell ongolag administra~on costs during returned to us, you sha(remwe all confldenHal Inioimation from the Equipmentpriorio return
the Lease term. ifa paymentis notmadewhendua, youwlll to pay us ~ late ohatgeotl0%of If any Spftware license ("License")included hereunder passes tiBe to you, such tltla shall
fhepaymentor310,wtiche~erisgrealer,Wewilfcha~geyouafeeof$25foranycheckth~'s automabcaNyvestandremalninus.
returned, We may increase the Lease Payment on an annual basis, in an amount not to fl DeFault and Remedies: You ate in default on U~is Lease if. a) you fail to pay a Lase
exceed ten percenf (10% oftha Lease Pa~ymentln effeotatihe end ofihe priorannua! period, payment or any other amount when due; or bj you breach any other obligation under the
YOIJ AGREE TNAT NO ~NE IS AU7HOR(~~b 70 WANE OR CHANGE ANY TEiiM OR Lease or any oUier Leasewilh us.ifyou are in default on the Lease w e may; (i) declare the
CONO(iION OF THE LEASE, en9re balance ofun~aid Lease payments (orthe full Lease term Immed(atey due and payable
2 Title: Unless you have a $1.00 purchase opBon,we wit have UUe to the Equipment I(you to us; (ii) sue y ou for and receive the total amount duo on Gie Loase plus the EguipmenCs
have a $1:00 pwchase option andlor iha lease is deemed to be e security agreement, you anticipated end of Lease fair ma~Cety clue or fixed price purchassopUon ifhe"Residual°)with
g~rant us a security interest in the Equipment and alt proceads ihereoL You authorize us to file future Lease pay menis and the Residial dismounted to the dale of default at 6%per annum,
Uniform Commercial Code ("U CC") financing sta~emenis on the Equipment plus reasonable coliectlon and legal costs; (Ill) oharge you Interest on all monies due at the
~, Equipment Use Mai~ienance and Warranties: We are teas(ng the Hquipmenfroyou "AS~1S' rate of 18°h peryear orthe highestrate perrn~ted b~ law from Use date of defaulh, (~v)'charge
AND MAK~NONIARRAN7IES EXPRESS ORIMPI.IED INGLUDINGWARRANTIESOF youaretum-cheakornornsu~icient(undscha~g@(NSFChage")of$25.00foracheckthaUs
MERCHANTPBILITYORFITNE'SSFORAPARTiCULAR~URPOSEWeUansfertoyouatry returned; and (v) reguire ihatyou immediately return the EquipmeMto us or we may
manufacturerw arran8es. You are required aty ourcostto keep the Equipment in goodwo~kig peaceably repossess it Any return or repossession will not be considered a termination or
condition and to pay forail supplies and repalr~, The above Lease Paymends do not include canaellaUon ofihe Lease. Iflhe Equipmentis returned or repossessed we mo il! se➢ or re~renl
Ihecostoimaintenance,service,andlorsupplies ("Service"),uNess indicated iniheabove the Equlpmentattermswedeferminaatoneormoro publlcorprNatesales,wilhorwifhout
Pay menUnformation" bac. Notwithstandir~ anything to the conUary, you agree Uiatw e are no8ca b you and apph+ the not proceeds (sitar deducting any related ex penses) to your
not responsible for providing such Service for the Equipment end y ou wIU make all claims obliga8ons, You remain fiahle (oran~ deficiency with cry ex oess being retained by us, You
related to SeN ice to the Service provtier ("Prwide~'), No Proriderma~r alter the firms of this agree Ihal i( none of sale is regmred by law io be given, 10 days nofice w ill constitute
lease ormake any promises or arrangements that alter oUr righis or your obligations under reasonable notice. You are else requlred to pay (i) all expenses Incurred 6y us in connection
this Lease. You agree ihatYnu are expressy assuming any tlsks arisir~ from such Prov triers with en(oroementotany remedies, indudln ell expenses of repossessing, storing, shipping,
inabiliM lodellversuchService,undera ciroumsfance, Inciuding, wifhoutilmiia6on, such repa~ iring and saliiri Gie Equipn5ant, unu~ii) TBB5G~ouIE a''~o~ney's few;
Providers financlalcondition orIts inabill~y to repairorservtce the Equipment Youegree That ~. Mfscaltianeous; You agree tl~e lease is a Finance Lease as defined m Arfiole 2A of the
any Service claims willnotimpactyourobligationlopay all~easepaymenlswhendue. UCG.YouacknavledgewehaoegivenyouthenameoflheEqulpmentsupplierandfhatyou
4. Assignment You agree notto transfer, sell, sublease, assign, pledge or encumber eflher may have rig~hts under the contract with the supplier and may contact lho supplier for a
the Equlpmentoranytlgh~sunderihisLeasewifhoutourprlorwriftenconsentYouagreethat descriptionoltheserighb.ThisLeasewesmadeinPennsyNanla("PA'),isfobeperformedin
w e may sell, asstgn, ortransierihe Lease and the new cw~erwill have the same rights and PA and shall begovemed and construed in accordance with the taws of PA. You consent to
beneTils we now have and will nothave to perfoRn any ofourobligabons and the rights of Use Jurisdictlon, personal orothenvise,ln any state orfedera(eourtin PA and Irrev ocaby waive a
new ow ne~will notbe sub)eckb any claims, defenses, orsetoKs @~atyou may have agairst~s htaf by jury You agree ti) to waNe an and all rights and remedlesgranted to you under UCC
or any suppIfer, Section 2A-508 Through 2A-522, (i.(~ That the Equipment w iii only be used (or business
5, Risk of Loss and Insurance: You are tesponslble for risks of lass or damage to the purposes and not for personal, family, or household use, and w~I not be moved from the
EquipmentandlfanylossoacursyouareregulredtosatislyaliofyourLeaseobligaUons.You abov.elocallonwlfhoutourconsent,and(iii)thisLeasemaybeexeculedincounterpartsand
w1lkeepiheEqulpmentinsureda~alrefallnsksoflossordamageforanamountequalloi~s a~yfacsforris,photographlcorolherelechonictransmisslonand/orelectronlcsignin~oFihis
replacementcost,Youw1111lslusasthesolelosspayeeforthelnsuranceandgiveuswritlen Lease by you when manually countersigned by us oraKachadtoouroriginalsignature
proofof the Insurance. lfyou do notprovlde such }hsurance, You agree lhatw e haae the right, counterpadandlor ~ our possession shall constiNte the sole origins chaUel paper as defined
but not the obliga4on, to obtain Insurance against theft and physical damage, and add an in the UCC for all purposes andwill be admissible aslegal evider~e thereof. Atour option, wa
insurance fee to the amount due from you, on which wa may make a profit We era not may reGulre a manual signaWre. We mays Inspect the Equlpmoot during the Lease term, We
responsible for any lossesor in 1u~ies caused by Uie Equipmeniand y cu will reimburse us and shall notbe liable to you for indirect, specl~, orconsequenUal damages, No failure to act shall
defend us egainstany such dalms, Thls indemnity w!p conBnue after the terminatlon of this be deemed a walverof any righ15 hereunder, You aull~orizs us and our agents to contact y ou
Lease. Youwlllobtainandmainfalnwmprehensivepublieilabili~insurancenamingusasan aboutallofyouraccounrswithusinanyvra~,suchascalling,textlng,orusinganautomated
addlUonal insured with coverages and amounts acceptable to us. dialer, at any number or email address you have providod to us, from whichy ou have
fi,Taxes; You agree to pay when due, eitherdlrecUyorasrelmbursementtous,alitnxes contacted us,oratwhichwebelVevewecanreachyou,evenifyouarechargedtorsuch
(including, withoulllmlt, sales, use and personal~ ~roperiy) and charges in connec~on with contact by a provider.
ownershi , lease and use of the E ul ment We ma cha e ou a rocessin fee for

Youa rpo!het,1.hl~isannn~cancelaMelease.TheEuulpmentls: ❑NEW 115ED
~

~~ o~~~--y~:v~,g u2 819 r

LL 
~.~ N ~.,~~ ~~l~.1,~

,Q

a

i e nn anre
~ `'k2.~'J-1~' jl--~G I„1 G ){~1c'~ pr7~u~r-,C~7y g erne D era on
N EW MILFORD CROSSING LI~C

G
~ pease Pmcessin9 cot: 1111 Old Eagle School Road, W2yt1e, PA 190878608
p Phone: (8d0E 7353273 ~ Fati: (OOOj 776237,9
y encemen a o ease um er
w

ccep e y:

0. W The Equipment has been received, put in use, is (n pool working order and is satlsfactory and accepmbie.

a Signalu~e date Pdnl Name Tills

4

Q52016 All Rights Reserved. Rlr~ed In she U.S.A. @Orxe 150EDOC327 &18 r

i
i

i



Corporate Office
A5 Corporate Avenue
Pialnville, CT Ofi062 'i.

~"80Q-634-0810
P: 860-793-9994 F: 860-793-9954 ~'HE OFFICE WORKS.
www.theofficeworksinc.com ~

'̀,.

SALES ORDEFL

Date ~ ~-Z~~ 8 PO #

~i~~ ~-a Village Crest Health &Rehabilitation SWlP TO Same

Address 'fig poplar Street address
City Mew Milford g~at~ CT zip 06776 ~~ty state_ zip

Billing Contact Ship To Contact

Billing Phone Ship To Phone

ITEM DESCRIP710N QTY UNIT PRICE EXTENDED PRICE

Toshiba e-Studfa 7518A 1

Toshiba e-Studio 3518A 1

Toshiba e-Studio 3018A 2

Toshiba e-Studio 4&18A 1 39-Month Lease

Toshiba e-Studio 45?5AC 1 $713.52 per month

MR3031 Document Handier _..~w5

MJ1042 Inner Finisher 2

MJ1111 Cgnsole Finisher 1

GD1370 Fax Boats 3

Stand 5005 Cabinet Type Stand 5

1) The Seller retains a security Interest In all tha equipmoni end supplies described in finis i+greertin~t ui~fii ii5a puiaiiusa j,i~u I~ Bald i~~ fGN.
2) In the event the Buyer makes default in payment fho Buyer wIU be liable (or the payment of any legal fees or costs Incurred in sustaining or protecting the security interest or in enforcing

the terms of the seourity agreement, and upon demand the Buyer agrees to make the equipment available to the Seller at a location to be determined by the Seller.
3) IF there is a third parry asaoc[eted with this Uansactlon, the lessee shall abide by the farms of the lease agreement, The Office Worka, Inc. shall in no way be held responsible If the

lessee fails 10 fulfill any terms set forth in the associated lease agreement.

Make(Model equip. ID# &Serial Number End Meter
Returned Equipment

See below

Hard-drive Options Remove &Replace Erase ~ Ignore
Upon Equipment Removal

Notes !Provisions:

The C}ffic~ Works will remove and return all of the currently leased Toshiba copiers.
- All of fihe new Toshiba MFP's will be cgvered .under the current cost-per-page maintenance agreemen#
at the current rates.

Customer Author~zatlon The Office Works, Inc, Authorization

Sates Rep
Authorized Slgnat ~— ~ --=~- s-~'`Y' Si~nature 

-~tr~F~'

~,~ Print Nameprint Name /Title h-~l~L~(-f1~'"`L__ ~'~~__~~~~~

Date ~ ~~a, ~j ~ Date

Sales Manager Approval



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-7 Rev. 6/95

General Information and Questionnaire
Accounting Basis

Name of Facility License Na Report for Year F_,nded Page of

New Milford Crossings, LLC / DB 2330 9/30/2019 7 37

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

O Accrual O Lash O Modified Cash

Is the accounting basis for this

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

previous period? O No

N/A

Independent Accounting Firm

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

1 Blum, Shapiro &Company, P.C. 2 Enterprise Dr., Shelton, C'T' 06484

2

3

4

Sei~~ices Provided by This Firm (describe fully )

1 Compilation, preparation of Medicare and Medicaid cost reports and YE tax services $ 26',610

2 $

3 $

4 $

Charge for Services Provided

$ 26,610

Are These Charges Reflected in the Expenditure Portion ofThis Report? If Yes, Specify Expense Cl~ssitication and I.inc No.

O Yes O No Page 15, Line ld

Legal SGr~~ic~s I~sfarma~~~n

Name of Legal Firm ar Independent Attorney Telephone Number

1 ROGIN NASSAU, LLC 860-278-7480

2 Corporation Service Company 800-927-9800

3 MURTHA CULLINA 860-240-6000

4 BERCHEM MOSES PC 203-783-1200

5 See Attached for Continued List Various

Address (Na & Sti•eel, Ciry, Stale, Zip Code )

1 185 ASYLYM STREET -22ND FLOOR HARTFORD CT 06103-3460

2 251 Little Falls Drive, Wilmington, DE 19808-1674

3 PO BOX 150435, HARTFORD CT 061 15

4 75 BROAD STREET MILFORD, CT 06460

5 Various

Services Provided by This Firm (desa~ibe fully )

1 EP Realty Divestiture oi' VT Entities (Disallo~~ved on Pg 28) $ 5,301

2 Staturory Representations (Gisallowed on Fg 28j ~ ~ ~~

3 State Survey Issues (Disallowed on Pg 28) $ ~.8z`~

4 Legal Fees relating to Labor (Disallowed on Pg 28) $ I80

5 Various (Disallowed on Pg 28) $ ~~882

Charge for Services Provided

$ 10,339

Are These Charges Reflected in the Expenditure Portion of This Report? IfYcs, Specify Expense Classitication and Line No.

O Yes O No 
Page 15, Linc le



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

General Information and Questionnaire
Accounting Basis

Name of Facility License No. Report foi• Year Ended Page of

Village Crest Center for Health &Rehab 2330 9/30/2019 7a 37

Legal Services Information

Name of Legal Firm or Independent Attorney Telephone Number

1 GOLDMAN GRUDER &WOOD 203-899-8900

2 TREASURER, STATE OF CT 860-702-3000

3 Corbett Suzann N/A

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

1 200 CONNF,CTICUT AVENUE NORWALK CT 06854

2 55 Elm St #2, Hartford, CT 06106

3 N/A

Services Provided by This Firm (describe full ~)

l Collections (Disallowed on Pg 28) $ I,742

2 Conservatorship (Disallowed on Pg 28) $ 900

3 Conservatorship (Disallowed on Pg 28) $ 240

Charge for Services Provided

$ 2,A82



State of Connecticut

Annual Report of Long-Terra Cary; k'acility

CSP-8 Rev. 9/2002

Schedule of Resident Statistics

Name of Facility
New Milford Crossings, LLC / DBA V illage Crest Center for Health an

License No.
2330

Report for Year Ended

9/30/2019

Page of
8 37

Total All

Levels

Total

CCNH

Level

Total

F~.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 95 95 95 95 95 95

B. On last day of THIS report period 95 95 95 95 95 95

2. Number of Residents

A. As of midnight of PREVIOUS report period 74 74 74 74 77 77

B. As of midnight of THIS ireport period 84 84 77 77 84 84

3. Total Number of Days Care Provided Turing Period

A. Medicare 3,212 3,212 2,197 2,197 1,015 1,015

B. Medicaid (Conn.) 23,552 23,552 t7,507 17,507 6,045 6,045

C. Medicaid (other sCates)

D. Private Pay 1,084 1,084 826 826 258 258

E. State SSI for RCH

F. Other (Specify) Managed. Care /Hospice 1,478 1,478 1,175 ],175 303 303

G. Total Care Days During Period (~A thru F) 29,326 29,326 21,705 21,705 7,621 7,621

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

for Which Revenue Was Received for Reserved Beds

A. Medicaid Bed Reserve Uays 165 165 105 105 60 60

B. Other Bed Reserve Days

5. Tota! Resident Days (3G + ~4.~ + 416) 29,491 29,491 21.810 21,810 7,681 7,681



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-9 Rev. 9/2002

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

New Milford Crossings, LLC ! D[3A Village

License No.

2330

Report for Year Ended

9/30/2019

Page of

9 37

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

If "YES", provide the following information:

Date of

Change

Place of Change Change in Beds Capacity After Change

Reason for Change

CCNH

~l)

RHNS

(2)

(Specify)

(3)

Lost Gained

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

N/A

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

RESIDENT DAYS for 90 days following the change.

Change in Resident Days

1 st chan e

CCNH RHNS (Specify)

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

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

item

Medicare Medicaid Selt=Pa Other State Assisted

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

No, of Residents iz ba i2

Per Diem Rate _----
a. One bed cm. vT~;o«s zas.s i ass.00

b. T~~o bcd rms. v<<r~o~~s zassi 455.00

c. Three or more

bed rms.

7. Total Number of Physical Therapy Treatments

A. Medicare - Part B

TOTAL CCNH RHNS (S eci ' )

3,189 3.189

B. Medicaid (Exclusive of Part B)

I . Maintenance Treatments

2. Restorative Treatments ~~ ~~+

C. Other i2,oso t2,oao

D. Total Pl~ysicn( Tlrernpy Treatments 15,313 i 5,3 ~ 3

$. Totai Number of Speeen Therapy Treaimen~s

A. Medicare - Part B -''~ -»

B. Medicaid (E~.clusi~~P of Part B)

1. Maintenance Treatments

2. Restorative Treatments

C. Other asa asa

D, Total Speech Tlternpy Trentme~tls 1, I s I I, I 5

9. Total Number of Occupational Therapy Treatments

A. Medicare - Pa~~t B -' ~~~~ ~, ~~~~

B. Medicaid (Exclusive of Part B)

1. Maintenance Treatments

2. Restorative Treatments ~ ? ~ ~ ~

C. Other 12,213 12.213

D. TotalOccupntionnl Therapy Treatments I4,6oi i4,~oi



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-10 Rev. 9/2002

Report of Expenditures -Salaries &Wages
Name of Facility

New Milford Crossings, LLC / D[3A Village Crest Center f

License No.

2330

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 Hours

Item CCNH Hours RHNS Hottts (Specify) Flours

A. Salaries and Wages*

1. Operators/Owners (Complete also Sec. 1

of Schedule A I )

2. Administrators) (Complete also Sec. lIl

of Schedule A 1) 12~~. I ?6 2,Q~i[i

3. Assistant Administrator (Complete also Sea N

of Schedule A I )

4. Other Administrative Salaries (telephone

o erator, clerks, rece tionists, etc.) 1 ~18,69~ ? ?29

5. Dietary Service

a. Head Dietitian 23,899 X73

b. Food Service Su ervisor 53,846 2,086

c. Dieta Workers 260,032 16,002

6. Housekeeping Service

a. Head Housekee cr 54,847 2,080

b. OtherHousekec ins Workers 209.237 14.151

7. Repairs &Maintenance Services

a. En ineer or Chief of Maintenance 62,913 2,209

b. Other Maintenance Workers 20,712 1.090

8. Laundry Service

a. Su ervisor

b. Other Laund Workers 82,980 5,726

9. Barber and Beautician Services

l0. Protective Services

I I . Accounting Services

a. Head Accountant

b. Other Accountants

12. Professional Care of Residents

a. vircctors and Assistant uirector oTNurses ~i8,6 iii i.?9 i

V. RN

I. Direct Care -17~. I ~ I 1 1.90

2. Administrative** 13K.`~~)̀ ~.~~O;
c. LPN

1. Direct Care 778,64 Z~i,74~

2. Administrative**

d. Aides and Attendants 948,501 56,441

e. Ph sical Thera fists

f. S eech Thera fists

g. Occu rational Thera fists

h. Recreation Workers (37.342 7,1 19

i. Physicians

1. Medical Director

2. Utilization Review

3. Resident Care***

4. Other (Specify)

~. Dentists

k. Pharn~acists

I. Podiatrists

m. Social Workers/Case Management 73,147 2,328

n. Marketing

o. Other (Specify)

See Attached Schedule 83,726 3,657

A-13. Tat~l Snlar ~ Er~endi~au•es 3,779,947 169,317

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

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

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

*** This item is not reimbursable to facility, for Title 19 residents, doctors should bill DSS directly. Also, any costs for Title 18 and/or other

private pay residents must be removed on Page 28.



Attachment Page 10/13

Schedule of'Other Salaries and Wages (Page 1Q)

CCNH RIINS (Saecifv)

Position $ Flours ~ Hours $ Hours

Admissions $ 58,749 2,385

Medical Records 24,977 1,272

Total $ 83,726 3,657 $ - - ~ - -

Schedule of Other Fees (Page 13)

CCNII RHNS (Specify)

Service $ Hours $ Hours $ Hours

Nursing Consultants (Disallowed on Pg 28a) $ 36,871 492

Rehab Consultant (Disallowed on Pg 28a) 8,835 176

Total $ 45,706 668 $ - - $ - -



State of Connecticut

Annual Report of Long-Terrrn Care Facility

CSP-11 Rev. 10/2005

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

Assistant Administrators and Other Related Parties*
Name of Facility

New Milford Crossings, LLC / DBA Village Crest Center for Health

License Nc~.

233CI

Report for Year Ended

9i3o/2ot9

Page of

1 1 37

Name

Salary Paid
1-ringe tienehts

and/or Other

Payments

(describe fully)

Full Description of

Services Rendered

Total

Hours

Worked

Line Where

Claimed on

Page 10

Name and Address of All

Other Employment**

Total

Hours

Worked

Compensation

ReceivedCCNH RHNS (Specify)

Section I -Operators/Owners

Marvin J. Ostreicher 28.800

Non

Discriminatory

upervtses

operations, deals with

DNS & other 58 16 / mll See Attached

Section II -Other related

parties of Operators/Owners'.

employed in and paid by

facilety (EXCEPT those who

may be the Admenistrator or

Assistant Administrators who

are identifeed on Page 12).

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

** Include all employment worked during the cost year.



Village Crest Center for Health &Rehab

Marvin 1 Ostreicher Time Study

9/30/2019

BEDS Total w/ Bnft

Bethel 161 66.00

Bloomfield 120 67.00

Bristol 132 60.00

Cambridge 160 73.00

Hebrew Home 257 111,00

Ludlowe 144 60.00

Maple View 120 58.00

Marlborough 120 56.00

Milford 120 60.00

Regency 130 62.00

Riverside 345 93.00

Village Crest 95 58.00

Water's Edge 150 64.00

Augusta 72 57.00

Belair 102 53.00

Brattleboro 80 65.00

Brentwood 78 50.00

Brewer 111 64.00

Catskill 136 58.00

Colony 92 55.00

Country 111 58.00

Dover 11Z SFi.OU

Eastside 69 51.00

Eliot 114 62.00

Glen Falls 120 56.00

Huntington 320 94.00

Kennebunk 78 51,00

Maywood 120 65.00

Newton Wellseley 110 58.00

Norway 70 48.00

Poughkeepsie 200 74.00

Reservoir 144 71.00

Rutland 125 64.00

Sachem 111 54.00

Sands Foini 1oC ;C.~C

Utica 117 53.00

~'Vastgate 1Q4 59.Q0

Winship 72 50.00

Vacation/PTO

Sick

Personal

Holiday

Tota ( 2, 948 1,498.00



State of Connecticut

Annual 12eport of Long-T~~-m C'are Facility

CSP-12 Rev. 10/2005

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

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

New Milford Crossings, LLC / I,~BA Village Crest Center for Health

License No.

2330

Report for Year Ended

9/3o/zo~9

Page of

12 37

Name

Salary Paid
trmge tSenetits

and/or Other

Payments

(describe fully)

Full Description of

Services Rendered

Total Hours

Worked

Line Where

Claimed on

Page 10

Name and Address of All

Other Employment**

Total

Hours

Worked

Compensation

ReceivedCCNH RHNS (Specify)

Section III - Administrators'*'K

James Noonan (10/1/18 - 1/5/19'1 35,000

Non

Discriminatory Administrator 560 A2

Erin Healy (1/6/19 - 9/30/19) 94,176

Non

Discriminatory Administrator 1,520 A2

Section IV -Assistant

Administrators

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

** Include all other employment wark:ed during the cost year.

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



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-13 Rev. 9/2002

B. Report of Expenditures -Professional Fees
Name of Facility
New Milford Crossings, LLC / DBA Village Crest

License No,
2330

Report for Year Ended
9/30/2019

Page of
13 37

Total Cost and Hours

Item CCNH Hours RNNS 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 6,852 123

3. Pharmacist 12,954 173

4. Podiatrist

299,306 4,920
5. Physical Therapy

a. Resident Care

b. Other

6. Social Worker

7. Recreation Worker

8. Physicians

a. Medical Director (entire facility) ~7. X33 ?»

b. Utilization Review
(Title 18 and 19 only) monthly meeting

c. Resident Care**

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

2. Pharmaceutical Committee
(Quarterly meetings)

3. Staff Development Committee
~vnce annualiy'~

e. Other (Specify)

9. Speech Therapist

a. Resident Care X3.0 ~7 8u i

b. Other

10. Occupational Therapist

a. Resident Care 285,885 5,047

b. Other

1 1. Nurses and aides and attendants

a. RN

1, Direct Care 65,536 1,092

2, Ac~ministr'ative***

U. LPN

1. Direct Care 50,960 1,206

2. Adminish~ative***

c. Aides 218,918 8,466

d. Other

12. Other (Specify)
See Attached Schedule 45,706 668

B-13 Total Fees Paid in Lieu of Salaries 1,096,487 22,754
* Do not include in This section management consultants or sen~ces which must be reported ai Page 16 item M-12 and supported by required information, Page I7.

** This item is not reimbursable to facility. Fm' Title 19 residents, doctors should bill DSS directly. Also, a~iy costs for Title I S ancUor other pnvale pay residents nmst

be removed on Pege 28.

*** Ac6ninistrative -costs and hours associated with die following positions: MDS Coordinator, Insendce Training Coordinator and Infection Control Nurse. Such

costs shall be included in the direct care category for the purposes oCrate seeing.



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-14 Rev. 6/95

Report of Expenditures

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

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

New Milford Crossings, LI,C / DBA Village Crest Cente 2330 9!30/2019 14 37

Related** to Owners,

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

Yes No

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

Wethersfield, C'I' 06129

Procare LTC ofCT, I 1 1 Executive Blvd, Pharm~icist /Nursing Consultant O O Conmion Ownership

Farmingdale, NY 11735

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

Wetherstield CT

Dr. Jolm Mullen - 131 Kent Road, New Milford, Medical Director O O N/A

CT 06776

AAA Nursing Care - 3303 Main Street, Stratford, Contract RNs / LPNs / CNAs O O N/A

CT 06614

Preferred Professional Service - 850 Silas Deane Contract RNs 1 I.PNs / CNAs O O Common Ownership

Highway, Wethersfield, CI' 06109

The Nurse Nehvork - 653 Main Street, Plantsville, Contract RNs J (.PNs / CNAs O O N/A

CT 06479

WORLDWIDE STAFFING 2222 Sedwick Road Contract RNs / LPNs / CNAs O O N/A

Durham, NC 227713

NURSE FINDERS P.O. Box 91038,Dallas, TX Contract RNs / LPNs / CNAs O O N/A

75391

MassTex Imaging LLC- 3 Electronics Avenue Speech Therapy O O N/A

Suite # 201 Danvers, MA 01923-1099

ROGERS, ANN 46 LYNRICH DR Nursing Consultant O O N/A

THOMAS'I'ON, CT 06787

Bethel Health Care Center 12 Parl<la~vn Dr. Nursing Consultant ~ ~ Common Ownership

Bethel, CT 06801

Dr. John Becl< - 50 [3ridge Street, New Milford, Medical Director ~ ~ N/A

CT 06776

NGW MILFORD MEDICAL GROUP LLC I 1 Medical Director O O NJA

Old Park Lane Road New Milford, CT 06776

MAXIM HEALTHCARE SVCS ,12558 Contract RNs / LPNs / CNAs O O N/A

Collection Ctr Dr, Chiccago, 1160693

GERONNURSING REGISTRY NORTHWEST Contract RNs / LPNs / CNAs O O N/A

WC-P.O. Box 552-New Milford,C'T' 06776

~ ~

~ ~

V lJ

n.~ n.,

O O

O O

* Use additional sheets if necessary.

** Refer to Page 4 for detinition of related.



State of Connecticut

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

Co Expenditures Other Than Salaries -Administrative and General

Name of Facility

New Milford Crossings, LLC / DBA Village Cres

License No.

2330
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 $ 226,100 226,100

2. Disability Insurance $

3. Unemployment Insurance $ 65,013 65,013

4. Social Security (F,I.C.A.) $ 277,905 277,905

5. Health Insurance $ 453,630 453,630

6. Life Insurance (employees only)

(not-owners and not-operators) $

7. Pensions (Non-Discriminatory) $

(not-owners and not-operators)

8,013 8,013

8. Uniform Allowance $

9. Other (Specify) $

See Attached Schedule

10,266 10,266

b. Personal Retirement Plans, Pensions, and $

Profit Sharing Plans for Owners and

Operators (Discriminatory)*

c. Bad Debts* $ 94,690 94,690

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

e, Legai Services snou~ld be furry uescribeu orr Puge 7j $ ;~,33~ 10,33

f. Insurance on Lives of Owners and $

Operators (Specify )*

g. Office Supplies $ I ~,~3 ~ 12,433

h. Telephone and Cellular Phones

1. Telephone &Pagers $ 42,073 42,073

2. Cellular Phones $ 1,695 1,695

i. Appraisal (specify purpose and $

attac7~ copy )*

j. Corporation Business Taxes ~~anchise tc~x) $ I ~7 127

k. Other Taxes (Not related to proper°ry -See Page 22)

1. Income* $

~

2-. C~thPi~ (,Sped fv 1 $

See Attached Schedule

3. Resident Day User Fee $ 529,305 529,305

Subtotal $ 1,758,199 1,758,199

* Facility should Belt=disallow the expense on Page 28 oi'the Cost Report. (Carry Subtotals fot'Wa~'d to next page)



Attachment Page 15

Schedule of Other Employee Benefits

Description C;(:1VH KH1V5 (~pec~ty)

Background Checks 10,266

Total $ 10,266 $ - $ -

Schedule of Other Taxes



State of Connecticut
Annual Report of Long-Term Care Facility

CSP-16 Rev. 9/2002

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

Name of Facility
New Milford Crossings, LLC / DBA Village Crest Cen

License No.
2330

Report foi~ Year Ended

9/30/2019

Page of

16 37

Item Total CCNH RHNS (Specify)

Subtotals Broi[gl~t Forward: 1,758,199 1,758,199

1. Travel and Entertainment

1. Resident Travel and Entertainment $

2. Holiday Parties for Staff $ 780 780

3. Gifts to Staff and Residents $ 11,489 11,489

4. Employee Travel $ 4,683 4,683

5. Education Expenses Related to Seminars and Conventions $ 7,082 7,082

6. Automobile Expense (not purchase or dep~~eciation) $ 295 295

7. Other (Specify) $

See Attached Schedule

m. Other Administrative and General Expenses

1. Advertising Help Wanted (all such expenses) $

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

3. Advertising Other (Specify)*** $

See Attached Schedule

34.928 34,928

4. Fund-Raising*** $

5. Medical Records $

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

d~re~~ly and riot b-y contract :,~ fcc fog sc~ r~cc}***

7. Postage $ 2,503 2,503

* 8. Dues and Membership Fees to Professional $

Associations (Specify )

See Attached Schedule

7,458 7,458

8a. Dues to Chamber of Commerce &Other Non-Allowable Org.*** $ 280 280

9. Subscriptions $ 5,558 5,558

10. Contributions*** $

See Attached Schedule

1 1. Se~•vices Provided by Contract (Specify and Complete $

Schedule C-2, Page 21 for each firn2 or individual)

100,02 100,052

i2. Administrative Management Services** $

1 3. Other (Specify) $

fee Attached Schedule

426,501 426,501

120.563 120,563 I ~

C-14 Total Aclnzinistrative &General Expenditures $ 2,480,371 2,480,371

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

** Schedule G1, 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 Enlcrtaimnent

Descri lion CCNH RHNS (S ecif ~)

Totul Other Travel and Entertainment $ ~ $

Schedule of Other Advertising

~~Nu uuNC l.CnNrifvl

Promotional Adveitisin (Disallowed on P 28 ~ $ 32 773

Marketin ~ Su lies Disallowed on P ~ 28 2, I55

Total Other Advertising $ 34,928 $ - $ -

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

Schedule of Dues

Descri lion CCNH RHNS (S ecif )

CAHCF Dues $ ~,3~3

ALTCFM Dues 85

7blal Dues $ 7,458 $ - $ -

Schedule oT Contributions

Descri rtion CCNH RHNS (S ecify)

Total Contributions $ - $ $

Schedule of Other Administrative and General

r~n~u ouNc lCnNri A~1

Amortization Ex ease - Good:ti~ll Disallowed on N ~ 28a $ 79;000

Licenses and Permits 1,753

Penalties Disallowed on P ~ 28a 10,300

Bank Char yes 23,299

Miscellaneous Ex ease Disallowed on P ~ 28a 4,530

Prior Period Ex ense Disallowed on P ~ 28a 1,681

Total Other Administrative and General $ 120,563 $ - $ -



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-17 Rev. 10/97

Schedule C-1 -1VIanagement Services*

Name of Facility

New Milford Crossings, LLC / DBA Villa

License No.

2330

Report for Year Ended

9/30/2019

Page of

17 ~ 37

Name &Address of Individual or

Company Supplying Service

Cost of

Management

Service

Full Description of Mgmt. Service

Provided

Indicate Where Costs

are Included in Annual

Report Page #/Line #

National Healthcare 426,501 Shared Expenses Page 16 / Line m 12

* 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 ore Pale 5)
Name of Facility License No. Report for Year Ended Page of

New Milford Ct•ossings, LLC / DBA Village Crest Cen 2330 9/30/2019 18 ~ 37

Item Total CCNH RHNS (Specify)

2. Dietary

a. In-House Preparation &Service

1. Raw Food $ 211,135 21 1,135

2. Non-Food Supplies $ 33,922 33,922

3. Other (Specify) $

b. P~lrchased Services (by conk°ac! other $ 18,6~t2 18,G4?

than the°ough Manage~ne»t Se~•vices)

(Complete Schedule G2 atl. Page 21)

c. Other (Specify) $ 1 ,S 18 I ,3 18

Dietary Equipment Rental

2D. Total Dzetary Expe~7tlitures (2a + b + c + d) $ 265,517 265,517

2E. Dietary Questionnaire Total CCNH RHNS (Specify)

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

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

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

amt.

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

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

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

Members, Guests) included in 2D?
cost.

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

amt.

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

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

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

provided to employees included in 2D?
cost.

N.

—_

Is any revenue collected from employees? d Yes O
If yes, specify

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 count liquids or other "between meal" snacks.



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-19 Rev. 9/2018

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

(See Note on Page 5)

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

New Milford Crossings, LLC / DBA Village Crest Cent 2330 9/30/2019 19 ~ 37

Item Total CCNH RHNS (Specify)

3. Laundry

a. [n-House Processing*

1. Bed linens, cubicle cw-tains, draperies,

gowns and other resident ca~~e items

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

Lbs.

Amt. $ 13,458 13,458

2, Employee items including uniforms,

gowns, etc, washed, ironed and/or

processed.***

Lbs.

Amt. $

3. Personal clothing of residents

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

Lbs.

Amt. $

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

Amt. $

b. Purchased Services (by contract other $

tha» throar~gh Management Se~•vices)

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

c. Other(Specifj~) $ -~O.`)~(~ ~~),`>~O

Laundry Supplies /Diapers

3D. Total Laundry Expenditures (3a + b + c) $ 54,408 54,408

3E. Laundry Questionnaire

F. Is cost of employee laundry included in 3D? O Yes
If yes,

O No specify cost.

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

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

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

Ifyes,

than employees or ~•esidents included in 3D? specify cost.

J. Did you receive revenue fl~om these people? O Yes Q N~ lfyes,

specifiy amt.

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

T Do not include salaries fron7 F~age 10 as part of dollar.vaiues recorded .r ~, 2, 3, and 4.

All allocations should add to total recorded in 3D.

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



State of Connecticut

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

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

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

Name of Facility

New Milford Crossings, LLC / DBA Village Cr
License No.

2330

Report foc Year Ended
9/30/20]9

Page of

20 37

Item Total CCNH RHNS (Specify)

4. Housekeeping

1. Ill-HOUSe C21'e

1. Supplies -Cleaning (Mops,

pails, broo»is, etc. )

sq. F~. ser~~ced

by Personnel

Amt. $ 20,800 20,800

b. Purchased Services (by contract other

than through Manage»~e~~t Services)

(Complete Schedule C-2 att.

Page 21)

Sq. Ft. Serviced

by Personne~

pmt. $

C. Other (Spec) $

4D. Total Housekeeping Expe~zditures (4a + b + c) $ 20.800 ?0,800

5. Resident Care (Supplies)**

a. P~•escription Drugs***

1. Own Pharmacy $

2. P~u~chased from $

Procare Pharmacy

219,1>~ 219,~~>~

b. IV(edicine Labinet Drugs $ b,~ I G 6,3 i 2

c, Medical and Therapeutic Supplies $ 91,029 91,029

d. Ambulance/Limousine*** $ 4,883 4,883

e. Oxygen

1 , For• Emergency Use $

2. Other*** $ 5,714 5',714

£ X-rays and Related Radiological $

Procedures***

1 1.700 1 1,700

g, Dental (Not de»~ists who should be included imdei~ $

salaries or fees)

h, Laboratory*** $ 22,079 22,079

i, iKecreaiion $ l 7,71 ~ ~ 7,718

j. Direct Management Services* $

k. Indirect Management Services* $

I. Other (Specify)**** $

See Attached Schedule

36,607 36,607

SM. Total Resident C~rre Expe~~ditures (Sa - Sj) $ 415,476 415,476

* Schedule C-1, Page 17 must be 1-ully completed or this expenditure ~~~ill not be allowed.

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

*** Facility should self-disallow the expense on Page 29 o1'the Cost Report.

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



Attaclunent Page 20

Schedule of Other Resident Care

Description CCNH RHNS (Specify)

Supplies -Rehab Tpy and Ancllry (Disallowed on Pg 29a) $ 380

IV Th Su lies -Rehab Tp and Ancll (Disallowed on Pg 29a) 4,551

Purch Services -Nursing' 424

E uip Rental -Nursing (Disallowed on Pg 29a) 8,718

Equip Rental -Rehab Tpy and Ancllry (Disallowed on Pg 29a) 10,218

Equi Rental -Respirator (Disallowed on Pg 29a) 11,726

Consulting Fees from Prior Period (Disallowed on Pg 29a) 590

Total Other Resident Care $ 36,607 $ - $ .



State of Connecticut

annual Report of Long-Terira Caine Facility

CSP-21 Rev. 10/2001

Report off' Expenditures

~ce~da~le C-2 -Individuals or Firms Providing Services by Contract x

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

New Milford Crossings, LLC / D~t~, Village Crest Center for Health and k 2330 9/30/2019 21 37

Related ** to Owners,

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

Name of Individual or Explanation of Full Explanation of

Company Address Yes No Relationship Service Provided* CCNH R~-INS (Specify) Pg Line
1370 'Coney Island Ave. Waste Services ! .

ADM Enviromental Group Brooklyn, NY 11230 O O N/A Monthly Recycling 18,060 22 6f

P.O. Box 84287

ADP Boston, MA 02284 O O N/A Payroll Service 10,564 16 ml 1

Mike and Karens Lawns Unlimited, 186 Cornwall Rd Warren

LLC , CT 06754 O ~ N/A Landscaping li,278 22 6f

110 Mattatuck HTS,

M.i Daly Waterbury CT 06705 Q Q N/A HVAC 22,476 22 6f

P.O. Box 74008980 Dietary Equipment

Smart Care Chicago, IL 60674-8980 O ~ N/A Rental 15,727 18 2b

O O

O O
I

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 definition of related.

*** Please cross-reference amount to the appropriate page in the Annual Report (Pages 16, 18, 19, 20 or 22).



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-22 Rev. 6/95

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

Name of Facility

New Milford Crossings, LLC / DBA Village

License No.

2330

Report for Year Ended

9/30/2019

Page of

22 ~ 37

Item Total CCNH RHNS (Specify)

6. Maintenance &Operation of Plant

a. Repairs &Maintenance $

b. Heat $ 15,824 15,824

c. Light &Power $ 169,825 169,825

d. Water $ 52,633 52,633

e. Equipment Lease (P~°ovic~e detail on page 6) $ 34,949 34,949

f. Other (itemize) $

See Attached Schedule

106,975 106,975

6g. Total Maint. &Operating Expense (6a - 6~ $ 380,206 380,206

7. Depreciation (complete schedule page 23 * )

a. Land Improvements $

b. Building &Building Improvements $

c. Non-Movable Equipment $

d. Movable Equipment $ 43,857 43,857

*7e. Total Depreciation Costs (7a + b + c + d). $ 43,857 43,857

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

a. ~['ga~iizatioii Exj~clisc ~w 9,432 9,n?2

b. Mortgage Expense $

c. Leasehold Improvements $ 129,607 129,607

d. Other• (Spec) $

*8e. Total Amortization Costs (8a + b + c + d) $ 139,039 139,039

9. Rental payments on leased real property less

real estate taxes included in item I Ob $ 272,000 272,000

1 0. Property Taxes

a. Real estate taxes paid by owner $

b. Real estate taxes paid by lessor $ 80,959 80,959

c. rersonai roperty taxes n v,7.5 x,715

1 1. 7'ot~l Property E~pet2ses (7e + 8e + 9 + 10) $ 542,570 542,570

* 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

l~escrintinn CCNH RHNS (Specify)

Supplies $ 22,720

Purch Services 48,771

Ground Services 13,278

Pest Control 1,462

Carting 18,192

Equi Rental 2,552

Total Other Repairs and Maintenance $ 106,975 $ - $



State of Connecticut

Psnnual Report of Long-Term (,:are Facility

CSP-23 Rev. 10/2006

Depreciation Schedule
Name of Facility

New Milford Crossings. LLC / DBA Village Crest Center for Health a

License rdo.

2330

Report for Year Ended

9/30/2019

Page of

23 37

Property Item

Historical

Cost

Exclusive of

Land

Less

Salvage

Value

Cost to Be

Depreciated

Accumulated

Depreciation to

Begimung of

Year's Operations

Method of

Computing

Depreciation

Useful

Life

Depreciation

for This Year Totals

A. Land Improvements

1. Acquired prior to this repor3 period

2. Disposals (attach schedule)

3. Acquired during this report period. (attach schedule)

A-4. Subtotal

B. Building and Building Impr~owemenits

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 Equipment

1. Acquired prior to this report period

2. Disposals (attach schedule)

3. Acquired during this report period (attach schedule)

C-4. Subtotal

Is a mileage

logbook

maintained?
Daze of

Acqu~ssc~on

Historical

Cost

Exclusive of

Land

Less

Salvage

Value

Cost to Be

Depreciated

Accumulated

Depreciation to

Beginning of

Year's Operations

Method of

Computing

Depreciation

Useful

Life

Depreciation

for This Year TotalsYes No Month Year

D. Movable Equipment

1. Motor Vehicles (Specify name, model

and year of each vehicle)

a. Honda Odyssey X April 2014 15.661 15,661 1 ,661 SiL Various

b.

c.

d.

2. Movable Equipment

a. Acquired prior to this report period ~'ar Var ~_'E;.-115 ~~G.11S 1-19_?'~ S/L Various ~~.~~1

b. Disposals (attach schedule)

c. Acquired during this report period

(attach schedule) ~~ar Var 3-{.883 -~-1.8~~ 51. ~tinou: 6. 06

D-3. Subtotal 43,857

E. Total Depreciation 43,857



Schedule of Land Improvements Acyuired during this report period

Attachment Page 23 Attachment Pages 23 24

Useful

Ac uisition Uate Uescri tion of Item Cost Life Pe ~reciation

Additions:

Total additions for Land improvements $ - $ -

Deletions:

Total deletions for Land Improvements ~ - $

*'Pies 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 ~tion of Item Cost Life De ~reciation

Additions:

'Ibtal additions for Building Improvements $ - $

Deletions:

Total deletions for Building Improvements $ - $
**

*Ties to Page 23, Line 133

**Tics to Page 23, Line Q2

Schedule of Non-D9ovable Equipment Acquired during this report period

Useful

Aa uisition Date Descri ~tion of Item Cost Life ~De reciation

Additions:

Total additions for Non-Movable Equipment $ - $

Deletions:

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

*Ties to Page 23, Line C3

**Ties to Page 23, Line C2



Schedule of Movable Equipment Acquired dm•ing this repoirt period

Useful

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

Additions:

10/31/2018 Whitt Trio stemCa etCleaner $ 4,207 5 $ 841

10/31(2018 Nobles vacuum 1,213 10 121

1/31/2019 Conve rToaster,liductionChar 2,059 10 206

l/31/2019 FoodProcessor,Waxbase9" 1,804 10 180

2/28/2019 re lace washin machine arts 2,546 10 255

2/28/2019 3 Chromebook la to s 834 3 278

4/30/2019 Vital Monitor 2,033 5 407

5/31/2019 Deskto Mini PC 772 3 257

5/31/2019 24 VAC Freedom Wound Monitors 1,496 5 299

5/31/2019 23 VAC Freedom Wound Monitors 1,434 5 287

6/3012019 Fire Alarm S stem 20,047 10 2,005

7/31/2019 Dell La to 1,501 3 500

8/31/2019 1 Electric Bed 607 12 51

8/31/2019 I Hea Du Food Blender 1,267 10 127

9/30/2019 La to 846 3 282

9/30/2019 Air Conditionin > Unit 1,563 10 156

9/30/2019 Bed Control Module 654 12 54

7btxl additions for Movable Cquipment $ 44,883 $ 6,306

Deletions:

Total deletions for Movable Equipment ~ - $

*Ties to Page 23, Line D2c

**Ties to Page 23, Line D2b

Schedule oT Leasehold Improvements Acquired during this report period

Useful

n..,.~a~:r:,,., n~ra nrcrrintinn of Item Cost Life Depreciation

*+

Additions:

10/31/2018 PAINTING PROJECT' $ 1,890 5 $ 378

1 1/30/2018 Q 2 Zoneline PTAC Heat um s I,S02 I S l00

ll/30/2018 PAINTING PROJECT 2,918 5 5x4

12/31/2018 PAINTING PROJECT 765 5 153

1/31/2019 si a>e indoor desi oration 2,032 5 406

9/30/2019 IT Set u 1,990 3 663

9/30/2019 IT Setu -Pass ort Linit 1,610 3 537

9/30/2019 HVAC 2,313 IS 154

9/30/2019 FACILITY PANTING PROJECT 23,382 5 4,676

'Cotal additions for Leasehold Improvement $ 38,402 $ 7,651

Deletions;

'Total deletions for Leasehold Improvement ~ - a

Attachment Pages 23 2a

*Ties to Pnge 24, Line C'3

**Tic~_to Page ?4,_Lire ~'~



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-24 Rev. 10/2006

Amortization Scheduler

Name of Facility

New Milford Crossings, LILC / DBA Village Crest Center for

License No.

2330

Report for Year Ended

9/30/2019

Page of

24 37

Item

Date of

Acquisition

Length of

Amortization

Cost to Be

Amortized

Accumulated

Amort. to

Beginning of

Year's

Operations

Basis for

Computing

Amortization**

Rate

%

Amortization

for This Year TotalsMonth Year

A. Organization Expense

1.

2.

3.

A-4. Subtotal

B. li'Iortgage Expense

1.

2.

3.

B-4. Subtotal

C. Leasehold Improvements and Other

1. Acquired prior to this .report period Var Var Various 1,255,905 309,632 S/L Vario 121,956

2. Disposals (attach. schedule)

3. Acquired during this rP~ort period

(attach schedule) Var Var Various ~ 8. 02 S. L Vario 7_E ~ 1

C-4. Subtotal 129,607

D. Total Amortization 129,607

* Straight-line method. must be used.

** Specify which ofthe: following bases were used:

A. Minimum of 5 years or ~0 months.

B. Life of mortgage; OR

C. Remaining Life of Lease; OR

D. Actual Life if owned bey Related Party.



Village G•es~ Center for He~dfh &Rehab

FIrCD ASSET / DCPRGCIATION SCHCDULE

Historical 201A 2019 2019

Asset Type Uescriplion Dale In Service I1Ie(hod Life Cosl ND Deprec. A/D NBV

LL,ASHOLD IMPROVEMENTS

LI Prior Period Acquisitions (Per 9/30/1 A CR) Various S/L Vnrious 1,255,905 309,632 121,956 431,588 82J,317

I~I9 t~~lI 1110115

l,l PNNTMG PROJECT 10/3 U2018 S/L 5 1,890 - 378 378 I,SI2

LI Qty 2 Zoneline PTAC Iie.1 pumps 11/30/2018 S/L I S 1,502 - 100 100 1,402

LI PAWTING PROJECT 1 1(30/2018 S/L 5 2,918 - 584 584 2,334

LI PAINTING PROJECT 12/31/2018 S/L 5 765 - 153 153 612

LI signnge indoor designation 1/31/2019 S/L 5 2,032 - d06 40b 1,626

LI IT Set up 9/30/2019 SlL 3 1,990 - 663 667 1,327

LI 1"f Sewp-Passport Unit 9/30/2019 S/L 3 1,610 - 537 537 1,073

1.1 FNAC 9/30/2019 S/L IS 2,313 - I5q 15q 2,159

LI FAC(LI'i'Y PAINTING PROJECT 9/30/2019 S/L 5 23,352 - 4676 4,676 18,706

TOTAL LF,ASEHOLD IMPROVF,d1ENT5 1,29J,3U7 309,632 129,607 439,239 SSS,U6S

Motor Vehicles

NM6 Prior Period Acquisitions (Per 9/30/18 CR) Various S!L Vnrious 15,661 15,661 - 15,661 -

TOTAL Mom' Vehicles 15,661 ~IS,(GI 15,661

MOVAULC ~QUIVMGNT

MbIE Prior Period Acyuisitions (Per 9/30/18 CR) Various S!L Various 326,418 I A9,277 37,5$ I 186,828 139,590

2019 Additions

MivtE Whitt Trio ystemCarpetCleaner 10/31 /2018 S/L 5 4 207 - 841 841 3,366

MME Nobles vacuum 10/31/2018 S/L 10 1,213 - 121 121 1,092

MME Conveys ~oastcr,liduc~ionChnrgr 1/31/2019 S/L 10 x,059 - 206 206 1,853

b[1vIE FoodProcessor,Wax base9" 1/3112019 5/L 10 1,804 - IAO 180 1,62q

bM[E replace washing machine parts 2/28/2019 S/L 10 2,546 - 255 2S5 2,291

Mtv[E Qty 3 Chromebook laptops 2/28/2019 S/L 3 834 - 278 278 556

MME Vital Monitor 4/30/2019 S/L 5 2,033 - 407 407 1,626

IvtNfE Desktop Mini PC 5!31/2019 S/L 3 772 - 257 257 SI5

MME 24 VAC Freedom Wound Monitors 5/3 1 /2019 S/L 5 1,496 - 299 299 1,197

IvMIC 23 VAC Freedom Wound Monitors 5!31/2019 S/L 5 1,434 - 287 287 1.147

MMH ('ire Alarm System 6/30/2019 S/t. 10 20,047 - 2005 2,005 18,042

N(MC Dell Laptop 7/31/2019 S/L 3 I,S01 - 500 500 1 001

NIMG 1 lilectric ~3ed 8/31/?019 S/L 12 607 - 51 51 556

N[MB I Heavy Dury Food [3lender 8/31/2019 S/L 10 1,267 - 127 127 1,140

MME Laptop 9/30/2019 S/L 3 846 - 282 282 564

p~!~,!E pis Cnnditinning Unil 9/30/2019 S/L 10 1,563 - 156 156 1,407

bff~IE Bed Cuntrol Modtde 9/30/2019 S/L 12 654 - S4 >ti 60u

'DOTAL NIOVAI3LE GQUIPIFILN'P 371,301 149,277 43,857 193,134 178,167

T07'AL ASSETS PER CR SCFICDULE 1,681,26A d74,57U 173AGq 648,034 1,033,234

TOTAL ASSETS PGR TRIAL 13ALANCG 1,681,269 - 173,J6d 6d8,U34 1,033,235

ROUND[NG ~ ~ ~ (<~

VARIANCC ~ `~~`~+5~~ - ~

Fly vs C/R NBV -Page 31, Line 69 (4)

R/S vs C/R Depreciation -Page 3G, Line ~I -



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
New Milford Crossings, LLC / DBA

License No.
2330

Report for Year Ended

9/30/2019

Page of

25 ~ 37

1 1. Property Questionnaire

Part A

Is the property either owned by the Facility 
O Yes O No 

If "Yes," complete Part B,

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

*Ifany owner or operator ofthis facility is related by [amily, marriage, ownership, ability to control or

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

related party transaction.

Description Total

2nil Mortgage Ord Mortgage ~lth tiiortgagc

1. Date Land Purchased 08/01/68

2. Date Structure Completed 06/0l/71

3. 1fNOT Original Owner, Date of Purchase o2to1/o8

4. Date oflnitialLicensure 06/0 1/71

5. Total Licensed Bed Capacity 95

6. Square Footage 44,020

7. Acquisition Cost

a. Land 59,000

b. Building 533,000

Part B -Owner and Related Parties 1st Mortgage

1. Financing

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

b. Date Mortgage Obtained 07/01/16

c. Interest Rate for the Cost Year 4.85%

d. Term of Mortgage (number of years) 5

e. Amount of Principal Borrowed 1,325,000

f. Principal balance outstanding as of 9/30119 978,136

Cuiii~iete if iL~Ivi`i~fi~e VV~S ~~~inar:e~

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)

l<. 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

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'cl) -Interest

Name of Facility

New Milford Crossings, LLC / DBA

License No.

2330

Report for Year Ended

9/30/2019

Page of

26 ( 37

Item Total CCNH RHNS (Specify)

1 2, Interest

A. Building, Land Improvement &Non-Movable

Equipment

1. First Mortgage $

Name of Lender Rate

Address of Lender

2. Second Mortgage $

Name of Lender Rate

Address of Lender

3. Third Mortgage $

Name of Lender Rate

Address of Lender

4. Fourth Mortgage $

Name of bender Rate

Address of Lender

B. CHEFA Loan Information

1. Original Loan Amount $

2. Loan Origination Date

3. Interest Rate

4. Term

5. CHEFA Interest Expense

~ 12 u~i i ~[`ili ~iiAiii~lr~ iiici cii .~Af.23?~2 ~,~ ; - 
.~~L +RSA ~ ~ ~ i ~ --

(C,'a~~ry ~'ubtotals forwara 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

New Milford Crossings, LLC / DB

License No.

2330

Report for Year Ended

9/30/2019

Page of

27 ( 37

Item Total CCNH RHNS (Specify)

Subtotals Brought Forward:

12. C. Movable Equipment

I. Automotive Equipment $

A. Item Rate Amount

Lender

Address of Lender

2. Other (Specify) $

A. Item Rate Amount

Lender

Address of Lender

B. Item Rate Amount

Lender

Address of Lender

12. C. 3. Total Movable Equipment Interest

Expense (C 1 + 2) $

l 2. D. Other Interest Expense (Specify) $

Property / Admin /Computer Loan Interest

50943 50,943

13. Total All Interest Expense (12B7 + 12C3 + 12D) $ 50,943 50,943

14. Insurance

a. Insurance on Property (buildings only) $ ]2,195 12,195

b. Insurance on Automobiles $ 1 >977 1,977

c. Insurance other than Property (as specified above)

1. Umbrella (Bla~zket Coverage) $ 7,579 7,579

2. Fire and Extended Coverage $

3: Other (~S~ecify 1 ~

Crime /Liability

43,417 43,417

14d. Total Insurance Expenditures (14a + b + c) $ 65,168 65, t 68

5. Total All Expe~a~lita[res (A-13 tlzru C-14) $ 9,151,893 9, 151,893



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

D. Adjustments to Statement of Expenditures

Name of Facility
New Milford Crossings, LLC / DBA Village Crest Center for

License No.
2330

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)

Puge 10 - Salnries pnrl Wuges

1. Outpatient Service Costs $

2. Salaries not related to Resident Care $

3. Occupational Therapy $
4. Other -See attached Schedule $ 1 1,750 11,750

Pnge 13 - Professional Tees

5. Resident Care Physicians ** $

6. 13 BlOa Occupational Therapy $ 285,885 285,885

7. Other -See attached Schedule $ 45,706 45.706

Pages I S & 16 - Adrrtinistrutive and Genernl

8. Discriminatory Benefits $

9. 15 1 c Bad Debts $ 94,690 94,690

10. Accounting $

10a. ~ ~ ~ Legal $ 10,339 10,339

1 1. Telephone $

12. 15 lh2 Cellular Telephone $ 615 615

13. Life insurance premiums on the life

of Owners, Partners, Operators $

14. 16 L3 Gifts, flowers and coffee shops $ 1 1.489 11,489

1 5. Education expenditures to colleges or

universities for tuition and related costs

for owners and employees $

16, 16 L4 Travel for purposes of attending

conferences or seminars outside the

continental U.S. Other out-of-state

travel in excess of one representative $ 4,510 4,51 U

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

18. 16 m2/3 Unallowable Advertising * $ 34,928 34,928

19. Income Tax /Corporate Business Tax $

20. Fund Raising !Contributions $

21. 16 m12 Unallowable Management Fees $ 209,064 209,064

22. Barber and Beauty $

23. Other -See attached Schedule $ 98,991 98,991

huge io - [~ieiurj~ ~:ij~e"iiiiJitiie~ ~_

24. Meals to employees, guests and others

wliu are not residents $

Page 19 - Lnunclry Expef~dilures

25. Laundry services to employees, guests

and others who are not residents $

Pnge 20 - Houselreeping Expenditures

26. Housekeeping services to employees, guests

and others who are not residents $
Subtotal (Items 1 - 26) $ 807,967 807,967

* All except "Help W:vited". (Carry Szrbtotal fo~~~ard to next page

** Physicians who provide sen~ces to Tide 19 residents are required to bill the Depa~iment of Social Services directly For each indi~~dual resident.



Attachment Page 28

Schedule of Other Salaries Adjustment

Page 2ef Line Ret' Description CCNH RHNS (Specify)

10 B12o Admissions Salary Associated with Marketing $ 11,750

Total Other Salaries Adjustment $ 11,750 $ - $ -

Schedule of Fees Adjustments

Page Ref . Line Ref Description CCNH RHNS (Specify)

13 B12o Nursing Consultants $ 36,871

13 B12o Rehab Consultant 8,835

Total Other Fees Adjustments $ 45,706 $ - $ -

Schedule of Other A&G Adjustments

Paan RaF 1 .inv Ref 11Pcrrintinn CCNH RHNS (Specify)
..b. ____

16

___._ ____

mi3

_ _____~_ _-_ ..

Amortization Expense -Goodwill $ 79,000

i6 m13 i-erialiies 1 ,300

16 m13 Miscellaneous Expense 4,530

16 m13 Prior PeriodEx~ieiise 1>~8~

16 m8a Chamber of Commerce Dues 280

15 Var Benefits Associated with Marketing Salary 3,200

Total Other A&G Adjustments $ gg~991 $ $



National Health Care Associates, Inc. (CT)

Disallowance Schedule for Cell Phones

September 30, 2019

Amount

Total Cell Phone Expense 1,E)9S 'fB Linked

Cell Phone Allowed Based on Bed Capacity 3

Monthly Allowable amount per Cell Phone $ 30

Months in Cost Report Year 12

Total Allowable Cost $ 1,080

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

Days in Cost Repo►~t Year 365
Pat-tial Year Allowable % 100%

Pg. 28b

Revised Allowable Cost $ 1,080

Disallowed Cell Phone (Page 28, Line 12) $ 615



Village Crest Center for Health &Rehab

Calculation of Allowable Management Fee

September 30, 2019

Descrption

Management fees Charged

Accounting Charges

Total Management Fees Pei Agreement

Ammrnt

426,501 Page 16, Line m12

26,61 ~ Page 15, Line ld

453,111

Patient Days 29,941 Page 8 of C/R

Imputed Days - 90% Occupancy (365/365 Days) 31,208 c;~ic~~iac~o~

Amount Per Patient Day (Greater of 90% or Actaul Days) $ 14.52

PPD Allowance Pec Client 2018

2019 CPI Increase

PPD Allowance 9/3 012 0 1 9

Amount over (Under)

Total Days

Disallowed Management Fee

7.81 J.01a

1.01%

7.82

$ 6.6992

3 1,2~g Page 8 of C/R

$ 209,064

Pg. 28c



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-29 Rev, 9/2018

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

New Milford Crossings, LLC / DBA Village Crest Center for

License No.

2330

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 $ 807,967 807,967

Pnge 2U -Resident Care Supplies*x*

27. 2U Sa2 Prescription Drugs $ 219,434 219,434

28. 2U Sd Ambulance/Limousine $ 4,883 4,883

29. 20 Sf X-rays, etc $ 11,700 1 1,700

30, 20 5h Laboratory $ 22,079 22,079

31. Medical Supplies $

32. 20 Set Oxygen (non emergency) $ 5,714 5,714

33. Occupational Therapy $

34. Other -See Attached Schedule $ 55,741 55,741

Page 22 -Maintenance and Property

35. Excess Movable Equipment Dep3•eciation

See Attached Schedule $ ?, ~ 16 ~,3 16

36. Depreciation on Unallowable

Motor Vehicles $

37. Unallowable Property and Real

Estate Taxes $

;8. Rental of Building Space or Rooms $

39. Other -See Attached Schedule $ 16.524 16,524

Pnge 27 -Insurance

40, Mortgage Insurance

41. Property Insurance $ _ __..__
Other -Miscellaneous

42. Other -Indirect $

43. Interest Income on Account Rec. $

44. Other- Miscellaneous Administrative $ 1,669 1,669

45. Management Fees Direct $

46. Management Fees Indirect $

47. Other -Direct $

Not For Profit Providers Only

48. Building/Non Movable Eq. Depreciation

Unallowable B~iil~ing Interest -

See Attached schedule ~ ~

49. Total Amour/ of Decrense (Items 1 - 48) $ 1,148,027 1,148,027

*** Items billed directly to Depvtmenl ol'Social Services vui/or Health Services in C'I', or other states, Medicare, acid piivale-pay residents. Identify

sepa~nlely by category as indicated on Page 20.



Attachment Page 2~ttachment Page 29

Schedule of Other Ancillary Costs

Paee Ref Line Ref Description CCNH RHNS (Snecifv)

20 Si Cable Television Ex ense (See Attached) $ 6,852

20 51 Supplies - Rehab T y and Ancllry 380

20 51 IV Th Su lies - Rehab T and Ancll 4,551

20 51 E ui Rental -Nursing 8,718

20 51 E ui Rental -Rehab Tp and Ancllr 10,218

20 51 Equip Rental -Res irator 11,726

20 51 Consulting Fees from Prior Period 590

2U Sc Med B Nursing Sup lies 12,706

Total Other Ancillary Costs $ 55,741 $ - $ -

Schedule of F,xcess Nfovablc Equipment Depreciation

}'ane Ref l,inc Ref nescrintion CCNH RHNS (Specify)

22 7b Non Allowable Depreciation on TVs and Mattresses $ 2,316

Total Excess Movable equipment Depreciation $ 2,316 $ - $ -

Schedule of Other• Property Adjustments

Pte.... R..f I :nn Raf Ilncrrintinn ('CNH RHNS (Soccifvl

27 14b Insurance on Automobiles $ 1,977

30 IV 8 Misc Rev 9,701

30 IV 8 Refunds /Rebates 4,642

30 IV 8 Photoco Income 171

30 IV 8 Medical Record Revenue 33

__.
Total Other Property Adjustments $ 16,524 $ - $ -

Schedule of Other -Indirect Adjustments

Page Ref Line Ref Description CCNH RHNS (Specify)



Total Other Adjustments $ - $ - $ -

Schcdulc otOthcr - n~tisccllancous Administrative Adjustments

Page Ref Linc Ref Description CCNH KHNS (Specify)

27 12D Interest Expense on Late Payments $ 1,669

Total Other Adjustments $ 1,669 $ - $ -

age 29



Schedule of Other -Direct Adjustments Attachment Page 29

Page Ref Linc Ref Description CCNH RHNS (~pec~ty)

Total Other Adjustments $ - $ - $

Schedule of Unallowable Building Interest

Page Ref Line Ref Description CCNI1 KHfV~ (~peciry~

Total Unallowable Building Interest $ $ $



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

Cable TV Disallowance

September 30, 2019

Total Cable TV Expense 10,452 Tti ~~~~ized

Total Mouthy Fee Allowed $ 300

Total Months 12

Total Allowable Expense $ 3,600

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

Days in Cost Report Year 365

Partial Year Allowable % 100.00%

Revised Allowable Cost $ 3,600

Disallowed Expense $ 6,852 {a}

Ticicmark

{a} Ties to page 29a



State o1'Connecticut

Annual Report of Long-Term Care Facility

CSP-30 Rev.10/2005

F. Statement of Revenue
Name of Facility License No.

New Milfa~d Crossings, LLC / DBA Vi11 2330

Report for Year Endcd

9/30/20]9

Page of

30 ~ 37

[tem Total CCNH RHNS (Specify)

I. Resident Room, Boarci &Routine Care Revenue

1, a. Medicaid Residents (CT only) $ 8,463,427 8,463,427

b. Medicaid Room and Board Contractual Allowance ** $ (3,389,066) (3,389,066)

2, a. Medicaid (All other stales) $

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

3. a. Medicare Residents (all inclusive) $ 1,474,820 1,474,820

b. Medicare Room and Board Contractual Alloy-vance ** $ 623,802 623,802

4. a. Private-Pay Residents and Other $ 2,073,583 2,073,583

b. Private-Pay Room and Board Contractual AI lowance * * $ (435,179) (435,179)

II. Other Resident Revenue

1. a. Prescription Drugs -Medicare $ 1 13,184 1 13,184

b. Prescription Drugs -Medicare Contractual Allowance ** $ (109,975) (109,975)

c. Prescription Drugs -Non-Medicare $ 96,749 96,749

d. Prescription Drugs -Non-Medicare Contractual Allowance ** $ (105,427) (105,427)

2, a. Medical Supplies -Medicare $

b. Medical Supplies -Medicare Contractual Allowance ** $

c. Medical Supplies -Non-Medicare $

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

3, a. Physical Therapy -Medicare $ 430,917 430,917

b. Physical Therapy-~Medieare Contractual Allowance ** $ (361,806) (361,806)

c. Physical Therapy -Non-Medicare $ 176,689 176,689

d. Physical Therapy -Non-Medicare Contractual Allowance ** $ (139,435) (139,435)

4. a. Speech Therapy -Medicare $ 64,032 64,032

b. Speech Therapy -Medicare Contractual Allowance ** $ (47,837) (47,837)

c. Speech Therapy -Non-Medicare $ 61,940 61,940

d. Speech Therapy -Non-Medicare Contractual Allowance ** $ (51,360) (51,360)

5, a. Occupational Therapy -Medicare $ 428,537 428,537

b. Occupational Therapy -Medicare Contractual Allowance ** $ (380,514) (380,514)

c. Occupational Therapy -Non-Medicare $ 148,602 148,602

d. Occupational Therapy-Non-Medicare Contractual Allowance ** $ (I 1 1,651) (1ll,651)

6. a. Other (Specify) -Medicare $ (2x,788) (2 ~ >788)

b. Other• (Specif ~) -Non-Medicare $ 1 1,691 11,691

III. Total Resident Revenue (Section [. thru Section II.) $ 9.013,935 9,013,935

IV. Other Revenue*

1. Meals sold to guests, employees &others $

2. Rental of rooi~is to non-res~dents $

3. Telephone ~

4. Rental of'Tclevision and Cable Services $

5. Interest [ncome (Specify) $ 80 80

6. Private Duty Nurses' Fees $

7. Barber, Coffee, Beauty and Gift shops $

8. Other (Specify) $ 65,765 65,765

V. Total Otlrer Revenue (1 thru 8) $ 65,845 65,845

V!. Total A!l Revenue (IIl +V) $ 9,079,780 9,079,780

Facili~j~ sho~dd off-,set Ifte appropriate erpe~zse on Page 28 or Page 29 of the Cost Report.

** Facili!)~ sl~add report all conlrnclual nlloirnnces and/or parer discoun/s.



Attachment Page 30

Schedule of Other Resident Revenue-Medicare

Related Gxp

u..,.,, o.,e nom,..:...:,... ('('NN RNNC Ifinerifv)

30 U 6a Medicare Pt A Lab $ 10,840

30 II 6a Medicare Pt A X-Ra 6,468

30 11 6a Medicare Pt A Prior Period 36,943

30 II 6a Medicare Pt B Prior Period 2,153

'Ibtal Other Resident Revenue -Medicare ~ (z ~,78g $ - $

Schedule of Other Non-Medicare Resident Revenue

Related Exp

CrNGI RHNS Bnecifvl

30 II 6b Hos ice Contra Other $ 25~)

30 li 6b Hos ice Lab 25~

30 II 6b Medicaid Lab 700

30 II 6b Private Lab 35

30 II 6b Comm [ns Lab 1,389

30 II 6b Comm Ins X-Ra 650

30 II 6b M d Medicare Lab 5,969

30 Il 6b M d Medicare X-Ra 3,~2~

30 It 6b M d Medicare Prior Period X779)

Total Other Resident Revenue $ 11,691 $ - $

Interest Income
Account

R„la nra ('(~NH RHNS f~I1CC1~Vl

30 IV 8 Interest on Mone Market Account 92,952 $ 80

Total luterest Income $ 80 $ $

Schedule of Other Revenue

('!`N i-1 RFINC lSnecifv)

30 N 8 Prior Period Revenue $ 1,249

30 IV 8 Reversal of PY Ex ense 12,035

30 N 8 Ivtiso Rev (Disallowed on P > 29a 9,70!

30 IV 8 Refunds /Rebates (Disallowed on P ~ 29a 4,642

30 IV 8 Photoco Income (Disallowed on P ~ 29a »~

30 1V 8 Medical Record Revenue (bisallowed on P ~ 29a 33

30 N 8 Lawsuit Settlement Revenue (No CY Ex ense 962

30 N 8 UHC Income 30,640

30 N 8 Writeoff of Checks from Prior Period 5,095

30 N 8 Reversal of PY Health Insurance Ex ense ~ >23~

Total Other Revenue $ 65,765 $ - $



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

G. Balance Sheet

Name of Facility License No. Report for Year Ended Page ofi
New Milford Crossings, LLC / DBA Vi 2330 9/30/2019 31 ~ 37

Account Amount
Assets
A. Current Assets

1. Cash (on hand and in banks) $ 3 85,167
2. Resident Accounts Receivable (Less Allowance for Bad Debts) $ 1,525,292

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

4 Inventories $ 36,681

5. Prepaid Expenses $ 1 13,513

a.

b.

c.
d. See Schedule 1 13,5 l 3

6. Interest Receivable $

7. Medicare Final Settlement Receivable $

8. Other Current Assets (ite~r7ize) $

See Schedule

A-9. Total Current Assets (Lines A 1 thru 8) $ 2,060,653

B. Fixed Assets
1. Land $
2. Land Improvements *Historical Cost $

Accum. Depreciation Net

3. Buildings *Historical Cost $
Accum. Depreciation Net

4. Leasehold Improvements *Historical Cost 1,294,307 $ 855,068

Accum. Depreciation 439,239 Net

5. Non-Movable Equipment *Histot~ical Cost $
Accum. Depreciation Net

6, Movable Equipment *Historical Cost 371,301 $ 178,167

Accum. Depreciation 193,134 Net

7. li~otor Vehicles *Hist~ricai Cost 15,661 $

Accum. Depreciation 15,661 Net

$. Il~iner Egaip~~P~~t-N~t Depreciable ~

9. Other Fixed Assets (itemize) $ 68,682

See Schedule 68,682
g_~ p, Total Fixed Assets (Lines B 1 thru 9) $ 1,101,916

* HIStOC1Ca~ COStS I11USt agt'0e Wit~l HiStOi'IC1~ COSt CepOCtOC~ IIl .SC~lOC~U~OS Oh (Carr>>To~alfav~nrd~onex!/~age)

Depreciation and Amortization (Pages 23 and 24).



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-32 Rev. 6/95

G. Balance Sheet (cont'd)

Name of Facility
New Milford Crossings, LLC / DBA Vi

License No.

2330

Report for Year Ended

9/30/2019

Page of

32 ~ 37

Account Amount

Total Brought Forward:$ 3,162,569

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 : $

G8 Total Lease%old or Like Properties (C.1 thru 7) $

D. Investment and Other Assets

1. Deferred Deposits $

2. Escrow Deposits $

3. Organization Expense *Historical Cost 94,317

H~~u~Y~. cz~~-z~~d~~~~~ ~~,~s~ r~~t ~ ~E,~~~
4. Goodwill (Purchased Only) $ 553,000

5. Investments Related to Resident Care (itemize) $

6. Loans to Owners or Related Parties (itemize) $ (2,1 ?6

Name and Address Amount Loan Date

__ ___Due from Realty /Related 12,126

%. Other Assets (itemize j $

See Schedule

D-8. Total Investrrrents and Other Assets (Lines D 1 thou 7) $ 631,147

D-9. Total All Assets (Lines A9 + B 10 + CS + D8) $ 3,793,716

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



State of Connecticut

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

G. Balance Sheet (cont'd)

Name of Facility

New Milford Crossings, LLC / DBA Village C

License No.

2330

Report for Year Ended

9/30/2019

Page of

33 ~ 37

Account Amount

Liabilities

A, Current Liabilities

1, Trade Accounts Payable $ 290,190

2. Notes Payable (itemize) $

See Schedule

3. Loans Payable for Equipment (Current portion) (itemize) $ 32,069

Name of Lender Purpose Amount Date Due

Equipment Lease ST 32,069

4 A~.c,•~~ed Payroll (Exclusive ofOivners and/o~~ Stockholders only) $ 231,077

5. Accrued Payroll (Ovvne~°s and/or Stockholder°s o»ly) $

6. Accrued Payroll Taxes Payable $

7. Medicare Final Settlement Payable $

8. Medicare Current Financing Payable $

9. Mortgage Payable (Current Portion) ~ $

10. Interest Payable (Exclusive of Oinner and/or Related Parties) $

1 1. Accrued Income Taxes* $

1 2. Other Current Liabilities (itemize)

Unclaimed ADP checks 1,631 Accrued Pension 8,91 1

Due to Medicaid 95,564 Accrued Worker's Comp 37,753

Patients fund 25,59)

$ 426,061

~
Accrued Expenses 256,607 See Schedule

.q-7 3. ~'ot~~l ~'iirreni liabilities (Lines Al thru 12) ~ $ 979,397

* Business Income Tax (not that ~~vithheld fi~om employees). Attach copy of owner's Federal Income (c~~,•~•y 7'~~iu1~1„•ti~~~,~•d r~~ n~.ri~uKe)
Tax Rehu•n.



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-34 Rev. 6195

G. Balance Sheet (cont'd)

Name of Facility

New Milford Crossings, LLC / DBA Villag

License No.

2330

Report foi• Year Ended

9/30/2019

Page of

34 ~ 37

Account Amount

Total Brought Forward: 979,397

Liabilities (cont'd)

B. Long-Term Liabilities

1. Loans Payable-Equipment (itemize) $ 767,571

Name of Lender Pu~~pose Amount Date Due

Equipment Lease LT 767,571

2, Moetgages Payable $

3. Loans from Owners or Related Parties (itemize) $ 1,099,774

Name and Address of Lender Amount Loan Date

Due to Realty /Related 1,099,774

4. Other Long-Term Liabilities (ite~~ize) ~ 9~

_.See Schedule

B-5. Total Long-Term Liabilities (Lines Bl thru 4) $ 1,867,345

C, Total All Liabilities (Lines A-13 + B-5) $ 2,846,742



Ai~:rohnicnl Pngc t I-iJ

SchcAulc of Prep:ii~l E~pcntts Pa~;c 31 Line At

Parr Rrf 1inr ~rf i)r~crinfiun

31 A5 Pre ~~id \4orkers Com ~ S 28,4J0

31 AS Prc ~~id Gcn. h¢ 7.2ftl

31 AS Pre aid E~ nsc Othcr 28.U`)1

3I AS pre ~iid Rc~l Esmlc Taces 21) 524

31 AS Pm aid Pcrsoiwl Pm rt ~'P.i<es 1 113

31 Ai Pre yid M ml Assets 22 737

31 AS CT PE7' DeCerted Ta< 5 210

TotxlPm Nid F.x senses S 117,519

Sc1~eAule of Otlter Fi~cA Anzctx (Ilcinii.~•) Pa~;c 31 Line 6l

3l D9 CIP S 68 C,ri1

3l B) Rou~~di ~ S

Totxl Other Other NiicJ Avxc~.r ptcm'vc) § GX,G82

ScM1uduk of Olhur Axsct~ Pu~;c 32 Linc D7

ScheJule of OU~er Lund;-Temp Li~~I~iiitics (Il~miic) I'a~;c 3J Line RJ

Tutai Other Cumnt Liahilities p(cm'vc) a

Schedule of Other Cuncnl Aszcls (itcm'v.~ip Pngc 31 Linc AN

Schedule of Nines Pural~le (Ifem'vx) Pa};e 3J Line .~2

Schedule of Other Cunxnl Liabilil iev (Ilemirc) Page J3 Lioc AI2
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Annual Report of bong-Term Care Facility

CSP-35 Rev. 6/95

G. Balance Sheet (cont'd)

Reserves and Net Worth

Name of Facility

New Milford Crossings, LLC / DBA

License No,

2330

Report for Year Ended

9/30/2019

Page of

35 ~ 37

Account Amount

A. Reserves

l . 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 finds set aside as donor• restricted $

6. Total Reserves ~

B. Net Worth

1. Owner's Capital $

2. Capital Stocl< ~

3. Paid-in Surplus $

4. Treasury Stock $

5. Cumulated Earnings $ 1,019,087

6. Gain or Loss for Period 10/1/2018 thru 9/30/2019 $ (72,1 13)

7. Total Net Worth $ 946,974

C. 7'vt~f Res~~v~s ar~ct NeP ~6'vf•th ~ $ 946,9?4

D. Total Liabilities, Reserves, and Nef WorN~ $ 3,793,716



State of Co~u~ecticut

Annual Report of Long-Term Care Facility

CSP-36 Rev. 6/95

H. Changes in Total Net Worth

Name of Facility

New Milford Crossings, LLC / DBA Vill

License No.

2330

Report for Yea►' Ended
9/30/2019

Page of
36 ~ 3.7

Account Amount
A. Balance at End of Prior Period as shown on Report of 09/30/2018 $ 889,085
B. Total Revenue (From Statement of Reve~7ue Page 30) $ 9,079,780
C. Total Expenditures (From Statement of ExpenditZn°es Page 27) $ 9,151,893
D. Net Income or Deficit $ (72,113)
E. Balance $ 816,972
F. Additions

1. Additional Capital Contributed (itemize )
Prior Period Adjustme~~t 130,002

2. Other (itemize )

F-3. Total Additions $ 130,002
G. Deductions

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

2. Other Withdrawings (Specify) $
Purpose Amount

3. Total Deductions $
H, Btedrz~ice rrt ~ntd t~f Periocd 09.30;1 ~ $ A4E,9?~4



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
New Milford Crossings, LLC / DBA 2330 9/30/2019 37 37

Check appropriate category

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

Preparer/p2eviewer 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 ofwhich 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.

Si nature ~~ Pc~parer
~l

Title Date Signed

i, ~..~.~i ~C nom: ~; c~~ ~'r~ -~ f ~ ~ 2c~
Printed Name of Preparer

Matthew S. Bavolack
AdclrP~ _A_d~r?~s Phare ?Number

555 Long Wharf Drive, New Haven, CT 06511 203-781-9600
Contacted Person Regarding Additional Information Needed Regarding This Report Phone Number

John Phelps 516-705-48]3
Contact Email Address

jphelps@nathealthcare.com

State of Connecticut 2019 Annual Cost Report Version 13.1
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ADVISORY r?_ CONSULTING

ACCOUNTANTS' CONSULTING REPORT

Management is responsible for the accompanying Annual Report of Long-Term Care Facility (the "Cost
Report") for New Milford Crossings, LLC / DBA Village Crest Center for Health and Rehabilitation 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 Deparhnent of Social Services (DSS) from data provided to us by the management of

New Milford Crossings, LLC / DBA Village Crest Center for Health and Rehabilitation. We did not audit
o~• review the Cost Repot-t 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 New Milford Crossings,

LLC / DBA Village Crest Center for Health and Rehabilitation and DSS and is iiut intenued to b~, un~'

should not be, used by anyone other than these specified parties.

MARCUM LLP

New Haven, CT
February 8, 2020

fWW~RCUM~ F._„
M EMBER

Maa~cum ue ~ 555 Long Wharf Drive ~ 8th Floor ~ New Haven, Connecticut 06511 ~ Phone 203.781.9600 ~ Fax 203.781.9601 ~ wWw.rn~rCutttllpeCo
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This checklist is not required to be submitted with the Annual Report

Facility Name New Milford Crossings, LLC / DBA Village Crest Center for Health and Rehabilitation

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

Yes No

a❑ 1. 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

?~, t .i,~e 6e? If nit; state where these costs are included in the Annual Report.

Explanation:

Page 1 of 4



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

applicable ho~n~s for each Administrator been reported on Page 12?
Explanation:

Yes No
8. Have hours been reported for all expenses claimed on Page 13? Hou~~s 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:

Y'es P.iu
~ 10. Have purchased services greater than $10,000 reported on Pages 16, 18, 19, 20

and 22 been detailed o>> Page 2!?

Explanation:
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Yes No
11. Have the dietary and la~mdry questionnaires on Pages 18 and 19 been completed?

Explanation:

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

depreciation, lease payments, insurance and taxes?
Explanation:

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

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

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

net book value reported on Pages 31 a~~d 32?
Explanation:

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

American Hospital Association guidelines?
Explanation:

Y'e~ Nu
~ 16. Have all assets been categorized between movable and fixed in accordance with

the 201? edition. of the A.!nerican Hospital Association guidelines?

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

explanation:

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

Explanation:

Yes No
❑ 19. Have Pages 1 and 37 been signed? Cost reports witJzout a signed Puge 1 and 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 zs i7ot provzcled, appropriate

disa[lowa~~ces will be made.
~x~lanatia~:

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

Meals on Wheels, Outpatient Therapy Services, etc.) been disallowed on Pages 28

and/or 29 of the Annual Report?
Explanation:

~s IETo
~. 22. Has all required documentation been submitted to the Annual Report review and

audit contractor?
Explanation:
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