Rest Home Cost Repo ser Guide

The HCF-4 serves the dual purpose of being a report to the Center that accurately reflects the complete financial condition of the facility, and at the same time, a claim for reimbursement. To
accomplish the latter, columns numbered 2 and 3, labeled "Self-Disallowed Expenses" and "A ically Disall d Exp " on the S 1t of Profit and Loss have been provided to report non-
allowable expenses and additional costs allocated to the facility by the management and/or realty companies. Additionally, column 2, "Self-Disallowed Expenses", is to be used for reporting specific
costs that are NOT "ordinary and necessary" from a generally-accepted accounting or IRS standpoint, and which are not directly related to the care of publicly-aided residents; thus not reimbursable
under current regulations. It is expected that the preparers and signatories of this cost report have a strong understanding of the regulations that govern cost reporting and reimbursement (101 CMR
204.00).

Blue Input by Data Submitter
Orange Computation
Yellow Derived from another Tab
Dotted Blue From Cell on this Tab
Red Non-Allowable Expense
Red Border Blue Accepts Negative values
Cost Report Due Date: 8/21/2023

Use whole dollar amounts.
For accounts or fields with no amounts or entry, leave blank.
For assistance with completing this form, email the LTCF Help Desk at: Costreports.LTCF@Chiamass.gov

Cost Report Instructions
Detailed instructions for each line in the cost report is located at :
Information for Data Submitters: Resident Care Facility Cost Reports

Preparer is to refer to the instruction guide for properly completing this line.

** Preparer is required to provide details in the Footnotes schedule of this cost report.
Facility Information Table 1
Other Business Activities Table 1A
General Information Bed License Information Table 1B
Contact Information Table 2
Preparer Information Table 3
Direct and Indirect Owners Table 1
Other Owned Facilities Table 2
0 Indebtedness Table 3
Disclosures -
Related Party Transactions Table 4
Sole Proprietor, Partnership, Corporate Information Table 5
Five Highest Paid Salaries Table 6
Current Assets Table 1
Fixed Assets Table 2
Deferred Charges and Other Assets Table 3
Balance Sheet Current Liabilities Table 4
Long-Term Liabilities Table 5
Net Worth Table 6
Balance Sheet Check Table 7
Gross Income Table 1
Detail of Ancillary Services Expenses Table 1A
Expenses Table 2
Detail of Clerical Salaries Table 2A
. Detail of Other Accounting Expenses Table 2B
Profit Loss 5 n
Detail of Other Operating Expenses Table 2C
Detail of Other Rent Expenses Table 2D
Detail of Other Medical Services Expenses Table 2E
Reconciliation of Reported Operating Expenses to Allowable Operating Expenses Table 3
Reconciliation of Cost Reported Net Income to Financial Statement (Book) Net Income Table 4
Resident Days January 1 - March 31 Table 1
Resident Days April 1 - June 30 Table 2
Resident Days Resident Days July 1- September 30 Table 3
Resident Days October 1 - December 31 Table 4
Annual Resident Day January 1 - December 31 Table 5
Additional Patient Day Information Table 6
Claimed Fixed Asset Expenses Table 1
Other Claimed Fixed Asset Expenses Table 2
Total Claimed Fixed Asset Expenses Table 3
Claimed Fixed Assets General Fixed Costs Information Table 4
Changes in Facility or Realty Company Ownership Table 5
New Facilities, Major Additions and Substantial Capital Expenditures Table 6
Determination of Need Project Details Table 7
Mortgages and Notes Supporting Fixed Assets Table 1
B s Working Capital Debt Table 2
Wages & Benefits Detail of Staff, Hours, Salary, and Benefits by Position Table 1
Footnotes Footnotes and Explanations Table 1
—— Certification by Preparer Table 1
Cettification Certification by Owner, Partner, or Officer Table 2
HCF-3 RH - Management Company Preparer to Complete Paper Version NA
Part | - Facility Specific Realty Company Information and Disclosures Part |
HCF-2 RH - Realty Company Part Il - Confi?nsed F??ilitv Specific Realty Cémpan\f Financial Information Part Il
Part |Il - Facility Specific Realty Company Claimed Fixed Asset Expenses Part IIl

Part IV - Facility Specific Realty Company Mortgages & Notes Payable Part IV
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SCHEDULE : GENERAL INFORMATION

Please check one:

ESIDENTIA

CARE FACILITY FY2022 COST

o New Facility Requesting a Rate
o Private Facility Requesting a Public Rate
&) Annual Report

Refer to 101 CMR 204.00 for
what type of cost data must be

Report of Major Addition or Substantial Capital Expenditure

Facility Information

Other Business Activities

PORT (HCF-4)

Preparer Information

Please use this section to provide contact information for a "Preparer,” who is the authorizing person of this report, and is not the
"Owner." If you are the sole authorized individual completing this report, please check the box below in Line 3.1.

Table 3 1
Line # Description
| am the sole individual completing this cost report as an Owner, Partner,
31 or Officer, and do not have a Preparer formally attesting to this r
information.
3.2 Preparer Name Dan Clasby
33 Preparer's Affiliation no affiliation
3.4 Nursing Facility or Firm Name Dan Clasby & Company
35 Title Owner
3.6 Street Address 100 Cummings Ctr, Ste238C

Table 1 a Table 1A 2
. P . N s Select Yes/No fi
Line # Description Line # Other Business Activity elect Yes/No from
Dropdown Menu
1.1 VPN 5503370 1A.1 Child Day Care
12 Provider ID/MMIS 1D 5,503,370 1A.2 Adult Day Care
13 Balance Sheet Date (MM/DD/YYYY) 12/31/2022 1A.3 Assisted Living
14 Name of Facility Lynn Shore Rest Home 1A.4 Other: Yes rental of apartment
15 Street Address 37 Breed St.
1.6 City Lynn
17 Zip 01902
18 T¢ 781-595-7110
1.9 Federal Employer Identification Number 26-1643008
1.10 Responsible Person's Name Kelly Cooksey
111 Responsible Person's Email lynnshoreresthome@gmail.com
1.12 Responsible Person's Affiliation (Select from Dropdown Menu) Unrelated Employee
113 List Name of Person to Receive Rate Notifications Solimine
114 I hi th il.
List Email of Person to Receive Rate Notifications ynnshoreresthome@gmail.com
1.15 Status (Select Profit/Non-Profit from Dropdown Menu) Non-Profit
1.16 Legal Status (Select from Dropdown Menu) 3. MA Corp-Chapter 180
117 Does this facility have other business activities? If Yes, Explain in Table 1A. Yes
118 Enter the number of Level IV licensed geriatric beds. 34
119 Enter the facility's constructed bed capacity. 34
— - >
120 Has there been a cha!1ge in Ilcensgd beds d}mng the year? If yes, complete No Bed License Information
Bed License Information Table 1B in the adiacent table.
121 Date of purchase by current owner (MM/DD/YYYY) 12/26/2007 Table 1B 1 2 3
122 Has t)he facility had a change in long-term financing during this cost report No Line # Date From Date To # of Beds
year?
1.23 Is the facility managed by a management company? No 1B.1
124 If line 1.23 is Yes, list the COMB# of the management company as reported 182
) on the company cost report. )
75 If line 1.23 is Yes, list the name of the management company as reported on ma
i the management company cost report. i
5 Are you completing the HCF-2 RH (Realty Company Report) Tab in this Excel No
i} Workbook?
127 List realty company name(s) as reported on each realty company cost report.
Does the Balance Sheet schedule include any capitalized leases reported as
1.28 assets? If yes, report the lease payments as a liability and include the lease No
on the Mortgages & Notes schedule.
Does the Profit Loss schedule include any expenses that have not been paid
129 and reported as accrued liabilities, such as pension costs or self-insured No
) workers' compensation? If yes, the unpaid or unfunded portions must be
reported in column 2 of the Profit Loss schedule as self-disallowed expenses.
Does the Profit Loss schedule include any expenses for services of non-paid
1.30 workers (volunteers) as provided in 101 CMR 204.07(6)? If yes, provide No
details of amounts and account numbers in the Footnotes schedule.
Did you report any employee's salary in more than one expense account? If
131 yes, explain methodology of cost-splitting the salary in the Footnotes No
schedule.
Did you report any accrued expenses incurred in periods other than the
132 current cost report period? If yes, you must report details of accrued No
) expenses not related to the current cost report period in the Footnotes
schedule.
Contact Information
Table 2 1
Line # Description
2.1 Contact Person Name Kelly Cooksey
2.2 Residential Care Facility or Firm Name Lynn Shore Rest Home
2.3 Title Responsible Person
2.4 Street Address 37 Breed St.
25 City Lynn
2.6 State MA
2.7 Zip Code 01902
2.8 Phone Number 781-595-7110
29 Email Address lynnshoreresthome@gmail.com



37 City Beverly

3.8 State MA

39 Zip Code 01915

3.10 Phone Number 978-922-9900
3.11 Email Address clasbyco@msn.com
3.12 Type of Accounting Service Performed

Other




RESIDENTIAL CARE FACILITY FY2022 COST REPORT (HCF-4)

SCHEDULE : DISCLOSURES

IMPORTANT: This schedule s an integral part of the HCF-4 cost report. This schedule must be completed in its entirety. When completing this schedule the.

f direct and indirect apply: 1) A direct owner is defined as a
person or entity having any rights or benefits of ownership and having an interest of record in any partnership, joint venture, corporation or other entity. 2) An indirect beneficial owner is defined as a person having any benefits or rights of ownershif
direct or indirect, through one or through any ip with a person or entity, resulting i it i

ether
not of record . It is inc pon the owner to fully interest. This schedule
MUST be completed in entirety
Direct and Indirect Owners
List all direct and ir interest of 5% or more . If the facility is owned by a corporation, chain, or trust, list the name of
the corporation, chain, or beneficial owner under "Owner Name".
Table 1 1 2 3 4 5
Line # Owner Name (Last, First) Address i ip Type| Select Di ?
1.1 _|Lynn Shore Rest Home NP, Inc. 7 Breed St., Lynn 100.0% | Corporation Direct
12
13
14
15
16
Other Owned Faci s
v Table 1 own, directly or ndirectly, an interest of 5% or
more.
Table T 7 3 7 5
Line # Nursing and/or Rest Home VPN Name of Owner Company Address % Ownership
21
22
23
24
25
indebtedness
istany i (mortgages, deeds, trust i otes, or other financia i ion) of (1) ity irect or indi isted in Table 1 or (2) irect or indi listed in
Table 1 owe to the facility.
Table 3| 1 2 3 5 6
Line # Select type of debt Select Payable From Date Issued Balance 12/31 Select Payable To ist Owners N:
31
52
33
54
35
Related Party Transactions
i y entity, person, or related i in 101 CMR 204. (@) /id facilities, ippli i (b) receives any sal: fe i i
i id by thi i i . (Attach Addendum if necessary.)
Table 4f 1 2 4 5 6 7 8
Line # Entity/Person s Billir Mark up Cost Account Posted Name of Owner % Ownership
a1 [Susan Solimine services 11630 T3 650
a2 5
a3 s
aa s
a5 s
a6 s
Sole Proprietor, Partnership, or Corporate Information
This schedule is used to report the names of paid to owners as well t i i should
amount ices ir ‘than draw. it i use 'd Explanations Tab.
Table 5| 1 2 4 5 6 7 8 9 10 1 12
Line # Partner, Officer Owner Name Owner Title % Time Devoted Salary Employee Benefits Payroll Taxes Workers' Comp.| Gr. Life/Health Ins.. Draw Other Total
51 3
52 5
53 5
54 5
55 5
56 5
57 5
58 5
Five Highest Paid Salaries
List the larie d it i who i i i i is report.
Table§ T 3 3 7 5 3 7 5 5 1 Fry © e} W 5
% Time Devoted- Plant o
Line Name Title % Time Devated - Operation, | %Time Devoted - Medical | g irmc pevoted - Other | Total Time (Must equal 100%)  Salary | Employee Benefits | Payroll Taxes | Workers' Comp. | Life/ealth |  Draw Other Total
Adr istrative Maintenance, and Services Ins.
" .
Comm-support
6.1 _|Susan Solimine Coord/RN. 50.00% 50.00% | 100.00% | 116,344 14,674 9,308 582 - - - 140,908
6.2 _|Sonya Dibbles Nurses Aide 100.00%)| 100.00% | 62,292 11,794 4,983 311 - - - 79,380
6.3 |Ronneka Moore Nurses Aide 100.00%)| 100.00% | 58,359 11,794 4,669 292 - - - 75,114
6.4 | Natalie Jackson Dietician 100.00% | 100.00% | 56,160 11,794 4,493 281 - - - 72,728
6.5 |Marcia Reynoso Nurses Aide 100.00%| 100.00% | 49,874 11,794 399 249 - - - 62,316




RESIDENTIAL CARE FACILITY FY2022 COST REPORT (HCF-4)

SCHEDULE : BALANCE SHEET
Current Assets
Table 1 1
Line# | Account# |Description Account Balance
Cash and Cash Equivalents
1.1 1020.0 JCash - Checking Account 30,827,
1.2 1030.0 [Cash - On Hand
1.3 1040.0 [Temporary Investments
1.4 1050.0 |Other Cash
1.100 1010.0 |Total Cash and Cash Equivalents 30,827
Accounts Receivable
1.5 1080.0 |Private Patients
1.6 1100.2 Publicly-Aided - MA LV IV (Billed) 107,601
1.7 1104.1  |Publicly-Aided - MA Commission for the Blind LV IV
1.8 1101.2  |Publicly-Aided - VA and Other Public
1.9 1140.0 |Reserve for Bad Debts
1.200 1060.0 |Total Accounts Receivable 107,601
Loans Receivable
1.10 1160.0 |JLoans Receivable from Officers/Owners
1.11 1170.0 |JLoans Receivable from Employees
1.12 1180.0 |JLoans Receivable from Affiliates/Related Parties
1.13 1185.0 |Other Loans Receivable
1.300 1150.0 |Total Loans Receivable -
1.14 1190.0 [JInterest Receivable
1.15 1210.0 |Supply Inventory 8,274
Prepaid Expenses
1.16 1270.0 |Prepaid Interest
1.17 1280.0 [|Prepaid Insurance
1.18 1290.0 |Prepaid Taxes
1.19 1295.0 [Capitalized Pre-Opening Costs *
1.20 1300.0 Other Prepaid Expenses *
1.400 1260.0 |Subtotal Prepaid Expenses -
1.21 1310.0 Other Current Assets
100 1005.0 [Total Current Assets 146,702
Fixed Assets

Do not report fully depreciated assets on this table.

Table 2 1 2 3
Line # Account # Description Cost Accumulated Depreciation | Net Book Value
2.1 1510.0 Land 12,863 12,863
2.2 1520.0 Building 406,889 (167,163.00) 239,726
2.3 1610.0 |Building Improvements 158,243 (39,640.00) 118,603
2.4 1625.0 [Leasehold Improvements 0
2.5 1630.0 ]Other Improvements 0
2.6 1650.0 Equipment 30,248 (30,248.00) 0
2.7 1700.0 [Motor Vehicles 0
2.8 1710.0 |Software/Limited Life Assets 0
200 1500.0 |Total Non-Current Fixed Assets 371,192

Deferred Charges and Other Assets

Table 3 1
Line# | Account # Description Account Balance

3.1 1910.0 |Organization Expense
3.2 1940.0 JPurchased Goodwill
3.3 1950.0 [Leasehold Deposits
3.4 1960.0 |JUtility Deposits
3.5 1970.0 [Cash Surrender Value of Officer Life Insur.
3.6 1975.1 ]Mortgage Acquisition Costs *
3.7 1975.2  JAccumulated Amortization of Mortgage Acquisition Costs




3.8 1975.0 JUnamortized Mortgage Acquisition Costs -
3.9 1979.0 ]Construction in Progress *

3.10 1980.0 |Other **

3.100 1900.0 [Total Deferred Charges and Other Assets -
300 1000.0 |Total Assets 517,894

Table 4

Current Liabilities

1

Line# | Account #

Description

Account Balance

Accounts Payable

4.1 2020.0 |Trade Payables -
4.2 2030.0 |Accrued Expenses
43 2047.0 |Due to Commonwealth of MA
4.100 2010.0 |Total Accounts Payable -
4.4 2050.0 |Patient Funds Due
Notes and Loans Payable (See Mortgages & Notes Schedule)
4.5 2110.0 |Officer, Owner, or Related Parties
4.6 2120.0 [Subsidiaries and Affiliates
4.7 2130.0 |Banks
4.8 2140.0 [Motor Vehicles
4.9 2150.0 |Other Short-Term Financing
4.10 2160.0 JPayment Due Within One Year on Long-Term Debt * 16,000
4.200 2100.0 |Total Notes and Loans Payable 16,000
Accrued Salaries and Payroll Liabilities
4.11 2190.0 |Accrued Salaries
4.12 2200.0 |Accrued Payroll Tax Withheld
4.13 2210.0 |Accrued Employee Taxes Payable
4.14 2220.0  |Other Payroll Liabilities
4.300 2180.0 |Total Accrued Salaries and Payroll Liabilities S
Other Current Liabilities
4.15 2260.0 |State and Federal Taxes Payable
4.16 2270.0 |Accrued Interest Payable
4.17 2290.0 |Other Current Liabilities
4.400 2250.0 |Total Other Current Liabilities 0
400 2005.0 |Total Current Liabilities 16,000

Table 5

Long-Term Liabilities

1

Line# | Account # Description Account Balance
Long-Term Liabilities (See Mortgages & Notes Schedule)
5.1 2310.0 Mortgages * 213,029.00
5.2 2320.0 [Other Long Term Debt *
5.100 2300.0 |Total Long-Term Liabilities 213,029
500 N/A Total Liabilities 229,029

Table 6 1
Line# | Account # Description Account Balance
Proprietorship or Partnership Capital

6.1 2520.0 [Capital
6.2 2530.0 |Proprietor Drawings
6.3 2540.0 |Partner Drawings
6.4 2550.0 |Net Profit(Loss) - Current Year

6.100 2510.0 |Total Proprietorship or Partnership Capital 0
6.5 2620.0 |Capital Stock
6.6 2630.0 [JAdditional Paid in Capital 81,210
6.7 2640.0 |Treasury Stock
6.8 2650.0 Retained Earnings 207,655

6.200 2610.0 |Total Corporation Capital 288,865
600 2000.0 [Total Liabilities and Net Worth 517,894

Balance Sheet Check

Table 7 1
Line# | Account # Description Account Balance
7.1 1000.0 |Total Assets 517,894




7.2 2000.0 |Total Liabilities and Net Worth 517,894

Difference Balance Sheet Check Passed

Footnote Legend

* Preparer is to refer to the instruction guide for properly completing this line. A link to the instructions is provided in the User Guide Tab.
*x Preparer is required to provide details in the Footnotes schedule of this cost report.



ESIDENTIAL CARE FACILITY FY2022 COST REPORT (HCF-4)

I SCHEDULE : Profit Loss Statement

Table 1 1

tine | Account Description Reported
Amount
11| S0z [prvate 76,530
12 1079682
15 | s0m6
14| 30227 [NonMADTA
15| 30231 |MA Commission for the Blind
16 | 30232 [VAand Other public
17 | 30253 |Adult Day Gare Income
18 | 30262 [Other Non-Nursing Income 11540
19 [covID-Related Supplemental Pavments 25925
T10 | 30311 [private
111 | 30325 |Wedicad OMA Tne ¥ “Account & “Amount
112 | 30327 [ Non MAMedicaid
113 | 30331 | WA Commission for the Biind
1100 | 3030.0 | Total Ancillary Services o
Wiscellaneous
115 | 310, = Total Ancilary Expenses [
116 | 31400 [i
117 | 31500 |Vending
115 | 31600 [Bad Debt Recovery
119 | 31700 | prior Year Retroactive Adiustment
120 | 3150,
121 | 31940 | Operating Costs Recoverable
122 | 319
1200 | 31300 [Toul come. o
100 | 3000.0 | Total Gross Income 196057
N ——
Table 2 2 3
Self ‘Automatically
Disallowed | Disallowed | Total Allowable
tine | Account Description Expenses. Expenses. Expenses. Expenses.
(9945.0) 19939.0)
e 2
21_]_41101_| Administrative/Responsible Person Salaries T 1943 | T T 1943
25| _a1251 | Offcer Safaries® | [ I o o
35 | 41801 | Gercal Sfaies (Use Table 27 Nigh o emize el | T o
25 | #1603 [ManagementFees 0| o Lne Employee Name Job Tite et Job Descripton Gross Slary
26| 41606 |Vanagement Consultants~ 5000 o
00 4130.1_|Total Other Expenses 11,790 0 (3,000)
. 4100.0_|Total 73,733 0 (3,000) 70,733
[Generar suppiies & Expenses
27 ] 42505 [Office Supplies T Toges | T T Tos6s
Phone T G| T T S122
Directory Advertising | [ o o 5
X 0 _[Total T a2z | | o] BT 5
Travel Expenses 0
210 | 42755 [Motor Vehicle Expene” T 3556 ] T T 3516
211 | azs05 | d Meetings I T T I [
2.400 | 42705 | Total Travel Expenses | 3516 | | | 3516
Fdvertiing Expenses
212 | 42957 [vielo Wanied T T T T [
3558 | WazosrR Fromoriana’ I | I o G
2.500 | 4290.0 | Total Advertising Expense: T | | | o 100 ical Satar 0
Ticenses and Dues Expenses Note: Use Column 2 of the main expense schedule to disallow Tor leical on
210 | 4017 |t  Dues: Patien Care Refated Portion T 2170 T T 2170
R IREEN 3 Dues: ot Related o Ptient Care | I o o
2. .0 Total Licenses and Dues Expenses T 2370 | | o] 2170
Education and Training Expenses
2 4306.1_|Staff Development: Coordinator Satary
43062 raining
2 43063 _| Other
2 4306.4_| 10b Related Education i I
2 4305.0_| Total Education and Training Expense: 15 [ T
mefis
20 3101 [Employee Benefis —pensions T T T T [
21 | 43102 [Employee BenefitsOther [ [ [ | [0
5| 2339.2 [Offes Prof Shring nd Or Banes I | I o G
[ 2:800 | 43100 | Total Employee Benefits | o] o] | [
[Recounting Expenses
223 | 43503 [Account T Ol [
2500 | 43400 [Total 15,780 o] | 75,780 part 1
" ine Occurred o s
Legal Expenses Line # Vendor Name: (MM/DDIYYVY) Amount Select Code Brief Description of Service:
225 | 43803 [tegar T | I | of 0 281 Dan Clasbv & Co. 7/15/2022 1,050 A
226 | 43857 | Legal: Division of Appeals - Filing Fees [ [ [ of o 22 Dan Clasby & Co. 7/15/2022 1,050 c 990 & P
227 | 43907 |Other Legal I 20 | 20 o 23 Farnsworth 1272372022 17,680 [ ERTC fings
21000 | 43700 | Total Legal Expernses T 240 | 1 @) [ 284
ayroll Taxes 265
238 | 44111 [Payroll Taxes -Other T 53,028 | T T 53,08 25100 Sub-Total 15780
229 | 44112 [ payroll Taxes Officers | [ 9 o
P 44000 Total Payroll Tanes T EX| o] o] 55008 ] Emplovee Name Job Title Salary Select Code | Descrption it Yoot time
(Insurance Expense <
0 | 44287 [insurance: Depariment of Tance Claims (DUA) - ASG Portion [ 7
7_[Imsurance: Uabilty * [ 5
7| Key Person insurance 9 [ 5
nsarance: Buldr “and Equipment 3722 G22) [ 26200 Sub-Total o
orkers” Comp - Other 10,465 10,465 25300 [Total Other Accounting 15780
orkers” Comp ~Officers 9 [
Other 26,138 126138
237 | 4 Officers 9 [ [A_HCF-4 Cost Report Prep o Personal Tax Prep G- SEC ilngs
(21200 | 44200 Total Insurance Expenses 140325 [ G.722) 136603 5. Medicare Cost Report Prep E i i [H- Other Allowabi
38 | 44150 Interest on Late Payments, Penaltes q [ [<_corporate Tax Prep. F-Centif T i other
39 1430.0_|Interest on Working Capital o 0 I [T |
40| 44350 | Pre-Opening Expen q o
1| aaas (Use Table 2C to Right o temize bxpenses) 0
[[2:1300 | a200. d Expenses 241,062 0 (3.962) 237,100
45158 _| Personal Property Taxes" q Line # Amount
45208 | Interest Long-Term 11875 11675 201
45358 | Rent - Real Property | 9 23
4538.8_| Other Rent (Use Table 2D to Right to emize Expenses] o 2c4
45508 _| Depreciation - Buiding 5034 (5.034) 3c100 Fotal o
4565.8_|Depreciation ~Bulding & i 6428 (6.428)
45678 Depreciation: Lessehod mprovements o
45688 _| Depreciation - Other Improvements q et Descrption Amount
45708 | Deoreciation -Equipment q Eaupment Rental
45856 | Depreciation d L Assets o
4540.  Total Fixed Costs 27,337 (27,337)
tic jaintenance & Security
3 Security Saaries [ 70100 Total o
X Security 16173 16173
X Sccurity - Supples and Expenses 9,60 9,60
X Security Utilties 50325 50325
Security - Repairs 2606 2606
ol 78,713 [ 78,713
Dictary Salaries 105,105 105,105
Dictary Food 54,510 54,510
ietary [
Dietcian - Salary [
080 o0
1037 10379
E Total Diatary 216,137 [ 216,137
Taundry
264 | 53101 [GaundrySalaries [
265 | 53203 | Laundry Purchased Service [
266 | 53305 | Loundry~Supples and Expenses 4650 4650
267 | 53405 [taundry 4 525 525
71700 | 53000 Total Laundry 3975 [ 3575
[Fousekeeping
268 | sai01 | ies e ] T T 2753
269 | sa153 | [ [ T | [
270 | sa205 | [ 0428 | T [ 0428
1800 | _5400.0_| Total Housekeeping som | | [ T38,081
Rarsing
271 | 60301 [N safares T T T T [
272 | 60353 | RN purchased Service [ 703 | 1 [ 7038
275 | _coai1 [iPN salaries T 2365 | T T 2365
274_| 60123 | (PN purchased Servics [ T [ [
Warses Aides
[ 275 ] 60511 [Nurses Aides Safares T 275110 | T T 275,110
276 | 60523 [ Nurses Aic [ [ T [ [
21500 | _6000.0_| Total Nursing [ 287435 | o] [ 287413
TQuality Assurance professional T T T T [
[community Support Coordinator [ Ti3m | T [ Ti634
of Other Medical Services Expenses
TEmpiovee Physicals T T [ Amount
[Other Mecical services Expenses (Use Table 2E to Rght to liemize Expenses) T [ [ [ 261 [ | |
[Total Physicans” Services o o] [ o [ 262 | | 1




Therapy Salaries
Direct Restorative Therapy Salaries o
Dircct Restorative Therapy Benefits

n Therapy Consultants

Dirct Restorative Therapy Consultants

Total Restoratve Therapy 0 0 0

ccreational Therapy ~Saaries T T
ccreational Therapy ~Purchased Service 4309 [ 4309
ccreationa Therapy  Supples and bxpenses 5092 5092
ccreational Therapy Transportation S50 i560] 0
fotal Recreational Therapy_ 9,961 0 (560) 9,401
fotal Restorative & Recreational Therapy 9,961 0 (560) 9,401

2d Accounts - Refunds, Taxes, Day Care
ines, Late Charges, and Penalties of
tate & Federal Income Taxes

Excise Tax. of

dult Day Care Costs” of

ther Non-Nursing Costs™

Fotal Bad Accts.Taxes Refunds Day Care o o

Fotal Expenses 1210024 (34,859 1175165

o
AICHA0000  A/CH99450  A/CH9939.0

el
35 9502. Back from Realty Company (HCF-2 RH) |

Reconciliation of Cost Report Net Income to Financial Statement (Book) Net Income
Table d 1
W

Line # | Account# | Descrintion I
Cost Report Ret Tncome
30000 | Tora Cost Reportincome T
30000 [Total Cost [

2,100 Net Income 1
Financia ncome

Em | TFinancil ncome T

Y| Financal Expenses I

ET [Net income (Loss) Financi 1 [
Varianee

s [Variance Betweenc Statements:ncome T 1154037

a5 Variance Betueen Cost Report and Fnancial tatements: Bxpenses | 1210024

a7 | TVarisnce getween Statements: Net ncome I 15587

a5 clin unable o o PR dorotected T 5057

48 lain unable to enter it d orotected (1,210,024).
210 st

a1 Exolin

a1z Exobain

4300 Total @,
Reconelfurion

o | oiferenc between Tota Reconding ems an Varince Between Cost Report and Fnancil I

Prevarer s to refer Alinkto is orovided in the User Guide Tab,
Preparer s reauired hedule of th
This should be zero. be accounted for by the

oo [ 73 I ]
egend Drugs g o [ 264 I |
ot Resold ¥ a7 [ 7100 Troar |
es0ld to Private Patients q 0
i s and [r) 0 0 [r)
Pharmacy Consulant 0
Social Service Worker (including Beaviora Realth 19000 Ta0i0
Total Medical Services Toas12 0 0 Toas12
TTherony



RESIDENTIAL CARE FACILITY FY2022 COST REPORT (HCF-4)

SCHEDULE : RESIDENT DAYS

Resident Days January 1 - March 31

Table 1 Account # 1
Line # Payer Description Reported Days
1.1 0210.5 & 0210.0 |DTA Days 2,461
1.2 0212.5 & 0212.0 |Massachusetts EAEDC
13 0215.4 & 0215.0 |Non-Massachusetts DTA
1.4 0260.5 & 0260.0 |MA Commission for the Blind
1.5 0270.5 & 0270.0 |Veterans Administration and Other Public **
1.6 0290.5 & 0290.0 |Private 270
100 0200.0 Total Resident Days January 1 - March 31 2,731
Resident Days April 1 - June 30
Table 2 Account # 1
Line # Payer Description Reported Days
2.1 0310.5 & 0310.0 |DTA Days 2,575
2.2 0312.5 & 0312.0 |Massachusetts EAEDC
2.3 0315.4 & 0315.0 |Non-Massachusetts DTA
2.4 0360.5 & 0360.0 |MA Commission for the Blind
2.5 0370.5 & 0370.0 |Veterans Administration and Other Public **
2.6 0390.5 & 0390.0 |Private 273
200 0300.0 Total Resident Days April 1 - June 30 2,848
Resident Days July 1 - September 30
Table 3 Account # 1
Line # Payer Description Reported Days
3.1 0410.5 & 0410.0 |DTA Days 2,493
3.2 0412.5 & 0412.0 |Massachusetts EAEDC
3.3 0415.4 & 0415.0 [Non-Massachusetts DTA
34 0460.5 & 0460.0 JMA Commission for the Blind
3.5 0470.5 & 0470.0 |Veterans Administration and Other Public **
3.6 0490.5 & 0490.0 |Private 276
300 0400.0 Total Resident Days July 1 - September 30 2,769
Resident Days October 1 - December 31
Table 4 Account # 1
Line # Payer Description Reported Days
4.1 0510.5 & 0510.0 |DTA Days 2,459
4.2 0512.5 & 0512.0 |Massachusetts EAEDC
4.3 0515.4 & 0515.0 |Non-Massachusetts DTA
4.4 0560.5 & 0560.0 |MA Commission for the Blind
4.5 0570.5 & 0570.0 |Veterans Administration and Other Public **
4.6 0590.5 & 0590.0 [Private 366
400 0500.0 Total Resident Days October 1 - December 31 2,825
Annual Resident Days January 1-December 31
Table 5 Account # 1
Line # Payer Description Total Reported Days
5.1 0610.5 & 0610.0 |DTA Days 9,988
5.2 0612.5 & 0612.0 |Massachusetts EAEDC 0
5.3 0615.4 & 0615.0 |Non-Massachusetts DTA 0
5.4 0660.5 & 0660.0 |MA Commission for the Blind 0
5.5 0670.5 & 0670.0 |Veterans Administration and Other Public ** 0
5.6 0690.5 & 0690.0 |Private 1,185
500 0600.0 Total Annual Resident Days 11,173

Additional Patient Day Information

Table 6




Line #

Description

Reported Admission/Community Support

Days
6.1 0140.0 Number of Admissions 7
6.2 0150.0 Number of Discharges 6
6.3 0170.0 Number of Public Community Support Admissions 4
6.4 0175.0 Number of Total Community Support Admissions 5
6.5 0180.0 Public Community Support Resident Days 7,548
6.6 0182.0 Private Community Support Resident Days 455
600 0185.0 Total Community Support Resident Days 8,003

Footnote Legend

* %k

Preparer is required to provide details in the Footnotes schedule of this cost report.




COST REPORT (HCF-4)

Claimed Fixed Asset Expenses

Note: This table does not include all fixed assets for the facility; only those that can be claimed as residential care facility fixed assets. Allowable basis is the portion of fixed assets used for the care of publicly-aided residents. Claimed deletions include retired, sold,
written-off, damaged, and fully depreciated assets. If the facility runs other non-nursing or residential care programs, such as an adult day care program, the related fixed asset expenses must be NOT be reported on this schedule and the allocation methodology for
allocating fixed asset expenses must be reported in the Footnotes and Explanations schedule.
Table 1 1 2 g 4 5 6 7 8 9
. L Allowable Cost Basis R . R N Allowable Cost Basis L L Non-Allowable Add-Backs from HCF-2 Clalme.d NEt
Line # Description L Claimed Additions Claimed Deletions N Depreciation % | Depreciation HCF-4 L R . Depreciation
Beginning Balance Ending Balance Depr RH if
Expense
1.1 Land HCF-4 5,000 5,000
1.2 Land HCF-2 0
1.3 Building HCF-4 46,218 46,218 1,156 1,156
1.4 Building HCF-2 0 -] 0
1.5 Improvements HCF-4 186,058 186,058 5.00% 9,303 9,303
1.6 Improvements HCF-2 0 5.00% | 0
1.7 Equipment HCF-4 11,758 11,758 10.00% 1,176 1,176
1.8 Equipment HCF-2 0 10.00% | 0
1.9 Software/Limited Life Assets HCF-4 0 33.33% 0
1.10 Software/Limited Life Assets HCF-2 0 33.33% -] 0
100 Total Claimed Fixed Asset Depreciation Expense 249,034 0 0 249,034 11,635 0 0 11,635

Other Claimed Fixed Asset Expenses

Report other claimed fixed asset expenses other than depreciation below. If the facility runs other non-nursing or residential care programs, such as an adult day care program,
the related fixed asset expenses must NOT be reported on this schedule and the all ion methodol for all ing fixed asset
Explanations schedule.

must be reported in the Footnotes and

Table 2 1 2 3
. . Claimed Fixed Asset Claimed Fixed Asset Expenses - | Total Other Claimed Fixed Asset
Line # Description Expenses - Rest Home
Realty Company (HCF-2 RH) Expenses
(HCF-4)
2.1 Long-Term Interest Claimed * q 0
2.2 MA Corporate Excise Tax - Non-Income Portion - 0
2.3 Building Insurance 3,722 - 3,722
2.4 Real Estate Taxes q 0
2.5 Personal Property Taxes - 0
2.6 Other Claimed Fixed Assets** 0
200 Total Claimed Fixed Asset Other Expenses 3,722 0 3,722
Table 3 1
Line # Description Total
300 Total Fixed Assets Expenses Claimed 15,357 A/C 9500.0 ]
Table 4 1
Line # Description
4.1 Is this a new facility? No
4.2 What is the year the facility was built? (YYYY) 1890
Was there a change of ownership of this facility
43 during the reporting period? No
Was there a change of ownership of company that
4.4 owns the real assets of the facility (realty company)
during the reporting period? No
ges in Facility or Realty Company Ownership
Table 5 1 2 8 4 5]

Line # I Select Type of Ownership Change I Transaction Date I Purchased From I Purchased By I

Sale Price




Sale of Residential Care Facility Between Current

5.1 Owners (e.g. related parties)

Sale of Residential Care Facility to Unrelated Third
5.2 Party
5.3 Sale of Realty Company

Table 6

and Substantial Capital Expenditures

1

2

Line #

Description

Response

Reference

6.1

Is this a new facility? If so, does this cost report
project the reasonably anticipated costs and
anticipated resident days for a twelve-month
period?

Refer to regulation 101 CMR
204.08(1)(a)

6.2

Did your facility have any major additions that
became operational during the year? If so, does this
cost report project the reasonably anticipated costs
and anticipated resident days for a twelve-month
period?

Refer to regulation 101 CMR
204.08(1)(a)

6.3

If yes to the above question(s), provide the date the
facility or major additions became operational.
(MM/DD/YYYY)

Refer to regulation 101 CMR
204.08(1)(a)

6.4

Did your facility file a petition with CHIA for an
administrative adjustment for substantial capital
expenditures during the year?

Refer to regulation 101 CMR
204.08(2)(a) 1.

6.5

If yes to question 6.4, provide the date of the
petition. (MM/DD/YYYY)

Refer to regulation 101 CMR
204.08(2)(a) 1.

6.6

Were the substantial capital expenditures subject to
a Determination of Need (DON) approval by the
Department of Public Health (DPH)? If yes, complete
DON Schedule below.

Refer to regulation 101 CMR
204.08(2)(a) 1.

6.7

If yes to question 6.6, list expenditures.

Equipment

Improvements

Limited Life Assets

N) Project Details

Description

List the DON project number.

Please briefly describe the DON project.

7.3

What is the date of the original DON approval?
(MM/DD/YYYY)

7.4

What is the approved Maximum Capital Expenditure
of the original DON?

7.5

Has this facility received a letter from the DPH Office
of Determination of Need approving any significant
change in the capital project resulting in an increase
in the Maximum Capital Expenditure?

7.6

What is the date that assets were placed into service
this period? (MM/DD/YYYY)

7.7

List the net book value and category of fixed assets
that were written off or retired during this reporting
year as a result of the DON project.

Equipment

Improvements

Limited Life Assets

Footnote Legend

*

*%

Preparer is to refer to the instruction guide for properly completing this line. A link to the instructions is provided in the User Guide Tab.
Preparer is required to provide details in the Footnotes schedule of this cost report.




Mortgages and Notes Supporting Fixed Assets

RESIDENTIAL CARE FACILITY FY2022 COST REPORT (HCF-4)

SCHEDULE : MORTGAGES AND NOTES

IMPORTANT NOTE: Report all mortgages and notes payable whether or not interest expense is incurred on this schedule. Each new note should be reported with all data fields
match amounts reported on the Balance Sheet and the Profit or Loss schedules.

filled in. New

tg

of existing

must be reported on a separate line. Total Mortgages and Notes as of December 31 and Total Expenses must

Working Capit
Table 2

al Debt
1

3

Line #

Lender Name

Related Party Yes/No Selection

Beginning
Balance: Jan 1

New Loan Amount

Start Date

Principal Payments

Ending Balance: Dec 31

Interest Rate %

Interest Expense

TOTALS

A/C #2100.0 less 2160.0

A/C #3300

Table 1 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
Amortization of o .
Line # Select Type of Notes Payable Lender Name Re‘::j;r::nv Date M"_ngage DueDate  |NUmPer °',M°"ths Monthly Payments Original Loan N!cf'fgage M°’§‘?F° Beginning Loan a::i:ril rh‘liw Principal pay Off Pay Off [Ending Loan Balance:| Interest | Expense Period (A.::l::?:.:nl':::st
- Acquired Amortized Amount Acquisition Costs | Acquisition | Balance: Jan 1 Payments Amount Date Dec31 Rate % Expenses A
Selection Couts Loans and Period Expenses)
11 Mortgage | P3Solimine Funeral Svc, Inc. | Ves 9/10/2018 9/10/1933 180 2,284 290,000 - - 244,559 - (15,530) 229,029 | 5.00%) 11,875 11,875
12 - -
13 - -
14 - -
15 - -
16 - -
1.7 - -
18 - -
100 |TOTALS - - 229,029 11,875 - 11,875
(A) (8) (€ (A) +(B) +(C)
A/C#4520.8



RESIDENTIAL CARE FACILITY FY2022 COST REPORT (HCF-4)

Detail of Staff, Hours, Salary, and Benefits by Position

Table 1 1 2 3 4 5 6 7
Number of FTE Number of Staff Total Hours 3
. - . Group Life/Health . )
Line # Description (Round to one (Round to one (Round to one Total Salaries Benefits Pensions Other Benefits
| | place) | | place) | | place)

1.1 Staff Development 00,000.0

7110.2 7210.2 7310.2 4306.1 7410.2 7510.2 7610.2
1.2 Maintenance Staff 00,000.0

71112 72112 73112 5105.1 7411.2 7511.2 7611.2
1.3 Dietary Staff 00,000.0

71122 72122 73122 5205.1 74122 7512.2 7612.2
14 Dietician 00,002.3 3.0 4770.0 108,108 -

7113.2 7213.2 7313.2 5231.1 7413.2 7513.2 7613.2
1.5 Laundry Staff 00,000.0

7114.2 7214.2 7314.2 5310.1 7414.2 7514.2 7614.2
1.6 Housekeeping Staff 00,003.1 4.0 6443.5 127,653 35,382

7115.2 7215.2 7315.2 5410.1 7415.2 7515.2 7615.2
1.7 Quality Assurance 00,000.0

7116.2 7216.2 7316.2 6504.1 7416.2 7516.2 7616.2
1.8 Community Support Coordinator 00,001.0 1.0 2080.0| 116,344 14,674

7119.2 7219.2 7319.2 6507.1 7419.2 7519.2 7619.2
1.9 Social Services Staff 00,000.1 1.0 260.0| 14,040 -

7120.2 7220.2 7320.2 6540.0 7420.2 7520.2 7620.2
1.10 Restorative - Indirect Salaries 00,000.0

7121.2 72212 7321.2 7011.1 7421.2 7521.2 7621.2
1.11 Restorative - Direct Salaries 00,000.0

71222 72222 73222 7012.1 7422.2 7522.2 7622.2
1.12 Recreational Staff 00,000.0

7123.2 7223.2 7323.2 7021.1 7423.2 7523.2 7623.2
1.13 |Administrator 00,001.3 2.0 2656.5 61,943 17,691

7124.2 7224.2 7324.2 4110.1 7424.2 7524.2 7624.2
1.14 |Officer 00,000.0

7125.2 7225.2 7325.2 4125.1 7425.2 7525.2 7625.2
1.15 |Clerical Staff 00,000.1 1.0 287.0| 8,790 -

7126.2 7226.2 7326.2 4140.1 7426.2 7526.2 7626.2
1.16 |RNs 00,000.0

7129.2 7229.2 7329.2 6030.1 7429.2 7529.2 7629.2
1.17 |LPNs 00,000.0 1.0 75.5 2,265 -

7130.2 7230.2 7330.2 6041.1 7430.2 7530.2 7630.2
1.18 |Nurses Aides 00,004.9 5.0 10138.5 278,110 58,486

7131.2 7231.2 7331.2 6051.1 7431.2 7531.2 7631.2




RESIDENTIAL CARE FACILITY FY2022 COST REPORT (HCF-4)

SCHEDULE : FOOTNOTES AND EXPLANATIONS
Table 1 1 2 3

Enter any footnotes, explanations or disagreement relating to this cost report in the space provided below by schedule. The Center relies on accurate reporting which is consistent with regulations, forms, instructions, and advisory rulings. Providers
should report both actual and allowable costs and explain discrepancies. For your convenience, all lines in the cost report marked with ** are listed below. If you reported values on any of cost report lines marked with an **, you must provide an
explanation on this schedule.

Cost Report Schedule Name Line #/ / Line Name Explanation
HCF-4 Balance Sheet Line # 3.10/ Other
HCF-4 Profit or Loss Schedule Line # 1.15 /Endowment & Other Nonrecoverable Income
HCF-4 Profit or Loss Schedule Line # 2.20 /Employee Benefits - Pensions
HCF-4 Profit or Loss Schedule Lines # 1.5, 2.5, 3.5, 4.5/Veterans Administration and Other Public
HCF-4 Profit or Loss Schedule Line # 2.6/ Other Claimed Fixed Assets
HCF-3 RH Part Il - Management Company Financial Information Acct. #3650.0/Other Income
HCF-3 RH Part lll - Management Company Financial Information Acct. #9321.1/Clerical
HCF-3 RH Part Il - Management Company Financial Information Acct. #9323.7/Other Expenses
HCF-3 RH Part lll - Management Company Financial Information Acct. #9399.6/Total Other Administrative, Variable & DON Costs
HCF-3 RH Part Il - Management Company Financial Information Acct. #9379.0/Miscellaneous
HCF-3 RH Part lll - Management Company Financial Information Acct. #9391.0/Other Property Costs
HCF-3 RH Part Il - Management Company Financial Information Acct. #1980.0/Other
HCF-4 General Line #1.30/Report of unpaid workers expenses
Line #1.31/Cost-splitting methodology for employees whose salaries are reported in
HCF-4 General
more than one account.
HCF-4 General

Line # 1.32/Details of accrued expenses not related to the current cost report period.







RESIDENTIAL CARE FACILITY FY2022 COST REPORT (HCF-4)

SCHEDULE : CERTIFICATIONS

Certification by Preparer (Other than Owner, Partner, or Officer)

8/12/2023

Certification by Owner, Partner, or Officer
Table 2

1

2.1

Last Name

Solimine

Table 1 1

1.1 Firm Name / Realty Company Dan Clasby & Company

1.2 Preparer's Last Name Clasby

1.3 Preparer's First Name Dan

1.4 Preparer's Middle Name

1.5 Title Owner

1.6 Street Address 100 Cummings Center, Suite 238C

1.7 City Beverly

1.8 State MA

1.9 Zip Code 01915

1.10 Phone Number 978-922-9900

1.11 Email Address clasbyco@msn.com
By checking this box and completing line 1.13, Date of Authorization, | hereby certify that | am the Preparer of

155 this report noted above and | attest, to the best of my knowledge and belief, that this cost report is a true,

) correct, and complete statement. This report is subject to audit and verification by the Center for Health

Information and Analysis.

1.13 Date of Authorization:




2.2

First Name Susan

2.3

Middle Name

2.4

Title Community Support Coord.

25

By checking this box and completing line 2.6, Date of Authorization, | declare and affirm under the penalties of
perjury that this cost report and supporting schedules have been examined by me and, to the best of my
knowledge and belief, are a true and correct statement of total operating expenditures, balance sheet, earnings
and expenses, and other required information. Further, | declare that the report and supplemental information
were prepared from the books and records of the provider, unless otherwise noted, in accordance with
applicable federal and state laws, regulations and instructions. | understand that any payment resulting from
this report will be from state and federal funds and that any false statements or documents, or the concealment
of a material fact, may be prosecuted under applicable federal and state laws. | also understand that this report
and supporting schedules are subject to audit and verification by the Center for Health Information and Analysis
or any other state or federal agency or their subcontractors. | will keep all records, books, and other information
pertaining to this cost report for a period of five years. If there is an unresolved audit exception, | will keep
these records until all issues are resolved.

2.6

Date of Authorization I 8/12/2023




SCHEDULE : Condensed Realty Company Cost Report (HCF-2 RH)

RESIDENTIAL CARE FACILITY FY2022 COST REPORT (HCF-4)
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