Rest Home Cost Rep 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 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).

Cell Key

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: 5/1/2024

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.
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ESIDENTIAL CARE FACILITY FY2023 COST REPORT (HCF-4)

Please check one:

New Facility Requesting a Rate
Private Facility Requesting a Public Rate Refer to 101 CMR 204.00 for
what type of cost data must be
Annual Report N
Report of Major Addition or Substantial Capital Expenditure
Facility Information Other Business Activities
Table 1 1 Table 1A 2
Line # Description Line # Other Business Activity Select Yes/No from
D Menu
1.1 VPN 950826 1A1 Child Day Care
12 Provider ID/MMIS ID 110165073A/B 1A2 Adult Day Care
13 Balance Sheet Date (MM/DD/YYYY) 12/31/2023 1A3 Assisted Living
14 Name of Facility Visiting Nurse at Highland, Inc. 1A4 Other: Explain:
15 Street Address 186 Highland Avenue
16 City Somerville
17 Zip 02144
18 Telephone 508-378-2451
1.9 Federal Employer Identification Number 84-4819927
1.10 Person's Name Jacob Sauerborn
111 Person's Email jsauerborn@vnaem.org
112 Person's Affiliation (Select from Dropdown Menu) Officer
113 List Name of Person to Receive Rate Notifications Jacob Sauerborn
114 List Email of Person to Receive Rate Notifications Jacob Sauerborn
115 Status (Select Profit/Non-Profit from Dropdown Menu) Profit
116 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. No
1.18 Enter the number of Level IV licensed geriatric beds. 84
1.19 Enter the facility's constructed bed capacity. 84
— - o
120 Has there been a change in licensed beds during the year? If yes, complete - S S———
Bed License Information Table 1B in the adiacent table.
121 Date of purchase by current owner (MM/DD/YYYY) 8/1/2020 Table 1B 1 2 3
12 Has t?he facility had a change in long-term financing during this cost report - Line # Date From DateTo 4 of Beds
year?
123 s the facility managed by a company? Yes, 18.1
120 If line 1.23 s Yes, list the COMB# of the management company as reported — 152
on the company cost report.
55 If line 1.23 is Yes, list the name of the management company as reported on Managed Health Resources, Inc. TER
the company cost report.
126 Are you completing the HCF-2 RH (Realty Company Report) Tab in this Excel No
’ Workbook?
127 List realty company name(s) as reported on each realty company cost report. N/A
Does the Balance Sheet schedule include any capitalized leases reported as
128 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
i 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
130 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 ves, explain methodology of cost-splitting the salary in the Footnotes No
schedule.
Did you report any accrued expenses incurred in periods other than the
AT current cost report period? If yes, you must report details of accrued No
i expenses not related to the current cost report period in the Footnotes
schedule.




Contact Information

Table 2 1

Line # Description
21 Contact Person Name Matthew S. Bavolack
2.2 Care Facility or Firm Name Marcum LLP
23 Title Principal
2.4 Street Address 555 Long Wharf Drive
25 City New Haven
2.6 State CcT
2.7 Zip Code 06511
2.8 Phone Number 203-781-9600
29 Email Address Matthew.

Bavolack@MarcumLLP.com

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
1 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
information.
32 Preparer Name Matthew S. Bavolack
33 Preparer's Affiliation Accounting Firm
34 Nursing Facility or Firm Name Marcum LLP
35 Title Principal
3.6 Street Address 555 Long Wharf Drive
3.7 City New Haven
3.8 State cT
3.9 Zip Code 06511
3.10 Phone Number 203-781-9600
3.11 Email Address atthew. Bavolack@MarcumLLP.com
312 Type of Accounting Service Performed Other




RESIDENTIAL CARE FACILITY FY2023 COST REPORT (HCF-4)

SCHEDULE : DISCLOSURES

IMPORTANT: This schedule is an integral part of the HCF-4 cost report, This schedule must be completed inits entirety. When completing this schedule the

of direct and indirect apply: 1)A defined asa
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 ownership, either
direct or indirect, through one or through any

ip with a person or entity, resulting in benefits of ownership which are not of record . It s incumbent upon the owner to fully disclose such interest. This schedule
MUST be completed in entirety.

Direct and Indirect Owners

List all direct and indirect owners with an interest of 5% or more in this facility. 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 2 5
Line # Owner Name (Last, First) Address Percent Ownership__| Select Ownership Type | Select Direct or Indirect?
259 Lowell Street,
1.1_|Visitine Nurse Foundation. I Somerville. MA 02144 100.0% Corporation Direct
12
13
14
15
16

Other Owned Faci

y in which Table 1 own, directly or indirectly, an interest of 5% or

1
Line Nursing and/or Rest Home VPN

a 5
Name of Owner Company Address % Ownership

Indebtedness
Listany n (1) the facility in Table 1 or (2) or listed in
Table 1 owe to the mmw.

1 2
Line Select type of debt Select Payable Fre
31 |Other Facility

a 5 6
Amount Date Issued Balance 12/31 Select Payable To

7
List Owners Name.
1,508,868 | Various - 668.398

Facility Due to/from

Related Party Transactions
Indicate any e
Indicate

, person,or related party as defined in 101 CMR 204.00 and that (a) ppli ; or (b) receives any salary, fe
by thi

year. (Attach v)

Table 4] 1 2 3
Line # Entity/Person ices Billing/Cc
Interest

3 7 8
Mark up Cost Account Posted Name of Owner % Ownership

Sole Proprietor, Partnership, or Corporate Information
This schedule is used to report the names of and paid to owners as well hould
amount be c than draw. If addit i the

d Explanations Tab.

Table 5| 1 2 3

5
Line # | Select Owner, Partner, Officer Owner Name Owner Title

2
% Time Devoted Salary

7 il 9 10 11 12
Employee Benefits Payroll Taxes Workers' Comp.| Gr. Life/Health Ins. Draw Other Total

Five Highest Paid Salaries

Listthe Iares, and benefits of the this report.
Tabied] 1 ) 3 2 5 3 7 0 5 10 1 2 5 1 I3
% Time Devoted- Plant |
e Name Title % e Devoted o g | T e Medial| s Time Devored-other | Tl Time st eaal salary [ employee Benefits [ Payroli Taxes [ workers' comp. | Life/teatth | oraw Other Total
Security ns-

6.1 _|Gleisiany Milhoc Staff Coordinator 100.00%)| 100.00%| 134,374 9,558 741 144,673
6.2 |Winfred Grant o 100.00% 100.00% 57310 211 as1 | isont 12973
6.3 _|Taonga Nkhata-Oliveira RN 100.00%)| 100.00%| 109,086 7.760 601 16.974 134,421
5.4 [Linda Comel = S000% 1000% 10000%| 312,005 16,261 136|660 395,262
6.5 _|Jacob Sauerborn CFO 75.00%] 25.00% 100.00% | 113,589 11,178 50 3,875 128,692




RESIDENTIAL CARE FACILITY FY2023 COST REPORT (HCF-4)

BALANCE SHEET

SCHEDULE :
Current Assets
Table 1 1
Line# | Account# |Description Account Balance
Cash and Cash Equivalents
1.1 1020.0 |Cash - Checking Account 249,460
1.2 1030.0 |Cash-On Hand
1.3 1040.0 |Temporary Investments
1.4 1050.0 |Other Cash 148,666
1.100 1010.0 |Total Cash and Cash Equivalents 398,126
Accounts Receivable
1.5 1080.0 Private Patients 39,207
1.6 1100.2 |Publicly-Aided - MA LV IV (Billed) 118,524
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 157,731
Loans Receivable
1.10 1160.0 |Loans Receivable from Officers/Owners
1.11 1170.0 |Loans Receivable from Employees
1.12 1180.0 |Loans Receivable from Affiliates/Related Parties
1.13 1185.0 |Other Loans Receivable
1.300 1150.0 |Total Loans Receivable o
1.14 1190.0 |Interest Receivable
1.15 1210.0 |Supply Inventory
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 * 19,808
1.400 1260.0 |Subtotal Prepaid Expenses 19,808
1.21 1310.0 |Other Current Assets
100 1005.0 |Total Current Assets 575,665
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 1,200,000 1,200,000
2.2 1520.0 Building 3,106,564 (265,352.00) 2,841,212
2.3 1610.0 |Building Improvements 0
2.4 1625.0 |Leasehold Improvements 45,850 (2,904.00) 42,946
2.5 1630.0 |Other Improvements 0
2.6 1650.0 |Equipment 186,459 (111,891.00) 74,568
2.7 1700.0 |Motor Vehicles 0
2.8 1710.0 |Software/Limited Life Assets 0
200 1500.0 |Total Non-Current Fixed Assets 4,158,726




Deferred Charges and Other Assets

Table 3 1
Line# | Account# Description Account Balance
3.1 1910.0 |Organization Expense
3.2 1940.0 |Purchased Goodwill
3.3 1950.0 |Leasehold Deposits
3.4 1960.0 |Utility Deposits
3.5 1970.0 |Cash Surrender Value of Officer Life Insur.
3.6 1975.1 |Mortgage Acquisition Costs *
3.7 1975.2 |Accumulated Amortization of Mortgage Acquisition Costs
3.8 1975.0 |Unamortized 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 o
300 1000.0 |Total Assets 4,734,391
Table 4 1
Line# | Account# Description Account Balance
Accounts Payable
4.1 2020.0 |Trade Payables 165,123
4.2 2030.0 JAccrued Expenses 30,421
4.3 2047.0 |Due to Commonwealth of MA
4.100 2010.0 |Total Accounts Payable 195,544
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 668,398
4.7 2130.0 |Banks
4.8 2140.0 |Motor Vehicles
4.9 2150.0 |Other Short-Term Financing
4.10 2160.0 |Payment Due Within One Year on Long-Term Debt *
4.200 2100.0 |Total Notes and Loans Payable 668,398
Accrued Salaries and Payroll Liabilities
4.11 2190.0 |Accrued Salaries
4.12 2200.0 |Accrued Payroll Tax Withheld
4.13 2210.0 JAccrued Employee Taxes Payable
4.14 2220.0 |Other Payroll Liabilities
4.300 2180.0 |Total Accrued Salaries and Payroll Liabilities -
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 148,666
4.400 2250.0 |Total Other Current Liabilities 148,666
400 2005.0 |Total Current Liabilities 1,012,608




Long-Term Liabilities
Table 5

1

Line# | Account#

Description

Account Balance

Long-Term Liabilities (See Mortgages & Notes Schedule)

5.1 2310.0 [Mortgages * 3,747,332.00
5.2 2320.0 |Other Long Term Debt *

5.100 2300.0 |Total Long-Term Liabilities 3,747,332
500 N/A Total Liabilities 4,759,940

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 |Additional Paid in Capital
6.7 2640.0 |Treasury Stock
6.8 2650.0 [|Retained Earnings (25,549)
6.200 2610.0 |Total Corporation Capital (25,549)
600 2000.0 |Total Liabilities and Net Worth 4,734,391

Balance Sheet Check

Table 7 1
Line# | Account# Description Account Balance
7.1 1000.0 |[Total Assets 4,734,391
7.2 2000.0 |Total Liabilities and Net Worth 4,734,391

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



RESIDENTIAL CARE FACILITY FY2023 COST REPORT (HCF-4)
———— TEEeeneenoe

Table 1 1

o Reported
[ s po— e
276977
5,017,355
2143925
32 15755
30253 [ Adult Day Care Income
30262 Other Non
COVID-Related Supplemental Payments
Tl 5o i o e B
Torvate por
Medicaid (DVA] Tine Account 1 i Amourt
Non-MA Medicaid AL
1A Commission for the Biind A2
VA Other Public A3
[Total Ancitary services o ¥
A5
Endowment & Other Nonvecoverable ** 660816 17100 [
Launciy Recoverable Income
Vending Machines
Bad Debt Recover
Prior Vear Retroactive Adjustment
Recoverab 4528
xed Costs Recoverable.
scel d Recoverable Income o0
otal Gross Income 153,796
foperses |
Table 2 1 2 3 4
Self Automatically
tinest | account oescrption Reported | Disallowed | Disallowed | Total Allowable
Expenses Expenses Expenses Expenses
19945.0) 19939.0)
5
21| 41101 |Administrative/Responsible Person Saaries 35553 | T T 125593
22 | #1251 [Officer salaries” I | T ol o
41801 [ lerical Salaries (Use Table 2 to Right o Iemize Salaries] | BT 450200
41603 o 0 Line # Emplovee Name Job Title Briet ipti Gross Salary
41606 | Management Consuttants* o 0 FNERTMIRELLE Recestionst [sn Phone. t M
4130.1_[Total Other Expenses 485,607 0 0 85,607 2 Receotionist Asn Phone. tk M 783
100.0 | Total Expenses 515,200 0 0 515,200 E] AUSE GLORIA M Recentionist [Asn Phone. t M 3520
ples & Expenses ] DUTRAHELIA Receotionist Asn Phone. t M 1,305
27 ] 42505 [office supplies T 27.5% | T T 27556 LLAGHER MICHAEL Receotionist Asn Phone. t M 4615
Receotionist Asn Phone. t M 5674
28 Phone T 275 | T T 775 NOELANDRE Receotionist Asn Phone. t M 52,608
Directory Advertising I | o 0 Receotionist Asn Phone. tk M
Total Telephone Expenses I 27 | o] of 275 SANTIAGO PEDRO Receotionist Asn Phone. t M 108
Travel Expenses 2A10 Housing / Accting / Med s/ | y,ious clrical Various Clrical 345,666
710 | 43755 [Wiotor Vehicle Experse” T A ] T 0 T
2.1 | 42805 | Conventions and Mieetings I I o 2
2400 | 42705 [Total T 7 [GE] T o 3
[Advertising Expenses B
313 | 2957 [rielp Warted T 5937 | T T 5557 5
213 | 42987 |Promotional | 2,19 | [ (2.196) 0 6
X 42900 [Total T 26,133 | o[ (2.196) 5937 28100 7 7 260240
[icenses and Dues Expenses Note: Use Column 2 o the main expense schedule to disa Tor clerical business actvities.
314 | 45017 [ Uicerses and ues Paient Care Related Potion T Crvaa| Troal] T ]
205 | 43023 | Uicenses and Dues: Not Related to Patient Care I 7l o
pX 000 [Total L T 577 Toa o[ )
Education and Training Expenses
306, 0
43062 _| Administration Traiing 500 500
43063 | Other Required Education 917 917
4306.4_|Job Related Education o
4305 a7 o a7
Benefits
33101 Employee Beneits —Pensions ** T T T T 0
Employee benefits Other I w75 | ] I w50
Beneits I 7l o
efits T 578 o[ ea
333 | 43503 [Accounting: Appeal Services T T a 0
2900 | 43400 [Total 23310 o] ol 2310 Part1:
Date Occurred ot Deserii .
Legal Expenses Line # Vendor Name /oo Amount Select Code Brief Description of Service
225 | 43803 |Legal: Appeal Service | T T of 0 28.0 'Daniel Dennis & Co. 12/31/2023 12,000 F Audit Fees
226 | 43857 | Legal Division of Admiristrative Low Appeals  Fiing Fees I I I of o 282 Marcum LLP. 12/31/2023 4,600 n Cost Reports
227 | 43907 |Other Legal [ 3919 | [ 283 Marcum LLP 12/31/2023 6,710 E | Advisory Services
(2000 43700 | I 3919 | I (3.919) o 284
[Payroli Toxes 5
238 | _44111 Payroll Taxes ~Other T 75,100 Sub-Total 25510
225 | 44112 [Payroll Taxes Officers I Part I Emplovee' i
X 4300.0_| Total Payroll Taxes | [ Emplovee Name Job Title Salary. Select Code. Description of % of time
Tnsurance Expense 5
42287 [imsurance: Department Claims (DUA) A&G Portion 0 7
4231.7_[Insurance: Milpractice and General Libilty * 0,880 0,880 5
4432.7 | Key Person imsurance 9 0 o
4590, <Il>nsuran<e Building Improvements and Equipment 65,432 165.432)] 0 28.200 Sub-Total 0
44241 _[Workers’ Comp - Other 17,006 (2801 16,726 28,300 Total Other Accounting 7310
44242 _[Workers’ Comp ~Officers o 0
a2, 393388 o871 386901 I ‘
237 | ame Offcers B 0 |2 T Personal Tax prep o secrings
1200 | s, S36708 Gen)] 53] oaser [B- Medicare Cost Reportpre Te jiory Serices Th-other Allowaby
38_| 44150 [interest on Late Payments, Penalties 9| 0 [ccorporate Taxprep |F. Certified Financi [ other
39 | 44300 [interest on Working Capital 9913 [ (9.913)] 0 | [T |
40| 44350 | pre-Opening & o
[ 241 | 4443.00 [Other Operating Expenses (Use Table 2C o Right to emize Expenses] s ewe| |
1300 | 4200, 958575 | (ewosn]  (ssac0)]




Table 2C: Detail of Other Operating Expenses

242 | 45108 |Real Estate Taxes o 0
243 | 45158 [personal Property Taves* o o Line # Descrption Amount
244 | 45208 [interest Long-Term (see Mortgages & hedul 178732 G7a732) o 2c1 © 3525
245 | 45358 |Rent- Real Property o 0 23 Background creening Expense se2
45388 | Other Rent (Use Toble 20 to Right o ez Expenses) o ca Other bipense 16527
4550:8_| Deprecition - Buiding 77664 (77.664) 2c100 56388
45658 | Depreciation - Building Improvements o
5671 )
45688 Depreciation - Other Improvements o 0 Descrption Amount
4570:8 | Depreciation -Equipment 34416 Gaate) 1
45855 Depreciation e Assets o 2
X 52606 (292,600 3
Pla 0
28 [ sis, 3 Saaries 75 76 0100 [Fotal 0
B 3 Purchased Servce 152,59 T52,54
3 Supplies and Expenses 64,535 64,535
3 Utiities 44255 942,899
X Repairs 101,077 101,077
ecurity 788,675 o 788,675
Dietary - Salaies S5t SSaal
Dietary Food 353,426 353,426
Dictary ~Purchased Service 0
Dietician - Salary 155 159
Dietician - Purchased Service 0
Dictary - Supples and Expenses 28060 25,060
Total Ditary 536086 o 536085
undry - Salares 6517 6a17
un 0
undiry - Supplies and Expenses 7537 2537
undry Linen and bedding 0
otal Laundry. ) o )
Safaies T 75206 | T T 752406
I hased Service I | T I 0
I Supplies and Expenes 718 | I I s
71800 | 54000 352 | o] I PR
Rursing
271 | 60301 [N salries T S50 | T T S50
272 | 60353 [ I I I I 0
773 | 60411 JuPN salries T 2198 | T T 2195
274 | eoiz3 I I I I 0
Rarses Aldes
275 | 60511 [Nurses Aides o T So0272 | T T 50272
276 | 60523 | Nurses Aides Purchased Service T T 0
1900 | 60000 Total Nursing | | o[ | D)
Wedialserviees
277 | 65041 JQuality Assurance Professional T T T T 0
278 | 65071 _| CommunitySupport Coordinater I I T I o
oot o
T T 0 i Amount
{Use Table 2E to Right to Itemize Expenses) i [ [ T
o o] I o 2
3
gend brugs 35600 56001 o 4
7] 8,164 5164 26100 [Total 0
esold o Prvate Patiens o 0
oral Ti7er o
Pharmacy Consultant
SocialService Worker inclu FHealth] 165
Total Medica Services 53,403 0
i Therapy Salaries T
o erapy Saaries 9
O herapy Benefits of
Indirect Restoraive Therapy Consultants I
o1 erapy Consultants 3,188 1681
Therapy 2,188 0 2188)
ecreationsl Therapy ~Saaries 56175 oi7s
ecreational Therapy ~Purchased Service 0
ecreational Therapy ~Supplies and Expenses 25857 25857
ecreational Therapy ~Transportation o 0
Therapy 6,032 0 [
ol Restoratve & Reaeatonal Theraoy w8220 0 | e
e-Day Care
20 Accounts ~Refunds, Taxes, Day Care q
ines, Late Charges, and Penalties o
tate & Federal Income Taxes o
& o
funds and Al o
AdultDay Care Costs” o
Other Non-Nursing Costs™ o
s Refunds Day Care 0 0
[Total Expenses S55a758 Tea,061 79899 5106783
A/CHA0000  A/CHS9450  A/CH9939.0



Reconciliation of Reported Operating Expenses to Allowable Operating Expenses

Table 3 1

Line # | Account# Description Amount
51| 40000 [Towl Expenses

32 | 99450 [iess (68,081
33 | 99390 [less: Automatically Disallowed Expenses

3.100 | 0011 | Total Non-Allowable Exenses (447,975)
34 Allocated Administrative and General from Management Company (HCF-3) 118,850
35 Other Operating Expense Add-Back from Realty Company (HCF-2 RH)

36 Back from Management Company

37 Allocated Fixed from Management Company (HCF-3) 7927
38 d Asset Expenses from Claimed Fixed Assets Schedule 358,07}
39 Allocated Direct Variable (Dietician, Indirect Therapy & OA) ses

310 Allocated Direct Director of Nurses M: dd Back Expenses

3200 Back Expenses.

a1

300 | @020

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

Line # | Accounts Description | Amount

Cost Report Net Income

30000 [ emums
40000 [Total [ sssamss
3 Net income Loss)Cost Report so5,038
Fivinci et Income
| T T
4| | |
2200 | It I 0
Varlance
a5 | T ncome [——easaae]
T | Variance Between CostReport and Fnancial Satements Expenses [ sssamss
a7 | | Net ncome I
a8 Reconciine tem: Exphin
m Reconciing tem: Explain
210 Reconclne tem: Expbain
a Reconciing tem: Explain
an Reconciling tem: Explain
2300 0
Recondlation
| [P beweer oo
statements: et income

Footnote Legend
B Preparer is to refer to prope pleting. A
Preparer is required to provide details in the Footnotes schedule of this cost report.
This should be zero. be

is provided i the User Guide Tab,




RESIDENTIAL CARE FACILITY FY2023 COST REPORT (HCF-4)

Resident Days January 1 - March 31

1

Table 1 Account #

Line # Payer Description Reported Days
1.1 0210.5 & 0210.0 |DTA Days 4,140
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 630
100 0200.0 Total Resident Days January 1 - March 31 4,770

Resident Days April 1 - June 30

Table 2 Account # 1

Line # Payer Description Reported Days
2.1 0310.5 & 0310.0 |DTA Days 4,186
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 637
200 0300.0 Total Resident Days April 1 - June 30 4,823

Resident Days July 1 - September 30

Table 3 Account # 1

Line # Payer Description Reported Days
3.1 0410.5 & 0410.0 |DTA Days 4,232
3.2 0412.5 & 0412.0 |Massachusetts EAEDC
33 0415.4 & 0415.0 |Non-Massachusetts DTA
3.4 0460.5 & 0460.0 |MA Commission for the Blind
3.5 0470.5 & 0470.0 |Veterans Administration and Other Public **
3.6 0490.5 & 0490.0 |Private 644
300 0400.0 Total Resident Days July 1 - September 30 4,876




Resident Days October 1 - December 31

Table 4 Account # 1

Line # Payer Description Reported Days
4.1 0510.5 & 0510.0 |DTA Days 4,232
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 644
400 0500.0 Total Resident Days October 1 - December 31 4,876

Table 5 Account # 1

Line # Payer Description Total Reported Days
5.1 0610.5 & 0610.0 |DTA Days 16,790
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 2,555
500 0600.0 Total Annual Resident Days 19,345

Table 6 1
i L Reported Admission/Community Support

Line # Description
Days

6.1 0140.0 Number of Admissions 20
6.2 0150.0 Number of Discharges 23
6.3 0170.0 Number of Public Community Support Admissions 20
6.4 0175.0 Number of Total Community Support Admissions 20
6.5 0180.0 Public Community Support Resident Days 16,790
6.6 0182.0 Private Community Support Resident Days 2,555
600 0185.0 Total Community Support Resident Days 19,345

Footnote Legend

** Preparer is required to provide details in the Footnotes schedule of this cost report.
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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 all methodols for
1 fixed asset must be reported in the Footnotes and | i hedule.

Table 1 1 2 3 4 5 6 7 8 9
R L Allowable Cost Basis . -, . R Allowable Cost Basis L L Non-Allowable Add-Backs from HCF-2 Claime'd I\fet

Line # Description L Claimed Additions Claimed Deletions N Depreciation % | Depreciation HCF-4 N R Depreciation

Beginning Balance Ending Balance Depr ion RH if

1.1 Land HCF-4 1,200,000 1,200,000
1.2 Land HCF-2 0
1.3 Building HCF-4 3,106,564 3,106,564 2.50% 77,664 77,664
1.4 Building HCF-2 0 - 0
1.5 Improvements HCF-4 45,850 45,850 5.00% 1,834 1,834
1.6 Improvements HCF-2 0 5.00% - 0
1.7 Equipment HCF-4 210,559 (24,100) 186,459 10.00% 34,416 34,416
1.8 Equipment HCF-2 0 10.00% - 0
19 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 4,562,973 0 (24,100) 4,538,873 113,914 0 0 113,914

Explanations schedule.

the related fixed asset expenses must NOT be reported on this

and the

methodols

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,
for allocating fixed asset expenses 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 * 178,732 -| 178,732
2.2 MA Corporate Excise Tax - Non-Income Portion < 0
2.3 Building Insurance 65,432 -| 65,432
2.4 Real Estate Taxes d 0
2.5 Personal Property Taxes | 0
2.6 Other Claimed Fixed Assets** - 0
200 Total Claimed Fixed Asset Other Expenses 244,164 0 244,164




Total Claimed Fixed Asset Expenses

Table 3 1
Line # Description Total
300 Total Fixed Assets Expenses Claimed 358,078 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)
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
g a 0 omp o p
Table 5 1 2 3 4 5}
Line # Select Type of Ownership Change Transaction Date Purchased From Purchased By 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

ons, and Substantial Capital Expenditures

Table 6 1 2
Line # Description Response Reference
Is this a new facility? If so, does this cost report
6.1 project the reasonably anticipated costs and No Refer to regulation 101 CMR
anticipated resident days for a twelve-month 204.08(1)(a)
period?
Did your facility have any major additions that
became operat.lonal during the year? I.f ?o, does this Refer to regulation 101 CMR
6.2 cost report project the reasonably anticipated costs No
L X 204.08(1)(a)
and anticipated resident days for a twelve-month
period?
If y.e.s to the a.bove q}erstlon(s), provide th.e date the Refer to regulation 101 CMR
6.3 facility or major additions became operational. 204.08(1)(a)
(MM/DD/YYYY)
Did Yo.ur fat.:lllty ﬁ!e a petition with CHIA for ar.l Refer to regulation 101 CMR
6.4 administrative adjustment for substantial capital No 204.08(2)(a) 1.
expenditures during the year?
6.5 If yes to question 6.4, provide the date of the Refer to regulation 101 CMR
petition. (MM/DD/YYYY) 204.08(2)(a) 1.
Were the substantial capital expenditures subject to
a Determination of Need (DON) approval by the Refer to regulation 101 CMR
6.6 Department of Public Health (DPH)? If yes, complete o 204.08(2)(a) 1.
DON Schedule below.
6.7 If yes to question 6.6, list expenditures. Equipmekt Improvements LimitedHelAssets




Table 7 1
Line # Description
7.1 List the DON project number.
7.2 Please briefly describe the DON project.
73 What is the date of the original DON approval?
) (MM/DD/YYYY)
74 What is the approved Maximum Capital Expenditure
) of the original DON?
Has this facility received a letter from the DPH Office
75 of Determination of Need approving any significant
: change in the capital project resulting in an increase
in the Maximum Capital Expenditure?
76 What is the date that assets were placed into service
) this period? (MM/DD/YYYY)
List the net book value and category of fixed assets
7.7 that were written off or retired during this reporting Equipment Improvements Limited Life Assets
year as a result of the DON project. I

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.
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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 filled in. New or of existing must be reported on a separate line. Total Mortgages and Notes as of December 31 and Total Expenses must
match amounts reported on the Balance Sheet and the Profit or Loss schedules.
Table 1 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
Related Part, . Amortization of - Beginniny P ; N Total Fixed Interest
Line # Select Type of Notes Payable Lender Name Yes/No Y| owe Mortgage Due Date Number of Monthly Payments Original Loan Mortgage Mortgage Beginning Loan Balafce - Ngew Principal Pay off Pay off Ending Loan Interest || erest Expense Period (Amortization, Interest
N Acquired Months Amortized Amount Acquisition Costs | Acquisition Balance: Jan 1 Payments Amount Date Balance: Dec31 | Rate % Expenses -
Selection outs Loans and Period Expenses)
11 Mortgage VNF Yes 8/1/2020 8/1/2040 240 3,333 800,000 - - 823,348 (300,000) 523,348 |  3.88%) 52,372 52,372
12 Mortgage Winter Hill Bank No 8/1/2020 8/1/2040 240 16,176 3,440,000 - - 3,291,738 (67,754) 3,223,984 |  3.88% 126,360 126,360
13 - -
14 - -
15 - -
16 - -
17 - -
18 - -
100 TOTALS - - 3,747,332 178,732 - 178,732
(A) (8) © (A)+(B) +(C)
A/C#4520.8
orking Capital Deb
Table 2 1 2 3 4 5 6 7 8 9
Line # Lender Name Related Party Yes/No Selection| _ B°E"""8 New Loan Amount Start Date Principal Ending Balance: Dec 31 | InterestRate % | Interest Expense
Balance: Jan 1 Payments
2.1 Winter Hill Bank No 600,000 - 8/1/2020 (600,000) - 9,913
2.2 Intercompany Due to/from Yes 133,254 535,144 |Various 668,398
23 -
24 -
25 -
26 -
200 TOTALS 668,398 9,913
A/C#2100.0 less 2160.0 A/C#44300




RESIDENTIAL CARE FACILITY FY2023 COST REPORT

F-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 B
. s . Group Life/Health R 3
Line # Description (Round to one (Round to one (Round to one Total Salaries Benefits Pensions Other Benefits
d | place) d | place) d | 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 00,000.5 0.5 975.0 27,624 14,667 6,891
7111.2 7211.2 7311.2 5105.1 7411.2 7511.2 7611.2
.8 Dietary Staff 00,013.6 14.5 28212.0 554,441 78,568 44,368
71122 72122 7312.2 5205.1 7412.2 7512.2 7612.2
1.4 Dietician 00,000.0
7113.2 7213.2 7313.2 5231.1 7413.2 7513.2 7613.2
15 Laundry Staff 00,000.9 1.0 1852.0 36,317 16,689 3,201
7114.2 7214.2 7314.2 5310.1 7414.2 7514.2 7614.2
1.6 Housekeeping Staff 00,006.2 6.6 12878.0 252,406 780 23,706
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 00,000.0
7119.2 7219.2 7319.2 6507.1 7419.2 7519.2 7619.2
1.9 Social Services Staff 00,000.9 1.0 1950.0 41,639 5,310 3,192
7120.2 7220.2 7320.2 6540.0 7420.2 7520.2 7620.2
1.10 Restorative - Indirect Salaries 00,000.0
7121.2 7221.2 7321.2 7011.1 7421.2 7521.2 7621.2
1.11 Restorative - Direct Salaries 00,000.0
71222 72222 7322.2 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  JAdministrator 00,001.6 1.8 3413.0 429,593 15,546 9,590
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 00,009.1 9.7 18912.0 460,240 68,027 42,580
7126.2 7226.2 7326.2 4140.1 7426.2 7526.2 7626.2
1.16 RNs 00,009.4 10.1 19590.0 515,100 96,296 36,267
7129.2 7229.2 7329.2 6030.1 7429.2 7529.2 7629.2
1.17 LPNs 00,002.0 2.1 4080.0 124,199 23,834 9,514
7130.2 7230.2 7330.2 6041.1 7430.2 7530.2 7630.2
1.18 Nurses Aides 00,012.6 13.4 26122.0 590,272 73,670 96,939
7131.2 7231.2 7331.2 6051.1 7431.2 7531.2 7631.2




RESIDENTIAL CARE FACILITY FY2023 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 Nothing to report

Country store - $319 / Grants - $100 / COVID Relief - $645,666. Either the expenses

HCF-4 Profit or Loss Schedule Line # 1.15 /Endowment & Other Nonrecoverable Income have been disallowed or there are no related expenses to be disallowed.
HCF-4 Profit or Loss Schedule Line # 2.20 /Employee Benefits - Pensions Pension adjustment
HCF-4 Profit or Loss Schedule Lines # 1.5, 2.5, 3.5, 4.5/Veterans Administration and Other Public Other payor days
HCF-4 Profit or Loss Schedule Line # 2.6/ Other Claimed Fixed Assets Nothing to report
HCF-3 RH Part Ill - Management Company Financial Information Acct. #3650.0/Other Income N/A - no management company to report
HCF-3 RH Part lll - Management Company Financial Information Acct. #9321.1/Clerical N/A - no management company to report
HCF-3 RH Part lll - Management Company Financial Information Acct. #9323.7/Other Expenses N/A - no management company to report
HCF-3 RH Part lll - Management Company Financial Information Acct. #9399.6/Total Other Administrative, Variable & DON Costs N/A - no management company to report
HCF-3 RH Part lll - Management Company Financial Information Acct. #9379.0/Miscellaneous N/A - no management company to report
HCF-3 RH Part lll - Management Company Financial Information Acct. #9391.0/Other Property Costs N/A - no management company to report
HCF-3 RH Part lll - Management Company Financial Information Acct. #1980.0/Other N/A - no management company to report
HCF-4 General Line #1.30/Report of unpaid workers expenses N/A - nothing to report

Line #1.31/Cost-splitting methodology for employees whose salaries are reported in
HCF-4 General more than one account. N/A - nothing to report
HCF-4 General

Line # 1.32/Details of accrued expenses not related to the current cost report period. |N/A - nothing to report
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Certification by Preparer (Other than Owner, Partner, or Officer)

Table 1 1
1.1 Firm Name / Realty Company Marcum LLP
1.2 Preparer's Last Name Bavolack
1.3 Preparer's First Name Matthew
1.4 Preparer's Middle Name S.
1.5 Title Principal
1.6 Street Address 555 Long Wharf Drive
1.7 City New Haven
1.8 State CT
1.9 Zip Code 06511
1.10 Phone Number 203-781-9600
1.11 Email Address Matthew.Bavolack@MarcumLLP.com
By checking this box and completing line 1.13, Date of Authorization, | hereby certify that | am the Preparer of
w 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:
4/30/2024




Certification by Owner, Partner, or Officer

Table 2

1

2.1

Last Name Sauerborn

2.2

First Name Jacob

2.3

Middle Name

2.4

Title CFO

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 4/30/2024
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SCHEDULE : Condensed Reaiy Company Cost Report (HCF-2 RH)
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[Claimed Fixed Asset Depreciation Expenses

[Claimed Other Fixed Asset Expenses

[[Total Claimed Fixed Asset Expenses

[[Detail of Other Operating Expenses A/C # 95022
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