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

General Information

Name of Facility (as licensed) License No, Report for Year Ended| Page of
Westside Care Center, LLC 2291 9/30/2019 1 | 37

Administrator's/Owner's Certification

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

T HEREBY CERTIFY that I have read the above statement and that T have examined the accompanying
Cost Report and supporting schedules prepared for Westside Care Center, LLC {[facility name], for the cost
report period beginning October 1, 2018 and ending September 30, 2019, and that to the best of my
knowledge and belief, it is a true, correct, and complete statement prepared from the books and records of
the provider(s) 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, Staternents of Reported Expenditures, Statements of Revenues and the related Balance Sheet of
this Facility in accordance with the Reporting Requirements of the State of Connecticut for the vear ended as
specified above,

T 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 pegjury. T also certify that all salary and non-salary expenses presented in
this Report as a basis for securing reimbursement for Title XIX and/or other State assisted residents were
incurred to provide resident care in this Facility, All supporting records for the expenses recorded have
been retained as required by Connecticut law and will be made available to auditors upon request,

Signed (Administrator) Date Signed (Owner) Date
Printed Name (Administrator) Printed Name (Owner)
Sylvia Szleszynski Chris Wright
Subscribed and Swom State of Date Signed (Notary Public) Comm. Expires
to before me:
/ /

Address of Notary Public

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

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

Data Required for Real Wage Adjustment Page of
1A 37
Name of Facility Period Covered: From To
Westside Care Center, LLC 10/1/2018| 9/30/2019
Address of Facility
349 Bidwell Street, Manchester, CT 06040
Report Prepared By Phone Number Date
iCare Management, ELC 860-570-2140 2/15/2020
Item Total CCNH RHNS | (Specify)

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

Wages - Compensation computed on an hourly wage rate.

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

DO NOT include Fringe Benefit Costs.




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

General Information and Questionnaire
Type of Facility - Organization Structure

Phone No. of Facility [Report for Year Ended| Page of
860-647-9191 9/30/2019 2 37
Name of Facility (as shown on license) Address (No. & Street, City, State, Zip)
Westside Care Center, LLC 349 Bidwell Street, Manchester, CT 06040
CCNH RHNS (Specify) Medicare Provider No.
License Numbers: 2291 07-5252
Type of Facility (Check appropriate box{es))
Chronic and Convalescent Rest Home with Nursing O (Specify)
Nursing Home only (CCNH) Supervision only (RHNS) P
Type of Ownership (Check appropriate box)
O Proprietorship ® LLC QO Partnership O Profit Corp. O Nom-Profit Corp. O Government O Trust

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

Has there been any change in ownership

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

Administrator

Name of Administrator Nursing Home

Sylvia Szleszynski Administrator's 2096
License No.:

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

Name 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 License No. Report for Year Ended Page of
Westside Care Center, LLC 2291/9/30/2019 3 | 37
State(s) and/or Town(s) in
Legal Name of Partnership/LLC Business Address Which Registered
Westside Care Center, LLC 349 Bidwell Street, CT
Manchester, CT 06040
Name of Partners/Members Business Address Title % Owned
Executive Adwvisors, LLC 341 Bidwell St. Manchester, CT 06040 |Member 475
Apex Advisors LLC 341 Bidwell St. Manchester, CT 06040 {Member 47.5
Christopher Wright 341 Bidwell 8t. Manchester, CT 06040 |Member 5




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
Westside Care Center, LLC 2291 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 State(s) in Which Incorporated
. . No. Shares
D .
Name of Directors, Officers Business Address Title Held by Each

Names of Stockholders Owning at Least 10%
of Shares




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

General Information and Questionnaire
Individual Proprietorship

Name of Facility License No.
Westside Care Center, LLC 2291

Report for Year Ended
9/30/2019

Page  of
3B | 37

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

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

General Information and Questionnaire
Basis for Allocation of Costs

Name of Facility
Westside Care Center, LLC

License No.

Report for Year Ended Page of
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 allecated to CCNH and RHNS as follows:

ftem Method of Allocation
Dictary Number of meals served to residents
Laundry Number of pounds processed
Housekeeping Number of square feet serviced
Number of hours of routine care provided by EACH
Nursing employee classification, i.e., Director {or Charge Nurse},

Registered Nurses, Licensed Practical Nurses, Aides and
Attendants

Direct Resident Care Consultants

Number of hours of resident care provided by EACH
specialist (See listing page 13)

Maintenance and operation of plant

Square feet

Property costs (depreciation)

Square feet

Employee health and welfare

Gross salaries

Management services

Appropriate cost center involved

All other General Administrative expenses

Total of Direct and Allocated Costs

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

1. In the preparation of this Report, were all
costs allocated as required?

® Yes

If "No," explain fully why such allocation was

O No not made.

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

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, Qutpatient Services, Adult Day Care Services, etc.)

@ Yes

O No If "No," explain fully why such allocation was
not made,
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State of Conmnecticut
Annual Report of Long-Term Care Facility
CSP-7 Rev. 6/95

General Information and Questionnaire
Accounting Basis

Name of Facility License No. Report for Year Ended
‘Westside Care Center, LLC 2291 9/30/2019

Page of

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

® Accrual O Cash O Modified Cash

Is the accounting basis for this
period the same as for the @ Yes
previous period? O No

If "No," explain.

Independent Accounting Firm

Name of Accounting Firm
1 O'Comnor, Davies LLP

Address (No. & Street, City, State, Zip Code)
100 Great Meadow Road, Ste 401, Wethersfield, CT 06109

2
3
4
Services Provided by This Firm (describe fully)
1 Taxes, financial statements, accounting support $ 9,001
2 3
3 $
4 $
Charge for Services Provided
$ 9,001
Are These Charges Reflected in the Expenditure Portion of This Report? If Yes, Specify Expense Classification and Line No.
® Yes O No |15D
Legal Services Information
Name of Legal Firm or Independent Attorney Telephone Number

1 iCare Health Management, LLC

2 Starble and Harris

3 Durant Nichols / Robinson & Cole, LLP

4 Various others (American Arbitration , Various Arbitration, Murtha Cullina, Jackson Lewis))
5  Starble and Harris, iCare Health Management LLC

860-570-2140
860-678-7775
860-275-8200

860-678-7775 & 860-570-2140

Address (No. & Street, City, State, Zip Code)
1 341 Bidwell Street, Manchester CT

2 32 Main Street, Avon, CT

3 280 Trumbull St, Hartford, CT
4
5

32 Main Street, Avon, CT & 341 Bidwell Street, Manchester CT

Services Provided by This Firm (describe fully)

1 Lease and contract issues, general logal advice, Labor Law $ 13,853
2 Lease and contract issues, general legal advice, union fonds advice b
3 Employment law, arbitrations, contract negotiations $ 12,819
4  Employment Arbitrations, healthcare law $ (311)
5  Comservatorships & Collections $ 965
Charge for Services Provided
$ 27,325

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

® Yes O No 15E




SPOPT Ererl GrOTH 6PO°TY z60°98 T60°98 (g + Vb + 0¢) sdvq nopisay piof S

SAR(T aa1esoy peg BUYID g

sAu(] onlssay pag PIESIPAN 'V
SPag poAIasoy I0] PAATSINY SeA\ SNTAASY HITAM IOJ
DE Ul samFE] UT papnjou] JoN SAB(T JO Ioqunp [ej0], ¥

£FOFT EPOHT 6Y0TY 6Y0°TY Z60°0¢8 T60°95 (I nnp v§) polRsd Fuungy sAe(] o) [RI0], D

A3 82 r1 w1 gouemsuy (Ajpadg) W) A

HOY 0y1ss 21e1g 'H

691 691 8y 8y 159 159 Aegeomaud (O

(seyws 10U10) PIBOIPAN D

PaoEl F99°ET S¥T0v igalig TI6°EE T16°¢8 (ouony) preopaN g

01z 012 8411 8L1°T 28€°1 88¢°1 2IBOIPAN VY
poLRg SuLm(] papIA0L] are)) sfe(] Jo Jaqump [e10], g

¥el 1291 51 sl 179 ¥51 pouad podar IHI Jo WBmpM Jo s g

181 61 961 91 9¢1 951 pourad wodal §ROIA T J© NEUPI JO 5V 'V
SIIAPISH] JO IqUINN 7

zot 701 791 791 791 791 pouted HodaI QIHI JO AR ISPI OO g

91 91 791 791 . 791 791 poriad 10dal SROIATIJ IO AP B U 'V

Ayoede) pag paymiad 1

(Aoadg) | SNHY | HNDO | Mol | (Awedg) | SNHY | HNDO | Tewor | (Apedg) | eaeT | jeaeT | s[eas]
[F0L SNIY | HNDD |1V [eloL

[0, Fel01,
0t/6 MUY 1/L PoHRd 0¢/9 B, /0T PoHRd
£ | 8 610T/0£/6 167C OTT 1Iua7) Ie) 9PISISapm
Jo ddeg papu 1ea x 0] Joday "ON] 35U Apoe Jo surepn

SINSIBIS JUIPISAY JO AMPIAYIS

Z00T/6 "A9Y §-dSD
LAned aIe) W L-3007 Jo Loday enuuy
MO[ISUUO)) JO 21vIS




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-9 Rev. 9/2002

Schedule of Resident Statistics (Cont'd)

Name of Facility License No. Report for Year Ended Page of
Westside Care Center, LLC 2281 9/30/2019 9 37

4. Were there any changes in the certified bed capacity dering the report vear? O Yes @ No

IF"YES", provide the following information:

Place of Change Change in Beds Capacity After Change
Date of |CCNH|RHNS| (Specify) Lost Gained
Change .
1 | @ (3 O @ (G M @] 3 |CCNH| RHNS (Specify) Reason for Change

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

RESIDENT DAYS for 90 days following the change.

Change in Resident Days CCNH RHNS {Specify)

1st change

2nd change

3rd change

4th change
6. Number of Residents and Rates on September 30 of Cost Year

Medicare Medicaid Self-Pay Other State Assisted
Item CCNH CCNH RENS CCNH RHNS {Specify) R.C.H ICF-MR
No. of Residents 3 149 2
Per Diem Rate

a. One bed rm.

472.00

b. Two bed mms.

¢. Three or more
bed rms.

7. Total Number of Physical Therapy Treatments

A. Medicare - Part B

CCNH

RHNS

(Specify)

B. Medicaid (Exclusive of Part B)
1. Maintenance Treatments 1,353 1,353
2. Restorative Treatments 3,047 3,047
C. Other 3,670 3,670

D. Total Physical Therapy Treatinents

Total Number of Speech Therapy Treatments

A. Medicare - Part B

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

2. Restorative Treatments

187 187
C. Other 206 206
D. Total Speech Therapy Treatments 683 683

Total Number of Occupational Therapy Treatments

A. Medicare - Part B

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

1,143 1,143

2. Restorative Treatments 3,040 3,040

C. Other 3,462 3,462
D. Total Occupational Therapy Treatments 10,641 10,641




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

Report of Expenditures - Salaries & Wages

Name of Facility License No. Reporf for Year Ended Page of
Westside Care Center, LLC 2291 9/30/2019 10 37
Are time records maintained by all individuals receiving compensation? ® Yes O No

Total Cost and Hours

Item Hours (Specify)

A. Salaries and Wages*
1. Operators/Owners (Complete afso Sec. |
of Schedule Al)
2. Administrator(s) (Complete also Sec. IIF

of Schedule Al) 118,289
3. Assistant Admimstrator (Complete also Sec, [V
of Schedule Al)
4. Other Administrative Salaries (felephone g
operator, clerks, receptionists, efc.) 260,283
5. Distary Service
a. Head Dietitian
b. Food Service Supervisor 67,127 2,086
¢. Dictary Workers 519,030 29,313
6. Housekeeping Service ;
a. Head Housekeeper
b. Other Housekeeping Workers
7. Repairs & Maintenance Services
a. Engineer or Chief of Maintenance
b, Other Maintenance Workers
8. Laundry Service
a.  Supervisor
b.  Other Laundry Workers
S. Barber and Beautician Services
10, Protective Services
11. Accourding Services
a. Head Accounfunt
b. Other Accountants
12, Professional Care of Residents

a. Directors and Assistant Director of Nurses
b, RN
1. Direct Care 254,553

2. Administrative®* 279,811
c. LPN i

1. Direct Care 1,569,627 51,306

2. Administrative®*
Aides and Atfendants 2,540,013 132,482
Physical Therapists
Speech Therapists
Occupational Therapists
Recreation Workers
Physicians

1. Medical Director

2. Utilization Review

3. Resident Care***

4. Other (Specify)

e frolo fe

-

Dentists
Pharmacists
Paodiatrists
._Social Workers/Case Management 185,786 6,498
Marketing
Other (Specify) :
See Attached Schedule 72,703 3,929
A-13. Total Salary Expenditures 6,386,848 269,598

elp|la|-|m

* Do not includs in this section any expenditures paid 1o persons who receive a fee for services rendered or who are paid on a cottract basis.
** Administrative - costs and hours associated with the following positions: MDS Coordinator, Inservice Training Coordinator and
Infection Control Nurse. Such costs shall be included in the direct care category for the purposes of tate scifing.
##*%* 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 Paga 28,




Aftachment Page 10/13

Schedule of Other Salaries and ‘Wages (Page 1(0)

CCNH RHNS {Specify)

Posiﬁon

Hours 3 _ Hours

:MEDICAL RECQRDS SALARIES

CENTRAL SUPPLY SALARIES -

RhSPIRATORY THERAPY SALARIES

Tolelale
,
l

o - oo oo o T g g aeels o L [

Schedule of Other Fees (Page 13)

CCNH RHNS (Specify)

Service $ Hnms $ Heours $ _ Hours

§0 547l B :
SPEECH. THERAPY C/8 Miedicaid .' _
OCCUPATION, PY C/S MEDECIAD i .

Towl oo o I e | mmils s T
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State of Connecticut

Annual Report of Long-Term Care Facility

CSP-13 Rev. 972002

B. Report of Expenditures - Professional Fees

Name of Facility
Westside Care Center, LLC

Ttem

License No. Report for Year Ended Page of
2291 9/30/2019 i3 | 37
Total Cost and Hours

CCNH

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

{For all such services complete Schedule B1)

Dietitian

Hours RHNS Hours (Specify) Hours

Dentist

Pharmacist

30,203

302

Podiatrist

S bl bt lad la

Physical Therapy
a. Resident Care

70,657

681

b, Other

Social Worker

120,169

2,319

e

Recreation Worker

20,307 {35+Cable 35+Cable

8. Physicians

a. Medical Director (entire facility)

b. Utilization Review

(Title 18 and 19 only) monthly meeting

¢. Resident Care**

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

2. Pharmaceutical Committee
(Quarterly meetings)

3. Staff Development Committee
(Once annually)

e. Other (Specify)

Physician Care Contract Services

9. Speech Therapist
a. Resident Care

b. Other

10. Occupational Therapist
a. Resident Care

323

b. Other
11. Nurses and aides and attendants
a. RN

1. Direct Care

234,893

3,865

2. Administrative®**

5,182

b. LPN

104

1. Direct Care 7,082 | 168
2. Adininistrative®**
¢. Aides (2,638) 3D
d. Other
12. Other (Specify)
See Attached Schedule 314,827 5,891
B-13 Total Fees Paid in Lieu of Salaries 949 265 14,171

* Do not include in this section management constltants or services which must be reported on Page 16 item M-12 and supported by required information, Page }7.
"4 This item is not reimbursable to facitity. 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,

e Administrative - costs and hours associated with the following positions: MDS Coordinator, Inservice Training Coordinator and Infection Control Nurse. Such
costs shall be included in the direct care category for the purposes of rate setting.



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-14 Rev, 6/95

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

Name of Facility License No. Report for Year Ended Page of
Westside Care Center, LLC 2291 9/30/2019 14 ! 37
Related** to Owners,
Name & Address of Individual Full Explanation of Service Operators, Officers Explanation of Relationship
Yes No
‘Tocuhpoints Therapy Therapy ® Commen Ownership
Chelsea Place, Chestnut Point, Kettle Brook, Shared Employees Common Ownership
Trinity Hill, Wintonbury, Farmington, Silver
Pharm Scripts Pharmacy Coniract
Guardian Consuiting Srv Pharmacy Consulting

Healthdrive Physician Services

Audiology, Dental and Podiatry

Ready Nurse, Nurse Network

Nursing pool (RN, LPN,CNA)

IPC Hospitalists

Medical Director

o000 |0 |]O0Oj]O|O|O}JO|O|O|O|O}|JOC|O|Oj]O 0|0 ®

@ ©®/ 0| @ eIle| eI O|0|e|lo||O|®||O®|G|®]0]|O0

* Use additional sheets if necessary.

** Refer to Page 4 for definition of related.




State of Connecticut

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

C. Expenditures Other Than Salaries - Administrative and General

Name of Facility License No. Report for Year Ended Page of
Westside Care Center, LLC 2291 9/30/2019 15 37
Item Total CCNH RHNS (Specify)

1. Administrative and General

a.

Employee Health & Welfare Benefits
Workmen's Compensation

325 680

325,680

Disability Insurance

Unemployment Insurance

Social Security (F.1.C.A)

547,458

547 458

Health Insurance

e gl Kl Kl oS

1,128,807

ISR s Rt Bad el fon

Life Insurance (employees only)
{(not-owners and not-operators)

1,128,807

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

L3 1 E43

382,268

8. Uniform Allowance

382,268

9. Other (Specify)
See Attached Schedule

o= | ==

Personal Retirement Plans, Pensions, and
Profit Sharing Plans for Owners and
Operators (Discriminatory)*

Bad Debts*

95,008

47227

95 008

Accounting and Auditing

9,001

2,001

Legal (Services should be fully described on Page 7)

27,325

27,325

ek B F= £ o

Insurance on Lives of Owners and
Operators (Specify )*

el el el Bl

Office Supplies

]

Telephone and Cellular Phones
1. Telephone & Pagers

$ 26,038

26,038

2. Cellular Phones

$ 189

189

Appraisal (Specify purpose and
attach copy y*

ot o

Corporation Business Taxes (franchise tax )

Other Taxes (Not related to property - See Page 22)
1. Income*

2. Other (Specify)
See Attached Schedule

3. Resident Day User Fee

&5

1,179,054

1,179,054

Subtotal

&

3,786,739

3,786,739

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

(Carry Subtotals forward to next page)




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

Schedule of Other Employee Benefits

CCNH

Attachment Page 15

Description

(Specify)

UNIONTRAINING

5wy

BE -

Total - - . oo T T T s

Schedule of Other Taxes

Description

. (Specify)

s




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

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

Name of Facility License No. Report for Year Ended Page of
Westside Care Center, LLC 2291 6/30/2019 16 37
Item Total CCNH RHNS (Specify)

Subtotals Brought Forward:

1.  Travel and Entertainment

3,786,739

1. Resident Travel and Entertainment $
2. Holiday Parties for Staff $ 260 260
3. Gifts to Staff and Residents $ 803 803
4. Employee Travel $ 1,493 1,493
5. Education Expenses Related to Seminars and Conventions $ 4,699 4 699
6. Automobile Expense (not purchase or depreciation ) $
7. Other (Specify) $ 262 262
See Attached Schedule

m. Other Administrative and General Expenses

1. Advertising Help Wanted (a// such expenses )
2. Advertising Telephone Directory (all such expenses )**¥
3. Advertising Other (Specify y***
See Attached Schedule
4. Fund-Raismg***
5.  Medical Records
6. Barber and Beauty Supplies (if this service 1s supplied
directly and not by contract or fee for service)***
7. Postage
* 8. Dues and Membership Fees to Professional
Associations (Specify)
See Attached Schedule
8a. Dues to Chamber of Commerce & Other Non-Allowable Org ¥+ §
9.  Subscriptions $ 694 694
10. Contributions*** $ 360 360
See Attached Schedule
11. Services Provided by Contract (Specify and Complete
Schedule C-2, Page 21 for each firm or individual)
12. Administrative Management Services®* 382,374 | 382,374
13. Other (Specify) $ 44,086 44,086
See Attached Schedule

C-14 Total Administrative & General Expenditures

$

4,386,420

4,386,420

* Do not include Subscriptions, which should go in item 9,
** Schedule C-1, Page 17 must be fully completed or this expenditure will not be allowed.
*#* Facility should self-disallow the expense on Page 28 of the Cost Report.



Attachment Page 16

Schedule of Other Travel and Enteriatnment

Description i _ CCNH

L Specty

e

Tofal Ot Travel and Embertatnment - - 5]

Schedutfe of Other Advertising

Description ] CCNH RHNS Speclly)

CDMMUNICAT[ONS SPEClA.L EVEN'?S- S

Total Onher Advertising:* 5 500 w0 TR

Schedule of Dues

Descripiion CCNH RENS {Specify)
TR
CAHCE Dics.
CTHER DUES

Tolal Dues -

Scliedule of Contribusions

Description S _CCNH RHNS (Specify)
CONTRIBUTIONS Sl S S

Total Contributions: .

Schedule of Other Adimini ive and General

Description

SOCIAL SERVICGE BUPPLIES -1 707
SOC SYC MINOR BQUIPMENT i 0
ADMINISTRATIVE MINOR' EQUIPMENT TL TR
EMPLOYEE RELATIONS .. L
|EMPLOYEE RELATIONS OTHER R
PERMITS & LICENSES ey
YOLUNTEER. EXPENSE
BANKFEES:

CMS REVISIT USER FEE
PENALTIES
LATE FEES -
MRNETEXPENSES
Roundmg- :

(Speclly)

=3

o R P o P P R s Fo T g B

'l‘ntal Oﬁler Admlmmaﬂve and Gcneral L




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-17 Rev. 10/97

Schedule C-1 - Management Services*

Name of Facility License No. Repott for Year Ended Page of
Westside Care Center, LLC 2291 9/30/2019 17 | 37
Cost of Indicate Where Costs
Name & Address of Individual or Management | Full Description of Mgmt. Service | are Included in Annual
Company Supplying Service Service Provided Report Page #/Line #
iCare Management, LLC/iCare Health 382,374 |Management of financial Pg 16 M12
Management, LLC statements, A/R, A/P, Payroll,
Financial Accounting and
Management, Clinical
1Care Management, LLC/iCare Health 215,914 IMANAGEMENT FEES- DIRECT |Pg 20 j
Management, LLC CARE
iCare Management, LLC/iCare Health 30,223 IMANAGEMENT FEES- Pg20j
Management, LLC INDIRECT CARE

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




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

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

Note on Page 5)
Name of Facility License No. Report for Year Ended Page of
Westside Care Center, LLC 2291 9/30/2019 1§ | 37
Item CCNH RHNS
2. Dietary S o
a. In-House Preparation & Service

1. Raw Food $

2. Non-Food Supplies $

3. Other (Specify) $ 22,767 22,767

DIETARY SUPPLEMENTS

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

¢. Other (Specify)

DIETARY MINOR EQUIPMENT
2D. Total Dietary Expenditures (2a-+b+c¢c+d) 453,354 453,354
2E. Dietary Questionnaire Total CCNH RHNS {Specity)
F. Resident Meals: lTotal no. of meals served per day:* 461 461
G.  Is cost of employee meals included in 2D? QO Yes ® No
H. Did you receive revenue from employees? O Yes ® No ggtes, specify
. Where is the revenue received reported in the Cost Report? (Page/Line ltem)
Is cost of meals provided to persons other I .
J.  than emplovees or residents (i.e., Board O Yes ® No y:s, specify
Members, Guests) included in 2D? cost.
K. Is any revenue collected from these people? O Yes ® No iies’ specify
Where is the revenue received reported in the Cost Report? (Page/Line Item)
Is cost of food (other than meals, e.g., snacks Ir .
M. at monthly staff mectings, board meetings) O Yes ® No ytes, specify
provided to employees included in 2D? cost.
N. Is any revenue collected from employees? C Yes ® No g]i;es’ specify

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

* Count each tray served to a resident at meal time, but do not count liguids 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
Waestside Care Center, LLC 2291 9/30/2019 19 | 37
Item Total CCNH RHNS (Specify)
3.  Laundry
a. In-House Processing®* Lbs.
1. Bed hinens, cubicle curtains, draperies,
gowns and other resident care items Amt. $ 506 506
washed, ironed, and/or processed. ¥**
2. Employee items including uniforms, Lbs.

gowns, etc. washed, ironed and/or
processed. *¥*

Amt, §
3. Personal clothing of residents Lbs.
washed, ironed, and/or processed. *** Amt $
4. Repair and/or purchase of linens, #** Lbs.
Amt. $
b. Purchased Services (by contract other g 440,242 440,242

than through Management Services)
(Complete Schedule C-2 ait. Page 21)
c. Other (Specify)
LAUNDRY MINOR EQUIPMENT
3D. Total Laundry Expenditures (3a+b+c¢)

3E. Laundry Questionnaire

. . If yes,
F. Iscost of employee laundry included in 3D? O Yes ® No specify cost.

G.  Did you receive revenue from employees? O Yes ® No Hye?’
specify amt.

H. Where is the revenue received reported in the Cost Report? {Page/Line [tem)

L Is Cost of laundry proyided to persons other O Yes ® No Ifyeg
than employees or residents included in 3D? specify cost.

J. Did you receive revenue from these people? O Yes ® No Ifye?’
specily amit.

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

* Do not include salaries from page 10 as part of dollar values recorded in 1,2, 3, and 4.
Al allocations shouid 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) - Housckeeping and Resident Care
Basis for Allocation of Costs (See Note on Page 5)

Name of Facility License No. {Report for Year Ended Page of
Westside Care Center, LLC 22901 9/30/2019 20 37
Item Total CCNH RHNS (Specify)
4. Housekeeping Sq. Ft. Serviced
a. In-House Care by Personnel
1. Supplies - Cleaning (Mops, Amt, $ 32,937 32,937

pails, brooms, efe. )
b. Purchased Services (by contract other |Sq. Ft. Serviced
than through Management Services} | by Personnel
(Complete Schedule C-2 att. Amt, $ 468,501 468,501
Page 21)
C. Other (Specify)
HOUSEKEEPING MINOR EQUIPMENT
4D. Total Housekeeping Expenditures (da+b+c)
5. Resident Care (Supplies)**
a. Prescription Drugs***
1. Own Pharmacy
2. Purchased from
PHARMACY
Medicine Cabinet Drugs $ 8,359 8,359
Medical and Therapeutic Supplies $ 122,324 122,324
Ambulance/Limousing*** $ 5,179 5,179
Oxygen
1. For Emergency Use $ 1,829
2. Other***
f. X-rays and Related Radiological
Procedures***
g. Dental (Not dentists who should be included under
salaries or fees)
Laboratory*** $
Recreation $
Direct Management Services* 3
$
$

olalo o

6,442 6,442

Indirect Management Services*
Other (Specify)****
See Attached Schedule
5M. Total Resident Care Expenditures (5a - 5j) $| 609,133
* Schedule C-1, Page 17 must be fully completed or this expenditure will not be allowed.
** Do net include any fees to professional staff, these should be reported on Page 13, o, if paid on salary basis, on Page 10.
*#% Facility should self-disallow the expense on Page 29 of the Cost Report.

¥axx JCFMR's should provide a detailed schedule of all Day Program Costs.

Lol ool ol Kl =2

326,574 326,574

609,133




Schedule of Other Resident Care

Descrlptlon

Attachment Page 20

NURSING ADMIN SUPPLIBS

RHNS

(Spectty)

: ‘:$ __

_ . P
MEDI _ALRECORDS SUPPLIES: oot i g
E\AEDICALRECORDSMNOREQIHPNHENT o 1
B

Jesleslenenen e len [es lenfenTon on fon fon fen e o [om om0 [0 [0 [on |enfen [on fon [en-

Total Other Resident Care . .
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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-22 Rev. 6/95

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

Name of Facility License No.  |Report for Year Ended Page of
Westside Care Center, LLC 2291 9/30/2019 22 | 37
Item Total CCNH RIHNS (Specify)

6. Maintenance & Operation of Plant

a. Repairs & Maintenance $ 59,102 59,102

b. Heat $ 35,590 35,590

¢. Light & Power $ 150,193 150,193

d. Water $ 58,885 58,885

e. Equipment Lease (Provide detail on page 6) $ 30,496 30,496

f. Other (itemize ) $ 102,060 102,060

See Attached Schedule | :

6g. Total Maint. & Operating Expense (6a - 6f) $ 436,327 436,327
7. Depreciation (complete schedule page 23%)

a. Land Improvements $

b. Building & Building Improvements $ 27,091 27,091

¢. Non-Movable Equipment $

d. Movable Equipment $ 41,163 41,163
*7e. Total Depreciation Costs (7a+b +c+d) $ 68,254 68,254
8. Amortization (Complete att. Schedule Page 24*)

a. Organization Expense $

b. Mortgage Expense $

c. Leasehold Improvements $ 40,053 40,053

d. Other (Specify ) $
*8e. Total Amortization Costs (8a+b + ¢ -+ d) $ 40,053 40,053
9. Rental payments on leased real property less

real estate taxes included in item 10b $ 284356 284,356
10. Property Taxes

a. Real estate taxes paid by owner $

b. Real estate taxes paid by lessor $ 126,184 126,184

c. Personal property taxes $ 11,948 11,948
11. Total Property Expenses (7e +8e + 9 + 10) $ 530,795 530,795

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




Attachment Page 22

Schedule of Other Repairs and Maintenance

Description

RHNS (Spemfy)

PLANT SUPPLIES

PLANT CONTRACT SERVICE LABOR

%:%599'
]

.FIRE/ SPRINKLER CONTRACT SERVICE

fen
1

LANDSCAPING CONTRACT SERVICE

SNOW REMOVAL CONTRACT SERVICE S

TRASH REMOVAL: CONTRACT SERVICE- s

e e
1

HVAC CONTRACT SERVICE g
SECURITY CONTRACT SERVICE__ - s
' : ] g

s
: TAWTO s i e B S T L $ “
RENT EQUIPMENT g
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Antachment Page 23
Schedule of Land Improvements Acquired during this report peried
iselui
Acquisition Date Description of Item Cost Life Depreciation

Additions:

Tatal aé[(:lit.i:i?'ns,; or Land Improvements .

Deletions:
Totdl déletions for: Land: Inproveaients . = 77 o0 s DT : $ RO

“Ties to Page 23, Line A3
**Ties {o Page 23, Line A2

Schedule of Building Tmprovements Acgnired during this report pericd
Useful
Acquisition Date Life

Additions:

TDrescription of Ttem Cost Depreciation

Total additions for Buliding Impr

Deletions:

‘Total deletions for R ng-In
*Ties to I'age 23, Line B3
**Ties to Page 23, Line B2

Schedale of Non-Movable Equipment Acquived during this report period

Useful
Acquisition Date Life

Addiﬁqn_s:

Description_of Item Cost Depreciation

Total additions for Non-Mavable Equipmient -

Deletions:

T&éi ﬁé[éti_b’ﬁé'i‘&r-NonrMo.vable -Edil_i;imgnit_ L
*Ties to Page 23, Line C3
**Tijes to Page 23, Line C2

Attachment Pages 23 24



Schedule of Movabie £quipment Acquired during this report period

Acquisition Date Description of Item

Useful
Life

Depreciation

Additions:

10]5!20L3

|8 el

: Beds & Maﬁressas Medbm:
12!12/20!_8_ :-. B Counteﬂop M:xer Dxrcct Supp{'y

S0

s

12/31/2018. .. . |Beds: Medling -

4i18/2019 ieds &Matlresses Mcdlmc

Ts  i71e
S 634!

L20/2089: . Ty Repair Hot Water Haater Saucier Mechamcai S

T

7/2412019. L AerUndmomng Unify: MultlpIe Vcndors ;

HEG/ANI 2N¢w Washers Dameis Eqummsnt D

e lew e miw]a

Total-additions. for Movable Rquipment

s

Deletions:

Total Weletions for Movable Equipment -

*Ties {o Page 23, Line D2c¢
**Ties to Page 23, Line D2b

Schedule of Leasehold Improvements Acguired during this report period

Acquisition Date Description of Item

Useful
Life

Depreciation

Additions:

G [en Job {2 |en fenfen fen [an e ]

Tolal additions for Lensehold Improvement . -

Deletions:

T;it_al_delptip‘ps‘fpl; Legsgﬁdld'lmpfﬁeﬁieﬁt: P T

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

Lk

ELL]

Attachment Pages 23 24
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State of Connecticut

Annual Report of Long-Term Care Facility

CSP-25 Rev. 9/2002

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

or leased from a Related Party?*

related party transaction.

*If any owner or operator of this facility is refated by family, marriage, ownership, ability to conrol or
business association to any person or organization from whom buildings are leased, then it is considered a

Description Total

. Date Land Purchased 04/01/1999
2. Date Structure Completed
3. If NOT Original Owner, Date of Purchase 04/01/99
4. Date of Initial Licensure 04/01/99
5. Total Licensed Bed Capacity 162
6. Square Footage 80,850
7. Acquisition Cost

a. Land

b. Building

Part B - Owner and Related Parties

2nd Mortgage

st Mortgage

1. Financing

w

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

31d Mortgage

Name of Facility License No, Report for Year Ended Page of
Westside Care Center, LLC 2291 9/30/2019 25 37
11. Property Questionnaire

Part A

Is the property either owned by the Facility O Yes ® No If "Yes," complete Part B.

If "No," complete Part C,

Date Mortgage Obtained

Tnterest Rate for the Cost Year

Term of Mortgage (number of years)

Amount of Principal Borrowed

mlelale (o

Principal balance outstanding as of

Cumplete if Mortgage was Refinanced
During Current Cost Year

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

Date of Refinancing

New Interest Rate

Term of Mortgage (number of years)

Ammount of Principal Borrowed

o o e

Principal Outgtanding on Note Paid-Off

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

Naine and Address of Lessor

Property Leased Date of Lease

Term of Lease

Annual Amount of Lease

Summit Westside SNF, LLC

349 Bidwell Street,

08/09/17

Manchester, CT

13 years with | $297,000 yr 1

year extension

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



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

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

Name of Facility License No. Report for Year Ended Page of
Westside Care Center, LLC 2291 9/30/2019 26 | 37
Item Total CCNH RHNS (Specify)
12. Interest
A. Building, Land Improvement & Non-Movable
Equipment

1. First Mortgage

Name of Lender

Address of Lender

2. Second Mortgage

Name of Lender

Address of Lender

3. Third Mortgage

Name of Lender

Address of Lender

4. Fourth Mortgage

Name of Lender

Address of Lender

B. CHEFA Loan Information

1. Original Loan Amount

2. Loan Origination Date

3. Interest Rate %

4, Term

5. CHEFA Interest Fxpense

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

(Carry Subtotals forward to next page )




State of Commecticut

Annual Report of Long-Term Care Facility

CSP-27 Rev. 6/95

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

Name of Facility License No, Report for Year Ended Page of
Westside Care Center, LLC 2291 9/30/2019 27 | 37
ltem Total CCNH RHNS {Specity)

Subtotals Brought Forward:

12, C. Movable Equipment

1. Automofive Equipment

$ "

A, Ttem Rate Amount
Lender
Address of Lender

2. Other {Specify?)

A, Ttem Rate Amount
Lender
Address of Lender

B. Item Rate Amount
Lender
Address of Lender

12. €. 3. Total Movable Equipment Interest

Expense (C1 +2)

i2. D. Other Interest Expense (Specifyy)

INTEREST

$ 60,486

13.  Total All Interest Expense (12B7 + 12C3 + 12D) 60,486
i4. Insurance
a.Insurance on Property (buildings only) h 9,724 9,724
b. Insurance on Automobiles $
c. Insurance other than Property (as specified above)
1. Umbrella (Blanket Coverage ) $ 62,144 62,144
2. Fire and Extended Coverage ¥
3. Other (Specify’) $ 6,423 6,423

Other insurance, crime

14d.

Total Insurance Expenditures (14a+ b + ¢)

78,291

78,291

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

| &5

14834313

14,834,313




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

D. Adjustments to Statement of Expenditures

Name of Facility License No. Report for Year Ended Page of
Westside Care Center, LLC 2291 9/30/2019 28 | 37
Total
Ttem | PageiLine Amount of
No. | No. | No. Ttem Description Decrease CCNH RHNS (Specify)
Page 10 - Salaries and Wages
1. Outpatient Service Costs $
2, Salaries not related to Resident Care 3
3. Occupational Therapy $
4. Other - See attached Schedule $
Page 13 - Professional Fees
5. Resident Care Physicians ** $
6. Occupational Therapy $
7. Other - See attached Schedule $
Pages 15 & 16 ~ Administrative and General
8. Discriminatory Benefits 5
9, Bad Debts $ 95,008 95,008
10. Accounting $
10a. Legal 3
11, Telephone $
12, Cellular Telephone $
13. Life insurance premiums on the life
of OQwners, Partners, Operators
14. Gifts, flowers and coffee shops
15. Education expenditures to colleges or
universities for tuition and related costs
for owners and employees
16, Travel for purposes of attending
conferences or seminars outside the
continental U.S, Other out-of-state
travel in excess of one representative $
17. Automobile Expense {e.g. personal use) $
18. Unallowabie Advertising * $ 20,904 20,904
19 Income Tax / Corporate Business Tax $
20, Fund Raising / Contributions b
21, Unallowable Management Fees 3
27, Barber and Beauty 3
23. Other - See attached Schedule $ 45175 45,175
Page 18 - Dietary Expenditures

24, Meals to employees, guests and others
who are not residents
Page 19 - Laundry Expenditures
25. Laundry services to employees, guests
and others who are not residents
Page 20 - Housekeeping Expenditures

26.

and others who are not residents

Housekeeping services to employees, guests

$

Subtotal (Items 1 -26) §

161,087

161,087

% All except "Help

Wanted".

{Carry Subtotal forward to next page)

** Physicians who provide services to Title 19 residents are required to bill the Department of Social Services directly for each individual resident.




Schedule of Other Salaries Adjustment

Attachment Page 28

Page Ref

Line Ref Description

CCNH

RHNS

(Specify)

Total Other Salariés Adjustraent "0 . 00

Schedule of Fees Adjustments

Page Ref Line Ref Description

_ CCNH

RHNS

(Specify)

Total Othier Fees Adjustments

Schedule of Other A&G Adjustments

Page Ref  Line Rel Description
e

RHNS

168

T6a .

Provider User Fee for Medicare days.

Total Othier A&G Adjustments




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-29 Rev. 5/2018

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

Name of Facility License No. Report for Year Ended | Page of
Westside Care Center, LLC 2291 9/30/2019 29 137
Total
Tiem | Page | Line Amount of
No. { No. | No. Item Description Decrease CCNH RHNS (Specify)
Subtotals Brought Forward $ 151,087
Page 20 - Resident Care Supplies***
27. Prescription Drugs $
28. Ambulance/Limousine $ 5,179 5,179
29. X-rays, efc $ 3,290 3,290
30, Laboratory $ 6,442 6,442
31, Medical Supplies $
32, Oxygen (non emergency) $
33, Occupational Therapy $
34, Other - See Attached Schedule $ (127) (127)
Page 22 - Maintenance and Property
35, Excess Movable Equipment Depreciation
Sce Attached Schedute
36. Depreciation on Unallowable
Motor Vehicles
37. Unallowable Property and Real
Estate Taxes
38. Rental of Building Space or Rooms
39. Other - See Attached Schedule
Page 27 - Insurance
40. Mortgage Insurance
41, Property Insurance
Other - Miscellaneous
42, Other - Indirect $
43, Interest Income on Account Rec. $
44, Other - Miscellaneous Administrative $
45, Management Fees Direct 5
46, Management Fees Indirect b
47. Other - Direct $

Not For Profit Providers Only

48,

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

49. Total Amount of Decrease (Items 1 - 48)

cdicel

175,870

175,870

ok Ttemns billed directly to Department of Social Services and/or Health Services in C'T, or other states, Medicare, and private-pay residents. Identify

separately by category as indicated on Page 20.




Attachment Page 26ttachment Page 29

Schedule of Other Ancillary Costs

Page Ref L:ne Rcf Desnnpt{on CCNH RHNS (Specify)
13 e L. Res:dent Care (for eutpatnent therapy see schedulc) R

el P BOAL ST* Remdeut Care (for outpatent therapy see scheduie)

T hlBIoA.

Total Other Ancillary Costs - B N T

Schedule of Excess Movable Equipment Depreciation

PageRef LineRef Description oo _CONH _ RHNS  (Specify)

Total Excess Movable Equipment Depreciation '

Schedule of Other Property Adjustments

Page Ref Line Rel Description CCNH RHNS (Specify)

Tbtal-OtHél"Pr,op.el'.ty Adjustments 0 : R PR B E e o TR

Schedule of Other - Indirect Adjustments

_“_ge Rel' Line Ref Description CCNH RINS (Specify)




Total Ofher Adjustments

Schedule of Other - Miscellaneous Administrative Adjustments

B age 29

Page Ref Line Ref Description 7

RHNS

Total Other. Ad}ﬁﬁhﬂeflts_ SONMDE




Schedule of Other - Direct Adjustments Attachment Page 29

Page Ref Line Ref Description _ CCNII _ RHNS {Specify)

Schedule of Unallowable Building Interest

Page Ref Line Ref Description

Total Unallowable Building Interest . 12 0 0 o R g L gl




State of Connecticut
Annual Report of Long-Term Care Facility
CS8P-30 Rev. 10/2005

F. Statement of Revenue

Name of Facility License No. Report for Year Ended Page of
Westside Care Center, LLC 2291 9/30/2019 30 | 37
Itemn Total

I. Resident Room, Board & Routine Care Revenue

1. a. Medicaid Residents (C7T only) 3| 13,397.661 | 13,397,661
b. Medicaid Room and Board Contractual Allowance ** 3

2. a. Medicaid (All other states ) 3
b. Other States Room and Board Contractual Allowance ** $

3. a. Medicare Residents (all inclusive) $ 784,194 784,794
b. Medicare Room and Board Contractual Allowance *# 3

4. a. Private-Pay Residents and Other ) 366,696 366,656
b. Private-Pay Room and Board Contractnal Allowance ** 3

. Other Resident Revenue

1. a. Prescription Drugs - Medicare 3 67,389 67,389
b. Prescription Drugs - Medicare Contractual Allowance *# $ (67,389) (67,389)

. Prescription Drugs - Non-Medicare $ 82,796 82,796
d. Prescription Drgs - Non-Medicare Contractual Allowance ** 3 (82,796) {82,796)

2. a. Medical Supplies - Medicare 3 56 56
b. Medical Supplies - Medicare Contractual Allowance ** $ (56) (56)
c. Medical Suppiies - Non-Medicare 3 2,707 2,707
d. Medical Supplies - Non-Medicare Contractual Allowance ** 3 {2,707) (2,707)
3. a. Physical Therapy - Medicare 3 111,164 111,164
b. Physical Therapy - Medicare Contractual Allowance ** $ (70,311) {70,311)
c. Physical Therapy - Non-Medicare $ 164,245 164,245
d. Physical Therapy - Non-Medicare Contractual Allowance ** $1 (164,245 (164,245
4. a. Speech Therapy - Medicare $ 15,219 15,219
b. Speech Therapy - Medicare Contractual Allowance ** $ (9,184) (9,184)
c. Speech Therapy - Non-Medicare $ 25,082 25,082
d. Speech Therapy - Non-Medicare Contractual Allowance *#* $ (25,082) (25,082)
5. a. Qccupational Therapy - Medicare $ 128,882 128,882
b. Occupational Therapy - Medicare Contractual Allowance ** $ (84,322) (84,322)
"¢ Occupational Therapy - Non-Medicare $ 167,011 167,011
d. Occupational Therapy - Non-Medicare Contractual Allowance ** $|  (66,253)]  (166,253)
6. a. Other (Specify) - Medicare $

b. Other (Specify) - Non-Medicare $ 248,351 248,351
IIE. Total Resident Revenue (Section L thru Section 1) $| 14,889,708 | 14,889,708

IV. Other Revenue*

Meals sold to guests, employees & others

Rental of rooms to non-residents

Telephone

Rental of Television and Cable Services

Interest Income (Specify)

Private Duty Nurses' Fees

il Bl Sl Pl ol Enll fon

Barber, Coffee, Beauty and Gift shops

a8 |8 |0 [0 |60 |68 |68 |68 |88 |5

8. Other (Specify) 46,862 46,862
V. Total Other Revenne (1 thru 8) 46,862 46,862
Vi, Total All Revenue (I +V) 14,936,569 | 14,936,569

* Facility should offset the appropriate expense on Page 28 or Page 29 of the Cost Report,

¥ Fgcility should report all contractual allowanees and/or payer discounts,




Schedule of Other Residest Reveaue - Medlcare

Related Exp

Attuchment Page 30

Page Rel Description

CONH RHNS (Speciiy)

 $Laib Medigare 72 1 3,093
~HLab Medicars CA (2.203)1
Orygen Medicar - 8
Oiyigen Medicare CA S (3)

Etiuigmm Téniad

Lauipmént rental A : 00
Pu Thefipy - ...

| pan ’{hem‘ ca

Theri 'g’]'hﬂ's Medicare..”

i ﬂgmB:ds Mediem cA

M.edmnl_Timgg 5

Gl'u'cas'etiéliug S

Glucoss leghing G, .

“{Ouipiient theraoy Mcdu:m

‘Total Gther Reslgant Revenna - Madic:

Schedule of Cther Noa-Medlearo Resldent Revenue

Refuted Exp

Pago Rel Descriptfon

.Beds

."Thm)!zd s CA

 {leaye Testing -

- fthigose Tedt ggCA H

IV fherapy

28689

3 '(_29;6895 .

Totul Other Rerldant Revers -

Interest Income

Fsge Ref Account

Account

| TERESTRVCOME.

o) iorent ncome -

Schedielo of Other Revenue

Page Rol Pascrplion

{Speelty)

| OTHER: }NCOME DEFERRED R,EVEN’UE

: AILDMHASREVEMJE'

Tol.ul Qumr]lavanna o




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

G. Balance Sheet
Name of Facility License No. Report for Year Ended Page of
Westside Care Center, LLC 2291 9/30/2019 31 | 37
Account Amount
Assets
A, Current Assets
1. Cash (on hand and in banks ) $ 7,858
2. Resident Accounts Receivable (Less Allowance for Bad Debts) $ 2,435,509
3. Other Accounts Receivable (Excluding Owners or Related Parties) $
4 Invenlories $
5. Prepaid Expenses
a. Prepaid Insurance 762,699
b. Prepaid Property Taxes 35,099
¢. Prepaid Expenses Other 1,502
d. See Schedule
6. Interest Receivable
7. Medicare Final Settlement Receivable
8. Other Current Assets (itemize )
Due From (to) Related Parties 2,263
Other Owners reserves {751,570)
See Schedule
A-S. Total Current Assefs (Lines Al thru 8) b 2,493 361
B.  Fixed Assets
1. Land $
2. Land Improvements *Historical Cost $
Accum. Depreciation Net
3. Buildings *Historical Cost 342,818 $ 223,779
Accum. Depreciation 119,039 Net
4. Leasehold Improvements *Historical Cost 645,076 $ 297,209
Accum. Depreciation 347,867 Net
5. Non-Movable Equipment *Historical Cost $
Accum, Depreciation Net
6. Movable Equipment *Historical Cost 1,144,442 $ 199,883
Accum. Depreciation 944,559 Net
7. Motor Vehicles *Historical Cost 2,300 $
Accum. Depreciation 2,306 Net
8. Mimor Equipment-Not Depreciable $
9. Other Fixed Assets (itemize ) $
Construction in Progress
See Schedule
B-10.  Total Fixed Assets (Lines B1 thru 9) $ 720,871

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

{Carry Total forward to next page)



Attachment Page 31-34

Sciednle of Prepald Expenses Page 31 Lize AS

Page Ref __Line Rel Pesrription

‘Fotal Prepeld Expenses- e

Schedule of Other Current Assets (itemlzed) Page 31 Line A8

Page Rel  Line Rel Description

Tofat Other Cuirrent; Aviels (et

Schedulo of Other Fixed Assets {Ttemize) Page 31 Line B9

Page Ref

Elne Ref

Description

Total Othisr Otljer Flied Asters {Temize) -

Schedule of Giher Asseis Page 32 Line Y

PageRef line Rel Descripil

‘Fotal Ofher Asseis

Schedule of Notes Payable (Itemize} Page 33 Line A2

PageRel  LineRel Desription

Total Nites Fayable

Schedule of Other Cierent Elabliiides (emlze) Page 33 Line AIZ

Page Ref _Llne Ref Description

Schedule of Other Long-Term Elatliites (ftemize) Page 34 Line Bd

P

Ref 1LineRel SescripHon

Tatal Oithér Carrent LlabliEes {Hemlied




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

G. Balance Sheet (cont'd)

Name of Facility License No. Report for Year Ended Page of
Westside Care Center, LLC 2291 9/30/2019 32 ! 37
Account Amount
Total Brought Forward:|$ 3,214,232
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 3
C-8 Total Leasehold or Like Properties (C1 thru7) $
D. Investment and Other Assets
1. Deferred Deposits $
2. Escrow Deposits $ 318,353
3. Orgamzation Expense *Historical Cost
Accum, Depreciation Net
4. Goodwill (Purchased Only)
5. Investments Related to Resident Care (ifemize )
Patient Trust Funds 62,925
Long Term Deposit - primecare 2,555
6. Loans to Owners or Related Parties (iremize )
Name and Address Amount Loan Date

7. Other Assets (itemize )

See Schedule

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

383 834

D-9, Total ANl Assets (Lines A9+ B10 + C8 + D8)

-

3,598,066

* 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 License No. Report for Year Ended Page of
Westside Care Center, LI.C 2291 9/30/2019 33 | 37
Account Amount
Liabilities
A, Current Liabilities
1. Trade Accounts Payable $ 433 469
2. Notes Payable (itemize) $ 1,267,452
Working Capital Line of Credit 1,267,452 G
See Schedule
3. Loans Payable for Equipment (Current portion ) (itemize )
Name of Lender Purpose Amount Date Due
4. Accrued Payroll (Exclusive of Owners and/or Stockholders only) $ 498 611
5. Accrued Payroll (Owners and/or Stockholders only) $
6. Accrued Payroll Taxes Payable $
7. Medicare Final Settlement Payable $
8. Medicare Current Financing Payable $
9. Mortgage Payable (Current Portion ) $
10. Interest Payable (Exclusive of Owner and/or Related Parties) $
11. Accrued Income Taxes* $
12. Other Current Liabilities (itemize ) $ 1,908,085
Related Party Payables 930,372 : S
Accrued Expenses (6,386)
Accrued Resident User Fees 288,311
Accrued Workers Comp Expense 695,788 See Scheduie

A-13. Total Current Liabilities (Lines Al thru 12)

4,107,617

* Business Income Tax (not that withheld from employees). Attach copy of owner's Federal Income

Tax Retum.

(Carry Total forward to next page)



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

G. Balance Sheet (cont'd)

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

Westside Care Center, LLC 2291 9/30/2019 34 | 37
Account Amount

Total Brought Forward: 4,107,617

Liabilities (cont'd)
B.  Long-Term Liabilities
1. Loans Payable-Equipment (ifemize ) $
Name of Lender Purpose Amount Date Due |

2. Mortgages Payable
3. Loans from Owners or Related Parties (itemize )
Name and Address of Lender Amount Loan Date

4, Other Long-Term Liabilities (itemize )
Patient Trust Funds 62,925

See Schedule i
B-5. Total Long-Term Liabilities (Lines B1 thru 4) $ 62,925
C.  Total All Liabilities (Lines A-13 + B-5) 5 4,170,542




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-35 Rev. 6/95

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

Name of Facility
Westside Care Center, LL.C

License No,
2291

Report for Year Ended
9/30/2019

Page
35

of
| 37

Account

Amount

A.  Reserves

1. Reserve for value of leased land

2. Reserve for depreciation value of leased buildings and appurtenances

to be amortized

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

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

5. Reserve for funds set aside as donor restricted

6. Total Reserves

B.  Net Worth
1. Owner's Capital

25,000

r

Capital Stock

3. Paid-in Surplus

4, Treasury Stock

5. Cumulated Farnings

(699,733)

6. Gam or Loss for Period

10/1/2018

thru 9/30/2019

102,256

7. Total Net Worth

(572,477)

C.  Total Reserves and Net Worth

(572,477)

Total Liabilities, Reserves, and Net Worth

3,598,066




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

H. Changes in Total Net Worth

Name of Facility License No. Report for Year Ended Page of
Westside Care Center, LLC 2291 9/30/2019 36 | 37
Account Amount

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

B. Total Revenue (From Statement of Revenue Page 30) $ 14,936,569
C.  Total Expenditures (From Statement of Expenditures Page 27) $ 14,834,313
D.  Net Income or Deficit $ 102,256
E. Balance $ 102,256
F.  Additions :

1. Additional Capital Contributed (itemize )

2. Other (itemize )

Total Additions

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

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

Title

Amount

2. Other Withdrawings (Specify)

Purpose

Amount

3. Total Deductions

Balance at End of Period 09/30/19

T

102,256




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

L. Preparer's/Reviewer's Certification

Name of Facility License No. Report for Year Ended | Page of
Westside Care Center, LLC 2291 9/30/2019 37 | 37

Check appropriate category

Chronic and Convalescent Nursing Rest Home with Nursing

Home only (CCNH) Supervision only (RHNS) O (Specify)

Preparer/Reviewer Certification

Thave 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
personned as to the possible inclusion in this report of expenses which are not reimbursable under the applicable
regulations. All non-reimbursable expenses of which I am aware (except those expenses known to be automatically
removed in the State rate computation system) as a result of reading reports, inquiry or other services performed by me
are properly reported as such in this report on Pages 28 and 29 (adjustments to statement of expenditures). Further, the
data contained in this report is in agreement with the books and records, as provided to me, by the Facility.

Signature of Preparer Title Date Signed

Printed Name of Preparer

1Care Management, [LC

Addres Address Phone Number
341 Bidwell Street, Manchester, CT 06040 860-570-2140
Contacted Person Regarding Additional Information Needed Regarding This Report Phone Number
Contact Email Address
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