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Athena Heaith Care Systems
135 South Road
Farmington, CT 06032

Subjec: ~ Aliernative Annual Report Approval
Dear Mr. Mosier: .
This letter is a follow-up to your verbal approval regarding your request for alternative annual veport

utilization. We have reviewed yourrequest for approval of the Athena Health Care Systems version of
the 2013 Annual Report for the State of Connecticut. Based on our review, your version of the annual

. report has been approved.

It is not necessary to request approval on an annual basis. This approval will rermain in effect until
modifications have been made to the Annual Report by the Department of Social Services. The provider
community will be notifled should such changes occur. At that time, you will be required to submita
new request for approval based on the modified annual report. .

Should you have any questions, please feel free to contact me at (860) 687-0790. .

Sincerely,

Brittany L, Hester, Adminisirative Assistant

CC: Claudette B. Piclens, CPA
CC: Chyis Lavigne
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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

Northbridge Healtheare Center 2183C 9/30/2015 . 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 IMPRISONMENT
UNDER STATE OR FEDERAL LAW.

IHEREBY CERTIFY tﬁat I have read the above statement and that I have examined the
accompanying Cost Report and supporting schedules prepared for

Northbridge Healtheare Center [facility name) for the cost report period beginning
QOctober 01,2014 and ending - September 30, 2015 , 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, Statements of Reported Expenditures, Statements
of Revenues and the related Balance Sheet of this Facility in accordance with the Reporting
Requirements of the State of Connecticut for the year ended as specified above.

I have read this Report and hereby certify that thé information provided is-true and correct to the
best of my knowledge under penalities of perjury. Lalso certify that all salary and non-salary
expenses presented in this Report as a basis for securing reimbursement for Title XTX 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 (Administra Date Signed (QPwner) Date '

< A SETETR | |R-10-16
_|Printed Name (Administrator) i ] Printed Name (Owner)
Erica Roman Lawrence Santilli
~ - T i p 3
Subscribed and Sworn |State of Date Sibned (» L otary Pubhc) /é Comm. Expires
to before me:| /7 .. / L \» 7

&‘m 7) ‘>2//U It s /((,’Z/L{/ % f»/mwz,u 0313/ 120

Address of Notary Public N T Cbrreyges ISF oz
| - J LY % CT . 06487

(Notary Seal)



.

+ State of Connecticut
Annual Report of Long-Term Care Facility
CSP-1A Rev. 6/95 '

State of Connecticut
Department of Social Services
25 Sigourney Street, Hartford, Connecticut 06106

Data Required for Real Wage Adjustment

Total Wages and Salaries Paid (As per page 10 of Report) §

Page of
1A 37
Name of Facility Period Covered: From To
Northbridge Healtheare Center 10/1/2814; 9/30/2015
Address of Facility
2875 Main Street Bridgeport, CT 06606
Report Prepared By Phone Number Date
Athena Health Care Associates, Inc (860) 751-3900 - 2/11/2016
Item Total CCNH RHNS | (Specify)

1. Dietary wages paid....c.eceeeeiiiiiiisiieisimeeiiameasaaaaaains 3
2. Laundry wages Paid......ccouueiiiaeiinniiiiiiiiei i ane $
3. Housekeeping wages paid........ocovviriiiiiiiiiiiiiiai.. $
4, Nursing wages Paid..........cuvueveerneeiiiiiiiieiniiiia $
5. All other wages paid.......cocvvviuviiiiiiirmmaimariatariaaea $
6. Total Wages Paid .................cocovviviviiniiinennniiiiniiine.. 3
7. Total salaries paid.......cooeiiiiiiiiiiiiae e, $
8.

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

General Information and Questionnaire
Type of Facility - Organization Stracture

Phone No, of Facility ~ [Report for Year Ended - Page of
203-336-0232 09/30/15 2 37
Name of Facility (as shown on license) _ Address (No. & Street, City, State, Zip)
Northbridge Healthcare Center 2875 Main Street Bridgeport, CT 06606
' CCNH RHNS {Specify) Medicare Provider No.
License Numbers: 2183C 07-5413
Type of Facility (Check appropriate box(es)) '
Chronic and Convalescent 0 Rest Home with Nursing 0 (Specify)
Nursing Home only (CCNH) Supervision only (RHNS}) pect
Type of Ownership (Check appropriate box)
[ proprrorsae [ wec {1 parTNERSHP PROFIT CORP. ) NOMN-PROFIT COR®. U covermmanr [ Trust
Date Opened Date Closed

If this facility opened or closed during report year provide:

Has there been any change in ownership

or operation during this repott year? ) [ Yes No If "Yes," explain fully.

Administrator

Name of Administrator Nursing Home

Erica Roman _ Administrator's 001948
' License No.:

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

Name License No.;

Not Applicable




" 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
Northbridge Healtheare Center 2183C 9/30/2015 3 37
_ State(s) and/or Town(s) in
Legal Name of Partnership/LLC Business Address Which Registered
Name of Partners/Members Business Address Title % Owned

Not Applicable




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
Northbridge Healtheare Center 2183C 9/30/2015 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

Northbridge Health Care Center, Inc 2875 Main St, Bridgeport, CT 06606 CT
. . . ‘No. Shares

Name of Directors, Officers Business Address Title Held by Fach
Lawrence G, Santilli 2875 Main St, Bridgeport, CT 06606  |President 589.493
Debra M Soucey 2875 Main St, Bridgeport, CT 06606 |Secretary
Michael E. Mosier 2875 Main St, Bridgeport, CT 06606 |Treasurer 40

Names of Stockholders Owning at Least
10% of Shares

Custodians for Lawrence E Santilli 2875 Main St, Bridgeport, CT 06606 1 116.307




+ State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3B Rev. 10/2005

General Information and Questionnaire

Individual Proprietorship

Name of Facility

Northbridge Healthcare Center

License No.

2183C

Repbrt for Year Ended |

9/30/2015

Page

1B

of
37

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

Owner(s) of Facility

Not Applicable
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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 : License No. Report for Year Ended Page of

Northbridge Healtheare Center 2183C 9/30/2015 5 37

Tf 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:

[tem Method of Allocation

D e £ o 2T P T e TR T PPy Number of meals served to residents

Laondry....... T PP T PTTTPPPp Number of pounds processed

HOUSEKEEPINZ. 10\ vveenvvrvrnaeraeiiianea it rra ettt Number of square feet serviced
Number of hours of routine care provided by EACH

INUFSIILE . 1+ vseenveeeveerivesenesenaes i rnn s rrenesanrasnnreeesnad employee classification, i.e., Director (or Charge Nurse),
Registered Nurses, Licensed Practical Nurses, Aldes and
Attendants

Direct Resident Care Consultants.............cooiiiinn. Number of hours of resident care provided by EACH

. |specialist (See listing page 13)

Maintenance and operation of plant............... vt Square feet

Property costs (depreciation)......coccoivvcnniiiiiiiirieeens Square feet

Employee health and welfare.......ooooooviiiiiiiiiieennns Gross salaries

Management SeIVICES. ... ueuurinrariicireiinnraararaeiiiiiianes Appropriate cost center involved

All other General Administrative eXpenses.....oovveaeiinnn.. Total of Direct and Allocated Costs

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

1. In the preparation of th'xs Report, were all O] Yes No If "No," explain fully why such allocation was
costs allocated as required? - not made.

Not Applicable

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

Not Applicable

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, efc.)

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

Not Applicabie:No Non-Nursing Home Cost Centers
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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. Reéport for Year Ended Page - of

Northbridge Healtheare Center 2183C 9/30/2015 7 37

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

Accrual [ Cash [} Modified Cash
Is the accounting basis for this
period the same as for the Yes O Neo H"No," explain.

previous period?

Independent Accounting Firm

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

1  Dworkin, Hiliman, Lamorte Four Corporate Drive, Suite 488, Shelton, CT 06484

2 Marcum LLP 555 Long Wharf Drive, Shelton, CT

3 Deopkins & Co 200 International Dr, Buffalo, NY

4

Services Provided by This Firm (describe firlly )

1 2015 Audit, Year End Financials & Tax Refurn $ 14,000

2 Medicare Cost Report Preparation; Disallowed $ 2,650

3  Key Bank Audit: Disallowed F 1,912

4 b -

Charge for Services Provided

$18,562

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

Yes £ No Pg 15, Lineld

Legal Services Information

Name of Legal Firm or Independent Attorney Telephone Number

1  Murtha Cullina LLP 860-240-6000

2 Day Pitney 973-966-8186

3 Shipman & Goodwin 860-251-50060

4 Schiff Hardin 312-258-5560

5 Bridgeport Probate

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

1 185 Asylum St. Hartford, CT 06103

2 PO Box 416234, Boston, MA 02241

3 One Constitution Plaza, Hartford, CT 06103

4 6600 Sears Tower, Chicago, 11, 60606

5 Bridgeport, CT

Services Provided by This Firm (describe fully)

1 Secrefary of state annual !Aﬁdit letter $873 Alfow; Misc Matters $7201:Disallaw 5 8,074

2°  Vendor Dispute {Disaliowed) $ 73,944

3  Misc Employce Matters: Disallowed F 5802

4 Key Bank andit;Disallowed _ ¥ .5.077

5  Conservatorship: Disallowed § 204

Charge for Services Provided

$94,101

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

Yes £l No Pg 15, Linele
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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
Northbridge Healtheare Center 2183C 9/30/2015 9 37
4. Were there any changes in the certified bed capacity during tﬁe report year? - ] vES ‘NO
If “YES", provide the following information; '
Place of Change Change in Beds Capacity After Change
(Specify) . Lost Gained
Date of CCNE{RIHNS
Change @ (3) Ml @ @ O1@] @) |CCNH RHNS {Specify) Reason for Change
5. [ there was any change in certified bed capacity during the report year (as reported in item 4 above) provide the number of
RESIDENT DAYS for 90 days following the change.
Change in Resident Days CCNH RHNS (Specify)
1St Change. .. cvo v essarsrrrrrere s
20d CHANEE. ..\t aes s saiaisers e easens e sianie e
3rd change...
4th change...
6. Number of Resxdents and Rates on Scptember 30 of Cost Year
Medicare Medicaid Self-Pay Other State Assisted
Ttern CCNH CCNH REHNS CCNH RHNS (Specify) R.CH. | ICF-MR
No. of Residents _ 10 ___us 4 _ _ 9
Per Diem Rate EEmEman iseseeE e R R ||
a, One bed tm. 533.74 253.92 44200 38824
b. Two bed rms. ] 533,74 25392 422,00 388.24
¢. Three or more
bed rms.
7. Total Number of Physical Therapy Treatments TOTAL CCNH RHNS |{Specify)
A. Medicare - Part B . ) 6,282
B. Medicaid (Exclusive of Part B) rE e
1. Maintenance Treatments N 3,949 3,949
2. Restorative Treatments
.C. Other 16,196 16,196
D. Total Physical Therapy Treatments 26,427 26,427
3. Total Number of Speech Therapy Treatments e e e e
A. Medicare - Part B : 43 436
B. Medicaid (Exclusive of Part B} S s =F EAlEeEs
1. Maintenance Treatmenis 348 348
2. Restorative Treatments
C. Other . 1,102 1,102
D. Total Speech Therapy Treatments . 1,886 1,886
9. Total Number of QOccupational Therapy Treatments T = Gl
A. Medicare - Part B 402 ) .
B. Medicaid (Exclusive of Part B) e e e
1. Maintenance Treatments : 3,680 3,680
2. Restorative Treatmnents
C. Other 16,206 16,206
D. Total Occupational Therapy Treatments 24,108 24,108




Siate of Connecticut
Annual Report of Long-Term Care Facility
CSP-10 Rev. 9/2002
Report of Expenditures - Salaries & Wages
Name of Facility License No. Report for Year Ended Page of

Northbridge Healtheare Center 2183C 9/30/2015 10 17

Are time records maintained by all individuals receiving compensation? Yes 1 No
TR

e . Total Cost and Hours
. Item CCNH Hours RHNS Hours {Specify)
A, Salaries and Wages™* e T @&gﬁﬁ@“f e
1. OperatorsfOwners {Complete also Sec. 1 i e e =
of Schedule A1)
2. Administrator(s) (Complete also Sec. HI ; ;
of Schedule Al) 8,604
3. Assistant Administrator (Complete also Sec, IV e
of Schedule Al)
4, Other Administrative Salaries (telephone e e e
operator, clerks, receptionists, efc.) 239,248 11,146
5. Dietary Service e e
a. Head Dietitian
b. Food Service Supervisor 61,325 2,001
¢. Dietary Workers 586,535 33,702
6. Housekeeping Service S ‘

a. Head Housekeeper
b, Other Housekeeping Workers
7. Repairs & Maintenance Services
a. Engineer or Chief of Maintenance
b, Other Maintenance Workers

8. Laundry Sgrvice
a. Supervisor
b, Other Laundry Workers
¢. Barber and Beautician Services
10. Protective Services

11. Accoumting Services
a. Head Accountant
b. Other Accountants

12. Professional Care of Residents
a, Directors and Assistant Director of Nurses
b. RN
1. Direct Care
2. Administrative**

¢. LPN B e
1. Direct Care 1,091,352 42,181
2. Administrative®*
d. Aides and Attendants 2,011,728 137,145
e, Physical Therapists 492,689 15,328
f. Speech Therapists 61,940
g, {ccupational Therapists 364,733
h. Recreation Workers
i, Physicians

1. Medical Director
2. Utilization Review
3. Resident Care***

4. Other (Specify) S =

j. Dentists

k. Pharmacists

|. Podiatrists

m. Social Workers/Case Management 264,049 10,152

n. Marketing 4 L _ _ _ _ ]

0. Other (Specify) e e
A-13. Total Salary Expenditures 7,617223 358,662

* Do not include in this section any expenditures paid to persons who receive a fee for services rendered or who are paid on a contract basis,
++ Administrative - costs and hours associated with the following positions: MDS Coordinator, Inservice Training Coordinator and
Infection Control Nurse. Such costs shall be included in the direct care category for the purposes of rate setting.
%+ This ifem is not reimbursable to facility. For Title 19 residents, doctors should bill DSS directly. Also, any costs for Title 18 andfor other
private pay residents must be removed on Page 28.



Nosthbridge Healtheare Center Attachment Page 10/13
9/30/2015 .

Schedule of Other Salaries and Wages (Page 10)

s Hours b} Hours $ Hours
{Specify)

b3 Hours 3 8 Hours
(Specify)  (Speeily)

i

$ Hours $ Hours 3 Hours

L:S\}; R
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State of Connecticut
Aumnunal Report of Long-Term Care Facility
CSP-13 Rev. 9/2002

B. Report of Expenditures - Professional Fees

Name of Facility

Northbridge Healtheare Center

3%% ﬁ*ﬁtfg frai et 3 2%

*B. Direct care consultants paid on a fee.
for service basis in lieu of salary
{For all such services complete Schedule B1)

License No. Report for Year Ended Page
- 2183C 9/30/2015 13
Total Cost and Hours
(Specify)
=

1. Dietitian......coveveenne. 29,861 314
2. Dentist. . i e 15,747 79
3. Pharmacist.............. ; 10,787 156
4, Podiatrist......covvveiniviiiiiiiiiiineea, ceen
5. Physical Therapy e

a. ResidentCare.........coocvennnne e 128,080

b, Other...ovciiiiiiiiiniinnnnnneinenns ceens
6. Social Worker........ccovvvnvininnenn. erenneeas
7. Recreation Worker............o.ooiiiiiieieen.

8. Physicians
a, Medical Director {(entire facility)

b. Utilization Review

{Title 18 and 19 only) monthly meeting ]

¢. Resident Care™ .. .....ccccivviviininnranans

d. Administrative Services facility
1. Infection Control Commitice
{Quarterly meetings)

2. Pharmaceutical Committee
{Quarterly meetings)

3. Staff Development Committee
(Once annually)

e. Other (Specify)
See Attached Schedule

9. Speech Therapist
4, Resident Care........covviiiiiniiiannninns

[T 6 17 U

10. Occupational Therapist

a. ResidentCare.......ooovriiviiiiiiiiiniinns R

11. Nurses and aides and attendants
a. RN
1. Direct Care

2. Administrative***

b, LPN
1. Direct Care

24

2. Administrative®**

c. Afdes................ e hearareasieriianeres

See Attached Schedule

B-13 Totaol Fees Paid in Lien of Salaries

237,473

3,450

* Do not include in this section management consultants or services which must be reported on Page 16 item M-12 and supported by required information, Page 17.
*## This item is not reimbursable 1o facifity. For Title 19 residents, doctors shoutd bill DSS directly, Also, any costs for Title 18 and/or ether private pay residents must

be rém(wed on Page 28.

+** Administrative - costs and hours associated with the following positions: MDS Ceordinator, Inservice Training Cocrdinator and ifeclion Cortrol Murse. Such

costs shalf be included in the direct carc 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 Pags of
Northbridge Healtheare Center 2183C 9/30/2015 14 37
Related** to Owners,
Name & Address of Individual Full Explanation of Service Operators, Officers Explanation of Relationship
) Yes No
St Vincent's Medical Center 2800 Main St Physician Services
Bridgeport CT 06606 O
Talent Achievement Group, 23945 Calabasa Rd, Nurse placement fee [l
Suite 114, Calabasas, CA 91302
Access Therapies, PO Box 823461, Philadelphia, Physical Therapy Staff
PA 19182 ]
OmnicarefValue Health Care Services, Inc 525 Pharmacy Services 0
Kunotter Drive Cheshire, CT 06410 :
SDX Dysphagia Experts, 21 Waterville Rd, Avon, Speech therapy
CT 0660E U
Athena Health Care Systems 135 South Road, MDS fill-in . Common Owners
Farmington, CT 06032 ‘
Dr. Adrian Klufas, 3715 Main Street, Bridgeport, Medical Staff
CT 06606 .
HealthDrive Dental Practices, 1 Prestige Dr.,, Dentist
Meriden, CT 06450 0
Dr. Vasudha Vallabhneni, 3180 Main St., Medical Director i
Bridgeport, CT 06606
Margaret Rose 217 Hickory St Bridgeport CT Dietician
06610 O
Pinnacle Rehab, PO Box 8317, Clearwater, FLA QOccupational therapy 0
Advanced Payroll Funding d/b/a Rehability Care, Physical Therapy 0
PO Box 823461, Philadelphia, PA 19182-3461
H Ol
O O
O l
O |
| (|
1 4
3 |
| O
£l |l
. d

* 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. 10/2005 ‘ '

C. Expenditures Other Than Salaries - Administrative and General

Name of Facility License No. [Report for Year Ended Page of
Northbridge Healthcare Center 2183C 9/30/20615 15 37

Ttem (Specify)
1. Adminisnjative and General Glaain e e 3
a. Employee Health & Welfare Benefits

1. Workmen's Compensation................ $ 368,096 368,096
2. Disability Insurance.........cc.......... $ ‘

3. Unemployment InSurance.................. 3 163,240 163,240
4. Social Security (FLC.A).covviviiiiinnn. $ 567,678 | © 567,678
5. Health InSUrance.....oovvnevuenernneneanens $| 1,087,266 | 1,087,266
6. Life Insurance (employees only) e

(not-owners and not-operators)...,.......

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

8. Uniform Allowance.......vieeeiiiiaieiannn.

h
9. Other (Specify)...ouonnn.. OOUDIRRP B
See Attached Schedule ‘

b. Personal Retirement Plans, Pensions, and
Profit Sharing Plans for Owners and

Operators (Discriminatory)* ...... e
c. BadDebts*. ... ..o, brrraaeneseas $ 149,419 149 419
d. Accounting and Auditing.........cccoeeinnnn. $ 18,562 18,562
e. Legal (Services should be fully described on Page7)  § 94,101 94,101
f. Insurance on Lives of Owners and $ -
Operators (Specify )*....ovviveeiniinnnnn. ' '“ o -
g. Office Supplies...........
h. Telephone and Cellular Phones........

1. Telephone & Pagers.............c...... e

2. Cellular Phones. ...........

i. Appraisal (Specify purpose and
attach copyY*....oooviiiiiiiinn RPN

j. Corporation Business Taxes (franchise tax).
k. Other Taxes (Not related to property - See Page 22)

1. Income®.........cceorn... et aaeaaaaas
2. Other (Specify)
See Attached Schedule : e
3. Resident Day User I'ee b 946,257 946,257
Subiotal ' $I 3,540,141 | 3,540,141

* Tacility should self-disallow the expense on Page 28 of the Cost Report, {Carry Subtotals forward to next page)



Northbridge Healthcare Center
9/30/2015

Schedule of Other Employee Benefits

Description

Attachment Page 15

i

Schedule of Other Taxes
seription.

CCNH RHNS (Specify)

FS R

SO
SR




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

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

Name of Facility License No. Report for Year Ended| Page of
Northbridge Healtheare Center 2183C 9/30/2015 16 37
Item : Total CCNH RHNS | (Specify)
Subtotals Brought Forward:| 3, 540 141 3 540 141
l. Travel and Entertainment e e
1. Resident Travel and Enfertainment.........oopeiiiiiiiinn $
2. Holiday Parties for Staff..............ooovnene. UV 3 9,599 9,599
3. Gifts to Staff and Residents.....c.ooooiiiiiiiiiininiennannnn. $ 25,890 25,890
4, Employee Travel.......coovieiiiiiiiniiien § 4,386 4,386
5. Education Expenses Related to Seminars and Conventions $ 7,312 7,312
6. Automobile Expense (nof purchase or depreciation )..... $
7. Other (SPecifi)ev.crvirrriiiiiiiiiiiniirireeareeeeas $
See Attached Schedule

m. Other Administrative and General Expenses

1. Advertising Help Wanted {all such expenses }...........
2. Advertising Telephone Directory (all such expenses y***
3. Advertising Other (Specify Y¥* . oo
See Attached Schedule '
4. Fund-Raising™™ ... .cciiiiniiiiiiiiiiiiiriiianiinaiaaa.
S. Medical Records...o.vvreeeeiaiiiniiniiiiiareiairasineaeaen
6. Barber and Beauty Supplies (if this service is supphed
directly and not by contract or fee for service)***.........
T POSIARE.....cviiiiniriinineiiirr i e
* 8. Dues and Membership Fees to Professional
Associations (Specify )
See Attached Schedule
8a. Dues to Chamber of Commerce & Other Non-Allowable Org ***
Q. Subscriptions..........ccoeevveseneeriraseaess. e
10. Contributions***
See Attached Schedule
11. Services Provided by Contract (Specify and Complete
Schedule C-2, Page 21 for each firm or mdzwdual) L
12. Administrative Management Services**..............c.. $1 479,709 479,709
13. Other (Specify ) $| 151,788 | 151,788

See Attached Schedule

C-14 Total Administrative & General Expenditures

$ 4271 957 4271057 |

* 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.
##* Pacility should sclf-disallow the expense on Page 28 of the Cost Report.




Northbridge Healtheare Center Attachment Page 16
9/30/2015 )

Scheduie of Other Travel and Enfertainment

Deseription CCNH __RHNS {Specify)

Schedule of Other Advertising . .
Description CCNH RHNS {Specity)

Promotional:

Schedule of Dues
Description CCNH RHNS (Specify)

taliDucssn i ns ; 2

Schedule of Contributions
Description CCNH RHNS

Schedule of Other Administrative and General

Description CCNH RIINS (Specify)




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-17 Rev. 10/97

Schedule C-1 - Management Services*

135 South Road
Farmington, CT 06032

Name of Facility License No. Report for Year Ended P-age of .
Northbridge Healthcare Center 2183C 9/30/2015 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 #
Athena Health Care Assoc., Inc
135 Scuth Road $656,946 {Contract Attached to a
Farmington, CT 06032 Prior Year See Below
Allocation of the Above $433,584 |Admin/Gen 66% Pg 16, Line 12
$105,111 |Indirect 16% Pg 18, Line 2C
$118,250 |Direct 18% Pg 20, Line 53
Athena Health Care Assoc., Inc $46,124 |Admin/Gen - Other Expense Pg 16, Line 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, 9/2002

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
Northbridge Healthcare Center 9/30/2015 : 18 | 37
Item CCNH RHNS (Specify)
T Dictary — T T
a. In-House Preparation & Service

1. RawFood.........ocooviiiiiiiiiiannnns 3

2. Non-Food Supplies..........oooeeuenen. ] 51478 51,478

3. Other (Specify) $

Dishes = 3583

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

¢. Management Services**.......cooeennin, $ 105,111 105 11

d. Other (Specify)

2E. Total Dietary Expenditures (2a+b+c+d) $ 463228 | 463,228
2F. Dietary Questionnaire Total CCNH RHNS (Specify)
G. Resident Meals:| Total no. of meals served per day:* 418 418
H. Is cost of employee meals included in 2E? Yes [J No
1. Did you receive revenue from employees? [] Yes No  Ifyes, specify amount.
J. Where is the revenue received reported in the Cost Report? (Page/Line Item)
Is cost of meals provided to persons other than : .
K. employees or residents (i.e., Board Members, Yes 0 No  Ifyes, specify cost. = $2820
Guests) included in 2E? ‘
L. Isany revenue collected from these people? [l Yes No Ifyes, specify amount..
M. Where is the revenue received reported in the Cost Report? (Page/Line Item) )

Is cost of food (other than meals, e.g., snacks at
N. monthly staff meetings, board meetings) providedto Yes No  Ifyes, specify cost.
employees included in 2E7
Is any revenue collected from employees? [] Yes No  Ifyes, specify amount.
Where is the revenue received reported in the Cost Report? (Page/Line Item) :

Te

*  Count each tray served to a resident at meal time, but do not count liquids or other "between meal” snacks.
+*  Schedule C-1, Page 17 must be fully completed or this expenditure will not be allowed.



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-19 Rev. 9/2002

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
Northbridge Healthcare Center 2183C 9/30/2015 19 | 37
Item ‘ Total CCNH RHNS (Specify)
3. Laundry :
a. In-House Processing* ) Lbs.
1. Bed linens, cubicle curtains, draperies,
gowns and other resident care items Amt. §
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. §| 15,687 15,687

b. Purchased Services (by contract other

than through Management Services)
(Complete Schedule C-2 att. Page 21)

¢. Management Services**......... e

d. Other (Specify)
Supplies = $8,693

3E. Total Laundry Expenditures (3a+b+c+d) o 24,30
3F. Laundry Questionnaire -
G. Is cost of employee laundry included in 3E? L] Yes No Ifyes, specify cost.
H. Did you receive revenue from employees? (] Yes No  If yes, specify amount.
1. Where is the revenue received reported in the Cost Report? (Page/Line Item)
Is Cost of laundry provided to persons other than | .

I Yes Ne  Ifyes, specily cost.

. employees or residents included in 3E? [ yes, specily
K. . Did you receive revenue from these people? L] Yes No Ifyes, specify amount.
L. Where is the revenue received reported in the Cost Report? (Page/Line liem)
*

Do not include salaries from page 10 as part of dollar values recorded in 1, 2, 3, and 4.
All allocations should add to total recorded in 3E.

#t  Schedule C-1, Page 17 must be fully completed or this expenditure will not be allowed.
##*  Pounds of Laundry only required for muiti-tevel facilities:



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-20 Rev. 9/2002

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

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

Name of Facility

pails, brooms, elc. )

License No. |Report for Year Ended Page of
Northbridge Healtheare Center 2183C 9/30/2015 20 37
Item Total CCNH RHNS (Specity)
4. Housekeeping Sq. Ft. Serviced
a. In-House Care by Personnel
1. Supplies - Cleaning (Mops, Amt. $ 43,393 43,393

b. Purchased Services (by contract other | Sq. Ft. Serviced

than through Management Services) | by Personnel
(Complete Schedule C-2 att. Amt, $
Page 21)
c. Management Services®..........ccviiuiiiiimeaiiinninn

d. Other (Specify)

45, Total Housekeeping Expenditures (4a+b+c+d)....

5.

Resident Care (Supplies)**
a. Prescription Drugs***
1. Own Pharmacy......oouveriniiuiiunniininniiianenss

2. Purchased from

Omni Care

Medicine Cabinet Drugs........cccovvviiiiiinniaiiiaes

$ 24,020

24,020

Medical and Therapeutic Supplies.........coooiiinens

$ 335,713

335,713

Ambulance/Limousine® ¥ . ... i

olele e

Oxygen
1. For Emergency Use....c.cviiiviiinaniiniiaiianaes

2,178

2. Other® X, e

f. X-rays and Related Radiological

Procedures ¥ e i

g. Dental (Not dentists who should be included under
SAlaries OF fees) ...c..viviii i

h. Laboratory***.........ooviiieiiiiii s

T e = 1) s DU

j. Other (Specify)****
See Attached Schedule

5K. Total Resident Care Expenditures (5a-5])..............

8|

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

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

£x% Facility should self-disallow the expense on Page 29 of the Cost Report.

#xk% [CFMR's should provide a detailed schedule of all Day Program Costs.



Northbridge Healthcare Center Attachment Page 20
9/30/2015

Schedule of Other Resident Care

Descriptipn _ 7 CCNH RHNS {Specify)
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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

Equipment Lease (Provide detail on page 6)

Name of Facility License No. Report for Year Ended Page of
|Northbridge Healtheare Center 2183C 9/30/2015 22 | 37
Item Total CCNH RHNS . (Specitfy)
6. Maintenance & Operation of Plant
a. Repairs & Maintenance...,........cccvvvveviiineiiienns. 86,969 86,969
D FHEAL... coiet it e e e ee e ' 78,950 78,950
T Light & POWET. .. \uuiie et e ee e e 172,523 172,523
e I T 101,606 101,606
€.
f.

Other (itemize ). ..ccocoiviviiiiiii i,

See Attached Schedule

6g. Total Maint. & Operating Expense (6a-6f)............

7. Depreciation {(complete schedule page 23%)

2, Land Improvements.......ooveeiiviiiiiiiiiniiainnnes 1,225 1,225

b. Building & Building Improvements..........c...oeuue. 109,376 109,376

¢. Non-Movable Equipment..........coooviiniiiiiinennnn 116,324 116,324

d. Movable Equipment.............cociiiiiiiiiiniiiinniaens 91,276 91,276
*7e. Total Depreciation Costs (JTa+b+c+d)................ 318,201 318,201
8. Amortization (Complete att. Schedule Page 24%)

a. Organization Expense..........cooiiiiiiiiiiiiiiian,

b. Mortgage EXPense......coceviiiiiiiiiiiiniiaiioiaains,

¢. Leasehold Improvements................ooeeene. Ceeeens 5,084 5,084

d. Other (SPecify )., ooveeniieiiiiiiiiiiiiiiaiiiiananness
*8e. Total Amortization Costs (8at+b+c+d)................ 5,084 5,084
9, Rental payments on leased real property less

real estate taxes included initem 10b.........ocoviil, 732,165 732,165
10. Property Taxes

a. Real estate taxes paid by owner............. e

b. Real estate taxes paid by lessor.......c..c.cceevveenn... : 232,526 232,526

c. Personal property taxes. . cooovvvveinsiniiniiniaiiiinie 28,562 28,562
L1. Total Property Expenses (Te +8+9+10)............. 1,316,538 | 1,316,538

* Amounts entered in these items must agree with detail on Schedule for Depreciation and Amortization Page 23 and Page 24,
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Schedule of Other Repairs and Maintenance
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Northbridge Healthcare .
Center . Attachment Page 23
9/30/2015 . Page |

Schedule of Land Improvements Acquired during this report period

Useful
Acquisition Date Description of Item Cost ~ Life Depreciation
Additions:

%

Total jelctions for. EAnUmprovements
*Tics to Page 23, Line A3
**Tips to Page 23, Line A2

Schedule of Building Improvements Acquired during this report period

Useful
Acquisition Date Description of Item Cost Life  Depreciation
Additions: .

PTTTTr Siiein

*

Lotaldeletio **
*Ties to Page 23, Line B3
**Tjes to Page 23, Line B2 i
Schedule of Non-Movable Equipment Aequired during this report period
Useful
Acquisition Date Description of Item Cost Life  Depreciafion
Addition:
E3
O *¥

e R
ies to Page 23, Line C3
**Tjes to Page 23, Line C2




I

Northbridge Healthcare

Center Attachment Page 23
9/30/2015 - Page 2
Schedule of Movable Equipment Acquired during this report period
Useful
Acquisition Date Drescription of Item Cost Life  Depreciation
Additions: i

**Tjes to Page 23, Line D2b

%




Northbridge Healtheare Attachment Page 23

9/30/2015 C Page 3
Schedule of Leaschold Improvements Acquired during this report period
. Usefizl
Acquisition Date Description of Ifem Cost Life  Depreciation

Additions

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

Name of Facility License No. - Report for Year Ended Page of
Northbridge Healtheare Center 2183C 9/30/2015 25 | 37
11, Property Questionnaire

Part A

Is the property either owned by the Facility or leased from a Related Party*?’

Yes

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

a related party transaction,

Description ' Total
1. Date Land Purchased
2. Date Structure Completed
3. IfNOT Original Owner, Date of Purchase 11/13/96
4. Date of Initial Licensure 11/13/96
5. Total Licensed Bed Capacity 143
6, Square Footage
7. Acquisition Cost B
a. Land 393,226
b. Building ' 7,959,774 |2
Part B - Owner and Related Parties

1. Financing

Ist Mortgage _

O Neo

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

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

b. Date Mortgage Obtained 03/29/12
¢. Interest Rate for the Cost Year 3.22%
d. Term of Mortgage (number of years) 30
e. Amount of Principal Borrowed 8,800,000
f. Principal balance outstanding as of 9/30/2015 8,170,719

Complete if Morigage was Refinanced
During Current Cost Year

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

. Date of Refinancing

Term of Mortgage (number of years)

Amount of Principal Borrowed

g
h
i. New Interest Rate
J
k
1

Principal Qutstanding on Note Paid-Off

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

Date of Lease

Term of Lease

Annual Amount of Lease

Name and Address of Lessor Property Leased

Note: Be sure required copies of leases are attached to Page 25 and real estate taxes paid by lessor are ineluded 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
Northbridge Healtheare Center : 2183C 9/30/2015 ] 26 -| 37
Ttem Total CCNH | RHNS (Specify)

12. Interest
A. Building, Land Improvement & Non-Movable
Equipment
1. First Mortgage. .vooveiieareiiniiesann, traeanas

Name of Lender

Address of Lender

2. Second Mortgage............. et

Namé of Lender

Address of Lender

3. Third Mortgage....cc.ocvivieniraniannen,

Name of Lender

Address of Lender

4. Fourth Mortgage......... U T .

el |
G

Name of Lender

Address of Lender

B. CHEFA Loan Information

&

R
T
5 i

1. Original Loan Amount......covweeiienee.s .

Loan Origination Date........... UPPPTPPPTTon

Interest Rate %, .......ooenns e eeraaeeen

ENNISHIS

K= s OO b b i tieeeenencanns -

5. CHEFA Interest Expense........oc.... eaees

$

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

(Carry Subtotals forward 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 License No.

Northbridge Healthcare Center 2183C

Report for Year Ended

9/30/2015

Page of

27 .| 37

Ttem

Total

CCNH

RHNS

(Specify)

Subtotals Brought Forward:

12. C. Movable Equipment

1. Automotive Equipment............... T

A. ltem Rate

Lender

Address of Lender

2. Other (Specify)....

A. Item
Generator

Amount|:

Lender
‘Webster Capital Finance

Address of Lender
5 FarmGlen Blvd Farmington, CT

B. Item Rate

Lender

Address of Lender

12. C. 3. Total Movable Equipment Interest

Expense (C1 +2)...... Ceeeerens Creeeeeaes

7,796

12.

Key Bank Line of Credit = $58,869

D. Other Interest Expense (Specify )....ocve...
Vender Interest = $18,259; Key Bank Term Loan Int & Fees = $43,075;

..‘

127,999

120,203

13. Tolal All Interest Expense (12B7 + 12C3 + 12D)......§ 127,999
14. Imsurance
a. Insurance on Property (buildings only)....... $ 103,101 103,101
b. Insurance on Automobiles............... e $
c. Insurance other than Propel“ty (as specified above)
1. Umbrella (Blanket Coverage ).......... e b
2. Fire and Extended Coverage................ 5
3. Other (Specify)......... e
14d. Total Insurance Expenditures (14a+b+c)... $ 103,101 103, 101
15. Total All Expenditures (A-13 thru C-14)......... $| 15,808,003 | 15,808,003




State of Connecticut ‘
Annual Report of Long-Term Care Facility
C8P-28 Rev. 9/2002

D. Adjustments to Statement of Expenditures

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

Northbridge Healtheare Center 2183C 9/30/2015 28 37
Total

Item | Page | Line Amount of

No. | No. | No. Item Description Decrease CCNH RHNS (Specify)

Page 10 - Salaries and Wages R o e

1. QOutpatient Service COStS...oovviinrinin $
2. Salaries not related to Resident Care.... $
3.0 10 [A12g|Occupational Therapy.......coiiverenian 3 364,733 364,733
4.| var | var |Other - See attached Schedule........... $

Page 13 - Professional Fees

5. Resident Care Physicians **..............
6. 13 [B10z|Occupational Therapy...................
7. Other - See attached Schedule...........
Pages 15 & 16 - Administrative and General
8. Discriminatory Benefits...........coiiven
9.0 15 | 1c [Bad Debts.eeeeiiiiniiiniiiiiniins $ 149,419 149,419
10.] 15 |td&e|Accounting & Legal.........oooviiininnnns 3 97,790 97,790
11. Telephone............ e isenerneaiians
12.{ 15 | 1n2 {Cellular Telephone.....occooiiiiiieinian.,
13. Life insurance premiums on the life
of Owners, Partners, Operators..........
14.| 163 |Gifts, flowers and coffee shops...........
15. Education expenditures to colleges or
universities for tuition and related costs
for owners and employees.....o.ovveis
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.] 16 |m2&3Unallowable Advertising *........coc..e. $ 30,944 30,944
19. Income Tax / Corporate Business Tax... $
20, Fund Raising / Contributions.............. 3
21.] 16 | miz |{Unallowable Management Fees........... 3 271,200 271,200
18 | 2 ' $ 63,746 65,746
20 | 5 $ 73,964 73,964
22. Barber and Beauty......ocoeeunis eeanes
23.| var | var |Other - See attached Schedule...... ‘eeeas

Puage 18 - Dietary Expenditures

24,1 18 |2al

Meals to employees, guests and others
who are not residents.......oovieiiinnin

Page 19 - Laundry Expenditures

251 19 |34d

Laundry services to employees, guests
and others who are not residents..........

Page 20 - Housekeeping Expenditures

26| 20 [4a

Housekeeping services to employees
and others who are not residents..........

Subtotal (Items 1 <26) §

1,166,104 1,166,104

* All except "Help Wanted”.

** Physicians wha provide services to Title 19 residents arc reguired to bill the Departinent of Social Services directly for cach individual resident.

(Carry Subtotal forward fo next page)




Northbridge Healthcare Center . Attachment Page 28
9/30/2015

Schedule of Other Salaries Adjustment

Page Ref  Line Ref Description CCNH RHNS (Specifl

Schedule of Fees Adjustments

Page Ref  Line Ref Description A CCNH RHNS {Specify)

Schedule of Other A&G Adjustments

Page Ref Line Ref Description CCNH RIINS (Specify)
=




tate of Connecticut
Annual Report of Long-Term Care Facility
CSP-29 Rev. 10/2006 '

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

Name of Facility License No. Report for Year Ended | Page of
Northbridge Healtheare Center 2183C 9/30/2015 29 | 37
Total
Item | Page | Line Amount of
No. | No. | No. Item Description Decrease CCNH RHNS (Specify)
Subtotals Brought Forward §$ 1,166,104 | 1,166,104
Page 20 - Resident Care Supplies*** e

416,737

Other - Miscellaneous

27.| 0 |[sagz{Prescription Drugs........cooooiviiinri b 416,737

28, 20 | sd |Ambulance/Limousine.................. 3 2,178 2,178

29. 20 ST | TaYS, BECu e ir i caiaiiaaanaen kN 11,718 11,718

30.1 20 | sn |Laboratory........c.ceveiiioiiiiiiiiians 8 18,931 18,931

310 w0 | s {Medical Supplies......cooiiiiiiin 3 19,297 19,297

32.] w0 | sz jOxygen (non emMergency)..cooooran - § 45,040 45,040

33.| 2 | 5 |Occupational Therapy........-cooenean, $ 229 229

34,] var | Var |Other - See Attached Schedule........ $ 1,381 1,381

Page 22 - Maintenance and Property e
35, Excess Movable Equipment Depreciation e 2
var | Var {See Attached Schedule..................... 5 4,409 4,409

36. Depreciation on Unallowable P b
Motor Vehicles...........ocooviiiiiinnnnns

37. Unallowable Property and Real
Estate Taxes....oooveeviirniaamiiiiianeiss

38. Rental of Building Space or Rooms...... $

39. Other - See Attached Schedule

Page 27 - Insurance
40. Mortgage Insurance......ooeuvecicaiiainnns
41. Property InSUrance. .....oooeeeviiiiiennn

e

costs unrelated to resident care) - See
Attached Schedule.........oooieiiienn

Not For Profit Providers Only

50.] Var

Var

Building/Non Mqvabie Eq. Depreciation
TUnallowable Building Interest -
See Attached Schedule.......oooeniaanen

42, Research or Experimental Activities... ..

43.} 20 s5; |Radio and Television Revenue........... 6,297

44, Vending Machine Revenue...............

45, Purchase Discounts and Allowances.....

46, Duplications of functions or services....

47, Expenditures made for the protection, -
enhancement or promotion of the o
providers interest...ovecveeiei i

48.4 30 | 1vs |Inferest Income on Accounts Rec........

49, Other (include personnel and other

1,692,496

1,692,496

51, Total Amount of Decrease (Items 1 - 50)

*++% Ttems billed dircotly to Department of Saciat Services andfor Health Services in CT, or other states, Medicare, and private-pay residents, Identify

separately by category as indicated on Page 20.



Northbridge Healthcare Center Attachment Page 29
9/30/2015

Schedule of Other Ancillary Costs

Page Ref  Line Ref Description _ CCNH . RHNS (Specify)

TR

Schedule of Excess Movable Equipment Depreciation

Page Ref  Linc Ref Description CCNH RHNS (Specify)
)i g Move ; 0

Schedule of Other Property Adjusiments

Page Rel Linc Ref Description

Schedule of Other Adjustments

Page Ref Linc Ref Deseription




Northbridge Healtheare Center Attachment Page 29
9/30/2613

Schedule of Unallowabile Building Interest .

Page Ref  Line Ref Description CCNH RHNS (Specify}




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

F. Statement of Revenue

3| 19, 076 712

] 9,,2

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

Northbridge Healthcare Center 2183C 9/30/2015 30 ] 37
Item (Spec:fy)

I. Resident Room, Board & Routine Care Revenue e

1V. Other Revenue®

15,443,019

1. a. Medicaid Residents (CT only)... .
b. Medicaid Room and Board Contractual Allowance FEreeerescirnerns $I (8.063,076)| (8,063.076)
2. a. Medicaid (4l other states)... . ST
b. Other States Room and Boand Contractual Allowance FE | revreninins 3
3. a. Medicare Residents {all inclusive) .......cocoiiiiiiiiaiiiiiianaiin $1 1,780,387 | 1,780,387
b. Medicare Room and Board Contractual Allowance **..........ccoevivn. b 555,861 555,861
4. a. Private-Pay Residents and Other.. $| 1,865,764 | 1,842,594 23,170
b. Private-Pay Room and Board Contractual Ailowance FE i iieanine 3 (51,124) (51,124)
11, Other Resident Revenue e
1. a. Prescription Drugs - Medicare.......oiommiiinssnsianeisisisssne 3 238,188 238,188
b. Prescription Drugs - Medicare Contractual Allowance FHE ererernn $  (238,188)) (238,188)
¢. Prescription Drugs - Non-Medicare. ... 3 184,743 184,743
d. Prescription Drugs - Non-Medicare Contractual Allowance **......... $i (184.743)] (i84.743)
2. a. Medical Supplies - Medicare. ......overrrmssevneasisinnnsssinirsesneseniee 3 4,797 4,797
b. Medical Supplies - Medicare Contractual Allowance **................ 3
c. Medical Supplies - Non-Medicare......covsrinisessacessescsis v 3
d. Medical Supplies - Non-Medicare Contractual Allowance **........ 3
3, a. Physical Therapy - Medicare. ... eemiasnieairnncsnaninnnisinisissssasseins $ 793,378 793,378
b. Physical Therapy - Medicare Contractual Allowance B erreeena $|  (633,390)  {633,390)
c. Physical Therapy - Non-Medicare...ioivieeeessiiinnniinn i, $ 493,412 493,412
d. Physical Therapy - Non-Medicare Contractual Allowance **........ 3 (493,412}  (493.412)
4. a. Speech Therapy - Medicars. ..o, $ 113,058 113,058
b. Speech Therapy - Medicare Contractual Allowance **................... 3 {83,520} {83,520)
c. Speech Therapy - Non-MediCare....ocovo s i, 3 113,492 113,492
d. Speech Therapy - Non-Medicare Contractual Allowance **.......... 5| (113,492)  (113.492)
5. a. Occupational Therapy « Medicare..ooicvvurrreeicicessssssinsssssininienss 3 683,815 683,815
b. Occupational Therapy - Medicare Contractual Allowance **......... $I (584,131}  (584,131)
¢. Qccupational Therapy - Non-Medicare.....ooweccirosniniiinnisvn e $ 497473 497,473
d. Occupational Therapy - Non-Medicare Contractual Allowance ¥*.... §| (497.473)| (497,473)
6. a. Other (Specifj) - MediCare. o maiaisiiiimemessnesss s $
b. Other (Specifyy) - Non-Medicare...... e 8 1,658 7,658
11T Total Resident Revenue (Section Lthru SectionIL)...cooooiineiio i 3 15, 466 189 23,17

1. Meals sold to guests, employees & others.. . %
2. Rental of rooms 10 nof-1eSIAENS. o vie e imsmssises s 3
3. Telephone .. . .3
4. Rental of Televnslon and Cable Serv1ces ................................... 3
5. TInterest Income (Specify) .. . $ 175 175
6. Private Duty Nurses' Fees . . 3
7. Barber, Coffee, Beauty and Glﬁ: shops . ¥ 222 222
8. Other (Specify)... $ 8,775 8,775
V. Total Other Revenue (1 thru 8) 3 9,172 9,172
VI. Total All Revene (111 +V)... 3| 15,475,361 | 15,452,191 23,170

* Facility should off-set the appropriate expense on Page 28 or Page 29 of the Cost Reporr

**  Facility should report all contractual allowances and/or payer discounts.,




Northbridge Healtheare Center Attachment Page 30
9/30/2015

Schedule of Otlter Resident Revenue - Medicare

Related Exp
Page Ref Deseription ’ . _ CCNH RHNS __ (Speeify)

Scheduie of Other Non-Medicare Rnsit_ient Revcnuc

Related Exp ' _
Page Ref Deseription _ CCNH RHNS (Specify)
N | Refrodctives : T :

Interest Income
Account

Pa; Balance . CCNH RHNS {Speeify)

ge Ref Account
1t AS Thter

Schedile of Other Revenue

Pape Ref Deseription CCNH RHNS _ (Specify)
o - ; -




State of Commecticut o
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
Northbridge Healthcare Center 2183C 9/30/2015 31 | 37
Account Amount
Assets
A. Current Assets
1. Cash (on hand and in Banks)....v..o.eeiiaeiininirioriiiineren ittt ciienenas $ 101,425
7. Resident Accounts Receivable (Less Allowance for Bad DebtS)...oooeviininen. . 5 1,409,333
3. Other Accounts Receivable (Excluding Owners or Related Parties). .. L
A TITVETIEOTIES .+ +eevnvsenencenss e eaas s s et seaesas s eneee st caonsesntnasnsaensatnbasstentass $
5. Prepaid EXPEISES. ... veeuivuiseiriirirnirrineiraiartsriasssaaesesraic s eras s $
a. Prepaid Insurance 134,793 o
b.
C.
d. o
6. Tnterest ReceivVable. . o iiiises i vnrieaeeenariniesnesrrersrasasssasaracassaanssinaasary]
7. Medicare Final Settlement Recelvable........ooviiiiiiiiinieiciiiiinciiasnnan..
8. Other Current AsSets (JIEMIZE )..vvviniuiriiiiinsirrive i
AR Related Party Facilities 268,314
A-9. Total Current Assets (Lines Al thru 8) $ 1,948,771
B. Fixed Assets
LD YV TR P O P PPPRT et eaaan $
2. Land Improvements *Historical Cost...... 99,523 $ 20,519
Aced. Depreciation (79,004) Net........
3. Buildings #Historical Cost...... 2,141,550 3 660,975 |
Accd. Depreciation (1,474,575) Net........
4. Leasehold Improvements *Historical Cost...... 61,565 5 50,268
Accd. Depreciation (11,297) Net........
5. Non-Movable Equipment *Historical Cost...... 896,157 $ 376,412
Accd. Depreciation (519,745) Net........
6. Movable Equipment #Historical Cost...... 1,360,875 $ 404,204
Accd. Depreciation (956,671) Net........
7. Motor Vehicles *Historical Cost...... B $
Accd. Depreciation Net........
8. Minor Equipment-Not Depreciable. ..., ST $
9. Other Fixed ASSES (FIETHIZE Jeuevnivviin e $ 21,136
Equipment Carry Forward Adjustment 21,136
B-10. Total Fixed Assets (Lines BLthru 9).....coiiiiiiiiiiiiiiiiin $ 1,539,514

* Historical Costs must agree with Historical Cost reported in Schedules on (Carry Total forward to next page )

Depreciation and Amortization (Pages 23 and 24).



State of Cennecticut
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G. Balance Sheet (cont'd)

Name of Facility License No. Report for Year Ended Page of
Northbridge Healtheare Center 2183C 9/30/2015 32 | 37
Account Amount
Total Brought Forward:|$ 3,488,285
C. Leasehold or like property recorded for Equity Purposes.
U O« P $ 393,226
2. Land Improvements *Historical Cost......
Accd. Depreciation Net.......|$
3. Buildings *Historical Cost...... 6,999,069
‘ Accd. Depreciation {(4,403,579) Net........ $ 2,595,490
4. Non-Movable Equipment *Historical Cost...... '
Accd. Depreciation Net........ 3
5. Movable Equipment *Historical Cost......
Accd, Depreciation Net........ |$
6. Motor Vehicles *Historical Cost...... :
Accd. Depreciation Net. .8
7. Minor Equipment-Not Depreciable........coiviiivioiiiciniiiiiiiiinie e 3
C-8 Total Leasehold or Like Properties (C1 thru 7) 3 2,988,716
D. Investment and Other Assets
I. Deferred Deposits.....uuveuereariiiiesiiriasinsieeeasersanss T P TOPTPro $
2. ESCIOW DIEPOSIES .1t evveerrneeterreyeeeussecnsrtuanesnnereeeraiestnssetareeraesrzesanees $
3. Organization Expense *Hlstoncal Cost......
Accd. Depreciation Net........ 3
4, Goodwill (Purchased Only).......oeeeviiiiiiiiiiiiiiiiiiiaiinaaaiacnats PETTIOTTIoIe b 625,498
5. Investments Related to Resident Care (ifemize)

6. Loans to Owners or Related Parties (itemize )
Name and Address Amount Loan Date
Investments-Related Party (4,469,880}
Loan Receivable-Shareholders 168,000
7. Other ASSets (JIEFZE Jeueneniuie et
Project Development 16,484 i
Bed License Intangible 182,292
D-8. Total Investments and Other Assets (Lines D1 thru 7)....covovviiiiiiiiiiininiiinis $ (3,477,606)
D-9. Total All Assets (Lines A9 +B10+C8+D8)..c..oiiiiiiiiiiiiiiiiiiiiiiiiiins $ 2,999,395

* Historical Costs must agree with Historical Cost reported in Schedules on Depreciation and Amortization (Pages 23 and 24).
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G. Balance Sheet (cont'd)

Name of Facility License No. Report for Year Ended Page of
Northbridge Healtheare Center 2183C 9/30/2015 13 | 37
Account Amount
Liabilities
A, Current Liabilities
1. Trade Accounts Payable.................. B e e 3 . 590,154
2. Notes Payable (itemize )......ocooviiiiiinnnnnns e reaeneraeaaaears e $ ‘ 1,240,845
Due to Related Parties 30,000 T
Key Bank Line of Credit 1,210,845
3. Loans Payable for Equipment (Current portion) (ifemize)......cooonnnnn.
Name of Lender Purpose Amount Date Due
4. Accrued Payroll (Exclusive of Owners and/or Stockholders only)................ b 265,369
5. Accrued Payroll (Owners and/or Stockholders only).......c.....oovvvrn e 5
6. Accrued Payroll Taxes Payable................. PP PP T TTOTTTOTTIOTs 3 7,910
7. Medicare Final Settlement Payable........ocoevvniiiiiiinineaaannn.. e 3
8. Medicare Current Financing Payable......... S PP $
9. Mortgage Payable (Current Portion).............. e e UPTPP b
10. Interest Payable (Exclusive of Owner and/or Related Parties).................... $ 6,323
11. Accrued Income Taxes®............. e e SUSVOVIN b
12. Other Current Liabilities (ffemize }..oooviviiiiiiniiinnins e
Acc'd Operating Expenscs 27,161
Acc'd Expense - Sales Tax 2,036
Provider Tax Due 237,799
A-13. Total Current Liabilities (Lines Al thru 12)............. e e § , 2,777,597 l

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

Tax Return,

#* Interest Bearing - Do Not Include in Return on Equity Calculation.

{Carry Total forward to next page)




Northbridge Health Care
accd expenses
9/30/2015

 9/30/2015 $14,000.00" audit accrual
9/30/2015 $. 35,806.65 IBNR
9/30/2015 {$2,964.89) food rebate check
9/30/2015 $13,102.37 nursing supplies
9/30/2015 ($189.18)} nursing supplies
9/30/2015  ($32,593.68) mgmt fee adjmt

$27,161.27

al= 27161.27
diff $0.00
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G. Balance Sheet (cont'd)

Name of Facility License No. Report for Year Ended Page of
Northbridge Healthcare Center 2183C 9/30/2015 34 | 37
Account Amount
_ Total Brought Forward: 2,777,597
Liabilities (cont'd)
B.  Long-Term Liabilities ,
1. Loans Payable-Equipment (ifemize ).....c.ccoveuarinnenn. T TOUTPTTTr I 195,647
Name of Lender Purpose Amount | Date Dueliinie i o il
Webster Finance-generator Generator 195,647
2. Mortgages Payable....... oy o eeenns e vl d
3. Loans from Owners or Related Parties (ifemize )........... Veeens e riene $ 76,873
Name and Address of Lender Amount Loan Date
Related Party 76,873 03/29/12
4. Other Long-Term Liabilities (itemize }............... e e e e
Key Bank Term Loan 362,161
Related Party Notes (362,313)
B-5. Total Long-Term Liabilities (Lines B1 thru 4)...... eeeraaranens Crreaeenn e 15 2-72,368
C.  Total Al Liabilities (Lines A-13 +B-5)....... e e, PO | 3,049,965




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 License No. Report for Year Ended Page of
Northbridge Healthcare Center " 2183C 9/30/2015 35 | 37
_ Account Amount

A. Reserves

1. Reserve for value of leased 1and........coooiiirriiiiiiiiiiiiiiiiiiiiisisraranns $ 393,226

2. Reserve for depreciation value of leased buildings and appurtenances

10 BE AIMIOTHZE. . oot e sttt et et ee e arat ot ere e en e st e e b e baaaaera $ 2,595,490

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. .. oooviiieiviiininiiiaiiiiiieeee.. $

6. TOtAl R ESEIVES . . eueneneenenissseensaneansasansseaenareaeanantsnsnsrsrsresnasrsrassnsnen $ 2,988,716
B. Net Worth

L. OWNEr's Capital.........oeiveeseirecnnisirnrieiiiinsriiiaessinaresiaaerens T $

2. Capital Stock. .........co.. S e eeeer s s ar et ebeaenentreaneneeseesearatsnns $ 1,000

3, Paid-in SULPIUS. « 1 eetvern s eeeecinisis ettt ie e sy a e e et $ 250,455

A, THOASULY SEOCK. ... eeiresseseecnnseieesetia s e ivee i se s s snaanaeeerecniniaiees $

5. Cumulated Bariings. ... v...eveneeunneenseiinernneenieataeriosreersrenaerstreiiranns $ (2,958,099)

6. Gain or Loss for Period 10/1/2014 theu 9/30/2015 {$ 332,642)

7. Total et WOrth. 1. et ie e ettt e et earecae st etatn e iaiee s $ (3,039,286)
C. Total Reserves and Net Worth ............ et $ (50,570)
D. Total Liabilities, Reserves, and Net Worth .............cocoiiiiviiiiieiiiiiiniieninas $ 2,999,395




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
Northbridge Healtheare Center 2183C 9/30/2015 36 | 37
' Account Amount
A. Balance at End of Prior Period as shown on Report of 09/30/2014 (2,431,110)
B. Total Revenue (From Statement of Revenue Page 30 ) .oooiiviiieiainniinn 15,475,361
C. Total Expenditures (From Statement of Expenditures Page 27 ) cvooviverreneien 15,808,003
D. WNetIncome or Deficit.................. h et terateeitiieearareianes e neaaniieiaee ey . (332,642)
E. Balance.......... e h e eaaaae e eneaaanas T TP S PP (2,763,752)
F. Additions :
' 1. Additional Capital Contributed (itemize )
SWAP Value Net Change 680
(285,045)
FF&FE Adjustment 2015 conversion 8,831

2. Other (itemize )
F-3. Total Additions.........ccecvvenanens, e eeeanaenninearanaas e
G. Deductions

1. Drawings of Owners/Operators/Partners (Specify ). .coovvevnriaririviiiinnnnees

Name and Address (No., City, State, Zip) Title Amount |
2. Other Withdrawings (Specify)....coiveiiiirininnnn. e ee e TTOTIOT
Purpose Amount

3. Total Deductions.................. e aeiaens ot rrenenans e e

H. (3,039,286)

Balance at End of Period 09/30/15




State of Connecticut
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L. Preparer's/Reviewer's Certification

Name of Facility - License No. Report for Year Ended | Page of
Northbridge Healthcare Center ' 2183C . 0/30/2015 37 37
Check appropriate category _ '
CCNH RHNS Other (Specify)
| O [

Preparer/Reviewer Certification

T have ‘prepared and reviewed this report and am familiar with the applicable regulations governing its
preparation. T 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 appplicable regulations. Al 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 i Title Date Signed

Y

- (% 2/ Jl¢

ﬁ‘fnt&i Name of Pfeparer

Athena Health Care Associates, Inc

Address Phone Number
135 South Road '
Farmington, CT 06032 (860) 751-3900

Cost report forms generated by Athena Health Care Associates, Inc as approved in letter dated 12/11/13.



