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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)

Maefair Health Care Center

2142C

License No.

Report for Year Ended

9/30/2016

Page of

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

[facility name] for the cost report period beginning

Maefair Health Care Center

October 01, 2015

and ending

September 30, 2016

, 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 the information provided is true and correct to the
best of my knowledge under penalities of perjury. I also certify that all salary and non-salary
expenses presented in this Report as a basis for securing reimbursement for Title XIX and/or
other State assisted residents were incurred to provide resident care in this Facility. All
supporting records for the expenses recorded have been retained as required by Connecticut law
and will be made available to auditors upon request.

Signed (Administrator) Date &WOmer) Date
-% - _ S -
Come STy N ‘""”“ Oy J D -9l A15-17
Printed Name (Admlmstrator) Printed Name (Owner) '
Terri Golec Lawrence Santilli
Subscribed and Sworn |State of Date \[Signéd (Notary Publi * |Comm. Expires
to before me: - - ) |3 ) 70 - !
Y 11D | e ] P K o .
Conn  RISIT LA, 3,3/ o
Addregs of Notary Public &/ é/{ f f-’(iﬁ@ cvoer Lo
. k Reisteld 7 obwd

(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
Maefair Health Care Center 10/1/2015] 9/306/2016
Address of Facility
21 Maefair Court Trumbull, CT 06611
Report Prepared By Phone Number Date
Athena Health Care Associates, Inc (860) 751-3900 2/15/2017

Item Total CCNH RHNS | (Specify)

1. Dietary wages paid............ccoviiiiiiiiiiii e $
2. Laundry wages paid.............c..cccoiiiiiiiiiiiiiiiee e, $
3. Housekeeping wages paid............ccoeeeviiiiiiiiiiiiin., $
4. Nursing wages paid............oouiiiiiiiiiiiniiiiiiei i, $
5. Allother wages paid..........c..cooviniviiiiniiiiiee i, $
6. Total WagesPaid .........................ccccviiiiinnannnnn.... $
7. Total salaries paid..............cccceiuviiieiiiiiiiiiiiii i, $
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 Faclllty
CSP-2 Rev. 10/2005

General Information and Questionnaire
Type of Facility - Organization Structure

Phone No. of Facility Report for Year Ended Page of
203-459-5152 09/30/16 2 37
Name of Facility (as shown on license) Address (No. & Street, City, State, Zip)
Maefair Health Care Center 21 Maefair Court Trumbull, CT 06611
CCNH RHNS (Specify) Medicare Provider No.
License Numbers: 2142C 07-5404
Type of Facility (Check appropriate box(es))
Chronic and Convalescent Rest Home with Nursing [T (Speci fy
Nursing Home only (CCNH) Supervision only (RHNS) (Specity)
Type of Ownership (Check appropriate box)
L) proprieTorsae [ 1ic 0 pARTNERSHP PROFIT CORP. ) NON-PROFIT CORP. U government [ 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? [ Yes No If "Yes," explain fully.

Administrator

Name of Administrator Nursing Home

Terri Golec Administrator's 000979
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 ' o

General Information and Questionnaire

Partners/Members
Name of Facility License No. Report for Year Ended Page  of
Maefair Health Care Center 2142C 9/30/2016 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

Maefair Health Care Center

License No.

2142C

Report for Year Ended

9/30/2016

Page  of
3A 37

If this facility is owned or operated as a corp

oration, provide the following information:

Legal Name of Corporation Business Address State(s) in Which Incorporated
Maefair Health Care Center, Inc 21 Maefair Court, Trumbull, CT CT
06611
. . . No. Shares
Name of Directors, Officers Business Address Title Held by Each
Lawrence G. Santilli 21 Maefair Court, Trumbull, CT President 880.1015
06611
Debra M Soucey 21 Maefair Court, Trumbull, CT Secretary
06611
Michael E. Mosier 21 Maefair Court, Trumbull, CT Treasurer
06611
Names of Stockholders Owning at Least
10% of Shares
Other than noted above:
Conservators for Lawrence E. Santilli 21 Maefair Court, Trumbull, CT 119.8985
06611




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

General Information and Questionnaire
Individual Proprietorship

Name of Facility

Maefair Health Care Center

License No.

2142C

Report for Year Ended

9/30/2016

Page
3B

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 o

General Information and Questionnaire
Basis for Allocation of Costs

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

Maefair Health Care Center 2142C 9/30/2016 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

DIBLATY ...ttt et e Number of meals served to residents

Laundry......oooviiiiiiiiiiiiii i Number of pounds processed

Housekeeping........o.ovvviiiieniiiniiiiiiiniiiininiiiiiiin, Number of square feet serviced
Number of hours of routine care provided by EACH

NULSIIZ. . e ettt e employee classification, i.e., Director (or Charge Nurse),
Registered Nurses, Licensed Practical Nurses, Aides and
Attendants

Direct Resident Care Consultants......................eeu.nl ) Number of hours of resident care provided by EACH
specialist (See listing page 13)

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

Property costs (depreciation)............c.cooeiiiiiiiiiniiin... Square feet

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

Management ServiCes.......o.ovuuuiniiiiiiiniineeianananannn... 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 ’[h.IS 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, etc.)

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

Not Applicable:No Non-Nursing Home Cost Centers
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FEB-db-2ule 12:59 From:

OILEAF

RENTAL AGREEMENT

To:2034595156 Page:1-3

1720A Cretre Street, Moberly, MO 65270
Phone: 800-662-3759, Fax: 500-426-2626

CHRTOMER LEGAL NAME:
~ fair Health Care Center Inc

Tex ID&:
061385355

Telephone No:

2034595152

;Blmng Address:
2] Maefiar Court, Trumbull, CT 06611

Equipment Location (if other than Billing Address).
21 Maefair Court, Trumbull, CT 06611

EQUIPMENT DESCRIFTION: (indicate quantity, new or uscd and include make, model, serial # and all attachments — see below and/or attached Schadule A)

Unit Quantity Deaeription of Equipment Mzke and Type Madel Numher Seriat Number
* PLEASE REFER TO SCHEDULEA

BASE TERM TOTALNUMBER OF RENTAL (2) Advance Payment; 30.00: *+ *Mf more than onc rental payment is required as an
INMONTHS PAYMENTS . Advance Payment, the balance will bo applied to rents]

Sccurity it: $0.00; ments in inverse order, starti ith the fast
43 48 @ §1.200.00 (plus taxes) (b} ity Deposit 0.00; g:zmenc in inve er, starting wi o fast rental
(¢} Documentation Feg; $95.00 Your obligation to pay all amounts and perform aj)
other obligations is  won-caneellable, absolute,
Totl dueatb+e= $95.00 unconditional and wot subject lo abatement, set-off ar

defense,
TERMS AND CONDITIONS

In this agreement (“Rental™), “we,” “our,” and “us” refors to LEAF Capitat Funding, LLC
2nd “you” and “your" refer to the Custormer. You agree to rent the Equipment from us upon
the following terms and conditions:

1. RENTAL PAYMENTS AND TERM: The Rental i3 enforceable on you upon your
xecution, The term of the Rental shall commence on the date the Equipment is delivered to
you (“Rental Commencement Date®). The irst Rental Payment shall be due on the dato we
specify in tha month following the Rental Commeéncement Date, as set forth in our invoijce,
and the remaining Rental Payments will be due on the same day of each subsequent month
(each, a2 “Payment Date’) until paid in full. The Base Term shall commence ot the date one
month prior to the first Payment Date. We may charge you 3 portion of one Rental Payment
for the period from the Rental Commencement Date until the first day of the Base Term
(“Interim Rent”). The Interim Ront shall be due as invoiced. We may adjust the Rental
Payments up to 15% i the actual costs arc differeot than the estimate uscd to calewlate the
Rental Payments,

2. DELIVERY, ACCEPTANCE, USE AND REPAIR: You arc responsible for Equipment
delivery and installation. Unless you notify us otherwise in writing within {0 days of delivery,
you unconditionally accept the Equipment You authorize us to fil in the Rental
Commencement Date, serial numbers mnd other information Yon will not rmsove the
Equipment from the above location without cur written consent and are responsible for
mrintaining the Equipment in good repair. We arc not responsible for Equipment or vendor
{ os

.. DEMNIFICATION: You agree to indemnify, defend and hold us harmless from and
against any losses, danages, penalties, claims and suits, including attorneys™ fecs and
expenses related o the ordering, manufocture, instliation, ownership, condition, use, rental,
possession, delivery of retum of Equipment.

4. RENTAL EXPIRATION, RENEWAL: Unless you notify us at least 90 days prior to
the expiration of the Rental of your election to return the Equiprsent, this Rental will
renew on a month-to-month basis at the same monthly Rental Payrent until you
provide us with at least 90 days notice and return the Equipment. If you retum the
Equipment, (i) it must be 1o the Jocation we designate and you are responsible for all return
costs and we may charge a Restocking Fee equal to one Rental Payment, and (ii) you must
securely remove afl data from any and all disk drives or magnetic media prior to returning the
Equipment (and you src solely responsible for sclecting an appropriate removal standard that
meets your business nesds and complies with applicable laws). You will pay us for any foss in
value resulting from failure to maintin the Equipment in accordance with this Rental or for
damages incurred in shipping and handling.

5. LATE FEES AN CHARGES: If any amount is not peid within five (5} days of when
due, you agres to pay us a late charge cqual to the lesser of 10% of the amount past due or the
maximure legal amount Amounts which arc not paid within 30 days of when duc shall aecrue
mnterest at 1.5% per month (or if' less, the maximum lcgal rate) until psid. You agree to piy
$25 for each pay by phone and $35 for each roturned payment,

6. NO WARRANTY: We do not manufacture the Equiptient and you have sclocted the
Equipment and the supplier WE MAKE NOQ EXPRESS OR IMPLIED WARRANTIES,
INCLUDING THOSE OF MERCHANTABILITY OR FITNESS FOR A PURPOSE
AND ARE NOT RESPONSIBLE FOR CONSEQUENTIAL OR INCIDENTAL
DAMAGES,

7, INSURANCE, RISK OF LOSS: You bear all risk of loss or damage to the Equipment
from its order until it 15 returned 1n the rcquired condition (“Risk Period”), During the Risk
Peried you will maintain property and lisbility insurance on the Equipment acceptable 1o us,
maming s loss payeo and additional insured. If you do not provide vs with proof of such

interess). If we obtain such insurance, you will pay us an additional amount for the cost of
such insurance and an administrative fee, the cost of which may be more than the cost to
obitain your own insurance and an which we may make a profit

8. OWNERSHIP AND TAXES: We owr the Equipment (excluding licensed software). You
will pay, when due, all taxes, fines and penaltics relating to the purchase, use, renting and/or
ownership of the Equipment For administralive purposes, unless we otherwise direct in
writing, you will list Customer a5 the wner of the Equipment for property tax purposes angd
file and pay when duc any property taxes relating to the Equipment directly to the taxing
authority and provide us with evidonce of compliance 1f we pay any taxes, fees or penalties
on your behalf, you will pay us the amount we paid plus an administrative foe. ‘You authorize
us (0 file UCC financing statesnents and other documents we deem necessary ta confirm our
interest in the Equipment. You agree to pay us the documentation fee specified above or i
not so specified, the grester of either $125 or 0.5% of the Equipment cost. If we require an
Equipment site inspoction, or you request administrative services, you agree to reimburse our
COStS,

9. DEFAULT: If you or any guarantor do not pay us any amount within ten (10) days of its
duc date, or breach any terms of this Rental, any guaranty or any license relating to the
Equipment, you will be in default. [f you default, we may require you to do any combination
of the following;: (a) smmediately pay all amounts then due, pluy the present value of the
femaining Rental Payments, Interim Rent and residual value of the Equipment, as determined
by us, discounted ut an annual rate of 3%; (b) retum all of the Equipment; (c) allow us to
repossess the Equipment; or (d) use any and slf remedics available to us under applicable
law. If you default, you agree to pay the cost of repossession and our sttomey’s fees and
costs In nddition to all other charges and as reimbursement for expenses incurred and not a5
a penalty, we may require you to reimburse us for the phone calls, letters, and any additional
expense incurrcd in the collection or servicing of this Rental to you. iff we take possession of
the Equipment, we may scll or otherwise dispose of it with or without notice, at a public or
private sale, and apply the nct proceeds (after we have deducted all costs related 1o the sale or
disposition of the Equipment) to the amounts that you owe us. You agree that if notice of sale
18 required by law, 10 days’ notice shall constitutc reasorable natice. You remain responsible
for any amounts that are duc afier we have applicd such net proceeds, We may apply any
security doposits to your obhigations and if you do not default, the balance will be refunded
without interest.

10. ASSIGNMENT: You have no right to sell or asgign
may sell or assign our rights in the Rental and/or Equipment
our rights but wil} not be subject to any claim or defonse you have against us.

H. ARTICLE 2A: You sgree this Rental is a “finance lease” as defined in Article 2A of the
Uniform Commercial Code. You wuive ait rights and remedics conferred upon a lessee by
Article 2A (508-522) of the UCC. You have received a copy of the Supply Contract or been
informed of the identity of the Supplier and you may have rights under the Suapply Contract
and may contact the Supplicr for a description of those rights.

12. CREDIT INFORMATION: You authorize ug or any of our affiliates to obtain credit
bureau reports, and make other credit inquirics that we deem necessary,

13, CHOICE OF LAW: THIS RENTAL WILL BE GOVERNED BY PENNSYLVANIA
LAW. YOU CONSENT TO JURISDICTION IN THE SYATE OR FEDERAL COURTS
IN PENNSYLVANIA AND WAIVE ANY RIGHT TQ A TRIAL BY JURY.

14, MISCELLANEQUS: This Renta! is the parties’ entire agreement and can be amended
only in writing signed by both parties. A fax of the Rental with fax signaturcs may be (reated
as en original and will be admissible a5 evidence. You will use the Equipment only for
Tﬁmss purposes and not for personal, family or houscheld use,

the Equipment or Rental. We
and the new owner will have al)

insurance, we may securc insurance on the Equipment to cover guy intercsts (and only our
ACCEPTED BY CUSTH (3MER;«‘M efair Health Care Center jne

Gi—

“7 Print Name; l\@)
<= E-Mai) Address:

VANWA A
[ f{/(_ﬂ:[f,‘rﬂ,wmc:/htmlmm‘rrby
efa MEBED 25T, 6.0l

NN,
Min ¢

ERSONAL GUARANTY: Undersigried guarantees that Customer will make all payments ang perform all other abligations under the Rental when due, Undersigned agrees that this is a
suaranty of payment and not of collection, and that we,can pipceed directly against undersigned without first proceeding against Customer or the Equipment. Undersigned also wawes all
fim nnf{fnscms 1o any extensions or modifications

wrrvship defenses and notification if the Custome a;{ in defAult
¥ 78’ fees) we incur in enforeing our rights agdinst dndersigned o
i.__..zes us and our affiliates to obtain credit bupeau| repons and

*ennsylvania and expressly waive any right 1o a trié&lb&\)l}ry,

ustoies, i more than ooc person gigns this guaranty, :
e.inquines regarding undersigned’s personal ercdit. You consent to Jurigdiction in the Siate or Federal counts in

granted to Customer. Undersigned will pay us all oxpenses (including
cach agrees that histher linbility is joint and soveral, Undersigned

.r//
P \int Name:

JIGNED X I\ E-Mail Address:
\ceepted by: i v
EAF CAPITAL FUNDING, LLC Bw: { ./ Title: Dota:

{

RENTALOI 8-20-2012 App=341804




FEB-25-2816 13:90 From: To: 2934595156 Pase: 23

SCHEDULE A TO RENTAL AGREEMENT
(EQUIPMENT DESCRIPTION)

Rental Application No.: 341804

[QNT | Equipment Description | NewlUsed Make | Madel Serial Number |
Location: 21 Maefair Court, Trumbull, CT 06611

7 Xerox WorkCentre 3655X Copier Systems New Xerox WorkCentre 3655X

1 Xerox WorkCentre 8655 Copier System New Xerox WorkCentre 6655

1 Xerox WorkGCentre 5345 Copier System New Xerox WorkCentre 5945

1 Xerox 5880 Copier System New Xarox 5890

o

’CUSTOMER M i Ith Care rinc LEAF CAPITAL FUNDING, LLC

é A/ﬁ”itdﬂ( ( /‘ﬁ /L(X BY:
pRINT Name: Lo dl. (] }dm PRINT NAME:

TITLE: /L{{)LWJL/( :}W ﬁ\,[/@\/ TITLE:
pare! A5 _Leh. ol 18 DATE:




FEB-25-2016 13:00 From:

I 0 c¥I4090100 rFaeeioy

DELIVERY AND ACCEPTANCE CERTIFICATE

Date of Equipment Delivery: ﬂ{g /?{Ob 015
Application No.: 341804

Maefair Health Care Center Ine ("Customer”) hereby certifies that all of the equipment, software and other property
(collectively, "Equipment”) referred to in that certain Agreement related to the above referenced application number (the
“Agreement’) by and between Customer and LEAF Capital Funding, LLC ("LEAF") has been delivered to and been
received by Customer at the location(s) set forth in the Agreement, that all installation or other work necessary prior to the
use thereof has been completed, that the Equipment has been examined by the Customer and is in good operating order
and condition and is in all respects satisfactory to Customer, and that the Equipment is accepted by the Customer for all
purposes under the Agreement. Customer represents and warrants that the Date of Equipment Delivery set forth above and
the Billing Address and the Equipment Location set forth in the Agreement are correct. By its execution and delivery of this
Acceptance Certificate, Customer hereby reaffirms all of the representations, warranties and covenants contained in the
Agreement as of the date hereof, and further represents and warrants to LEAF that no Event of Default, and no event or
condition which with notice or the passage of time or both would constitute an Event of Default, has ococurred and is
continuing as of the date hereof. Customer further certifies to LEAF that Customer has selected the Equipment (and to the
extent applicable, the vendor of the Equipment) and has received and approved the purchase order, purchase agreement or
supply contract under which the Equipment will be acquired for all purposes of the Agreement.

ACCORDINGLY, CUSTOMER AUTHORIZES LEAF TO PURCHASE THE EQUIPMENT FROM THE APPLICABLE
SUPPLIER(S).

DO NOT SIGN THIS DELIVERY AND ACCEPTANCE CERTIFICATE UNTIL YOU HAVE RECEIVED ALL OF THE

EQUIPMENT.

CUSTOMER: Maefair Health Care Center Ing

By'//O s /[} ( M L

l
Print Name; >0\ O\ 0 ((\/Q//.(l Cca

Title: */ A n o atzy

-

J/

-Mail Addrese} r‘/ném;,m i :5'[7’6&{’0“(( 2) W\ﬁfq%(; h ¢ Came .
Date: 5. Tob 2010

THE ABOVE SIGNATORY AFFIRMS THAT HE/SHE IS A DULY AUTHORIZED CORPORATE OFFICER OR OFFICIAL,
MEMBER, PARTNER OR PROPRIETOR OF THE ABOVE NAMED CUSTOMER.




OLEAF

Capital Funding, LLC.

clo Insurance Service Center

P.O. Box 979127

Miami, FL. 33197-9127

Phone: (877) 248-5574/Fax: (305) 964-2690

Important Insurance Notice

03/15/12

l“IlII”III"IIIII”III"II""Illlllllllll”!lllllll”ll”ll
ATTN: ACCOUNTS PAYABLE

MAEFAIR HEALTH CARE CENTER INC

21 MAEFAIR COURT

TRUMBULL CT 06611-4871

Re: Required Property Coverage on Your Leased/Financed Equipment
Agreement Number: 1001436947001
Equipment Description: (1)KYOCERA 6500 & (1)KYOCERA

Welcome to LEAF CAPITAL FUNDING, LLC. . Your business is important to us and we want to enhance
your relationship with us by making it easy for you to secure the required property insurance coverage on the
equipment.

Your leaseffinance agreement requires you to maintain property insurance on this leasedffinanced equipment. We
have an insurance program that offers coverage for this specific piece of equipment or you may use your insurance
coverage through your own provider. Insuring the equipment provides an efficient means for repair or replacement
- minimizing the impact to your company - should the equipment be lost, stolen, destroyed, or damaged. If you do
not arrange insurance, we will insure the equipment at your expense.

Under the insurance program, LEAF CAPITAL FUNDING, LLC. purchases a property insurance policy
through our equipment insurance manager. In addition to fire, theft, and other standard perils, our property policy
also covers power surge, flood, and terrorism. Furthermore, there is no deductible for losses over $100 (losses
under $100 will not be covered).

If you choose this program by not acquiring your own insurance policy, we will add $33.65 to your monthly
invoice.

Please note that your company is not an insured, an additional insured, or a loss payee under our policy.

If you wish to use your own property insurance to protect this equipment, please have your agent contact our
insurance center at (877) 248-5574 or fax/e-mail a copy of the certificate with the appropriate coverage to

(305) 964-2690/insdoc @assurant.com. Please reference your LEAF CAPITAL FUNDING, LLC. agreement
number (as stated above) and verify that:
. your property insurance covers the equipment and includes:

*  “LEAF CAPITAL FUNDING, LLC. . its successors and/or assigns” named as Loss Payee

* “Special form” coverage incliuding theft

» Coverage effective as of 03/07/12

«  Equipment description

If your agent does not confirm property insurance coverage on the equipment within thirty (30) days from the date
of this letter, the equipment will be insured under our policy and you will be obligated to pay the insurance charge
of $33.65 that will be added to your invoice. The insurance charge may result in profit to the
lessorflienholder and its agents. You retain the option to purchase your own insurance, which may cost
less than the insurance charge we will charge.

Thank you for assuring that the equipment is properly insured. If you have questions regarding the information in
this letter, please call the Insurance Center at (877) 248-5574.

Sincerely,
LEAF CAPITAL FUNDING, LLC.

LEAFLOGO.DOC-1111 1 EWCFL BLNDOCO%10
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Lease Application No.: 143694

EXHIBIT A TO LEASE AGREEMENT
(EQUIPMENT DESCRIPTION)

l QNT‘ Equipment Description New/Used Make Model Serial Number 1
L.ocation: 21 Maefair Court, Trumbull, CT 06611
1 Kyocera TASKalfa 6500 New

Location: 21 MAEFAIR COURT, TRUMBULL, CT 06611
1

Kyocera TASKalfa §500i Copier System

LESSEE: Maefzair Health Care Center Inc

BY: :/Z;(’ é/%C //\70;( S0

New

LEAF CAPITAL FUNDING, LLC

BY:
"SINT NAME; /,Mé’lc/l,v\ //c’w-’/l/b PRINT NAME:
AE: A O TITLE:
DATE: 9/ (u’/ L C/O— DATE:
Page 1 of 1

5-1-08

T

I
:
i
g
i
i
i




‘LEAF CAPITAL FUNDING, LL.C RENTAL AGREEMENT 1720A Crete Street, Moberly, MO 65270
Phane: 800-662-3759, Fax;: 1-800-426-2626
CUSTOMER LEGAL NAME: . Tax ID# Telephone No:
Maefair Health Care Center Inc 2034595152

Billing Address:

~-21 Maefair Court, Trumbull, CT 06611

Equipment Location (if other than Billing Address):

21 MAEFAIR COURT, TRUMBULL, CT 06611

JUIPMENT DESCRIPTION: (indicate quantity, new or used and include make, model, serial # and afl attachments — atiach separate schedule if necessary)

Unit Quantity Description of Equipment Leased Make and Type Model Number Serial Number
* PLEASE REFER TO EXHIBIT A(s)
BASE TERM TOTAL NUMBER OF RENTAL X x| F¥If more than one rental payment is required as an Advance
IN MONTHS PAYMENTS: 48 (2) Advance Payment: $0.00;** Payment, the balance will be applied to rental payments in
$888.00 fus tax (b) Security Deposit: $0.00: inverse order, starting with the last rental payment.
48 @3$8880 (plus taxes) - Your obligation to pay all ameunts and perform all other
48 (c) Documentation Fee; $95.00 _ | ohligations is non-cancellable, absolute, unconditional and
Total due at+btc= $95.00 not subject to abatement, set-off or defense.
TERMS AND CONDITIONS

In this agreement (“Rental™), “we,” “our,” and “us” refers to LEAF Capital Funding,
LLC as rentor and “you™ and “your” refer to the Customer. You agree to rent the
Equipment upon the following terms and conditions:
L. RENTAL PAYMENTS AND TERM: The Rental is enforceable on you upon your
execution. The term of the Rental shall commence on the date we accept/book the
Rental (“Rental Commencement Date™). The first Rental Payment shall be due on the
date we specify in the month following the Rental Commencement Date (“Base Term
Commencement Date™), as set forth in our invoice, and the remaining Rental Payments
will be due on the same day of each subsequent month until paid in full. The Base
Term Commencement Date shall be the start of the Base Term of the Rental. We may
charge you a portion of one Rental Payment for the period from the Rental
Commencement Date until the day preceding the Base Term Commencement Date
(“Interim Rent”). The Interim Rent shall be due as invoiced. We may adjust the Rental
Payments up to 15% if the actual costs are different than the estimate used to calculate
the Rental Payments,
2. DELIVERY, ACCEPTANCE, USE AND REPAIR: You are responsible for
Equipment delivery and instailation. Upon delivery and installation of the Equipment
you agree to confirm to us in writing or by telephone verification your unconditional
acceptance of the Equipment for purposes of this Rental. You authorize us to fill in the
Rental Commencement Date, serial numbers and other information. You will keep the
Equipment at the above location and are responsible for maintaining the Equipment in
good repair. We are not responsible for Equipment or vendor failures.
3. INDEMNIFICATION: You agree to indemnify, defend and hold us harmless from
' against any losses, damages, penalties, claims and suits, including attorneys’ fees
: 2xpenses related to the ordering, manufacture, installation, ownership, condition,
use, rental, possession, delivery or return of Equipment.
4. RENTAL EXPIRATION, RENEWAL: Unless you notify us by certified mail
between 90 and 180 days prior to Rental expiration or any renewal term, of your
election to return the Equipment, this Rental will renew for successive 90 day periods
at the same monthly Rental Payment until you provide us with the required notice and
return the Equipment. If you retum the Equipment, it must be to the location we
designate and you are responsible for all retum costs and agree to pay us a Restocking
Fee equal to one Rental Payment.
5. LATE FEES AND CHARGES: If any amount is not paid within five (5) days of
when due, you agree to pay us a late charge equal to the lesser of 10% of the amount
past due or the maximum legal amount. Amounts which are not paid within 30 days of
when due shall accrue interest at 1.5% per month (or if less, the maximum legal rate)
until paid. You agree to pay $25 for each check by phone and $35 for each returned
check.
6. NO WARRANTY: We do not manufacture the Equipment and you have selected
the Equipment and the supplie. WE MAKE NO EXPRESS OR IMPLIED
WARRANTIES, INCLUDING THOSE OF MERCHANTABILITY OR FITNESS
FOR A PURPOSE AND ARE NOT RESPONSIBLE FOR CONSEQUENTIAL
OR INCIDENTAL DAMAGES.
7. INSURANCE;'RIS)K OF LOSS: You bear all risk of loss or damage to the
Equipment from its order until it is returned-% us in the required condition (“Risk

Period”). During the Risk Period you will maintain property and liability insurance on
the Equipment acceptable to us, naming us loss payee and additional insured. If you do
not provide us with insurance, we may: (a) purchase such insurance and charge you the
cost plus a fee, or (b) charge you a monthly risk fee of 0.25% of the original
Equipment cost, but in either case, you shall not be relieved of any obligations under
this Rental.

8. OWNERSHIP AND TAXES: We own the Equipment (excluding licensed
software). You will pay, when due, all taxes, fines and penalties relating to the
purchase, use, leasing and/or ownership of the Equipment. For administrative
purposes, unless we otherwise direct in writing, you will list Customer as the owner of
the Equipment for property tax purposes and file and pay when due any property taxes
relating to the Equipment directly to the taxing authority and provide us with evidence
of compliance. If we pay any taxes, fees or penalties on your behalf, you will pay us
the amount we paid plus an administrative fee. You authorize us to file UCC financing
statements and other documents we deem necessary to confirm our interest in the
Equipment. You agree to pay us the documentation fee specified above or if not so
specified, the greater of either $125 or 0.5% of the Equipment cost. If we require an
Equipment site inspection, or you request administrative services, you agree to
reimburse our costs,

9. DEFAULT: If you or any guarantor do not pay us any amount within ten (10) days
of its due date, or breach any terms of this Rental, any guaranty or any license relating
to the Equipment, you will be in default. If you default, we may require you to do any
combination of the following: (a) immediately pay all amounts then due, plus the
present value of the remaining Rental Payments, Interim Rent and residual value of the
Equipment, as determined by us, discounted at an annual rate of 4%; (b) return all of
the Equipment; (c) allow us to repossess the Equipment; or (d) use any and all

remedies available to us under applicable law. If you default, you agree to pay the cost
of repossession and our attorney’s fees and costs. We may apply any security deposits

to your obligations and if you do not default, the balance will be refunded without
interest.

10. ASSIGNMENT: You have no right to sell or assign the Equipment or Rental,

We may sell or assign our rights in the Rental and/or Equipment and the new owner
will have all our rights but will not be subject to any claim or defense you have against

us.

11. ARTICLE 2A: You agree this Rental is a “finance lease” as defined in Article 2A

of the Uniform Commercial Code. You have received a copy of the Supply Contract or

been informed of the identity of the Supplier and you may have rights under the

Supply Contract and may contact the Supplier for a description of those rights.

12. CHOICE OF LAW: THIS RENTAL WILL BE GOVERNED BY MISSOURI

LAW. YOU CONSENT TO JURISDICTION IN THE STATE OR FEDERAL

COURTS IN MISSOURI AND WAIVE ANY RIGHT TO A TRIAL BY JURY.

13. ENTIRE AGREEMENT: This Rental is the parties’ entite agreement and can be

amended only in writing signed by both parties. A fax of the Rental with fax signatures

may be treated as an original and will be admissible as evidence.

14, CREDIT INFORMATION: You authorize us or any of our affiliates to obtain

credit bureau reports, and make other credit inquiries that we deem necessary. .

ACCEPTED BY CUSTOMER: Maefair H/éuﬁ w Inc
X__/ _-_Q;'l"/(,bb /é(,

ustomer-ATithdrized Signature

Equipment Delivery and Acceptance: Customer hereby

the Customer, ,ié in good operating condition ang is accepted by Custome;
carrect. Customer authorizes LEAF Capital Fyhding, LLC 5 pay the E

WAV //ét',

Aulthorized Signature: -

Print Name: 270 €A USS O
7 E-Mai} Address.-d“‘(hhi NS + ra.im A \11110_6‘@'/ h(g*f‘g“

certifies that the Equipment: (a) has been delivered to and installed at the above location(s);
r ali purposes of the Rental. Customer warrants that the Equipment Delivery Date set forth below i
ipment purchase price to the applicable vendor(s).

Tite: A £ (d rd
3/6f/ o~

and (b) has been examined b;

3 /o [/~

Equipment Delivery Date:

this is a guaranty of payment and not of co
Iso waives all suretyship defenses an:é;?

SIGNED X Print Name:

PERSONAL GUARANTY: Undersigned | ggérantees that Customer ill make all payments and perform ail other obligations under the Rental when due. Undersigned agrees that
lJection, and that we can proceed directly against undersigned without first

ification if the Customer is in default and consents to
expenses (including attorneys’ fees) we jricur in enforcing our rights against undersigned or Customer. If mare than cne person signs this guaranty, each agrees that his/her liability i
" nd several. Undersigned authorizés us and our affifiates to obtain credit bureau reports and make inquiries regarding undersigned’s personal credit. You consent to Jjurisdictio
.. _-State or Federal courts in Randolph County, Missouri and expressly waive any right to a trial by jury.

proceeding against Customer or the Equipment. Undersigred
any extensions or modifications granted to Customer, Undersigned will pay us all

E-Mail Address:

ccepted by:

LEAF CAPITAL FUNDING, LLC By: Title:

Rental Commencement Date: {MOB04/ ll.lZ.OSJ




(OLEAF

Date of Equipment Delivery:

DELIVERY AND ACCEPTANCE CERTIFICATE

Maefair Health Care Center Inc (“Customer”) hereby certifies that all of the equipment, software and other property
(collectively, “Equipment”) referred to in that certain Agreement No. 143694 (‘Agreement”) dated as of , 201
by and between Customer and LEAF Capital Funding, LLC (“LEAF") has been delivered to and been received by
Customer at the location(s) set forth in the Agreement, that all installation or other work necessary prior to the use thereof
has been completed, that the Equipment has been examined by the Customer and is in good operating order and condition
and is in all respects satisfactory to Customer, and that the Equipment is accepted by the Customer for all purposes under
the Agreement. Customer represents and warrants hat the Date of Equipment Delivery set forth above and the Billing
Address and the Equipment Location set forth in the Agreement are correct. By its execution and delivery of this Acceptance
Certificate, Customer hereby reaffirms all of the representations, warranties and covenants contained in the Agreement as
of the date hereof, and further represents and warrants to LEAF that no Event of Default, and no event or condition which
with notice or the passage of time or both would constitute an Event of Default, has occurred and is continuing as of the date
hereof. Customer further certifies to LEAF that Customer has selected the Equipment and has received and approved the
purchase order, purchase agreement or supply contract under which the Equipment will be acquired for all purposes of the
Agreement.

ACCORDINGLY, CUSTOMER AUTHORIZES LEAF TO PURCHASE THE EQUIPMENT FROM THE APPLICABLE
SUPPLIER(S).

DO NOT SIGN THIS DELIVERY AND ACCEPTANCE CERTIFICATE UNTIL YOU HAVE RECEIVED ALL OF THE
EQUIPMENT.

CUSTOMER:-Maefair Health Care Center Inc

By: .~ /ﬁﬁ/f,u, /% RN
C////'j/ N o / \

Print Nafne: _ntie Ura

Title: /’/Z ﬂ() Uf@/

E-Mail Address: G(’n\im‘&-}ra%c:\ v /)’ba air h cC. Co M

Date: 3) L “}_—

THE ABOVE SIGNATORY AFFIRMS THAT HE/SHE IS A DULY AUTHORIZED CORPORATE OFFICER OR OFFICIAL,
MEMBER, PARTNER OR PROPRIETOR OF THE ABOVE NAMED CUSTOMER.

Page 1 of 1 D&A 01 2-22-2012




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-7 Rev. 6/95 _ R
General Information and Questionnaire
Accounting Basis

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

Maefair Health Care Center 2142C 9/30/2016 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 O No If"No," explain.

previous period?

Independent Accounting Firm

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

1 Dworkin, Hilman, LaMorte & Sterczala Four Corporate Dr, Shelton, CT

2 Marcum LLP 555 Long Wharf Drive, New Haven, CT

3 Dopkins & Co 200 International Dr, Buffalo, NY

4

Services Provided by This Firm (describe fully)

1 2015 Audit, Yearend financials & tax returns $ 14,000

2  Preparation of Medicare Cost report $ 2,650

3 Key Bank audit (Disallowed) $ 926

4 $ -

Charge for Services Provided

$17,576

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

Yes L] No Pg 15, Lineld

 Legal Services Information

Name of Legal Firm or Independent Attorney Telephone Number

1  Goldman, Gruder & Woods 203-899-8900

2  Probate, Shiff Harding

3 Murtha Cullina 860-240-6000

4  Shipman & Goodwin 860-251-5000

5

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

1 200 Connecticut Ave. Norwalk, CT

2

3 185 Asylum Street, Hartford, CT

4  One Constitution Plaza, Hartford, CT

5

Services Provided by This Firm (describe fully)

1 Collections:Disallowed $ 23,154

2 KEY Bank:52685(Disallowed); probate $1045 (disallowed) § 3,730

3 Audit Letter & Sec. of State Annual Filing $1425:allowed; Mgmt agreement amendment 529 and general ssues $319:Disallowed s 1772

4  Employee Matters: Disallow $ 8,095

5 3 -

Charge for Services Provided

$36,751

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

Yes {J No Pg 15, Line 1e
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State of Connecticut
Annual Report of Long-Term Care Facility

CSP-9 Rev. 9/200

2

Schedule of Resident Statistics (Cont'd)

Name of Facility License No. Report for Year Ended Page of
Maefair Health Care Center 2142C 9/30/2016 9 37
4. Were there any changes in the certified bed capacity during the report year? [0 YES NO
If "YES", provide the following information:
Place of Change Change in Beds Capacity After Change
(Specify) Lost Gained
Date of CCNHREHNS
Change | @ 3) M @ 3] @O |@] (3) JCCNH RHNS (Specify) Reason for Change

5. If 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)
Istchange... ... ..o
20d ChaNEe... ... ...vve e e
3rd change. .. ...
dthchange...... ... ...
6. Number of Residents and Rates on September 30 of Cost Year
Medicare Medicaid Self-Pay Other State Assisted
Item CCNH CCNH RHNS CCNH RHNS (Specify) R.C.H. | ICF-MR
No. of Residents 9 108 3 6
Per Diem Rate

a. One bed rm. 555.98 244,87 526.00 497.66
b. Two bed rms. 555.93 244.87 514,00 497.66
¢. Three or more
bed rms.
7. Total Number of Physical Therapy Treatments TOTAL CCNH RHNS |(Specify)
A. Medicare - Part B 6,494 6,494

B. Medicaid (Exclusive of Part B)

1. Maintenance Treatments 1,764 1,764
2. Restorative Treatments
C. Other 14,912 14,912

D. Total Physical Therapy Treatments

23,170

8. Total Number of Speech Therapy Treatments

A. Medicare - Part B

B. Medicaid (Exclusive of Part B)

23,170

1. Maintenance Treatments 266 266
2. Restorative Treatments
C. Other 1,380 1,380
D. Total Speech Therapy Treatments 2,127 2,127
9. Total Number of Occupational Therapy Treatments
A. Medicare - Part B 3,709 3,709
B. Medicaid (Exclusive of Part B)
1. Maintenance Treatments 1,231 1,231
2. Restorative Treatments
C. Other 12,006 12,006
D. Total Occupational Therapy Treatments 16,946 16,946




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

Report of Ex enditures - Salaries & Wages

Name of Facility License No. Report for Year Ended Page of
Maefair Health Care Center 2142C 9/30/2016 10 37
Are time records maintained by all individuals receiving compensation? Yes [ No
. Total Cost and Hours
Item (Specify)

A. Salaries and Wages*

1. Operators/Owners (Complete also Sec. 1

of Schedule Al)

2.

Administrator(s) (Complete also Sec. III
of Schedule Al)

. Assistant Administrator (Complete also Sec. [V

of Schedule Al)

. Other Administrative Salaries (telephone

operator, clerks, receptionists, etc.)

. Dietary Service

a. Head Dietitian

b. Food Service Supervisor

61,400

c. Dietary Workers

456,549

. Housekeeping Service

a. Head Housekeeper

52,567

b. Other Housekeeping Workers

. Repairs & Maintenance Services

a. Engineer or Chief of Maintenance

51,046

b. Other Maintenance Workers

41,319

. Laundry Service

a. Supervisor

b. Other Laundry Workers

133,319

10,359

. Barber and Beautician Services

10.

Protective Services

1L

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

493,920

2. Administrative**

514,690

c. LPN
1. Direct Care

1,564,827

2. Administrative**

Aides and Attendants

1,743,521

120,559

Physical Therapists

616,432

18,199

Speech Therapists

71,746

1,973

Occupational Therapists

337,578

8,613

Recreation Workers

224,402

=~ {relo o

Physicians
1. Medical Director

11,511

2. Utilization Review

3. Resident Care***

4. Other (Specify)

Dentists

Pharmacists

Podiatrists

. Social Workers/Case Management

184,311

6,299

Marketing

ol lal-l~l

Other (Specify)

A-13. Total Salary Expenditures

7,363,104

339,420

* 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 item is not reimbursable to facility. For Title 19 residents, doctors should bill DSS directly. Also, any costs for Title 18 and/or other
private pay residents must be removed on Page 28.



Maefair Health Care Center Attachment Page 10/13
9/30/2016

Schedule of Other Salaries and Wages (Page 10)

Schedule of Physician: Other Fees (Page 13)

Schedule of Other Fees (Page 13)
5 Hours 3 Hours s Hours
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State of Connecticut
Annual 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
Maefair Health Care Center 2142C 9/30/2016 13 37
‘ Total Cost and Hours
Item CCNH Hours RHNS Hours (Specify) | Hours
*B. Direct care consultants paid on a fee ' ’
for service basis in lieu of salary
(For all such services complete Schedule B1)
1. Dietitian......cco.o.oevniiiiiiiiinineiieenn ] 38,444 1,013
2. Dentist.. oo 10,754 11
3, Pharmacist........cooveeiiiiiiiiiine e, 10,511 162
4. Podiatrist......ccocvveiiiniiiniiiiiiiiiinn,
5. Physical Therapy
a. ResidentCare......................ooil
b. Other......o.oooooviiiiiiiiii i
6. Social Worker...........o..oovviviiiiiiinin.l)
7. 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 Committee
(Quarterly meetings)

3. Staff Development Committee

(Once annually)

e. Other (Specify)
See Attached Schedule

9. Speech Therapist
a. Resident Care

10,286

29

b. Other ..o,

10. Occupational Therapist
a. Resident Care

60,358

1,028

b. Other

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

2. Administrative***

b. LPN
1. Direct Care

228

2. Administrative***

C. Aides.......cociiiiiiiiiiiiiiii
d. Other......ccovviiiiiiiiiiiiii e,
12. Other (Specify)
See Attached Schedule

B-13 Total Fees Paid in Lieu of Salaries

181,594

2,536

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

be removed on Page 28.

*** Administrative - costs and hours associated with the following positions: MDS Coordinator, Inservice Training Coordinator and Infection Control Nurse. Such

costs shall be included in the direct care category for the purposes of rate setting.




State of Connecticut -

Annual Report of Long-Term Care Facility

CSP-14 Rev. 6/95

Report of Expenditures
Schedule B1 - Information Required for Individual(s) Paid on Fee for Service Basis*
Name of Facility License No. Report for Year Ended Page of
Maefair Health Care Center 2142C 9/30/2016 14 37
Related** to Owners,
Name & Address of Individual Full Explanation of Service Operators, Officers Explanation of Relationship
Yes No
Dr Wayne Levin, 66 Deepdene Road, Trumbull, Medical Director
CT 06611 0
Athena Health Care, 135 South Road, MDS Fill in 0 Common Owners
Farmington, CT 06032
Amy Palmer, 24 Lufberry Lane, Norwalk, CT Dietician
06851 o
Swallowing Diagnostics, 21 Waterville, Rd, Therapy Services
Avon, CT O
Health Drive, One Prestige Drive, Meriden, CT Dentist 0
Dr. Iran Gomez, 3690 Main Street, Bridgeport, Medical Staff
CT 06606 O
Dr. John Flores MD, 15 Corporate Drive, medical staff
Trumbull, CT 06611 o
Omnicare/Value Health Care,525 Knotter Drive, Pharmacy Consultants 0
Cheshire, CT
Access Therapies, PO Box 823461, Philadelphia, Therapy Services
PA 19182-3461 Cl
Dr. Milla Steliman, 3715 Main Street, Bridgeport, Medical Staff
CT 06606 t
Dr. Christopher Luthie, 3690 Main Street, Medical Staff
Bridgeport, CT 0
Laura Svenson, P.O.Box 213, Georgetown, CT Dietician
06829 O
Mallie Guerini Associates, 222 Boston Ave, Placement Fee - Nursing 0
Stratford, CT 06614
CT Dental, 240 Pomeroy Ave, Suite 205, Dentist
Meriden, CT 06450 t
O
1
O O
O O
| |
O Ll
| (]
O a

* 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
Maefair Health Care Center 2142C 9/30/2016 15 37
Item Total CCNH RHNS (Specify)

1. Administrative and General
a. Employee Health & Welfare Benefits

1. Workmen's Compensation................ $ 601,437 601,437
2. Disability Insurance........................ $
3. Unemployment Insurance.................. $ 143,842 143,842
4. Social Security (FLC.A).................. $ 547,699 547,699
5. HealthInsurance...........covvvviinin... $ 1,155480 | 1,155,480
6. Life Insurance (employees only)
(not-owners and not-operators)........... $
7. Pensions (Non-Discriminatory) $ 38,930 38,930
(not-owners and not-operators)...........
8. Uniform Allowance......................... $ 287 287
9. Other (Specify)........ e, $

See Attached Schedule

b. Personal Retirement Plans, Pensions, and
Profit Sharing Plans for Owners and
Operators (Discriminatory)® ..................

Bad Debts*

Accounting and Auditing......................

Legal (Services should be fully described on Page 7)

mlolale

Insurance on Lives of Owners and

Operators (Specify )*.....ccccoeveieini...

| Rln|m
i
>~
[V.]
~1
N

Office Supplies..........coovvviieiinninan...

S

1.

Telephone and Cellular Phones
Telephone & Pagers.........................

2.

Cellular Phones. .. ... .. e

i. Appraisal (Specify purpose an
attach copy )*....cooeiiiiiiiiiiiinnin.

j. Corporation Business Taxes (franchise tax).
k. Other Taxes (Not related to property - See Page 22)
1. Income*............cooiiiiiiiiiiiiin.., $ 250 250
2. Other (Specify)
See Attached Schedule
3. Resident Day User Fee $ 860,201 860,201
Subtotal $| 3,603,850 | 3,603,850

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

(Carry Subtotals forward to next page)




Maefair Health Care Center - S Attachment Page 15
9/30/2016

Schedule of Other Employee Benefits

L

o

o

i

Schedule of Other Taxes

e




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
Maefair Health Care Center 2142C 9/30/2016 16 37
Item Total CCNH RHNS | (Specify)
Subtotals Brought Forward: | 3,603,850| 3,603,850

1. Travel and Entertainment

Automobile Expense (not purchase or depreciation).....

1. Resident Travel and Entertainment........................... $
2. Holiday Parties for Staff............................ $ 7,860 7,860
3. Gifts to Staff and Residents......c.covvvvviivninniieinnnnnnn. $ 12,693 12,693
4. Employee Travel........ccoviviiiiiiniiiiniininiiannann., $ 4,387 4,387
5. Education Expenses Related to Seminars and Conventions $ 7,898 7,898
6. $
7. $

Other (SPecify e,
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***. ...,
See Attached Schedule
4., Fund-Raising®**... ... ...
5. Medical Records.........ccovevuniiiiniiiiniiniiin.
6. Barber and Beauty Supplies (if this service is supplied
directly and not by contract or fee for service)***.........
T, POStAZE. ..ttt Ceeene
* 8. Dues and Membership Fees to Professional
Associations (Specify)
See Attached Schedule
8a. Dues to Chamber of Commerce & Other Non-Allowable Org.***  §
9. SUbSCHIPHONS. ... vuriiiieeiei e eaeiieenaane $ 1,226 1,226
10. Contributions*** $ 250 250
See Attached Schedule
11. Services Provided by Contract (Specify and Complete $
Schedule C-2, Page 21 for each firm or individual)
12. Administrative Management Services**................. $1 475,847 475,847
13. Other (Specify) $1 114340 114,340
See Attached Schedule
C-14 Total Administrative & General Expenditures $| 4,281,145 | 4,281,145

* 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.




Maefair Health Care Center Attachment Page 16
9/30/2016

Schedule of Other Travel and Entertainment

R

Schedule of Contributions
Descri ption ; ’ CCNH ; RHNS _ Specif

e




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
Maefair Health Care Center 2142C 9/30/2016 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 South Road $662,744 |Contract Attached to a

Farmington, CT 06032 Prior Year See Below

Allocation of the above $437,411 |Admin/Gen 66% Pg 16, Line 12
$106,039 |Indirect 16% Pg 18, Line 2C
$119,294 |Direct 18% Pg 20, Line 5J

Athena Health Care Assoc., Inc

135 South Road $38,436 |Admin/Gen - Other Exp Pg 16, Line 12

Farmington, CT 06032

* 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 fo

r Allocation of Costs

(See Note on Page 5)
Name of Facility License No. Report for Year Ended Page of
Maefair Health Care Center 2142C 9/30/2016 18 | 37
Item Total CCNH RHNS (Specify)
2. Dietary
a. In-House Preparation & Service J ‘
1. RawFood...............ccveeiinninnn. $ 284411 284,411
2. Non-Food Supplies...................... $ 35,884 35,884
3. Other (Specify) $
b. Purchased Services (by contract other $
than through Management Services)
(Complete Schedule C-2 att. Page 21) ‘ . -
c. Management Services**..................... $ 106,039 106,039
d. Other (Specify)
2E. Total Dietary Expenditures (2a+b+c+d) $ 426,334 426,334
2F. Dietary Questionnaire Total CCNH RHNS (Specify)
G. Resident Meals:| Total no. of meals served per day:* 392 392
H. Is cost of employee meals included in 2E? Yes ] No
1. Did you receive revenue from employees? [] Yes No  If yes, 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 ] No  Ifyes, specify cost. =$1290
Guests) included in 2E?
L. Is any revenue collected from these people? [] 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) provided to 0 Yes No  Ifyes, specify cost.
employees included in 2E?
O. Is any revenue collected from employees? [] Yes No  Ifyes, specify amount.
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
Maefair Health Care Center 2142C 9/30/2016 19 | 37
Item Total CCNH RHEHNS (Specity)
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. § 16,858 16,858

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

c. Management Services**....................

d. Other (Specify)
Supplies = $6,692

3E. Total Laundry Expenditures (3a+b +c+d) 23,550 23,550
3F. Laundry Questionnaire
G. Is cost of employee laundry included in 3E? (] Yes No  Ifyes, specify cost.
H. Did you receive revenue from employees? [] Yes No Ifyes, specify amount.
I.  Where is the revenue received reported in the Cost Report? (Page/Line Item)
Is Cost of laundry provided to persons other than .
L Yes No  Ifyes, specify cost.
employees or residents included in 3E? K yes, specify
K. Did you receive revenue from these people? [] Yes No Ifyes, specify amount.
L. Where is the revenue received reported in the Cost Report? (Page/Line Item)
*

Do not include salaries from page 10 as part of dollar values recorded in 1, 2, 3, and 4.
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-level 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
Maefair Health Care Center 2142C 9/30/2016 20 37
Item Total CCNH RHNS (Specify)
4. Housekeeping Sq. Ft. Serviced
a. In-House Care by Personnel
1. Supplies - Cleaning (Mops, Amt, $ 47,077 47,077
pails, brooms, etc.)
b. Purchased Services (by contract other | Sq. Ft. Serviced
than through Management Services) | by Personnel
(Complete Schedule C-2 att. Amt, $ 68 68
Page 21)
¢. Management Services™...............ocoiiiiiiinn...
d. Other (Specify)

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

5. Resident Care (Supplies)**
a. Prescription Drugs***

1. OwnPharmacy.......................

2. Purchased from

Omnicare
b. Medicine Cabinet Drugs.........................oo...0. $ 3,083 3,083
c. Medical and Therapeutic Supplies...................... $ 244,865 244,865
d. Ambulance/Limousine®**. ... ...ccoviiiiriniinnn.. $ 6,285 6,285
e. Oxygen
1. ForEmergency Use...............cccvvvieieninn..., $
2. Other® ™ i $ 40,596 40,596

f. X-rays and Related Radiological

Procedures™ * . . e,

g. Dental (Not dentists who should be included under
Salaries OF fees) ..........cocveiiiiviiiininiienenn,

h. Laboratory***..............occoiiiiiiiiiiiiii $ 32,752 32,752
I Recreation.......ooooiiiiiiiiiie e e, $ 18,180 18,180
j. Other (Specify)**** $

See Attached Schedule

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

1,134,856

1,134,856

* 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.

**k* Facility should self-disallow the expense on Page 29 of the Cost Report.
**** JCFMR's should provide a detailed schedule of all Day Program Costs.



Maefair Health Care Center

Attachment Page 20
9/30/2016

Schedule of Other Resident Care

(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

Name of Facility License No.  |Report for Year Ended Page of
Maefair Health Care Center 2142C 9/30/2016 22 | 37
Item Total CCNH RHNS (Specify)
6. Maintenance & Operation of Plant
a. Repairs & Maintenance...............cccoovevninnnnnnn.. 117,199 117,199
b. Heat...oooo o 60,195 60,195
C. Light & POWer.......cccooeiiiiiiiiiiiiiiiiiiee e, 124,468 124,468
Ao Waler . e e 68,204 68,204
e. Equipment Lease (Provide detail on page 6)........ 36,698 36,698
f. Other(itemize).......oooviiiriiiiiiii i, 96,454 96,454
See Attached Schedule
6g. Total Maint. & Operating Expense (6a - 6f)............ 503,218 503,218
7. Depreciation (complete schedule page 23*)
a. Land Improvements.............cccoeveiiiinviinninnn.. 5,362 5,362
b. Building & Building Improvements.................... 98,401 98,401
c. Non-Movable Equipment...................cooiiiinin.., 17,587 17,587
d. Movable Equipment.................cccceiiiiiiinin .. 77,770 77,770
*7e. Total Depreciation Costs (Ta+b+c+d)................ 199,120 199,120
8. Amortization (Complete att. Schedule Page 24*)
a. Organization EXpense............cc.ovviiiiiiiiinan.il,
b. Mortgage EXpense..........c.ccovviiniiiiiniiiiiniinnn.,
c. Leasehold Improvements...................ccovevnenen. 18,090 18,090
d. Other (Specify)....uvuenmeiiiiiiiiiiiiiiiiiiiiee e
*8e. Total Amortization Costs (8a+b+c+d)................ 18,090 18,090
9. Rental payments on leased real property less
real estate taxes included initem 10b...................... 1,067,704 1,067,704
10. Property Taxes
a. Real estate taxes paid by owner.........................
b. Real estate taxes paid by lessor......................... 208,795 208,795
c. Personal property taxes..............cc.o.vieeiiiin.... 19,936 19,936
11. Total Property Expenses (Te+8e+9+10)............. 1,513,645 | 1,513,645

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




Maefair Health Care Center Attachment Page 22
9/30/2016

Schedule of Other Repairs and Maintenance

-
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Maefair Health Care Center Attachment Page 23
9/30/2016 Page 1

Schedule of Land Improvements Acquired during this report period

Useful
Acquisition Date Description of Item Cost Life  Depreciation

Deletions:

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

Schedule of Building Improvements Acquired during this report period

Useful
Acquisition Date Description of Item Cost Life  Depreciation
Additions:

S
B

*

**Ties to Page 23, Line B2

Schedule of No

-Movable Equipment Acquired during this report period

Useful
Acquisition Date Description of Item Cost Life  Depreciation

o

**Ties to Page 23, Line C2




Maefair Health Care Center Attachment Page 23

9/30/2016 Page 2
Schedule of Movable Equipment Acquired during this report period
Useful
Acquisition Date Description of Item Cost Life  Depreciation

Additi

deletions fo
Ties to Page 23,
**Ties to Page 23, Line D2b

*'




Maefair Health Care Center
9/30/2016

Schedule of Leasehold Improvements Acquired during this report period

Acquisition Date Description of Item

Cost

Attachment Page 23
Page 3

Useful
Life  Depreciation

Additions

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

*k
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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
Maefair Health Care Center 2142C 9/30/2016 25 | 37
11. Property Questionnaire
Part A
Ves O No If "Yes," complete Part B.

Is the property either owned by the Facility or leased 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 4/1/1993

Date Structure Completed 4/1/1994

If NOT Original Owner, Date of Purchase

Date of Initial Licensure 4/1/1994

Total Licensed Bed Capacity 134

Square Footage

Rl EAN Rl Bl Bead Rl o

Acquisition Cost

a. Land 1,260,000

b. Building
Part B - Owner and Related Parties

7,823,776
1st Mortgage

1. Financing

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

2nd Mortgage| 3rd Mortgage

If "No," complete Part C.

4th Mortgage

Date Mortgage Obtained

03/29/12

Interest Rate for the Cost Year

3.22%

Term of Mortgage (number of years)

35

Amount of Principal Borrowed

16,336,000

o |ale o

. Principal balance outstanding as of 9/30/2016

Complete if Mortgage was Refinanced

During Current Cost Year

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

15,138,445

. Date of Refmancing

New Interest Rate

Term of Mortgage (number of years)

. Amount of Principal Borrowed

g
h
i
J
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 are attached to Page 25 and real estate taxes paid by lessor are included on Page 22, Item 10b.




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

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

Name of Facility License No.

Maefair Health Care Center 2142C

Report for Year Ended

9/30/2016

Page of
26 | 37

Item

Total CCNH RHNS

(Specify)

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

Name of Lender

Rate

Address of Lender

2. Second Mortgage..........cccoeeeeennnnnn....

Name of Lender

Rate

Address of Lender

3. Third Mortgage...........cocveenvininann....

Name of Lender

Rate

Address of Lender

4. Fourth Mortgage...........c..ocvvieinenin....

Name of Lender

Rate

Address of Lender

B. CHEFA Loan Information

1. Original Loan Amount........................

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

Interest Rate %o....coovvviiviiiiiiiiinniinnnnnn

Rl Sl

5. CHEFA Interest Expense.......................

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. Report for Year Ended Page of
Maefair Health Care Center 2142C 9/30/2016 27 | 37
Item Total CCNH RHNS (Specify)
Subtotals Brought Forward:
12. C. Movable Equipment
1. Automotive Equipment...................... $
A Jtem Rate |Amount
Lender
Address of Lender
A $|
A. Item Rate |Amount
Lender
Address of Lender
B. Item Rate |Amount
Lender
Address of Lender
12. C. 3. Total Movable Equipment Interest
Expense (C1+2)....ccvevieiinninannnnnn.. $
12. D. Other Interest Expense (Specify ).............. $ 66,285 66,285

Vender Interest = $2,398; Line of Credit Interest = $31,346; Key Bank
Loan Interest & Fees = $32,541

13.  Total All Interest Expense (12B7 + 12C3 + 12D)...... $ 66,285 66,285
14. Insurance
a. Insurance on Property (buildings only)....... $ 90,749 90,749
b. Insurance on Automobiles...................... $

c. Insurance other than Property (as specified above)
1. Umbrella (Blanket Coverage)..............

2. Fire and Extended Coverage................

3. Other (Specify)..cceveneiiiiiiiiiniiiiannnn.

14d. Total Insurance Expenditures (14a+b +c)...

90,749

90,749

A

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

15,631,625

15,631,625




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

Maefair Health Care Center 2142C 9/30/2016 28 | 37
Total

Item| Page|Line Amount of

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

Page 10 - Salaries and Wages

1. Outpatient Service Costs................. $

2. Salaries not related to Resident Care.... $

3.] 10 |Al2g{Occupational Therapy.................... $ 337,578 337,578

4.1 Var | Var |Other - See attached Schedule........... 3 3,036 3,036

Page 13 - Professional Fees

5. Resident Care Physicians **.............. $

6.} 13 |Bi16a]Occupational Therapy................... $ 60,358 60,358

7. Other - See attached Schedule........... $

Pages 15 & 16 - Administrative and General

8. 15 |1a9 |Discriminatory Benefits...................

9.1 15 | 1c |[BadDebts....ccoovviviiniiiiiinanenn, $ 80,659 80,659
10.| 15 |1d&e|Accounting & Legal....................... $ 36,253 36,253
11.] 30 | 1v3 |Telephone..........cocevieniniineinnann.n.. $
12.{ 15 | 1h2 {Cellular Telephone...............oveninn. $ 939 939
13. Life insurance premiums on the life

of Owners, Partners, Operators..........
14.1 16 I3 |Gifis, flowers and coffee shops...........
15. Education expenditures to colleges or
universities for tuition and related costs
16 |15 |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 |m2&3Unallowable Advertising *................ $ 18,624 18,624
TRk
19.] 15 j&2 Income Tax / Corporate Business Tax... $ 250 250
20.] 16 |mag1oFund Raising / Contributions............. $ 250 250
21.} 16 | m12|Unallowable Management Fees $ 295,220 295,220
18 | 2¢ $ 71,568 71,568
20 | 5§ $ 80,515 80,515
22.] 30 |1v7 |Barberand Beauty................oceuvnenn $ 13,455 13,455
23.| Vvar | Var |Other - See attached Schedule.. $ 32,863 32,863
Page 18 - Dietary Expenditures
24.| 18 |2a1 |Meals to employees, guests and others
who are not residents......................
Page 19 - Laundry Expenditures
25. 19|3d |Laundry services to employees, guests
and others who are not residents.........
Page 20 - Housekeeping Expenditures
26.| 20 |44 |Housekeeping services to employees

and others who are not residents.........

Subtotal (Items 1 -26) §

1,048,031

1,048,031

* All except "Help Wanted".

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

(Carry Subtotal forward to next page)




Maefair Health Care Center
9/30/2016 )

Attachment Page 28

Schedule of Other Salaries Adjustment

]

Schedule of Fees Adjustments

Schedule of Other A&G Adjustments

Ry

e




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
Maefair Health Care Center 2142C 9/30/2016 29 | 37
Total
Item | Page|Line Amount of
No. | No. | No. Item Description Decrease CCNH RHNS {Specify)
Subtotals Brought Forward § 1,048,031 | 1,048,031

Page 20 - Resident Care Supplies***

27.] 20 |sai&2{Prescription Drugs....................... $ 533,148 533,148
28.| 20 | s¢ |Ambulance/Limousine.................. $ 6,285 6,285
29, 20 | st | X-rays,etCo.....iiiiiiiiiiiiiiiiinana... $ 12,243 12,243
30.1 20 | sn |Laboratory.............ccoeiiniininn.. $ 32,752 32,752
31.0 20 | sc {Medical Supplies...............ocueunn.. b 18,519 18,519
32.| 20 | se |Oxygen (non emergency) by 40,596 40,596
33. Occupational Therapy................... $

34.| var | var |Other - See Attached Schedule........ $ 32,256 32,256

Page 22 - Maintenance and Property

35. Excess Movable Equipment Depreciation
Var | Var {See Attached Schedule.....................
36. Depreciation on Unallowable
Motor Vehicles..........c...ooooiill
37. Unallowable Property and Real
EState TaXesS.......uvurevreennernsrenecsses $
38. Rental of Building Space or Rooms..... 3
39, Other - See Attached Schedule........... 3
Page 27 - Insurance
40. Mortgage Insurance........................ $
41. Property Insurance
Other - Miscellaneous
42. Research or Experimental Activities..... $
43.] 20 5i |Radio and Television Revenue........... $ 31,198 31,198
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
providers interest...........c.ooiiveienen...
48.] 30 | 1vs |Interest Income on Accounts Rec........
49. Other (include personnel and other

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

Not For Profit Providers Only

50.1 var

Var

Building/Non Movable Eq. Depreciation
Unallowable Building Interest -

See Attached Schedule..........

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

1,760,289

1,760,289

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

separately by category as indicated on Page 20.




Maefair Health Care Center Attachment Page 29
9/30/2016 - - -

Schedule of Other Ancillary Costs




Maefair Health Care Center e g Attachment Page 29
9/30/2016

Schedule of Unallowable Building Interest




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

F. Statement of Revenue

Name of Facility License No. Report for Year Ended Page of
Maefair Health Care Center 2142C 9/30/2016 30 | 37
Item Total CCNH RHNS (Specify)

1. Resident Room, Board & Routine Care Revenue

1. a. Medicaid Residents (CT only)... eeeens ceeeververeeneneenee. 0| 19,284,109 | 19,284,109
b. Medicaid Room and Board Contractual Allowance R v eennerias $1(10.118.644)] (10,118.644)
2. a. Medicaid (All other states)... $
b. Other States Room and Board Contractual Allowance FE veverrrrerenne 3
3. a. Medicare Residents (@ll inclusive) .........cccoiiiiiiiiiiiinininiiiinnins $| 2,273,429 2,273,429
b. Medicare Room and Board Contractual Allowance **.........ccocuvene.e. $ 639,636 639,636
4. a. Private-Pay Residents and Other... $| 3,403,642 | 3,403,642
b. Private-Pay Room and Board Contractual Allowance it $| (319919 (319.919)

II. Other Resident Revenue

1. a. Prescription Drugs - MediCare............ccucoeereerrerierecsruersrnsuresseessanes $ 352,904 352,904
b. Prescription Drugs - Medicare Contractual Allowance **................. 81 (352,904)] (352,904)
c. Prescription Drugs - Non-MediCare........c...coeeverernrnrereeneenecsnneeneanees $ 268,578 268,578
d. Prescription Drugs - Non-Medicare Contractual Allowance **......... $1  (268,578) (268,578)

2. a. Medical Supplies - MediCare..........covueevrerureerreerenrrercrsessernsrseseoress $ 5,119 5,119
b. Medical Supplies - Medicare Contractual Allowance **................... $
c. Medical Supplies - Non-Medicare.........cooevrenieeseninicironiniecconennns $
d. Medical Supplies - Non-Medicare Contractual Allowance **........... $

3. a. Physical Therapy - MediCare..........ccceccreieierireeentereenericivesserasovesaenens $] 1,041,226 | 1,041,226
b. Physical Therapy - Medicare Contractual Allowance **................... $| (788,205)] (788,205)
c. Physical Therapy - Non-MediCare...........c..ccoeevroeeneeneieercrencresirseenens $ 432,775 432,775
d. Physical Therapy - Non-Medicare Contractual Allowance **........... $| (432,775 (432,773)

4. a. Speech Therapy - Medicare........c.ocoovininiininiiiiisnicncnens $ 137,235 137,235
b. Speech Therapy - Medicare Contractual Allowance **..................... $|  (112,658)] (112,638)
c. Speech Therapy - NOn-MediCare...........coecverererererrrriericrervesrasssesseens $ 118,375 118,375
d. Speech Therapy - Non-Medicare Contractual Allowance **............. $1 (118375 (118,375

5. a. Occupational Therapy - MedicCare...........cveeveverenenrerecrerereearenneenenees $ 791,161 791,161
b. Occupational Therapy - Medicare Contractual Allowance **............ $ (634,975) (634,973)
c. Occupational Therapy - Non-Medicare.........coceevvevvveevcinmrereceenanns $ 376,025 376,025
d. Occupational Therapy - Non-Medicare Contractual Allowance **.... 8| (376,025)] (376,025)

6. a. Other (Specify) ~ MEICATE. .....ccvoerrrrrerececenrinenereeseererrsressseseessenranes $
b. Other (Specify) - Non-Medicare........c..ccoeoeevirveevireeneecineceiarereeeenne $ (15,994) (15,994)

111 Total Resident Revenue (Section Lthru Section IL)...........c..cooviiiii

IV.Other Revenue*

1. Meals sold to guests, employees & others...........cvemieinenenerrannnee

2. Rental of rooms t0 NON-reSidents.......cccvreevurerirerivirirecicreereeeereeereessaeenns

3. Telephone ..

4. Rental of Telev1s1on and Cable Servxces .....................................

5. Interest INCOME (SPECIfI) «vvveneeiiiiiie ittt viererenaenane $ 80 80

6. Private Duty Nurses' Fees.. . $

7. Barber, Coffee, Beauty and Glfc shops $ 13,455 13,455

8. Other (Specify)... S U UUPUURSTURRTUSUSRRUR. 7,600 7,600
V. Total Other Revenue (l thru 8) $ 21,135 21,135
VI. Total All Revenue (11l + V)... $| 15,606,297 | 15,606,297

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

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




Maefair Health Care Center ' o ) ~ Attachment Page 30
9/30/2016

Schedule of Other Resident Revenue - Medicare

Related Exp

Schedule of Other Non-Medicare Resident Revenue

Related Exp
P e‘Ref‘ Descrition’ ‘ I ’ . ; ’ HCCNH‘ ’ RHNS : (Specify)

Account




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-31 Rev. 6/95

G. Balance Sheet
Name of Facility License No. Report for Year Ended Page of
Maefair Health Care Center 2142C 9/30/2016 31 | 37
Account Amount
Assets
A. Current Assets
1. Cash(onhand and in Banks).........c.coeeueeeiuiiuininiiiiiiiiiiiiieaiieeieienenens 127,576
2. Resident Accounts Receivable (Less Allowance for Bad Debts)..................... 1,267,417
3. Other Accounts Receivable (Excluding Owners or Related Parties).................
L )5 1 11eS 4 (= 24,617
5. Prepaid Expenses 300,778

a. Prepaid Insurance 167,442
b. Ppd exp-health insurance & maintenance repairs 132,392
c. Ppd exp-October copier lease payment 944

d.

6. Interest Receivable

~

Medicare Final Settlement Receivable

...................................................

8. Other Current Assets (itemize)
Due from Related Parties

456,020

484,548

Cost settlement 28,528
A-9. Total Current Assets (Lines Al thru 8) 2,204,936
B. Fixed Assets :
S - 1+ T N
2. Land Improvements *Historical Cost...... 63,905 23,722
Accum. Depreciation (40,183) Net........
3. Buildings *Historical Cost...... 1,299,096 395,637
Accum. Depreciation (903,459) Net........
4. Leasehold Improvements *Historical Cost...... 197,189 168,558
Accum. Depreciation (28,631) Net........
5. Non-Movable Equipment *Historical Cost...... 444,830 43,587
Accum. Depreciation (401,243) Net........
6. Movable Equipment *Historical Cost...... 1,758,206 203,787
Accum. Depreciation (1,554,419) Net........
7. Motor Vehicles *Historical Cost......
Accum. Depreciation Net.
8. Minor Equipment-Not Depreciable........ocoviniieiiiiiiiiiiiiiiiiiiiiiieiccen e
9. Other Fixed ASSEtS (I1@MZ€ Juuvuvvvnnenin e eeieiteie e eve e e e e (16,605)
Equipment Carryforward adjustments 3,450
Depr adjustment due to conversion (20,055)
B-10. Total Fixed Assets (Lines BI1 thru9)......ocooiiiiiiiii e, 818,686

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

(Carry Total forward to next page)



Prepaid expenses
#1580
as of 9/30/16

Health insueance Accrual
OCT Health insurance
OCT Health insurance
ThysennKrupp

Leaf October lease

TOTAL

$7,5659.88
$118,072.90
$6,132.60
$627.00
$944.00

$133,336.38
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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-32 Rev. 6/95

G. Balance Sheet (cont'd)

Name of Facility License No. Report for Year Ended Page of
Maefair Health Care Center 2142C 9/30/2016 32 | 37
Account Amount
Total Brought Forward:|$ 3,023,622
C. Leasehold or like property recorded for Equity Purposes.
L Land. . $ 1,260,000
2. Land Improvements *Historical Cost......
Accum. Depreciation Net........ |$
3. Buildings *Historical Cost...... 7,823,776
Accum. Depreciation (5,607,045) Net........ $ 2,216,731
4. Non-Movable Equipment *Historical Cost......
Accum. Depreciation Net........ |$
5. Movable Equipment *Historical Cost......
Accum. Depreciation Net........ $
6. Motor Vehicles *Historical Cost......
Accum. Depreciation Net........ $
7. Minor Equipment-Not Depreciable..........c.cooiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiininan., $
C-8 Total Leasehold or Like Properties (C1 thru 7) $ 3,476,731
D. Investment and Other Assets
1. Deferred Deposits. . .ucuinuneninieiiiie ettt aaaaaas $
2. ESCTOW DBPOSIES. . eu ettt e e ettt ee et e e eseanetaeaeaaaanaas $
3. Organization Expense *Historical Cost......
Accum. Depreciation
4. Goodwill (Purchased Only).......ccooviiiuiiiiiiiiiiiiiiiiiieiiiiiiieceieeeenaae,
5. Investments Related to Resident Care (itemize )

6. Loans to Owners or Related Parties (itemize ) (8,734,040)

Name and Address Amount Loan Date

Related Party Investment (8,734,040) 3/29/2012

7. Other Assets (itemize )

IRS Deposits 22,894

Unamortized Bed License 196,529
D-8. Total Investments and Other Assets (LinesD1thru 7). $ (8,514,617)
D-9. Total All Assets (Lines A9 +B10+C8+D8)...coiiriiiiiiiiiiiiiiiiiiiiiieieeeanns. $ (2,014,264)

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



State of Connecticut
Annual Report of Long-Term Care Facility

CSP-33 Rev. 6/95

G. Balance Sheet (cont'd)

Name of Facility License No. Report for Year Ended Page of
Maefair Health Care Center 2142C 9/30/2016 33 | 37
Account Amount
Liabilities
A. Current Liabilities
1. Trade Accounts Payable...........ccooiiiiiiiiiiiiiiiiiiiiiinnn, e $ 941,665
2. Notes Payable (itemize )...................e. ettt ee e e eee et et aaaanan 678,000
Key Bank Line of Credit 496,000
Due to Related Parties 182,000
3. Loans Payable for Equipment (Current portion) (itemize).........cc.cc.c.u.....
Name of Lender Purpose Amount Date Due
4. Accrued Payroll (Exclusive of Owners and/or Stockholders only)................ $ 390,444
‘ 5. Accrued Payroll (Owners and/or Stockholders only)............................... $
6. Accrued Payroll Taxes Payable............o.oooiiiiiiiiiiiiiiiiiiiii, ... |9 16,132
7. Medicare Final Settlement Payable................oooiiiiiiiiiiii i, $
8. Medicare Current Financing Payable................c.coiiiiiiii i $
9. Mortgage Payable (Current POFHON }...oeeeusiiiiii ittt $
10. Interest Payable (Exclusive of Owner and/or Related Parties).................... $ 2,141
11. Accrued Income Taxes™ .. ...ciuiiiiniiiiiiiiiin i e aeeen $
12. Other Current Liabilities (ifemize ).......cooviiiiiiiiiiii e $ 313,310
Security Deposits-Private Pay 11,670 **
Acc'd Int-Private Pay Security Deposits 4917
Acc'd Operating Expenses 77,962
Acc'd Expense - Sales Tax 489
Provider Taxes Due 218,272

A-13. Total Current Liabilities (Lines AL thru 12).......cooiiiiiiiiiiiiiii e,

2,341,692

* 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)



Maefair Health Care
Accd expenses
9/30/2016

Frontier

United Hluminating
Emerald resources
Melite Design
Triple A

Triple A

TransClean

RFMS

UPS

9/30/16 Audit fee
Mckesson
Mckesson
Quarterly mgmt fee adjmt
wage enhancement

Account 2170 L:\Shared Facility\Maefair\2016\accd exp acct 217093016 List

Account

2170

FYE 9/30/16

$1,547.07
$13,099.60
$1,058.24
$250.00
$469.58
$254.97
$505.16
$364.90
$37.74
$14,000.00
$1,463.18
$1,463.06
$33,448.01
$10,000.00

$77,961.51




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

G. Balance Sheet (cont'd)

Name of Facility License No. Report for Year Ended Page of
Maefair Health Care Center 2142C 9/30/2016 34 | 37
Account Amount
Total Brought Forward: 2,341,692

Liabilities (cont'd)

B.  Long-Term Liabilities
1. Loans Payable-Equipment (itemize)...... PPN b

Name of Lender Purpose Amount Date Due

2. Mortgages Payable...............coooiiiiiiiiiiiiiii
3. Loans from Owners or Related Parties (itemize ).............cccoviviiinninninnn,
Name and Address of Lender Amount Loan Date
4. Other Long-Term Liabilities (ifemize }........cccoviiiiiiieriiiiiiiiiie i inens
Related Party (767,574)
Key Bank Note Payable 276,604
B-5. Total Long-Term Liabilities (Lines B1 thru4).......... ST P PUUNN I3 (490,970)

C. Total All Liabilities (Lines A-13 +B-5)....cciiiiie 8 1,850,722




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
Maefair Health Care Center 2142C 9/30/2016 35 | 37
Account Amount
A. Reserves
1. Reserve for value of leased land.........oooviiiiiiiiiiiiiiiiiii e $ 1,260,000
2. Reserve for depreciation value of leased buildings and appurtenances
10 DE AMOIIZEA. .. ittt e $ 2,216,731
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............coooviviiiiiiiiniinin... $
TS Ne 71 B T o SRS $ 3,476,731
B. Net Worth
L. OWRNEL'S CapItal....vueeinieeeet et et ettt e e e aenan $
2. CaAPItA] SEOCK. . vttt e aenas $ 2,000
3. Paid-in SUIPIUS. ...vitii e $
A, TIEASUIY SEOCK ... tueuttitetitn it tet et e et e et s eesereenstaaaresaanasaeaanaananns $
5. Cumulated Earnings........c..vuiuieieniiiiiniiieeiaes i cee e eeasaiecaeearaaanes $ (7,318,389)
6. Gain or Loss for Period 10/1/2015 thru 9/30/2016 |$ (25,328)
7. Total Net WOrth.....o.iuiniiesiiiee et it eeeeanean $ (7,341,717)
C. Total Reserves rd INEt WOrtH .........o.uueieieiiiiiiiiiie et iiieieieeasaseenaaaens $ (3,864,986)
D. Total Liabilities, Reserves, and Net Worth ...................c.coooiiiiiiiiiiniiiiann. $ (2,014,264)




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
Maefair Health Care Center 2142C 9/30/2016 36 | 37
Account Amount

A. Balance at End of Prior Period as shown on Report of 09/30/2015 $ (7,428,668)
B. Total Revenue (From Statement of Revenue Page 30 ) ........ccccvun.n... e $ 15,606,297
C. Total Expenditures (From Statement of Expenditures Page 27 ) ........ eeeeanen $ 15,631,625
D. NetIncome or DefiCit...ccovvirivniiiiiiiiiiiii e e UUTURURIN b (25,328)
E. Balance.............. e e e d$ (7,453,996)
F.  Additions

1. Additional Capital Contributed (itemize )

106,039
Swap Value Net Change 6,240

2. Other (itemize)
F-3. Total Additions............... ettt et eatate e aaeaaaaaarns JOTTOTOTUTPRS b 112,279
G. Deductions

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

Name and Address (No., City, State, Zip) Title Amount
2. Other Withdrawings (Specify).........ccvviviiiiiiiiiniiinnnn...
Purpose Amount

3. Total DeducCtionS. .. ..uuuinrnieeeeiiiieteeererereaenereerenererenerererannns TP | 3

H. Balance at End of Period 09/30/16 $ (7,341,717)




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

1. Preparer's/Reviewer's Certification

Name of Facility License No. Report for Year Ended | Page of
Maefair Health Care Center 2142C 9/30/2016 37 37
Check appropriate category
CCNH RHNS Other (Specify)
N O

Preparer/Reviewer Certification

I have prepared and reviewed this report and am familiar with the applicable regulations governing its
preparation. I have read the most recent Federal and State issued field audit reports for the Facility and
have inquired of appropriate personnel as to the possible inclusion in this report of expenses which are
not reimbursable under the appplicable regulations. All non-reimbursable expenses of which I am aware
(except those expenses known to be automatically removed in the State rate computation system) as a
result of reading reports, inquiry or other services performed by me are properly reported as such in this
report on Pages 28 and 29 (adjustments to statement of expenditures). Further, the data contained in this
report is in agreement with the books and records, as provided to me, by the Facility.

Signature of Prep |Title Date Signed

(’/@ D -\S -\ )

Pri/(ed Name of Prep /ye//

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.



