225 Pitkin Street
East Hartford
Connecticut 06108

860.610.9009 (1)
860.810.9030 (f)

cjlc.com

Mr. Chris LaVigne

CON & Reimbursement
Department of Social Services
55 Farmington Avenue
Hartford, CT 06105

Mr. LaVigne:
This enclosed 2015 Medicaid Cost Report intentionally omits the following disallowances:

Administrator and Related Party salaries

Dues and Membership Fees to Professional Associations

Physical or Speech Therapy salaries or fees

Depreciation and/or interest expense related to capitalized items previously deemed
unallowable by the Department

& n oo

It is our understanding that the software utilized by the Department in the rate setting process
computes the necessary disallowances for these areas and our intention is to eliminate the
potential for a duplicate disallowance.

If you have any questions, please contact me at 860-610-3009.

Respectfully,
-7
COFZ—

Craig J. Lubitski, CPA
Partner







State of Connecticut

Annual Report of Long-Term Care Facility
Cost Year 2015

Name of Facility (as licensed)
Fernwood Rest Home, Inc.

Address (No. & Street, City, State, Zip Code)
400 Torrington Road, Litchfield, CT 06759

Type of Facility

Chronic and Convalescent
O Nursing Home only

Rest Home with Nursing

O Supervision only

I Residential Care Home

(CCNH) (RHNS)
Report for Year Beginning Report for Year Ending
10/1/2014 9/30/2015
License Numbers: CCNH RHNS Residential Care Home Medicare Provider
1699
Medicaid Provider Numbers: CCNH RHNS ICF-1ID
For Department Use Only
Sequence Number | Signed and Date Sequence Number . . .
Assigned Notarized Received Assigned Signed and Notarized | Date Received
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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
Fernwood Rest Home, Inc, 1699 9/30/2015 1| a7

Administrator's/Owner's Certification

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

ITHEREBY CERTIFY that I have read the above statement and that | have examined the accompanying
Cost Report and supporting schedules prepared for Fernwood Rest Home, Ine. [facility name}, for the

cost report period beginning October 1, 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.

Dhereby 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 relajed
Balance Sheet of this Facility in accordance with the Reporting Requirements of the State of Connecticut for the
vear ended as specified above,

I have read this Report and hereby certify that the information provided is true and correct 1o the best of
my knowledge under the penalty of perjury. 1 also certify that all salary and non-salary expenses
presented in this Report as a basis for secoring 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 (A : inistr r) Date Signed (QOwner) Date
)
B L f f r

A sl S oAg1i 12l
Printed Nam¢ (Adi&Gitiisfritor) Printed Name (Owner)
Karyn Cosgiove Raymond Adkins
Subscribed and Sworn State of Date Signed (Notary Public) Comimn. Expires
to bgfore me: . £ ——

. F 7[ . .
%MJ’?’]- Qothral */4"%’& %QWMCM%W_ VESES I,
7 7

Address of Notary Public

87 Fana. Cloenise. ﬁi&;*/ ed e CF aors9

" {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 Page of
1A 37
Name of Facility Period Covered: From To
Fernwood Rest Home, Inc. 10/1/2014] 9/30/2015
Address of Facility
400 Torrington Road, Litchfield, CT 06759
Report Prepared By ' ' Phone Number Date
Craig J. Lubitski Consulting LLC 860-610-9009 1/31/2016
Residentia
1 Care
Item Total CCNH RHNS Home
1. Dietary wages paid $
2. Laundry wages paid $
3. Housekeeping wages paid $
4.  Nursing wages paid $
5.  All other wages paid 5
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
860-567-9558 9/30/2015 2 37
Name of Facility (as shown on license) Address (No. & Street, City, State, Zip )
Fernwood Rest Home, Inec. 400 Torrington Road, Litchfield, CT 06759
CCNH RHNS Residential Care Home Medicare Provider No.
License Numbers: 1699
Type of Facility (Check appropriate box{es))
Chronic and Convalescent Rest Home with Nursing o
. . H
Nursing Home only (CCNH) Supervision only (RHNS) ¥ Residential Care Home
Type of Ownership (Check appropriate box)
O Proprietorship O 1LLC O Parinership @ Profit Corp. O Non-ProfitCorp. 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 during this report year? O Yes ® No If"Yes," explain fully.
Administrator
Name of Administrator Nursing Home
Karyn Cosgrove Administrator’s
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

Fernwood Rest Home, Inc. 1699]9/30/2015

License No. Report for Year Ended

Page  of
3 | 37

Legal Name of Partnership/LLC Business Address

State(s) and/or Town(s) in
Which Registered

Name of Partners/Members Business Address

Title

% Owned




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3A Rev. 10/2005

General Information and Questionnaire

Corporate Owners

Name of Facility
Fernwood Rest Home, Inc.

License No.

1699 9/30/2015

Report for Year Ended

Page  of
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

Fernwood Rest Home, Inc.

400 Torrington Road, Litchfield, CT
06759

Connecticut

Name of Directors, Officers Business Address Title No. Shares
Held by Each

Raymond Adkins 400 Torrington Road, Litchfield, CT President 207
06759

Vivian Adkins 400 Torrington Road, Litchfield, CT | Vice President 296
06759

Brad Adkins 400 Torrington Road, Litchfield, CT | Treasurer 110
06759

Karyn Cosgrove 400 Torrington Road, Litchfield, CT | Secretary 110
06759

Names of Stockholders Owning at Least

10% of Shares

Raymond Adkins 400 Torrington Road, Litchfield, CT President 297
06759

Vivian Adkins 400 Torrington Road, Litchfield, C¥ | Vice President 296

: o 106759 ' ' : o o

Brad Adkins 400 Torrington Road, Litchfield, CT Treasurer 110
06759

Karyn Cosgrove 400 Torrington Road, Litchfield, CT Secretary 110

06759




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

General Information and Questionnaire
Individual Proprietorship

Name of Facility License No. Report for Year Ended Page  of
Fernwood Rest Home, Inc. 1699 9/30/2015 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 License No. Report for Year Ended Page of
Fernwood Rest Home, Inc. 1699 9/30/2015 5 | 37

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

Item Method of Allocation

Dietary 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 (ross salaries

Management services Appropriate cost center involved

All other General Administrative expenses Total of Direct and Allocated Costs

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

1. In the preparation of this Report, were all If "No," explain fully why such allocation was
. ® Yes O No
costs allocated as required? 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, Outpatient Setvices, Adult Day Care Services, etc.)
® Yes O No If "No,” explain fully why such allocation was
not made.
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CLEAN FORCE RENTAL AGREEMENT

Rivg 777 R changeofOwne:  [1 Ghange ofDishmacting; (] Conract Crange: [
Reduasted Dellvory Datg;4-22:14 | Delivety Contact Name: Larrane Olaffey ~ ~ Phone: 860-567-9650 . . '
Order Commentss LRGmia[Plaos | oo 0
mathin inside bultdingtt. © OrderBy: e el
T T T g TS Foods Divisior: Southem New England/ -
O QungrAccant#~ | NewOwnerStadfater  |NewionoT 0 o
THIS AGREEMENT is among US Foods, Inc. {“Lessor™), PureFarce™, and - - FEfvesd 5

: (BusirassiA
Norma Bariife 400 Torington Read LHchfald, OT 06759
{Frint Complste Name) (Slree! Address, City, State)
860-6567-0558
{Phona #) {Fax #) {Ernaill) {Contract Mame / Numbear)

Dslivery address {if different from accaunt address):
If other than above, address where Equipmant is lecated:
in consideration of Ledsor leasing to Customer the following equipment {“Equipment”} and Customer purchasing the Clean Foree Products

and services set forth below, the parties apree as follows:

A, LESSOR WILL PROVIDE:
1. Equipment: .
171 Single Tank [ Doubls Tank [ Glasswasher
sal tiModay {Miode) LT TModat)
[ High Tamp {Single) Voltage Elec. Phase Single ¢t Three -
{Modal) o . (Clrcls Gne) T
] Conveyor Temp. High Termg  Direction il Vollage Elec. Phase Singlgor Thees
B {Modal} {Circls One} - {Circla Onej " {Circle Cna)

2. Optlonal Equipment -
{1 Booster Heater: Voltage 208 KW - Phase 3 C9 ... 70°Degres . .{Gther
1 Water Softener 1) Side Loader  Hooded: Yo {oirda ang) £ Vent Cowis  [IvaporVent —
3. Parts and sarvice to malntain the Egulpment in good vondition. © ) ’ T
B. FAYMENTS: Customer agrees to make the following payments upon execution of this Agreement:
1. imdal Payment  §:000
2, Cuslomner agrees to pay L.essor the following: )
e A base lsase raie of $:64.05__for each manthly service period {payable in advance) and,
»  Customer also agrees to purchase a montly minimum of § 180.00 of Clean Force Dishmaching Products and two or moes
othar Clean Force Praducts. A fallure to purchase the Mornithly Minimum for two consetutive monthe subjects Customart {o
an adjusiment chargs. This adjustment charge is equat lo the Monihly Minimum less the actual purchases of Clean Force
FProducts for that month,
¢ The price for the Products will be as delermined by PureForce and stipulated on aach invaice.
3. Thase pricas may be increased as provided on the raverse side of this Agreemen.,
. TERM: .
‘The term of this Agroamentls 1 yese(s) beginning on the day the Equiptnent s delivered (the "initial Term"} and will contiaue from
year-fo-ysar thereafier {each year being a “Renewal Term®), Any parly may terminate this Agreement at fha end of the Intiial Term or an

the anniversary of that date by oiving at Taast 60 days prior written notice {o the othar parbieg,

THE TERMS ON THIS PARE (e REVERSE SIDE, AND ON ANY SCHEDULE ATTACHED HERETU OR O ANY AMENDMENY
CONTAIN THE FULL AGREEMENT O HE PARTIES. THIS AGREEMENT MAY NOT BE MODIFIED EXCEPT BY A WRITTEN

. AMENDMENT SGN

Salaspersor: ___Dov Pick Employee & 42377

e SToRa

- Cramar:
US Foods Rapresentative: Faye Cameron

Print Owner NagiedF Lessar Customer Noj____ 40668790

Dales Pureforce Account No. 63713232

. 4 - = - = st S — - - - -
FOR LESSOR LSE O} £h 5 tnade subect to and shell i atiached 1 the € . Dishimachine Progmum Master Agreement between Lissorand
PurcForeg, g ! i > TREIE] S

< Titter b

ate:. % f& ?«5--“

Acceptadd




ADBET!GMAL ?ERMS

T Prlclng Tha pnoes undar thm Agresment wili remain in affaci far a mimmum nI ong year Thereafter, Lassor and PureFame may fncrease '
N ;‘. thg base. rontal ate and any additional charges and aitandad service pricas at-any fime upon notice to Customer. In the eveit ol 4 price - .
. ‘incieasa, Gus!nmer may teiminate this Agreemsnt. by giving €0 days wiitien nolice lo {.essor and PureForee, -To bs off ﬂve nulme musi T
* be_receivad by 1) r and Pureforea within 36, days after the' pnna Inm'aaéa Eakss affact. Whem appllcable, Cust o y
: sale x| and a' pe:sona! pmperly iaxes Iawed Upon lhe Equ_fp‘ y . ,

. ; Eleilvery w:u be at Cus!cmer’s request cr as saun themaﬁe as Is praatlcabi&. Gus[amar must pmvlde p!umbmg and elec!ncat
o honkups ‘and &ny and all Tequirsd govemmenia! pemmiils. Custome el
f degree F halwate i mamiam walar hardness

L ﬂwnsrship Eq u[pmsnl {iniciuding bu{ nol imitad !s dlspsnsmg equipmemi) wiil &t ali tlmas ba the sc!a #nd ex¥clusive pmperty af L
< PureFerce. - Clistomisr wiil hiave Tio iight of pwnarship of Such proparty, but anly tha nght fo Use tha Equfpmenl suhjact fo lh;s Agmemenl

Tha Ec;ulpment wﬂl reinain ‘ersonal pmperiy and not besome,a fixure of @ h
i . .

tear axpected (:usmmer may nut change. ‘ S
Equlpmant excep! !hosa C!aan Fome Products pmvidad by o

dries avaitable 16 it in law of}ri i
_Lesscr or PuraFume will- inva)




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-7 Rev. 6/93

General Information and Questionnaire
Accounting Basis

Name of Facility License No. Report for Year Ended Page of
Fernwood Rest Home, Inc. 1699 9/30/2015 7 | 37
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 If "No," explain.
previous period? O No

Independent Accounting Firm

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

1 Craig J. Lubitski Consulting LLC 225 Pitkin Street, East Hartford, CT 06108

2

3

4

Services Provided by This Firm (describe filly)

1 Medicaid Cost Report, Bookkeeping § 11,595
2 $

3 $

4 $

Charge for Services Provided
3 11,595

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

® Yes O No |pg 15/1d
| Legal Services Information

Name of Legal Firm or Independent Attorney Telephone Number

i

2

3

4

5

Address (Mo, & Streed, City, State, Zip Code )

1

2

3

4

5

_{Services Provided by This Firm (describe filly) o

1 $

2 3

3 $

4 B

5 $

Charge for Services Provided
3

@ Yes

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

O No
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State of Connecticut
Annual Report of Long-Termn Care Facility
CSP-9 Rev. 9/2002

Schedule of Resident Statistics (Cont'd)

Name of Facility License No. Report for Year Ended Page of
Fernwood Rest Home, Inc, 1699 9/30/2015 9 37
4, Were there any changes in the certified bed capacity during the report year? O Yes ® No
If "YES", provide the following information:
Place of Change Change in Beds Capacity After Change
Residential
Date of |[CCNH|RHNS| Care Home Lost Gained
Change Residential
(1) (2) 3) Ml @ |3 M@ 3 |CONH| RANS | Care Home Reason for Change

. If there was any change in certified bed capacity during the report year (as repotted in item 4 above) provide the number of

RESIDENT DAYS for 90 days following the change.

Change in Resident Days CCNH RHNS Residential Care Home
1st change
2nd change
3rd change
4th change
. Number of Residents and Rates on Sepiember 30 of Cost Year
Medicare Medicaid Self-Pay Other State Assisted
Residential
Item CCNH CCNH RHNS CCNH RHNS Care Home R.C.H. ICF-1ID
No. of Residents
Per Diem Rate

A, Medicare - Part B

a. One bed rm. $8.00
b. Two bed rims. 77.00
¢. Three or more
bed rms,
Residential
. Total Number of Physical Therapy Treatments TOTAL CCNH RHNS | Care Home

B. Medicaid (Exclusive of Part B)

1. Maintenance Treatments

2. Restorative Treatments

C. Other

D. Total Physical Therapy Treafments

. Total Number of Speech Therapy Treatments
A, Medicare - Part B

B. Mcdicaid (Exclusive of Part B)

1. Maintenance Treatments

2. Restorative Treatments

C. Other

D. Total Speech Therapy Treaimenis

. Total Number of Occupational Therapy Treaiments
A. Medicare - Part B

B. Medicaid (Exclusive of Part B)

1. Maintenance Treatments

2. Restorative Treatments

C. Other

D. Total Occupational Therapy Treatments




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-10 Rev. 972002

Report of Expenditures - Salaries & Wages

Name of Facitity License No. Report for Year Ended Page of
Femwood Rest Home, Inc. 1699 9/30/2015 1¢] 37
Are time records maintained by all individuals receiving compensation? ® Yes O No
‘Total Cost and Hours
Residential
Item CCNH RHNS Care H

A. Salaries and Wages*

1. Operators/Owners (Complete also Sec. I

of Schedule Al)

2. Administrator(s} (Complete also Sec. Il

of Schedulc A1)

. Assistant Administrator (Complete also Sec. IV

of Schedule A1)

4. Other Administrative Salaries (telephone
operator, clerks, receptionists, etc.)

5

. Dictary Service
a. Iead Dietitian

b. Food Service Supervisor

¢. Dietary Workers

6. Housekeeping Scrvice
a, _Head Housekeeper
b, Other Housekeeping Workers
7. Repairs & Maintenance Services
a._Engineer or Chief of Maintenance
b. Other Maintenance Workers 93 659 6,819
8. Laundry Service
a.  Supervisor
b. Other Laundey Workers 27,056 2,173
9. Barber and Beaulician Services
10. Protective Services
11, Accounting 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**

c. LPN
1. Brireet Care

36,365

2,100

2. Administrative**

Aides and Attendants

225,792

20,839

Physical Therapists

Speech Therapists

Occupational Therapists

Recreation Workers

==k fle e

Physicians
1. Medical Director

2. Utilization Review

3. Resident Care*#*

4. Other (Specify)

Denlists

Pharmacists

Podiatrists

. Social Workers/Case Management

Marketing

sle | |=lFF

Other (Specify)
See Attached Schedule

A-13. Total Salary Expenditures

689,487

52,000

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

** Administrative - costs and hours asseciated with the followinag positions: MDS Coordinator, Inservice Training Coordinator end
Infection Control Nursc. Such costs shall be included in the direct care category for the purposes of rate setting,

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

private pay residents must be removed on Page 28.




Fernwood Rest Home, Inc. Attachment Page 10/13
9/30/2015

Schedale of Other Salaries and Wages (Page 10)

CCNH RHNS Residential Care Home
Position [ b} Hours 3 Hours 3 Hours

Schedule of Other Fees (Page 13)

CCNH RHNS Residential Care Home
Service | 8 Hours $ Hours $ Hours
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State of Connecticut
Amnnual Report of Long-Term Care Facility
CSP-13 Rev. 9/2002

B. Report of Expenditures - Professional Fees
Name of Facility License No. Report for Year Ended Page of
Fernwood Rest Home, Inc 1699 9/30/2015 13 | 37
Total Cost and Hours

Residential
Item CCNH Hours RHNS Hours |Care Home| Houwrs
*B. Direct care consultants paid on a fee
for service hasis in lieu of salary
(For all such services complete Schedule B1)
1. Dietitian
Dentist
Pharmacist
Podiafrist
Physical Therapy
a. Resident Care
b. Other
Social Worker
Recreation Worker
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 Committec
(Quarterly meetings)
3. Staff Development Committee
(Once annually)

e. Other (Specify)

IS

o

~

9. Speech Therapist
a. Resident Care
b. Other

10. Occupationat Therapist
a. Resident Care

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

1. Direct Care
. 2. Administrafive®®*

b. LPN
1. Direct Care
2. Administrative***

c. Aides

d. Other

12. Other (Specify)
See Attached Schedule
B-13 Total Fees Paid in Licu of Salaries

* Do not include in this section management consultants or services which must be reperted on Page 16 itere M-12 and supported by required information, Page F7.
*# This itermn is not reimbursable to facility. For Title 19 residents, doclors should bill DSS directly. Also, any costs for Title 18 and/or other private pay residents must

be removed on Page 28.
*** Administrative - costs and hours associated with the feflowing positions: MDS Coordinator, Inservice Training Coordinator and Infection Control Nurse. Such

costs shall be included in the direct care category for the porpeses of rate sctling.




State of Connecticut
Annual Report of Long-Term Carc 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
Fernwood Rest Home, Inc, 1699 9/30/2015 14 | 37

Related** 1o Owners,
Name & Address of Individual Full Explanation of Service Operators, Officers Explanation of Relationship
Yes No

o|o|OofOojQ|OQ|]O|O|O|OC|QjJO|OIQ]JO|QOjJO|0O|0O}|O
oc|l|o|jojojo|OojOo|jCc|OojOoJOo|OJQ|O|0O}JO|]O OO |OC|O0O

* Usc 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
Fernwood Rest Home, Inc. 1699 9/30/2015 15 | 37
Residential
Item Care Home

1. Administrative and General

a.

Employee Health & Welfare Benefits
Workmen's Compensation

Disability Insurance

Unemployment insurance

26,178

Social Security (F.1.C.A.)

54,187

Health Insurance

{00 |60 |5

S el Pl Rl I e

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

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

8. Uniform Allowance

9. Other (Specify)
See Attached Schedule

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

Bad Debis*

Accounting and Auditing

Legal (Services should be fully described on Page 7)

mle|afe

Insurance on Lives of Owners and
Operators (Specifj )*

Office Supplies

=

Telephone and Cellular Phones
1. Telephone & Pagers

2. Cellular Phones

Appraisal (Specify purpose and
attach copy )*

o v

Corporation Business Taxes (franchise tax)

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

2. Other (Specify)
See Attached Schedule

3. Resident Day User Fee

Subtotal

= |2

157,748

157,748

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

(Carry Subtotals forward to next page)




*%% N0 NOT Include Holiday Parties / Awards / Gifts to Staff

Fernwood Rest Home, Inc.
9/30/2015

Schedule of Other Employee Benefits

Description

Attachment Page 15

Residential
RHNS Care Home

Schedule of Other Taxes

Description - CCNH

Residential
RHNS Care Home




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
Fernwood Rest Home, Inc. 1699 9/30/2015 16 37
Residential
Item Total CCNH RHNS |Care Home

Subtotals Brought Forward:

. Travel and Entertainment

157,748

Other (Specify)
See Attached Schedule

m. Other Administrative and General Expenses

&5

1. Resident Travel and Entertainment $
2. Holiday Parties for Staff $
3. Gifts to Staff and Residents $ 1,032 1,032
4. Employee Travel 5 225 225
5. Education Expenses Related to Seminars and Conventions b 613 613
6. Automobile Expense (nof purchase or depreciation) b 3,443 3,443
7. $

1. Advertising Help Wanted (all such expenses ) 981 981
2. Advertising Telephone Directory (all such expenses y*+# 5
3. Advertising Other (Specify Y+ $
See Attached Schedule
4. Fund-Raising*** 3
5. Medical Records 3
6. Barber and Beauty Supplies (if this service is supplied ¥
directly and not by contract or fee for service)¥*#
7. Postage 3 462 462
* 8. Dues and Membership Fees to Professional $ 1,107 1,107
Associations (Specify)
See Attached Schedule
8a. Dues to Chamber of Commerce & Other Non-Allowable Org.***  §
9. Subscriptions $
10. Contributions®*** $
See Attached Schedule
11. Services Provided by Contract (Specify and Complete

Sehedule C-2, Page 21 for each firm or mdzwdual)

12,

Administrative Management Services**

13.

Other (Specify)
See Attached Schedule

C-14 Total Administrative & General Expenditures

287,676

120,878

287,676

* 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.




Femwood Rest Home, Ing, Attachment Page 16
913042015

Schedule of Other ‘I'ravel and Entertainment

Residentiaf
RHNS Care Home

Des_crip(iun

Hiler Trivel

Schedule of Other Advertising

Residential
Care Home

Schedule of Des

Residential
Descriplion CCNH RHNS Care Home
CARCH : 0
BT Warsholise.
Amirican Bxprass

Schedule of Conteibulions

Residential
Deseripti CCNB RHNS Care Hone

‘Total Contribitions

Schedule of Other Administrative and General

s - . oo o Residential
Description CCNH RHENS Care Home

Unalicivabie -
Fité Bxpense

“Lotn) Other Administrative and General




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. Report for Year Ended Page of
Fernwood Rest Home, Inc. 1699 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 #

* In addition fo management fees reported on page 16, line m12 include any addifional 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
Fernwood Rest Home, Inc. 1699 9/30/2015 18 | 37
Residential Care
item Total CNH Ho
2. Dietary 7
a. In-House Preparation & Service

1. Raw Food 152,577 152,577

2. Non-Food Supplies 16,628 16,628

3. Other (Specify)

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

¢. Management Services**

d. Other (Specify)
Small Equipment/Supplies

406

406

169,611

2%, Total Dietary Expendifures (2a+b+c+d) 169,611
Residential Care
2F. Dietary Questionnaire Total CCNH RHNS Home
G, Resident Meals:lTota[ no. of meals served per day:*
H. Is cost of employee meals included in 2B? O Yes ® No
. . If yes, i
1. Did you receive revenue from employees? O Yes ® No yes, specify

amt.

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

Ts cost of meals provided to persons other

If yes, specify

K. than employees or residents (i.e., Board O Yes ® No cost
Members, Guests) included in 2E? ’
L. Is any revenue collected from these people? O Yes ® No If yes, specify

amt,

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 monthly staff meetings, board

If yes, specify

N. . O Y ® N
| meetings) provided to employees included ) ©s T © cost.
in 2E?
If yes, specify
0. Is any revenue collected from employees? O Yes ® No

amit.

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

* Count each tray served to a resident at meal time, but do not count liquids or other "between meal" snacks.
#% 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
Fernwood Rest Home, Inc. 1699 9/30/2015 19 | 37
Residential Care
ltem Total CCNH RHNS Home
3.  Laundry
a. In-House Processing* Lbs.
1. Bed linens, cubicle curtains, draperies,
gowns and other resident care items Amt. $ 897 897
washed, ironed, and/or processed. ***.
2. Emplayee items including uniforms, Lbs.
gowns, elc. washed, ironed and/or
processe Amt. §
3. Personal clothing of residents Lbs.
hed, ironed, and/or pr d. ek
washed, ironed, and/or processe Amt. $
4.  Repair and/or purchase of linens. *** Lbs.
Amt. § 1,238 1,238
b. Purchased Services (by contract other $
than through Management Services)
(Complete Schedule C-2 att. Page 21)
¢. Management Services**
d. Other (Specify)
Laundry Supplies
3E, Total Laundry Expendifures (3a+b+ ¢ +d)

3F. Laundry Questionnaire

. . Ifyes,

G. Is cost of employee laundry included in 3E? O Yes ® No yes
specify cost.

H. Did you receive revenue from employees? O Yes ® No Ifye.s i
specify amt.

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

Is Cost of laundry provided to persons other If yes,
I than employees or residents included in 3E? O Yes ® No specify cost.

K. Did you receive revenue from these people? O Yes o ® No ffyes,
specify amt.

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

*®

Do nod 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.

** Schedule C-1, Page 17 must be fully completed or this expenditure will not be allowed.
**% Pounds of Laundry only required for multi-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 License No. |Report for Year Ended Page of
Fernwood Rest Home, Inc, 1699 9/30/2015 20 37
Residential
Item Total CCNH RHNS | Care Home
4. Housekeeping 8q. Ft. Serviced
a. In-House Care by Personnel
1. Supplies - Cleaning (Mops, Amt, $ 22,502 22,502

pails, brooms, efc.)
b. Purchased Services (by contract other | Sq. Ft. Serviced
than through Management Services) | by Personnel
(Complete Schedule C-2 ati. Ant. $
Page 21)

¢. Management Services*
d. Other (Specify’)
Housekeeping Supplies

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

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

2. Purchased from

Medicine Cabinet Drugs
Medical and Therapeutic Supplies
Ambulance/Limousine®**

o ae |

Oxygen
1. For Emergency Use
2. Other***

f. X-rays and Related Radiological
Procedures®**

g. Dental (Not dentists who should be included under
salaries or fees)

-h, . Laboratory***
i. Recreation
j. Other (Specify)****
See Attached Schedule

SK. Total Resident Care Expenditures (5a - 5j)

* Schedule C-1, Page 17 must be fully completed or this expenditure will not be allowed.
** Do not include any fees to professional stalf, these should be reported on Page 13, or, if paid on salary basis, on Page 10.
**% Facility should self-disallow the expense on Page 29 of the Cost Report,
**#4 JCFMR’s should provide a detailcd schedule of all Day Program Costs.




Fernwood Rest Home, Ing, Attachment Page 20
9/30/2015

Schedule of Other Resident Care

Residential

Description CCNH RHNS Care Home
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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
Fernwood Rest Home, Inc. 1699 9/30/2015 22 | 37
Residential Care
Item Total CCNH RHNS Home
6. Maintenance & Operation of Plant
a. Repairs & Maintenance b 43,587 43,587
b. Heat $ 29,717 29,717
¢. Light & Power $ 21,787 21,787
d. Water $ 11,484 11,484
e. Equipment Lease (Provide deiail on page 6) $ 6,666 6,666
f. Other (itemize) 3 63,265 63,265
See Attached Schedule
6g. Tolal Maint, & Operating Expense (6a - 6f) 3 176,506 176,506
7. Depreciation (complete schedule page 23%)
a. Land Improvements $
b. Building & Building Improvements 3 19,626 19,626
¢. Non-Movable Equipment $ 3,438 3,438
d. Movable Equipment $ 6,718 6,718
*7e. Total Depreciation Costs (7a+b+c+d) $ 29,782 29,782
8. Amortization (Complete alt. Schedule Page 24*)
a. Organization Expense $
b. Mortgage Expense $ 214 214
¢. Leasehold Improvements $
d, Other (Specify) $
*8e. Total Amortization Costs (Ba+b+c+d) 3 214 214
9. Rental payments on leased real property less
real estate taxes included in item 10b $
10. Property Taxes
a. Real estate taxes paid by owner $
b. Real estate taxes paid by lessor $ 22,951 22,951
¢, Personal property taxes . ¥ . 978 978
11. Total Property Expenses (7e -+ 8e+ 9 +10) $ 53,925 53,925

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




Fernwood Rest Home, Inc. Attachment Page 22
9/30/2015

Schedule of Other Repairs and Maintenance

Residential
Description CCNH RHNS Care Home
Fire - Monitoring Services -~
R 1'_{{:i_q§:§
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Fermvood Rest Home, Ine.”
9/30/2015

Schedule of Land Improvements Acquired during this report peried

Acquisition Date Description of Item

Cost

Altachment Page 23

Useful
Life

Bepreciation

Toi letions for Land

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

Schedule of Building Improvements Acquired during this report period

Useful
Life

Depreciation

Acquisition Date DNescription of ltem
Additions: S

Tol

*Ties to Page 23, Line B3
#*Ties to Page 23, Line B2

Schedule of Non-Movable Equipment Acquired during this repore peried

Acquisition Date Description_of Item

Caost

Useful
Life

Deprecintion

Additions: i

Total deletions for Non-Mov:

*Ties to Page 23, Line C3
“*['res to Page 23, Line C2

Attachment Pages 23 24




Attachment Pages 23 24
Schedule of Movable Equipment Acquired during this report period

Useful
Acquisition Daie Description_of Item Cost Lifc Depreciation
Additions:

Deletions:

Toial deletions for Moyable Equippient

*Ties to Page 23, Line D2c
**TFies to Page 23, Line D2b

Schedule of Leasehold hnprovements Acquired during this report period
Useful
Acquisition Date Description _of Item Cost Life Depreciation

Additiens:

Total nlditions for Leasehold Inmpx

Deletions:

*Ties to Page 24, Line C3
**Ties to Page 24, Line C2
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State of Connecticut
Annuzal 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
Fernwood Rest Home, Inc. 1699 9/30/2015 25 | 37
11. Property Questionnaire

Part A

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

or feased from a Related Party?*
*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

Date Land Purchased

1954 and 1979

Date Siructure Completed

Various

If NOT Original Qwner, Date of Purchase

Date of Initial Licensure

Total Licensed Bed Capacity

Square Footage

S EN VI EN IR S P

Acquisition Cost
a.

Land

b.

Building

Part B - Owner and Related Parties

1. Financing

If "No," complete Part C.

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

b. Date Mortgage Obtained 02/28/11
¢. Interest Rate for the Cost Year 600.00%
d. Term of Morigage (number of years) 25

¢. Amount of Principal Borrowed 425,000

f. _Principal balance outstanding as of 387,001

Complete if Mortgage was Refinanced

During Current Cost Year

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

1. Date of Refinancing

New Interest Rate

Term of Mortgage (number of ycars)

. Amount of Principal Borrowed

g
1
i
i
k
1

Principal Outstanding on Note Paid-Off

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

Name and Address of Lessor

Property Leased Date of Lease

Term of Lease!

Annual Amount of Lease

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




State of Connecticut
Annuai 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
Fernwood Rest Home, Inc. 1699 9/30/2015 26 | 37
Residential Care
Item Total CCNH RIHNS Home

12, Interest
A. Building, Land Improvement & Non-Movable
Equipment
1. First Mortgage $ 22,372 22,372
Name of Lender Rate
Thomaston Savings Bank
Address of Lender
Main StreetThomaston, CT
2. Second Mortgage $
Name of Lender Rate

Address of Lender

3. Third Mortgage $
Name of Lender Rate

Address of Lender

4. Fourth Mortgage $
" [Name of Lender Rate

Address of Lender

B. CHEFA Loan Information
1. Original Loan Amount $

. Loan Origination Date
. Interest Rate %

o LTI )

. Term
5. CHEFA Interest Expense s

‘|12 B7. “Total Building Interest Expense (Al -A4-+B5) ~ ~ § 22372 | ' C T 22372
(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

Address of Lender

12. C. 3. Total Movable Equipment Interest
Expense (C1 +2)

Name of Facility License No. Report for Year Ended Page of
Fernwood Rest Home, Inc. 1699 9/30/2015 27 | 37
Residential
Hem Total CCNH RHNS Care Home
Subtotals Brought Forward: 22,372 22,372
12. C. Movable Equipment
1. Automotive Equipment $
A. Ttem Rate Amount
Lender
Address of Lender
2. Other (Specify’) $
A. Item Rate Amount
Lender
Address of Lender
B. Item Rate Amount
Lender

12.  D. Other Interest Expense (Specify )
Other Interest Expense

13, Total All Interest Expense (12B7 + 12C3 + 12D) 3 23,115 23,115
14. Insurance
a. Insurance on Property (buildings only) $ 30,014 30,014
b, Insurance on Automobiles 3 2,667 2,667
¢. Insurance other than Property (as specified above)
1. Umbrella (Blawket Coverage) o $
2. Fire and Extended Coverage $
3. Other (Specifi’) $
14d. Total Insurance Expenditures (I14a + b + ¢) 3 32,681 32,681
15.  Total All Expenditures (A-13 thru C-14) $| 1,493,284 1,493,284




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

D. Adjustments to Statement of Expenditures

Name of Facility License No. Report for Year Ended Page of
Fernwood Rest Home, Inc. 1699 9/30/2015 28 | 37
Total
Ttem | Page [ Line Amount of Residential Care
No. | No. | No. Item Description Decrease CCNH RHNS Home
Page 10 - Salaries and Wages
1. Qutpatient Service Costs $
2. Salaries not related to Resident Care b
3. Occupational Therapy $
4, Other - See attached Schedule $ 1,304 1,304
Page 13 - Professional Fees
5. Resident Care Physiciang ** b
6. QOccupational Therapy 3
7. Other - See attached Schedule 3
Pages 15 & 16 - Administrative and General
8. Discriminatory Benefits $
9, Bad Debis b
10. Accounting & Legal $
11. Telephone $
12. Cellular Telephone 5
i3] 15 |1f |Life insurance premiums on the life
of Owners, Partners, Operators $ 8,570 8,570
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.] 16 [m3 |Unallowable Advertising * $ 1,147 1,147
19. Income Tax / Corporate Business Tax $
20. Tund Raising / Contributions $
21. Unallowable Management Fees $
22. Barber and Beauty $
23. Other - See attached Schedule $ 116,104 116,104
. |Page 18 - Dietary Expenditures . S
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 - Houseliceping Expendifures
26. Housekeeping services to employees, guests
and others who are not residents $

Subtotal (Ttems 1 - 26) §

127,125

127,125

# Al except "Help Wanted".

(Carry Subtotal forward to next page )

** Physicians who provide services to litle 19 residents are required to bill the Department of Secial Services dircctly for each individual resident.




Fermnwood Rest Home, Inc, Attachment Page 28
9/30/2015

Schedule of Other Salaries Adjustment

Residential
Page Ref Line Ref » CCNH RHNS Care Home

Schedule of Fees Adjustments

Residential
Page Ref Line Ref Description CCNH RHNS Care Home

Total Other Fees Adjustments |

Schedule of Other A&G Adjustments

Residential
ef __Line Ref Description CCNH RHNS Care Home

fsq 1

Page R




State 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

Fernwood Rest Home, Inc. 1699 9/30/2015 29 | 37
Total

Item | Page|Line Amount of Residential Care

No. | No. | No. Ttem Description Decrease CCNH RHNS Home

Subtotals Brought Forward §

127,125

Page 20 - Resident Care Supplies®**
27, Prescription Drugs 3
28, Ambulance/Limousine 3
29, X-rays, etc $
30. Laboratory $
31, Medical Supplies $
32. Oxygen (non emergency} $
33. Occupational Therapy 5
34. Other - See Attached Schedule 3

Page 22 - Maintenance and Property

35. Excess Movable Equipment Depreciation

See Attached Schedule
36. Depreciation on Unallowable

Motor Vehicles
37.| 22 |10b |Unallowable Property and Real

Estate Taxes $ 333 333
38. Rental of Building Space or Rooms $
39. Other - See Attached Schedule $

Page 27 - Insurance

40, Mortgage Insurance $
41, 27 [14a |Property Insurance 3

Other - Miscellaneous

42, Research or Experimental Activifies $
43. Radio and Television Revenue $
44, Vending Machine Revenue 3
45. Purchase Discounts and Allowances $
46. Duplications of functions or services 3
47, Expenditures made for the protection,
enhancement or promotion of the
providers interest
48. Interest Income on Accounts Rec
49. Other (include personnel and other

costs unrelated to resident care) - See
Attached Schedule

Not For Profit Providers Only

50.

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

2,991

2,991

51. Total Amount of Decrease (Items 1- 50}

3
$ 157,834

157,834

##% Trems billed directly fo Depariment of Social Services and/or Healih Services in CT, or other states, Medicare, and private-pay residents. Identify

separately by category as indicaied on Page 20.




Fernwoad Rest Home, Ing,
9/30/2015

Schedule of Other Anciflary Costs

Line Ref Des

et

Attachment Page 29

Resideatial

Rl’_l_NS Carc Home

Page Ref

Total Other Ancillary Costs =

Schedule of Excess Movable Equipment Depreciation

CCNH

Residential
RHNS Care Home

Page Ref Line Ref Description

Schedule of Other Property Adjustments

Residential

Page Ref Line Ref Description

CCNH

RHNS Cave Home

26ad
_ 6f Reatal Eﬁ{pqﬁéé

Apartment disallowances - See altachment .

Total Other Property Adjustments




Schedule of Other Adjustments Attackmend Page 29

Residential
Page Ref Line Ref Description CCNH RHNS Care Home

Tofal Other Adjusimenis

Schedule of Unallowvable Building Intercst

Residential
Page Ref _ RHNS _ Care_Ho_mc

2,991

Toial Unallowable Bua




Fernwood Rest Home

9/30/2015

Apartment Calculation

Apartment Allocation Percentage

Total Beds (licensed 68 + 1 for Apartment}
Addition bed for Apartment

Costs as a percent of total

Expenses
ABG

Capital

Repairs & Maintenance
Heat

Light and Power

Water

Total

Apartment Allocation
Unallowable Amount

Property Insurance Only (No Lab)
Apartment Amount
Unallowable Amount

Real Estate Taxes
Apartment Amount
Unatlowable Amount

Total Disaliowed Expenses

69

1.45%

43,587
29,717
21,787

11,484

106,575

1.45%

1,545 29/39

12,854

1.45%

186 29/41

22,951

1.45%

333 29/37

2,063




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

F. Statement of Revenue

Name of Facility Licensc No, Report for Year Ended Page of
Fernwood Rest Home, Inc. 1699 9/30/2015 | 37
Residential Care
ltem T CCNH RHNS 31

I. Resident Room, Board & Routine Care Revenue

1. a. Medicaid Residents (CT only ) $| 1288971 1,288,971
b. Medicaid Room and Board Coniractual Allowance ** b
2. a. Medicaid (ANl other states) 5
b, Other States Room and Board Contraciual Allowance ** 3
3, a. Medicare Residents (all inclusive) $
b. Medicare Room and Board Contractual Allowance #* b

4. a. Private-Pay Residents and Other § 112,778 112,778
$

b.

Private-Pay Room and Board Contractual Allowance **

1I. Other Resident Revenue

L.

.

Prescription Drugs - Medicare

b. Prescription Drugs - Medicare Confractual Allowance **

o

. Prescription Drogs - Non-Medicare

j=9

. Prescription Drags - Non-Medicare Contractual Allowance **

. Medical Supplies - Medicare

. Medical Supplies - Medicare Conitactual Allowance **

. Medical Supplies - Non-Medicare

. Medical Supplies - Non-Medicare Contractual Allowance **

. Physical Therapy - Medicare

. Physical Therapy - Medicare Contractual Allowance **

. Physical Therapy - Non-Medicare

. Physical Therapy - Non-Medicare Contractual Allowance **

Speech Therapy - Medicare

. Speech Therapy - Medicare Contraclual Allowance **

Speech Therapy - Non-Medicare

. Speech Therapy - Non-Medicare Contractual Allowance **

., Occupational Therapy - Medicare

. Occupational Thetapy - Medicare Contractual Allowance **

. Occupational Therapy - Non-Medicare

. Occupational Therapy - Non-Medicare Contractual Allowance **

Rloe |5 [(ae (T |ae |72 sl (o

. Other (Specify) - Medicare

b.

Other (Specifv) - Non-Medicare

111, Total Resident Revenue (Section 1. thru Section IL)

= |69 |60 |62 108 |60 |65 |65 (65 |55 |55 | DS 165 |65 |02 |65 8o (6 &8 |02 |or o0 |5

IV. Other Revenue*

. Meals sold to guests, employees & others

1,401,749

. Rental of rooms to noa-residents

27,350

27,350

. Telephone

. Rental of Television and Cable Services

. Interest Income (Specify)

. Private Duty Nurses' Fees

=~ e [ s e b |-

. Barber, Coffee, Beauty and Gift shops

8.

Other (Specify)

168,914

168,914

V. Total Other Revenue (1 thru 8)

196,264

196,264

VI Total All Revenue (HI1+V)

wa | e len fom fen [on |on [on']|en |ea

1,598,013

1,598,013

* Facility should aff-sel the appropriate expense on Page 28 or Page 29 of the Cost Report.

=+ Facility should report olf contractual allowances and’or payer discomts.




Fernwood Rest Home, Inc. Attachment Page 30
9/30/2013

Schedule of Other Resident Revenue - Medicare

Related Exp

Residential
Page Ref Description CCNH RHNS Care HHome

Schedule of Other Non-Medicare Resident Revenue

Related Exp

Residential
Care Hom

Interest Income

Account

Residential
Page Ref  Account Balance CCNH RHNS Care Home

Total Inferest Income

Schedule of Other Revenne

Restdential
Care Home




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

G. Balance Sheet

Name of Facility License No. Repott for Year Ended
Fernwood Rest Home, Inc. 1699 9/30/2015

Page
31

of
g 37

Account

Amount

Assets
A. Current Assets
. Cash {on hand and in banks )

58,436

. Resident Accounts Receivable (Less Allowance for Bad Debts)

121,782

Inventories

1
2
3. Other Accounts Receivable (Excluding Owners or Related Parties)
4
5

. Prepaid Expenses
a. Prepaid - Insurance 60,954

5T | o7 | |

b.

c.

d.

6. Interest Receivable

60,954

=~

Medicare Final Settlement Receivable

8. Other Current Assets {(itemize )

A-9. Total Current Assets (Lines Al thru 8) $ 241,172
B. Fixed Assefs
1. Land $ 35,417
2. Land Improvements *Historical Cost 20,252 $
Accum, Depreciation 20,252 Net
3. Buildings *Historical Cost 882,429 $ 209,503
Accum. Depreciation 672,926 Net :
4. Leasehold Improvements *Historical Cost 5
Accum. Depreciation Net
5. Non-Movable Equipment *Historical Cost 151,705 $ 16,620
Accum. Depreciation 132,085 Net
6. Movable Equipment *Historical Cost 233,093 $ 10,915
Accum. Depreciation 222,178 Net
7. Motor Vehicles ~ *Historical Cost 21,342 $ 1,520
Accum. Depreciation 19,822 Net
8. Minor Equipment-Not Depreciable $
9. Other Fixed Assets (itemize) $
B-10.  Total Fixed Assets (Lines B1 thru 9) $ 276,975
* Historical Costs must agree with Historical Cost reported in Schedules on (Carry Total forward to iext page )

Depreciation and Amortization {Pages 23 and 24).




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

G. Balance Sheet (cont'd)

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

Name of Facility License No. Report for Year Ended Page of
Fernwood Rest Home, Inc. 1699 9/30/2015 32 | 37
Account Amount
Total Brought Forward:|$ 518,147
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 Leaselold or Like Properties (Cl thru 7) 3
D. Investment and Other Assels
1. Deferred Deposits 5
2. Escrow Deposits 3
3. Organization Expense *Historical Cost 5,356
Accum. Depreciation 947 Net ¥ 4,408
4. Goodwill (Purchased Only)
5. Investments Related to Resident Care (ifemize )
6. Loans to Owners or Related Parties (ifemize )
Name and Address Amount Loan Date
7. Other Assets (itemize)
Due From Owners 52

4,460

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

522,608

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




State of Connecticut
Annual Report of Long-Term Care Faciiity
CSP-33 Rev. 6/95

G. Balance Sheet (cont'd)

Name of Facility License No. Report for Year Ended Page of
Fernwood Rest Home, Inc. 1699 9/30/2015 33 | 37

Account Amount
Liabilities

A. Current Liabilities
1. Trade Accounts Payable
2. Notes Payable (ifemize)

108,612

E e | &

3. Loans Payable for Equipment (Current portion ) (itemize)
Name of Lender Purpose Amount

4. Accrued Payroll (Exclusive of Owners and/or Stockholders only )
5. Accrued Payroll (Owners and/or Stockholders only)

6. Accrued Payroll Taxes Payable
7
8
9

5,641

Medicare Final Settlement Payable
Medicare Curtent Financing Payable
. Mortgage Payable (Current Portion )
10. Interest Payable (Exclusive of Owner and/or Related Parties )
11. Accrued Income Taxes*
12. Other Current Liabilities (itemize)

“a|éa [ 1ea|en ier |62 |7 |02

120,956

Accrued - Other 1,247 Accrued Properly Tax (40
Accrued Interest - R. Adkins 66,275 Dueto DSS

- Payroli Clearing - - - {102y - -
Line of Credit 34,827

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

* Business Income Tax (not that withheld from employees). Attach copy of owner's Federal Income (Carry Total forward ro next page)
Tax Return.




State of Connecticut

Annnal 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
Fernwood Rest Home, Inc, 1699 9/30/2015 34 | 37
Account Amount
Total Brought Forward: 256,079
Liab#lities (cont'd)
B.  Long-Term Liabilities
1. Loans Payable-Equipment (itemize)
Name of Lender Purpose Amount Date Due
2. Mortgages Payable 387,001
3. Loans from Owners or Related Parties (itemize ) 7,877
Name and Address of Lender Amount Loan Date :
Various 97,877

4. Other Long-Term Liabilities (itemize )

B-5. Total Long-Term Liabilities (Lines B1 thru 4)

484,878

C. Total All Liabilities (Lines A-13 + B-5)

L-caRc

740,957




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
Fernwood Rest Home, Inc. 1699 9/30/2015 35 | 37
Account Amount
A.  Reserves
1. Reserve for value of leased land $
2. Reserve for depreciation value of leased buildings and appurtenances
to be amortized b
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 resfricted $
6. Total Reserves $
B. Net Worth
1. Owner's Capital $
2. Capital Stock $ 10,000
3. Paid-in Surplus $
4, Treasury Stock 3 {47,046)
5. Cumulated Earnings $ (286,03 1)
6. Gain or Loss for Period 10/1/2014 thru 9/30/2015 |3 104,728
7. Total Net Worth - - - $ {218,349)
C. Total Reserves and Net Worth $ {218,319
D. Total Liabilities, Reserves, and Net Worth 3 522,608




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

H. Changes in Total Net Worth

1. Additional Capital Contributed (itemize)

2. Other (itemize)

. Total Additions

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

Fernwood Rest Home, Inc. 1699 9/30/2015 36 | 37
Account Amount

A.  Balance at End of Prior Period as shown on Report of 09/30/2014 $ (371,031)

B. Total Revenue {From Statement of Revenue Page 30) 3 1,598,013

C.  Total Expenditures (From Statement of Expenditures Page 27) $ 1,493,284

D.  Net Income or Deficit ¥ 104,728

E. Balance

F.  Additions

Deductions
1, Drawings of Owners/Operators/Partners (Specify)

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

Title

Amount

2. Other Withdrawings (Specify))

Purpose

Amount

3. Total Deductions

H.

Balance at End of Period 09/30/15

(266,303




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

I. Preparer's/Reviewer's Certification

Nawme of Facility License No. Report for Year Ended | Page of
Fernwood Rest Home, Inc, 1699 9/30/2015 37 | 37
Check appropriate category

Chronic and Convalescent Nursing Rest Home with Nursing
Home only (CCNH) Supervision only (RHNS})

Preparer/Reviewer Certification

B Residential Care Home

I have prepared and reviewed this report and am familiar with the applicable.regulations governing its preparation.
1 have read the most recent Federal and State issued field audit reports for the Facility and have inquited of
appropriate personnel as to the possible inclusion in this report of expenses which are not reimbursable under the
applicablé regutations. Afl non-reimbursable expenses of which I am aware (except those expenses known to be
automatically removed in the State rate computation system) as a resalt of reading reports, inquiry or other services
performed by me are properly réported as such in this report on Pages 28 and 29 (adjustiments 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.

Date Signed
2 /g

Signature of Preparer Tide .~

" s

Printed Name of Preparer

(e

Craig J. Lubitski Consulting LLC
Address _ Phone Nunber

225 Pitkin Siveet, Bast Hartford, CT 06108 - 860-610-9009

State of Connecticut 2014 Annnal Cost Report Version 12,1



