IMPORTANT NOTICE

LL1 THISAGENCY IS REQUESTING DISCLOSURE OF INFORMATION
THAT ISNECESSARY TO ACCOMPLISH THE STATUTORY
2007 PURPOSE AS OUTLINED IN 210 ILCS 45/3-208. DISCLOSURE
STATE OFILLINOIS OF THISINFORMATION ISMANDATORY. FAILURE TO PROVIDE
DEPARTMENT OF HEALTHCARE AND FAMILY SERVICES ANY INFORMATION ON OR BEFORE THE DUE DATE WILL
FINANCIAL AND STATISTICAL REPORT FOR RESULT IN CESSATION OF PROGRAM PAYMENTS. THIS FORM
LONG-TERM CARE FACILITIES HASBEEN APPROVED BY THE FORMS MANAGEMENT CENTER.

(FISCAL YEAR 2007)

l. IDPH License D Number: 0040741 1. CERTIFICATION BY AUTHORIZED FACILITY OFFICER
Facility Name: DEERBROOK CARE CENTRE
| have examined the contents of the accompanying report to the
Address: 306 NORTH LARKIN AVENUE JOLIET 60435 State of lllinois, for the period from 01/01/2007 to 12/31/2007
Number City Zip Code and certify to the best of my knowledge and belief that the said contents
are true, accurate and complete statements in accordance with
County: WILL applicable instructions. Declaration of preparer (other than provider)
is based on all information of which preparer has any knowledge.
Telephone Number: (815) 744-5560 Fax # (847)744-6914
Intentional misrepresentation or falsification of any information
HFSID Number: 36-3943427001 in this cost report may be punishable by fine and/or imprisonment.
Date of Initial Licensefor Current Owners: 04/01/1994 (Signed)
Officer or (Date)
Type of Owner ship: Administrator |(Typeor Print Name) SHAEL BELLOWS
of Provider
| VOLUNTARY ,NON-PROFIT | X PROPRIETARY | GOVERNMENTAL (Title) MANAGEMENT CONSULTANT
Charitable Corp. Individual State
Trust X [Partnership County (Signed) (SEE ATTACHED ACCOUNTANTS REPORT)
IRS Exemption Code Corporation Other (Date)
" Sub-S' Corp. Paid (Print Name  BOB KAGDA
Limited Liability Co. Preparer and Title) VICE PRESIDENT
Trust
Other (Firm Name KRUPNICK, BOKOR, KAGDA & BROOKS,LTD
& Address) 3750 W DEVON, LINCOLNWOOD, IL 60712-1124
(Telephone) (847) 675-3585 Faxi(847)675-5777
MAIL TO: BUREAU OF HEALTH FINANCE
In the event there are further questions about thisreport, please contact: ILLINOISDEPT OF HEALTHCARE AND FAMILY SERVICES
Name BOB KAGDA Telephone Number : (847) 675-3585 201 S. Grand Avenue East
Springtield, IL 62763-0001 Phone# (217) 782-1630




Facility Name & 1D Number

DEERBROOK CARE CENTRE

STATEOF ILLINOIS

Page 2
# 0040741 Report Period Beginning: 01/01/2007 Ending: 12/31/2007

I1l.  STATISTICAL DATA
A. Licensure/certification level(s) of care; enter number of beds/bed days,
(must agree with license). Date of change in licensed beds

D. How many bed-hold days during thisyear were paid by the Department?
0 (Do not include bed-hold daysin Section B.)

E. List all services provided by your facility for non-patients.
(E.g., day care, "mealson wheels', outpatient ther apy)
NONE

1 2 3 4
Beds at Licensed

Beginning of Licensure Bedsat End of Bed Days During

Report Period Level of Care Report Period Report Period
1 214 Skilled (SNF) 214 78,110 1
2 Skilled Pediatric (SNF/PED) 2
3 Intermediate (ICF) 3
4 I ntermediate/DD 4
5 Sheltered Care (SC) 5
6 ICF/DD 16 or Less 6
7 214 TOTALS 214 78,110 7

B. Census-For theentirereport period.
1 2 3 4 5
Level of Care Patient Days by L evel of Care and Primary Sour ce of Payment
Medicaid
Recipient Private Pay Other Total

8 |SNF 9,311 1,427 16,235 26,973 8
9 [SNF/PED 9
10 |ICF 34,754 5,326 40,080 10
11 |ICF/DD 11
12 |SC 12
13 |DD 16 OR LESS 13
14 |TOTALS 44,065 6,753 16,235 67,053 14

C. Percent Occupancy. (Column 5, line 14 divided by total licensed

bed dayson line 7, column 4.)

85.84%

F. Doesthefacility maintain a daily midnight census? YES

G. Do pages3 & 4include expensesfor servicesor
investments not directly related to patient care?

YEs [ ] NO

H. Doesthe BALANCE SHEET (page 17) reflect any non-car e assets?

YEs [ ] NO

I. On what date did you start providing long term care at thislocation?
Date started 04/01/94

J. Wasthefacility purchased or leased after January 1, 1978?

YES [ X |pate 04/01/94 No [ ]
K. Wasthefacility certified for Medicare during thereporting year?
YES No o [ ] If YES, enter number

of beds certified 214 and days of care provided 8,543

MedicareIntermediary ~ WPS (WISCONSIN PHYSICIANS SERVICEYS)

IV. ACCOUNTING BASIS

MODIFIED
ACCRUAL CASH* casH* [ ]
Isyour fiscal year identical to your tax year? YES NO[ ]
Tax Year: 12/31/2007 Fiscal Year: 12/31/2007

* All facilities other than governmental must report on the accrual basis.




STATE OF ILLINOIE

Page 3

Facility Name & |D Number DEERBROOK CARE CENTRE # 0040741 Report Period Beginning: 01/01/2007 Ending: 12/31/2007
V. COST CENTER EXPENSES (throughout thereport, pleaseround to the nearest dollar)
Costs Per General Ledger Reclass- Reclassified Adjust- Adjusted FOR BHF USE ONLY
Operating Expenses Salary/Wage Supplies Other Total ification Total ments Total
A General Services 1 2 3 4 5 6 7 8 9 10
1 [ Dietary 304,574 23,378 15,415 343,367 343,367 (4,447) 338,920 1
2 | Food Purchase 254,097 254,097 (2,107) 251,990 2
3 | Housekeeping 217,737 32,819 250,556 250,556 3,274 253,830 3
4 | Laundry 77,361 25,321 2,483 105,165 105,165 2,803 107,968 4
5 | Heat and Other Utilities 182,460 182,460 182,460 182,460 5
6 | Mantenance 80,840 30,893 26,053 137,786 137,786 150 137,936 6
7 | Other (specity):* STORAGE 17,616 17,616 17,616 17,616 7
8 | TOTAL General Services 680,512 366,508 244,027 1,291,047 1,291,047 (327) 1,290,720 8
[ B. Health Careand Programs
9 | Medicd Director 24,800 24,800 24,800 24,800 9
10 | Nursing and Medical Records 3,021,349 222,112 154,939 3,398,400 3,398,400 (76,196) 3,322,204 10
10a| Therapy 10a
11 [ Activities 196,620 13,734 210,354 210,354 (401) 209,953 1
12 | Socid Services 171 171 171 171 12
13 | CNA Training 13
14 | Program Transportation 14
15 [ Other (specify):* 15
16 |TOTAL Health Care and Programs 3,217,969 179,910 3,633,725 3,633,725 3,557,128
[ C. General Administration
17 | Administrative [ 189,52 | 895,655 1,085,407 1,085,407 190,249
18 | Directors Fees 18
19 | Professional Services 458,135 458,135 458,135 (249,950) 208,185 19
20 | Dues, Fees, Subscriptions & Promotions 144,087 144,087 144,087 (120,069) 24,018 20
21 | Clerical & General Office Expenses 53,717 541,947 541,947 207,507 749,454 21
22 | Employee Benefits & Payroll Taxes 722,471 722,471 722,471 722,471 22
23 | Inservice Training & Education 4,872 4,872 4,872 4,872 23
24 | Travel and Seminar 414 414 414 13,773 14,187 24
25 | Other Admin. Staff Transportation ] 6,545 6,545 6,545 6,545 25
26 | Insurance-Prop.Liab.Malpractice 182,453 182,453 182,453 8,273 190,726 26
27 | Other (specify):* 72,000 72,000 72,000 (72,000) 27
28 |TOTAL General Administration 643,304 34,678 2,540,349 3,218,331 3,218,331 (1,107,624) 2,110,707 28
TOTAL Operating Expense
29 |(sum of lines 8. 16 & 28) 4,541,785 637,032 2,964,286 8,143,103 8,143,103 (1,184,548) 6,958,555 29

* Attach a scheduleif morethan onetype of cost isincluded on thisline, or if thetotal exceeds $1000.

NOTE: Include a separ ate schedule detailina the reclassifications made in column 5. Be sureto include a detailed explanation of each reclassification.



Facility Name & ID#: DEERBROOK CARE CENTRE #0040741 Report Period Beginning: 01/01/2007 Ending: 12/31/2007
V.COST CENTER EXPENSES PAGE 3 COLUMN 3 OTHER

LINE SCHED REF TOTAL LINE SCHED REF TOTAL
1 [DETARY I 10 [NURSING
DIETITIAN CONSULTANT __ XVIIB35-2| 13,788 CONTRACT NURSING XVIII C 53-2
REPAIRS & MAINTENANCE 1,627 LABORATORY & XRAY EXPENSE 0
o] 15415 PURCHASED SERVICES 0
3 |HOUSEKEEPING PSYCHO-SOCIAL CONSULTANT XVIIB __-2 0
0 RESTORATIVE NURSING CONSULTAN" XVIII B 38-2 0
0 0 MEDICAL RECORDS CONSULTANT __ XVIII B 37-2 863
4 [LAUNDRY PHARMACY CONSULTANT XVIB39-2] 2,568
EQUIPMENT REPAIRS & MAINTENANCE 2,483 UTILIZATION REVIEW FEES XVIIB __-2 0
0 2,483 PHYSICIANS XVIIB __-2 0
5  |HEAT & OTHER UTILITIES PSYCHIATRIC XVIIB __-2 0
GAS HEAT 41,033 RN CONSULTANT XVI B 38-2| 144,418
ELECTRICITY 98,405 PSYCHOLOGIST XVIlB46-2] 7,090

WATER 43,022 0 154,939
CABLE TV - LOBBY 0 10a THERAPY

0 182,460 PHYSICAL THERAPY SERVICES 0
6 MAINTENANCE SPEECH THERAPY SERVICES 0
GROUNDS MAINTENANCE 4,027 OCCUPATIONAL THERAPY SERVICES 0
PAINTING & DECORATING 1,088 REHABILITATION CONSULTANT XVIIB__ -2 0
BUILDING REPAIRS 0 PHYSICAL THERAPY CONSULTANT XVIII B 40-2 0
MAINTENANCE TRAVEL 0 OCCUPATIONAL THERAPY CONSULTA XVIII B 41-2 0
EQUIPMENT MAINTENANCE & REPAIR 4,468 RESPIRATORY THERAPY CONSULTAN XVIIl B 42-2 0
ELEVATOR MAINTENANCE & REPAIR 7,258 SPEECH THERAPY CONSULTANT XVII B 43-2 0
OUTSIDE LABOR 0
EXTERMINATING SERVICE 4,575
FIRE SERVICE 4,637 0
0 11 ACTIVITIES
0 CABLE TV - PATIENT ROOMS 0
0 ACTIVITY REHAB CONSULTANT XVIII B 44-2 0
0 26,053 0 0
7 OTHER 12 SOCIAL SERVICES
SCAVENGER 17,616 SOCIAL REHABILITATION SERVICES 0
SECURITY SERVICE 0 SOCIAL REHABILITATION CONSULTAN XVIII B 45-2 0
SOCIAL WORKER XVIII B 45-2 171
0 171

9 MEDICAL DIRECTOR
MEDICAL DIRECTOR FEES  XVIII B 36-2

13 NURSE AIDE TRAINING
NURSE AIDE TRAINING COSTS Xl 0 0




LINE
14

17

18
19

20

21

Facility Name & ID Number DEERBROOK CARE CENTRE #0040741 Report Period Beginning:  01/01/2007 Ending: 12/31/2007
V.COST CENTER EXPENSES PAGE 3 COLUMN 3 OTHER
SCHED REF TOTAL SCHED REF TOTAL
PROGRAM TRANSPORTATION 22 [EMPLOYEE BENEFITS & PAYROLL TAXES
PATIENT TRANSPORTATION FICA TAXES XIXD| 341,318
UNEMPLOYMENT COMPENSATION XIXD| 59,149
ADMINISTRATIVE WORKERS COMPENSATION INSURANC XIXD| 96,035
MANAGEMENT FEES HOSPITALIZATION INSURANCE XIXD| 199,389
DIRECTORS FEES EMPLOYEE BENEFITS - OTHER XIXD| 12,194
DIRECTORS FEES EMPLOYEE PHYSICAL EXAMS XIXD| 5226
PROFESSIONAL SERVICES INSURANCE - EXECUTIVE LIFE VI 21/XIX D 0
DATA PROCESSING XX C| 33,061 PENSION/PROFIT SHARING PLANS XXD| 9,160
ADMINISTRATIVE CONSULTANTS XIX C 0 CHICAGO HEAD TAX XIX D 0
PROFESSIONAL FEES XIX C| 425,074 0] 722471
0| 458135] 23  [INSERVICE TRAINING & EDUCATION _—‘
FEES,SUBSCRIPTIONS,PROMOTIONS e EDUCATION & SEMINARS 4,872
ENTERTAINMENT & MARKETING VI19XIXF| 43,645 4,872
ADV & PROMO-NON PATIENT RELATED VI25 XIXF| 66,576 24 |TRAVEL & SEMINARS
EMPLOYEE WANT ADS XIXF| 6,264 EDUCATION & SEMINARS XIX G 0
CONTRIBUTIONS VI20XIXF| 1,360 TRAVEL XIX G 414
DUES & SUBSCRIPTIONS XX F| 10,450
LICENSES & PERMITS XIXF| 3751 414 ]
PUBLIC RELATIONS-PATIENT RELATED XIX F 0 25  |ADMIN. STAFF TRANSPORTATION
ADVERTISING-YELLOW PAGES VI28XIXF| 5,829 TRANSPORTATION - STAFF 6,545
TRUST FEES / FRANCHISE TAX / ETC VI 17 XIX F 0 6,545
CONTRIBUTIONS - POLITICAL VI20XIXF| 3,927 26 |INSURANCE - PROP. LIAB & MALPRACTICE
HEALTH CARE WORKER BACKGROUND CHEC XIX F 285 GENERAL INSURANCE 182,453
PATIENT BACKGROUND CHECKS XIXF| 2,000
144,087 182,453
CLERICAL & GENERAL OFFICE EXPENSES 27 |oTHER
BANK CHARGES (INCLUDES NO OVERDRAFT CHARGES) 0 BAD DEBTS vizal 72,000

EQUIPMENT REPAIR & MAINTENANCE 5,366
OUTSIDE CLERICAL SERVICES 0
PENALTIES / OVERDRAFT CHARGES VI 18 3,115
HOME OFFICE EXPENSE 0
THEFT & DAMAGE LOSS 0
TELEPHONE 41,326
MESSENGER SERVICE 3,910

53,717

72,000 |

GRAND TOTAL COLUMN 3 OTHER



DEERBROOK CARE CENTRE
SCHEDULES
12/31/2007

EMPLOYEE MEAL RECLASSIFICATION

PAGE 3 SCHEDULE V COLUMN 5 LINES 2 AND 22

TOTAL FOOD PURCHASE
LESS SALES TAX
NET FOOD

TOTAL PATIENT CENSUS
TIME 3 MEALS PER DAY
TOTAL PATIENT MEALS

ADD # EMPLOYEE MEALS/DAY
TIME # DAYS
TOTAL EMPLOYEE MEALS

PATIENT MEALS
ADD EMPLOYEE MEALS
TOTAL MEALS/YEAR

NET FOOD
DIVIDE TOTAL MEALS/YEAR

COST PER MEAL
TIME EMPLOYEE MEALS
EMPLOYEE MEAL RECLASSIFICATION

254,097

(2,107)

251,990

67,053
3

201,159

0
365
0

201,159
0

201,159

251,990

201,159



STATE OF ILLINOIS Page 4
Facility Name & ID Number DEERBROOK CARE CENTRE #0040741 Report Period Beginning: 01/01/2007 Ending: 12/31/2007
V. COST CENTER EXPENSES (continued)
Cost Per General L edger Reclass- Reclassified Adjust- Adjusted FOR BHF USE ONLY
Capital Expense Salary/Wage Other Total ification Total ments Total
[ D. Ownership 1 3 4 5 6 7 8 9 10
30 | Depreciation 39,113 39,113 39,113 260,213 299,326 30
31 | Amortization of Pre-Op. & Org. 31
32 | Interest 1,300 1,300 1,300 118,858 120,158 32
33 | Real Estate Taxes 86,806 86,806 86,806 86,806 33
34 | Rent-Facility & Grounds 792,050 792,050 792,050 (741,521) 50,529 34
35 | Rent-Equipment & Vehicles 34,935 34,935 34,935 10,548 45,483 35
36 | Other (specify):* STORAGE/MTG | 2,067 2,067 2,067 23,004 25,071 36
37 |TOTAL Ownership 956,271 956,271 956,271 (328,898) 627,373
Ancillary Expense

E. Special Cost Centers
38 | Medically Necessary Transportation 38
39 [ Ancillary Service Centers 539,548 729,065 1,268,613 1,268,613 1,268,613 39
40 | Barber and Beauty Shops 40
41 | Coftee and GItt Shops 41
42 | Provider Participation Fee 117,165 117,165 117,165 117,165 42
43 | Other (specity):* 43
44 |TOTAL Special Cost Centers 539,548 846,230 1,385,778 1,385,778 1,385,778 44

GRAND TOTAL COST
45 |(sum of lines 29, 37 & 44) 4,541,785 1,176,580 4,766,787 10,485,152 10,485,152 (1,513,446) 8,971,706 45

*Attach a scheduleif more than one type of cost isincluded on thisline, or if the total exceeds $1000.



Facility Name & ID Number DEERBROOK CARE CENTRE

# 0040741

STATE OF ILLINOIS

Report Period Beginning:

01/01/2007

Ending:

Page 5
12/31/2007

V1. ADJUSTMENT DETAIL

A. The expensesindicated below are non-allowable and should be adjusted out of Schedule V, pages 3 or 4 via column 7.

In column 2 below, reference the line on which the particular cost wasincluded. (Seeinstructions.)

1 2 3
Refer- | BHF USE B. It there ar e expenses experienced by the tacility which do not appear in the
NON-ALLOWABLE EXPENSES Amount ence ONLY general ledger, they should be entered below.(See instructions.)
1 | Day Care $ $ 1 1 2
2 | Other Care for Outpatients 2 Amount Reference
3 | Governmental Sponsored Special Programs 3 31 | Non-Paid Workers-Attach Schedul e $ 31
4 | Non-Patient Meals 4 32 | Donated Goods-Attach Schedule* 32
5 | Telephone, TV & Radio in Resident Rooms 5 Amortization of Organization &
6 | Rented Facility Space 6 33 | Pre-Operating Expense 33
7 | Sdleof Suppliesto Non-Patients 7 Adjustments for Related Organization
8 | Laundry for Non-Patients 8 34 | Costs (Schedule V1) (1,148,833)|PG 6-6D | 34
9 | Non-Straightline Depreciation 21,965 | 30 9 35 | Other- Attach Schedule 35
10 [ Interest and Other Investment Income (164,804)| 32 10 36 [SUBTOTAL (B): (sum of lines 31-35) $ (1,148,833) 36
11 | Discounts, Allowances, Rebates & Refunds 11 (sum of SUBTOTALS
12 [ Non-Working Officer's or Owner's Salary 12 37 |TOTAL ADJUSTMENTS (A)and (B)) $ (1,513,446) 37
13 | Sales Tax (2107 2 13
14 | Non-Care Related Interest 32 14 *These costs are only allowableif they are necessary to meet minimum
15 | Non-Care Related Owner's Transactions 15 licensing standards. Attach a schedule detailing the itemsincluded
16 | Personal Expenses (Including Transportation) 16 on theselines.
17 [ Non-Care Related Fees 20 17
18 | Fines and Penalties (3115 21 18 C. Arethefollowing expensesincluded in Sections A to D of pages 3
19 | Entertainment (43,645)| 20 19 and 4? If so, they should bereclassified into Section E. Please
20 | Contributions (5,287)| 20 20 reference the line on which they appear beforereclassification.
21 | Owner or Key-Man Insurance 22 21 (Seeinstructions.) 1 2 3 4
22 | Special Legal Fees & Lega Retainers (4,924)] 19 22 Yes| No Amount [Reference
23 | Madpractice Insurance for Individuals 23 38 | Medically Necessary Transport. X |[$ 38
24 | Bad Debt (72,000)[ 27 24 39 39
25 | Fund Raising, Advertising and Promotional (66,576)[ 20 25 40 | Gift and Coffee Shops X 40
Income Taxes and T1Tinois Personal 41 | Barber and Beauty Shops X 41
26 | Property Replacement Tax 26 47 | Laboratory and Radiology X a7
27 | CNA Tramning for Non-Employees 27 43 | Prescription Drugs X 43
78 | Yelow Page Advertising (5,829) 20 78 27| Exceptiona Care Program X 22
29 | Other-Attach Schedule (15,291) 29 45 | Other-Attach Schedule 45
30 | SUBTOTAL (A): (Sum of lines 1-29) $ (364,613) $ 30 46 | Other-Attach Schedule 46
47 | TOTAL (C): (sum of lines 38-46) $ 47
BHFE USE ONLY
45 [ 49 | [ 90 | [ 91 | o2 |




STATE OF ILLINOIS Page 5A
DEERBROOK CARE CENTRE
I1D# 0040741
Report Period Beginning: 01/01/2007
Ending: 12/31/2007
Sch. V Line
NON-ALLOWABLE EXPENSES Amount Reference
1 |DEFERRED MAINTENANCE 2,059 6 1
2 [VACATION ACCRUAL (4,447) 1 2
3 [VACATION ACCRUAL 3,274 3 3
4 |VACATION ACCRUAL 2,803 4 4
5 [VACATION ACCRUAL (1,909) 6 5
6 [VACATION ACCRUAL (8,327) 10 6
7 [VACATION ACCRUAL (401) 11 7
8 [VACATION ACCRUAL 497 17 8
9 [VACATION ACCRUAL (3,751) 21 9
10 [MEDICARE A CONSULTANT (2,000) 19 10
11 [MEDICARE B BILLING (100) 19 11
12 [MEDICARE A BILLING (482) 19 12
13 [MARKETING CONSULTANT (5,507) 19 13
14 14
15 15
16 16
17 17
18 18
19 19
20 20
21 21
22 22
23 23
24 24
25 25
26 26
27 27
28 28
29 29
30 30
31 31
32 32
33 33
34 34
35 35
36 36
37 37
38 38
39 39
40 40
41 41
42 42
43 43
44 44
45 45
46 46
47 47
48 48
49 |Total (18,291) 49




STATEOF ILLINOIS

Summary A

Facility Name & 1D Number DEERBROOK CARE CENTRE # 0040741 Report Period Beginning: 01/01/2007 Ending: 12/31/2007
SUMMARY OF PAGESS5, 5A, 6, 6A, 6B, 6C, 6D, 6E, 6F, 6G, 6H AND 6l
SUMMARY
Operating Expenses PAGES PAGE PAGE PAGE PAGE PAGE PAGE PAGE PAGE PAGE PAGE TOTALS
A. General Services 5& 5A 6 6A 6B 6C 6D 6E 6F 6G 6H 6l (toSch V, cal.7)
1 | Dietary (4,447) 0 0 0 0 0 0 0 0 0 0 (4,447 1
2 | Food Purchase (2,207) 0 0 0 0 0 0 0 0 0 0 (2,207)| 2
3 | Housekeeping 3,274 0 0 0 0 0 0 0 0 0 0 3274 3
4 | Laundry 2,803 0 0 0 0 0 0 0 0 0 0 2,803 4
5 | Heat and Other Utilities 0 0 0 0 0 0 0 0 0 0 0 0| 5
6 | Maintenance 150 0 0 0 0 0 0 0 0 0 0 150 6
7 | Other (specify):* 0 0 0 0 0 0 0 0 0 0 0 0| 7
8 | TOTAL General Services (327) 0 0 0 0 0 0 0 0 0 0 (327)| 8
B. Health Care and Programs
9 | Medica Director 0 0 0 0 0 0 0 0 0 0 0 0| 9
10 | Nursing and Medical Records (8,327) 0 0 (67,869) 0 0 0 0 0 0 0 (76,196)| 10
10a| Therapy 0 0 0 0 0 0 0 0 0 0 0 0| 10a
11 | Activities (401) 0 0 0 0 0 0 0 0 0 0 (401)| 11
12 | Socia Services 0 0 0 0 0 0 0 0 0 0 0 0| 12
13 | CNA Training 0 0 0 0 0 0 0 0 0 0 0 0| 13
14 | Program Transportation 0 0 0 0 0 0 0 0 0 0 0 Of 14
15 | Other (specify):* 0 0 0 0 0 0 0 0 0 0 0 0| 15
16 [TOTAL Health Careand Programg 0 0 (67,869) 0 0 0 0 0 0 0 (76,597)
C. General Administration
17 | Administrative 0 (671,741) 0 0 (223,914) 0 0 0 0 0 (895,158)
18 | Directors Fees 0 0 0 0 0 0 0 0 0 0 0 0| 18
19 | Professional Services (13,013) 9,564 57,494 979 (304,974) 0 0 0 0 0 0 (249,950)( 19
20 | Fees, Subscriptions & Promotions (121,337) 0 530 145 593 0 0 0 0 0 0 (120,069)( 20
21 | Clerical & Genera Office Expenses (6,866) 0 11,996 1,641 200,736 0 0 0 0 0 0 207,507 | 21
22 | Employee Benefits & Payroll Taxes 0 0 0 0 0 0 0 0 0 0 0 0f 22
23 | Inservice Training & Education 0 0 0 0 0 0 0 0 0 0 0 0 23
24 | Travel and Seminar 0 0 5,470 3,930 4,373 0 0 0 0 0 0 13,773 | 24
25 | Other Admin. Staff Transportation 0 0 0 0 0 0 0 0 0 0 0 0| 25
26 | Insurance-Prop.Liab.Malpractice 0 0 2,235 2,592 3,446 0 0 0 0 0 0 8,273 | 26
27 | Other (specify):* (72,000) 0 0 0 0 0 0 0 0 0 0 (72,000)| 27
28 |[TOTAL General Administration (212,719) 9,564 (594,016) 9,287 (95,826) (223,914) 0 0 0 0 0| (1,107,624)| 28
TOTAL Operating Expense
29 |(sum of lines 8,16 & 28) (221,774) 9,564 (594,016) (58,582) (95,826) (223,914) 0 0 0 0 0| (1,184,548) 29




STATE OF ILLINOIS Summary B
Facility Name & 1D Number DEERBROOK CARE CENTRE # 0040741 Report Period Beginning: 01/01/2007 Ending: 12/31/2007
SUMMARY OF PAGESS5, 5A, 6, 6A, 6B, 6C, 6D, 6E, 6F, 6G, 6H AND 6l
SUMMARY
Capital Expense PAGES PAGE PAGE PAGE PAGE PAGE PAGE PAGE PAGE PAGE PAGE TOTALS

D. Ownership 5& BA 6 6A 6B 6C 6D 6E 6F 6G 6H 6l (to Sch V, cal.7)
30 | Depreciation 21,965 232,536 555 249 4,908 0 0 0 0 0 0 260,213 | 30
31 | Amortization of Pre-Op. & Org. 0 0 0 0 0 0 0 0 0 0 0 0f a1
32 | Interest (164,804) 283,662 0 0 0 0 0 0 0 0 0 118,858 | 32
33 | Real Estate Taxes 0 0 0 0 0 0 0 0 0 0 0 0f 33
34 | Rent-Facility & Grounds 0 (792,050) 0 2,000 48,529 0 0 0 0 0 0 (741,521)( 34
35 | Rent-Equipment & Vehicles 0 0 3,565 4,039 2,944 0 0 0 0 0 0 10,548 | 35
36 | Other (specify):* 0 23,004 0 0 0 0 0 0 0 0 0 23,004 | 36
37 [TOTAL Ownership (142,839) (252,848) 0 0 0 0 0 0 (328,898)| 37

Ancillary Expense

E. Special Cost Centers
38 | Medically Necessary Transportation 0 0 0 0 0 0 0 0 0 0 0 Of 38
39 | Ancillary Service Centers 0 0 0 0 0 0 0 0 0 0 0 0f 39
40 | Barber and Beauty Shops 0 0 0 0 0 0 0 0 0 0 0 0| 40
41 | Coffee and Gift Shops 0 0 0 0 0 0 0 0 0 0 0 0f 41
42 | Provider Participation Fee 0 0 0 0 0 0 0 0 0 0 0 0f 42
43 | Other (specify):* 0 0 0 0 0 0 0 0 0 0 0 0| 43
44 [TOTAL Special Cost Centers 0 0 0 0 0 0 0 0 0 0 0 0| 44

GRAND TOTAL COST
45 [(sum of lines 29, 37 & 44) (364,613) (243,284) (589,896) (52,294) (39,445) (223,914) 0 0 0 0 0| (1,513,446)| 45




Facility Name & 1D Number

DEERBROOK CARE CENTRE

STATE OF ILLINOIS

#

0040741

Report Period Beginning:

01/01/2007

Ending:

Page 6
12/31/2007

VII. RELATED PARTIES

A. Enter below the names of ALL owners and related organizations (parties) as defined in the instructions. Attach an additional schedule if necessary.

1
OWNERS

2
RELATED NURSING HOMES

3

OTHER RELATED BUSINESSENTITIES

Name Owner ship % Name City Name | City Type of Business
SEE ATTACHED LIST OF SEE ATTACHED LIST OF RELATED DEERBROOK NURSING CENTRE REAL ESTATE
OWNERS NURSING HOMES MORTON GROVE

SEE ATTACHED LIST OF OTHER RELATED
ENTITIES
B. Areany costsincluded in thisreport which arearesult of transactionswith related organizations? Thisincludesrent,
management fees, purchase of supplies, and so forth. YES |:| NO
If yes, costsincurred asaresult of transactionswith related or ganizations must be fully itemized in accor dance with
theinstructionsfor determining costs as specified for thisform.
1 2 3 Cost Per General L edger 4 5 Cost to Related Organization 6 7 8 Difference:
Per cent Operating Cost Adjustmentsfor
ScheduleV | Line [tem Amount Name of Related Organization of of Related Related Organization
Owner ship Organization Costs (7 minus 4)

1 Vv 34 |RENT 792,050 DEERBROOK NURSING CENTRE $ $ (792,050)| 1

2 V 36 |[MORTGAGE INSURANCE " " 23,004 23004 | 2

3 Vv 30 |DEPRECIATION-BLDG IMP " " 232,144 232,144 | 3

4 V 30 |DEPRECIATION - EQPT & FIX. " " 392 392 4

5 Vv 32 |AMORTIZATION - MTG COST " " 1,256 1256 | 5

6 V 32 |[IMORTGAGE INTEREST " " 248,565 248,565 | 6

7 Vv 32 |INTEREST - OTHER " " 33,841 33841 | 7

8 V 19 |ACCOUNTING " " 9,364 9,364 | 8

9 Vv 19 |DATA PROCESSING " " 200 200 9

10 V 10

11 V 11

12 V 12

13 V 13

14 [Tora [ s 72000 [ s 548,766 [3 * (243.28) 14

* Total must agree with the amount recorded on line 34 of Schedule V1.




STATE OF ILLINOIS

Page 6A

Facility Name & |1D Number DEERBROOK CARE CENTRE # 0040741 Report Period Beginning: 01/01/2007 Ending: 12/31/2007
VIl. RELATED PARTIES (continued)
B. Areany costsincluded in thisreport which are aresult of transactionswith related organizations? Thisincludesrent,
management fees, purchase of supplies, and so forth. YES |:| NO
If yes, costsincurred asaresult of transactions with related or ganizations must be fully itemized in accordance with
theinstructionsfor determining costs as specified for thisform.
1 2 3 Cost Per General Ledger 4 5 Cost to Related Organization 6 7 8 Difference:
Percent Operating Cost Adjustmentsfor
ScheduleV Line Item Amount Name of Related Organization of of Related Related Organization
Owner ship Organization Costs (7 minus 4)
15 \ 19 |PROFESSIONAL FEES WITTINGHAM MANAGEMENT ASSOCIATES,LLC $ 57,494 |$ 57,494 | 15
16 \ 20 |DUES& SUBSCRIPTIONS " " 530 530 | 16
17 V 21 |CLERICAL 11,996 11,996 | 17
18 V 24 |TRAVEL 5,470 5470 | 18
19 \ 26 |INSURANCE 2,235 2,235 | 19
20 \ 35 [RENT - EQPT & VEH 3,565 3,565 | 20
21 \ 17 |ADMINISTRATIVE 671,741 (671,741)( 21
22 \ 30 [DEPRECIATION 555 555 | 22
23 \ 23
24 \Y 24
25 \ 25
26 \ 26
27 \ 27
28 \ 28
29 \ 29
30 \ 30
31 \ 31
32 \ 32
33 \ 33
34 \ 34
35 \ 35
36 \ 36
37 \ 37
38 \ 38
2 [roa [T enza [ s 81,845 |5 * (580.896)] 30

* Total must agree with the amount recorded on line 34 of Schedule VI.




STATE OF ILLINOIS

Page 6B

Facility Name & |1D Number DEERBROOK CARE CENTRE # 0040741 Report Period Beginning: 01/01/2007 Ending: 12/31/2007
VIl. RELATED PARTIES (continued)
B. Areany costsincluded in thisreport which are aresult of transactionswith related organizations? Thisincludesrent,
management fees, purchase of supplies, and so forth. YES |:| NO
If yes, costsincurred asaresult of transactions with related or ganizations must be fully itemized in accordance with
theinstructionsfor determining costs as specified for thisform.
1 2 3 Cost Per General Ledger 4 5 Cost to Related Organization 6 7 8 Difference:
Percent Operating Cost Adjustmentsfor
ScheduleV Line Item Amount Name of Related Organization of of Related Related Organization
Owner ship Organization Costs (7 minus 4)
15 \ 10 |NURSING $ 123,431 CARLYLE NURSING ASSOCIATES, LLC $ 55,562 |$ (67,869)| 15
16 \ 19 |PROFESSIONAL FEES " " 979 979 | 16
17 \ 20 |DUES& SUBSCRIPTIONS 145 145 | 17
18 \ 21 |CLERICAL 1,641 1,641 | 18
19 V 24 |TRAVEL 3,930 3,930 | 19
20 \ 26 |INSURANCE 2,592 2592 | 20
21 \ 30 [DEPRECIATION 249 249 | 21
22 V 34 |RENT 2,000 2,000 | 22
23 \ 35 [RENT - EQPT & VEH 4,039 4,039 | 23
24 \Y 24
25 \ 25
26 \ 26
27 \ 27
28 \ 28
29 \ 29
30 \ 30
31 \ 31
32 \ 32
33 \ 33
34 \ 34
35 \ 35
36 \ 36
37 \ 37
38 \ 38
T 7 71,137 |5 * (5229)] 39

* Total must agree with the amount recorded on line 34 of Schedule VI.
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Facility Name & |1D Number DEERBROOK CARE CENTRE # 0040741 Report Period Beginning: 01/01/2007 Ending: 12/31/2007
VIl. RELATED PARTIES (continued)
B. Areany costsincluded in thisreport which are aresult of transactionswith related organizations? Thisincludesrent,
management fees, purchase of supplies, and so forth. YES |:| NO
If yes, costsincurred asaresult of transactions with related or ganizations must be fully itemized in accordance with
theinstructionsfor determining costs as specified for thisform.
1 2 3 Cost Per General Ledger 4 5 Cost to Related Organization 6 7 8 Difference:
Percent Operating Cost Adjustmentsfor
ScheduleV Line Item Amount Name of Related Organization of of Related Related Organization
Owner ship Organization Costs (7 minus 4)
15 \ 19 |PROFESSIONAL FEES $ 310,094 THE KENSINGTON GROUP, LLC $ 5120 |$ (304,974)| 15
16 \ 20 |DUES& SUBSCRIPTIONS " " 593 593 | 16
17 V 21 |CLERICAL 200,736 200,736 | 17
18 V 24 |TRAVEL 4,373 4,373 | 18
19 \ 26 |INSURANCE 3,446 3,446 | 19
20 \ 30 [DEPRECIATION 4,908 4,908 | 20
21 V 34 |RENT 48,529 48529 | 21
22 \ 35 [RENT -EQPT & VEH 2,944 2944 | 22
23 \ 17 |ADMINISTRATIVE 23
24 \Y 24
25 \ 25
26 \ 26
27 \ 27
28 \ 28
29 \ 29
30 \ 30
31 \ 31
32 \ 32
33 \ 33
34 \ 34
35 \ 35
36 \ 36
37 \ 37
38 \ 38
2 [roa [IRTIs =00 [ s 270649 [s * (39.45)] 39

* Total must agree with the amount recorded on line 34 of Schedule VI.
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Facility Name & |1D Number DEERBROOK CARE CENTRE # 0040741 Report Period Beginning: 01/01/2007 Ending: 12/31/2007
VIl. RELATED PARTIES (continued)
B. Areany costsincluded in thisreport which are aresult of transactionswith related organizations? Thisincludesrent,
management fees, purchase of supplies, and so forth. YES |:| NO
If yes, costsincurred asaresult of transactions with related or ganizations must be fully itemized in accordance with
theinstructionsfor determining costs as specified for thisform.
1 2 3 Cost Per General Ledger 4 5 Cost to Related Organization 6 7 8 Difference:
Percent Operating Cost Adjustmentsfor
ScheduleV Line Item Amount Name of Related Organization of of Related Related Organization
Owner ship Organization Costs (7 minus 4)
15 \ 17 |ADMINISTRATIVE $ 223,914 CHESTERFIELD,LLC $ $ (223,914)| 15
16 \ 16
17 \ 17
18 \ 18
19 \ 19
20 \ 20
21 \ 21
22 \ 22
23 \ 23
24 \ 24
25 \ 25
26 \ 26
27 \ 27
28 \ 28
29 \ 29
30 \ 30
31 \ 31
32 \ 32
33 \ 33
34 \ 34
35 \ 35
36 \ 36
37 \ 37
38 \ 38

* Total must agree with the amount recorded on line 34 of Schedule VI.
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Facility Name & ID Number DEERBROOK CARE CENTRE # 0040741 Report Period Beginning: 01/01/2007 Ending: 12/31/2007
VII. RELATED PARTIES (continued)
C. Statement of Compensation and Other Paymentsto Owners, Relatives and Members of Board of Directors.
NOTE: ALL owners ( even those with less than 5% ownership) and their relatives who receive any type of compensation from this home
must be listed on this schedule.
1 2 3 4 5 6 7 8
Average Hour s Per Work
Compensation Week Devoted to this Compensation I ncluded Schedule V.
Received Facility and % of Total in Costsfor this Line&
Ownership From Other Work Week Reporting Period** Column

Name Title Function Interest Nursing Homes* Hours Per cent Description Amount Reference
1 $ 1
2 2
3 3
4 4
5 5
6 6
7 7
8 8
9 9
10 10
11 11
12 12
1 T rora, s 13

* If the owner(s) of this facility or any other related parties listed above have received compensation from other nursing homes, attach a schedule detailing the name(s)
of the home(s) as well as the amount paid. THIS AMOUNT MUST AGREE TO THE AMOUNTS CLAIMED ON THE THE OTHER NURSING HOMES' COST REPORTS.

** This must include all forms of compensation paid by related entities and allocated to Schedule V of this report (i.e., management fees).
FAILURE TO PROPERLY COMPLETE THIS SCHEDULE INDICATING ALL FORMS OF COMPENSATION RECEIVED FROM THIS HOME,
ALL OTHER NURSING HOMES AND MANAGEMENT COMPANIES MAY RESULT IN THE DISALLOWANCE OF SUCH COMPENSATION
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# 0040741 Report Period Beginning: 2/31/2007

Facility Name & ID Number DEERBROOK CARE CENTRE 01/01/2007 Ending:

VIIl. ALLOCATION OF INDIRECT COSTS

Name of Related Organization WITTINGHAM MANAGEMENT ASSOC.LLC

A. Arethereany costsincluded in thisreport which were derived from allocations of central office Street Address 8140 RIVER DRIVE
or parent organization costs? (Seeinstructions.) YES NO [ ] City / State/ Zip Code MORTON GROVE, IL 60053
Phone Number ( 847)583-0100
B. Show the allocation of costsbelow. If necessary, please attach worksheets. Fax Number ( 847) 583--8873
1 2 3 4 5 6 7 8 9
Schedule V Unit of Allocation Number of Total Indirect Amount of Salary
Line (i.e.,Days, Direct Cost, Subunits Being Cost Being Cost Contained Facility Allocation
Reference Item Squar e Feet) Total Units Allocated Among Allocated in Column 6 Units (cal.8/col.4)x col.6
1 19 PROFESSIONAL FEES 345796 368,840 7 316,248 $ 67,053 |$ 57,494 1
2 20 DUES & SUBSCRIPTIONS 345796 368,840 7 2,914 67,053 530 2
3 21 CLERICAL 345796 368,840 7 65,982 67,053 11,995 3
4 24 TRAVEL 345796 368,840 7 30,090 67,053 5,470 4
5 26 INSURANCE 345796 368,840 7 12,294 67,053 2,235 5
6 35 RENT - EQPT & VEHICLES 345796 368,840 7 19,611 67,053 3,565 6
7 30 DEPRECIATION 345796 368,840 7 3,051 67,053 555 7
8 8
9 9
10 10
11 11
12 12
13 13
14 14
15 15
16 16
17 17
18 18
19 19
20 20
21 21
22 22
23 23
24 24
25 [rotaLs [ s 450190 s s 8844 | 25




Facility Name & 1D Number

DEERBROOK CARE CENTRE

STATE OF ILLINOIS

# 0040741

Report Period Beginning:

01/01/2007

Ending:

Page 8A

2/31/2007

VIIl. ALLOCATION OF INDIRECT COSTS

A. Arethereany costsincluded in thisreport which were derived from allocations of central office

Name of Related Organization

Street Address

CARLYLE NURSING ASSOC, LLC

8140 RIVER DRIVE

or parent organization costs? (Seeinstructions.) YES NO [ ] City / State/ Zip Code MORTON GROVE, IL 60053
Phone Number ( 847)583-0100
B. Show the allocation of costsbelow. If necessary, please attach worksheets. Fax Number (' 847) 583-8873
1 2 3 4 5 6 7 8 9
Schedule V Unit of Allocation Number of Total Indirect Amount of Salary
Line (i.e.,Days, Direct Cost, Subunits Being Cost Being Cost Contained Facility Allocation
Reference Item Squar e Feet) Total Units Allocated Among Allocated in Column 6 Units (cal.8/col.4)x col.6
1 10 NURSING DIRECT HOURS 1 1 1% 55,562 $ 55,562 1($ 55,562 1
2 19 PROFESSIONAL FEES PATIENT DAYS 553,355 11 8,078 67,053 979 2
3 20 DUES & SUBSCRIPTIONS PATIENT DAYS 553,355 11 1,197 67,053 145 3
4 21 CLERICAL PATIENT DAYS 553,355 11 13,541 67,053 1,641 4
5 24 TRAVEL PATIENT DAYS 553,355 11 32,426 67,053 3,930 5
6 26 INSURANCE PATIENT DAYS 553,355 11 21,389 67,053 2,592 6
7 30 DEPRECIATION PATIENT DAYS 553,355 11 2,056 67,053 249 7
8 34 RENT PATIENT DAYS 553,355 11 16,500 67,053 2,000 8
9 35 RENT - EQPT & VEH PATIENT DAYS 553,355 11 33,327 67,053 4,039 9
10 10
11 11
12 12
13 13
14 14
15 15
16 16
17 17
18 18
19 19
20 20
21 21
22 22
23 23
24 24
25 [rotaLs [ s 184076 | EEZI N 71137 | 25




Facility Name & 1D Number

DEERBROOK CARE CENTRE

STATE OF ILLINOIS

# 0040741

Report Period Beginning:

01/01/2007

Ending:

Page 8B

2/31/2007

VIIl. ALLOCATION OF INDIRECT COSTS

A. Arethereany costsincluded in thisreport which were derived from allocations of central office

Name of Related Organization

Street Address

THE KENSINGTON GROUP, LLC

8140 RIVER DRIVE

or parent organization costs? (Seeinstructions.) YES NO [ ] City / State/ Zip Code MORTON GROVE, IL 60053
Phone Number ( 847)583-0100
B. Show the allocation of costsbelow. If necessary, please attach worksheets. Fax Number (' 847) 583-8873
1 2 3 4 5 6 7 8 9
Schedule V Unit of Allocation Number of Total Indirect Amount of Salary
Line (i.e.,Days, Direct Cost, Subunits Being Cost Being Cost Contained Facility Allocation
Reference Item Squar e Feet) Total Units Allocated Among Allocated in Column 6 Units (cal.8/col.4)x col.6
1 19 PROFESSIONAL FEES PATIENT DAYS 553,355 11 42,255 $ 67,053 |$ 5,120 1
2 20 DUES & SUBSCRIPTIONS PATIENT DAYS 553,355 11 4,892 67,053 593 2
3 21 CLERICAL PATIENT DAYS 553,355 11 203,886 67,053 24,707 3
4 24 TRAVEL PATIENT DAYS 553,355 11 36,083 67,053 4,373 4
5 26 INSURANCE PATIENT DAYS 553,355 11 28,435 67,053 3,446 5
6 30 DEPRECIATION PATIENT DAYS 553,355 11 40,500 67,053 4,908 6
7 34 RENT PATIENT DAYS 553,355 11 400,473 67,053 48,529 7
8 35 RENT - EQPT VEH PATIENT DAYS 553,355 11 24,297 67,053 2,944 8
9 9
10 21 CLERICAL DIRECT HOURS 1 1 176,029 176,029 1 176,029 10
11 11
12 12
13 13
14 14
15 15
16 16
17 17
18 18
19 19
20 20
21 21
22 22
23 23
24 24
25 [rotaLs [ s 956850 |$ 176020 [T 270649 | 25
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Facility Name & 1D Number DEERBROOK CARE CENTRE # 0040741 Report Period Beginning: 01/01/2007 Ending: 12/31/2007
IX. INTEREST EXPENSE AND REAL ESTATE TAX EXPENSE
A.Interest: (Complete details must be provided for each loan - attach a separate scheduleif necessary.)
1 2 3 4 5 6 7 8 9 10
Reporting
Monthly Maturity | Interest Period
Name of Lender Related** Purpose of L oan Payment Date of Amount of Note Date Rate Interest
YES| NO Required Note Original Balance (4 Digits) Expense
A. Directly Facility Related
Long-Term
1 [RELATED PARTY - DEERBROOK NURSING CENTRE $ $ 1
2 [GMAC X |[MORTGAGE $61,407.35 |12/03 4,775,900 4,575,221 (12/38 5.4000 248,565 | 2
3 [GMAC X |LOAN COST AMORT - 35 YEARS 43,959 38,875 125 [ 3
4 4
5 5
- Working Capital
6 [LETTER OF CREDIT FEE X 1,300 [ 6
7 |RELATED PARTY X WORKING CAPITAL DEMAND DEMAND 233,532 374,822 [VARIES |VARIES 33841 | 7
8 8
9 [ TOTAL Facility Related $61,407.35 5,053,391 ($ 4,988,918
-B. Non-Facility Related*
10 |IRS, IDR,ETC X |LATE FEES 10
11 11
12 12
13 13
14 |TOTAL Non-Facility Related $ $ 14
15 | TOTALS (line 9+linel4) $ 5,053,391 ($ 4,988,918 284,962 | 15

16) Pleaseindicate the total amount of mortgage insurance expense and the location of this expense on Sch. V. $ NA Line#

* Any interest expensereported in this section should be adjusted out on page 5, line 14 and, consequently, page 4, col. 7.
(Seeinstructions.)

** |f thereis ANY overlap in ownership between the facility and the lender, thismust be indicated in column 2.
(Seeinstructions.)
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Facility Name & ID Number DEERBROOK CARE CENTRE # 0040741 Report Period Beginning: 01/01/2007 12/31/2007
IX. INTEREST EXPENSE AND REAL ESTATE TAX EXPENSE (continued’
B. Real Estate Taxes
Important, please see the next worksheet, "RE_Tax". The real estate tax statement and
1. Real Estate Tax accrual used on 2006 report. bill must accompany the cost report. 93,444 | 1
2. Real Estate Taxes paid during the year: (Indicate the tax year to which this payment applies. If payment covers more than one year, detail below.) 89,650 | 2
3. Under or (over) accrua (line 2 minusline 1). (3,794) 3
4. Real Estate Tax accrua used for 2007 report. (Detail and explain your calculation of this accrual on the lines below.) 90,600 | 4
5. Direct costs of an appeal of tax assessments which has NOT been included in professional fees or other general operating costs on Schedule V, sections A, B or C.
(Describe appeal cost below. Attach copies of invoices to support the cost and a copy of the appeal filed with the county. 5
6. Subtract arefund of real estate taxes. Y ou must offset the full amount of any direct appeal costs
classified as areal estate tax cost plus one-half of any remaining refund.
TOTAL REFUND $ For TaxYear. (Attach a copy of the real estate tax appeal board's decision.) 6
7. Real Estate Tax expense reported on Sc