IMPORTANT NOTICE

LL1 THIS AGENCY IS REQUESTING DISCLOSURE OF INFORMATION
THAT IS NECESSARY TO ACCOMPLISH THE STATUTORY
2012 PURPOSE AS OUTLINED IN 210 ILCS 45/3-208. DISCLOSURE
STATE OF ILLINOIS OF THIS INFORMATION IS MANDATORY. FAILURE TO PROVIDE

DEPARTMENT OF HEALTHCARE AND FAMILY SERVICES ANY INFORMATION ON OR BEFORE THE DUE DATE WILL
FINANCIAL AND STATISTICAL REPORT (COST REPORT) RESULT IN CESSATION OF PROGRAM PAYMENTS. THIS FORM
FOR LONG-TERM CARE FACILITIES HAS BEEN APPROVED BY THE FORMS MANAGEMENT CENTER.
(FISCAL YEAR 2012)

l. IDPH License ID Number: 0046201 1. CERTIFICATION BY AUTHORIZED FACILITY OFFICER
Facility Name: Lemont Nursing & Rehab Center, Llc
| have examined the contents of the accompanying report to the
Address: 12450 Walker Road Lemont 60439 State of lllinois, for the period from 01/01/12 to 12/31/12
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: Cook applicable instructions. Declaration of preparer (other than provider)
is based on all information of which preparer has any knowledge.
Telephone Number: (630) 243-0400 Fax # (630) 243-5063
Intentional misrepresentation or falsification of any information
HFS 1D Number: _ in this cost report may be punishable by fine and/or imprisonment.
Date of Initial License for Current Owners: 02/01/03 (Signed)
Officer or (Date)
Type of Ownership: Administrator |(Type or Print Name)
of Provider
| VOLUNTARY,NON-PROFIT | X PROPRIETARY | GOVERNMENTAL (Title)
Charitable Corp. Individual State
Trust Partnership County (Signed)

IRS Exemption Code Corporation Other (Date)

"Sub-S*" Corp. Paid (Print Name  Lisa M. Hanlon, C.P.A.

X [Limited Liability Co. Preparer and Title)
Trust
Other (Firm Name  Frost, Ruttenberg & Rothblatt, P.C.
& Address) 111 Pfingsten Road, Suite 300 Deerfield, IL 60015
(Telephone)  (847) 236-1111 Fax 1 (847) 236-1155
) ) MAIL TO: BUREAU OF HEALTH FINANCE
In the event there are further questions about this report, please contact: ILLINOIS DEPT OF HEALTHCARE AND FAMILY SERVICES
Name;__Steve Lavenda Telephone Number:  (847) 236-1111 201 S. Grand Avenue East
Email Address: Sprinafield, IL 62763-0001 Phone # (217) 782-1630

SEE ACCOUNTANTS" COMPILATION REPORT

HFS 3745 (N-4-99) IL478-2471




Facility Name & ID Number

Lemont Nursing & Rehab Center, Llc

STATE OF ILLINOIS

Page 2
# 0046201 Report Period Beginning: 01/01/12 Ending:  12/31/12

IIl.  STATISTICAL DATA
A. Licensure/certification level(s) of care; enter number of beds/bed days,

D. How many bed-hold days during this year were paid by the Department?
None (Do not include bed-hold days in Section B.)

(must agree with license). Date of change in licensed beds N/A
1 2 3 4
Beds at Licensed
Beginning of Licensure Beds at End of Bed Days During

E. List all services provided by your facility for non-patients.
(E.g., day care, ""meals on wheels™, outpatient therapy)
None

Report Period Level of Care Report Period Report Period
1 158 Skilled (SNF) 158 57,828 1
2 Skilled Pediatric (SNF/PED) 2
3 Intermediate (ICF) 3
4 Intermediate/DD 4
5 Sheltered Care (SC) 5
6 ICF/DD 16 or Less 6
7 158 TOTALS 158 57,828 7
B. Census-For the entire report period.
1 2 4 5
Level of Care Patient Days by Level of Care and Primary Source of Payment
Medicaid
Recipient Private Pay Other Total
8 [SNF 22,380 9,622 18,688 50,690 8
9 [SNF/PED 9
10 |ICF 10
11 |ICF/DD 11
12 |SC 12
13 |DD 16 OR LESS 13
14 |TOTALS 22,380 9,622 18,688 50,690 14

C. Percent Occupancy. (Column 5, line 14 divided by total licensed
bed days on line 7, column 4.)

87.66%

F. Does the facility maintain a daily midnight census? Yes

G. Do pages 3 & 4 include expenses for services or
investments not directly related to patient care?

Yyes [ ] NO

H. Does the BALANCE SHEET (page 17) reflect any non-care assets?

Yyes [ ] NO

I. On what date did you start providing long term care at this location?
Date started 02/01/2003

J. Was the facility purchased or leased after January 1, 1978?

YES [ X |Date 02/01/2003 NO [ ]
K. Was the facility certified for Medicare during the reporting year?
YES NO If YES, enter number
of beds certified 158 and days of care provided 17,439

Medicare Intermediary  National Government Services

IV. ACCOUNTING BASIS

MODIFIED
ACCRUAL casH* [ ] casH* [ ]
Is your fiscal year identical to your tax year? YES NO[ ]
Tax Year: 12/31/2012 Fiscal Year: 12/31/2012

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

SEE ACCOUNTANTS' COMPILATION REPORT




STATE OF ILLINOIS

Page 3

NOTE: Include a separate schedule detailina the reclassifications made in column 5. Be sure to include a detailed explanation of each reclassification.

Facility Name & 1D Number Lemont Nursing & Rehab Center, LIc # 0046201 Report Period Beginning: 01/01/12 Ending: 12/31/12
V. COST CENTER EXPENSES (throughout the report, please round 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 319,655 81,463 15,216 416,334 416,334 4,855 421,189 1
2 | Food Purchase 389,387 389,387 (224) 389,163 2
3 | Housekeeping 198,809 51,618 250,427 250,427 632 251,059 3
4 | Laundry 45,454 31,109 76,563 76,563 76,563 4
5 | Heat and Other Utilities 145,314 145,314 145,314 916 146,230 5
6 | Maintenance 116,492 264,335 380,827 380,827 (53,586) 327,241 6
7 | Other (specify).* 9,810 9,810 7
8 | TOTAL General Services 680,410 553,577 424,865 1,658,852 1,658,852 (37,597) 1,621,255 8
[ B. Health Care and Programs
9 | Medical Director 48,250 48,250 48,250 48,250
10 | Nursing and Medical Records 3,464,171 189,054 125,530 3,778,755 3,778,755 58,429 3,837,184 10
10a| Therapy 210,722 509 211,231 211,231 211,231 10a
11 | Activities 185,852 35,443 221,295 221,295 221,295 11
12 | Social Services 196,070 2,246 469 198,785 198,785 23,784 222,569 12
13 | CNA Training 13
14 | Program Transportation 14
15 | Other (specify):* 13,772 13,772 15
16 |TOTAL Health Care and Programs 4,056,815 226,743 174,758 4,458,316 4,458,316 95,985 4,554,301 16
[ C. General Administration
17 | Administrative [ 162569 | 162,569 162,569 91,602 254,171 17
18 | Directors Fees 18
19 | Professional Services 877,948 877,948 877,948 (698,852) 179,096 19
20 | Dues, Fees, Subscriptions & Promotions 54,411 54,411 54,411 (20,316) 34,095 20
21 | Clerical & General Office Expenses 400,027 591,451 591,451 (193,617) 397,834 21
22 | Employee Benefits & Payroll Taxes 855,823 855,823 855,823 (12,598) 843,225 22
23 | Inservice Training & Education 23
24 | Travel and Seminar 7,932 7,932 7,932 1,831 9,763 24
25 | Other Admin. Staff Transportation ] 2,919 2,919 2,919 873 3,792 25
26 | Insurance-Prop.Liab.Malpractice 297,697 297,697 297,697 226,629 524,326 26
27 | Other (specify):* 34,631 34,631 27
28 |TOTAL General Administration 312,364 41,629 2,496,757 2,850,750 2,850,750 (569,817) 2,280,933 28
TOTAL Operating Expense
29 |(sum of lines 8. 16 & 28) 5,049,589 821,949 3,096,380 8,967,918 8,967,918 (511,429) 8,456,489 29
*Attach a schedule if more than one type of cost is included on this line, or if the total exceeds $1000. SEE ACCOUNTANTS" COMPILATION REPORT




STATE OF ILLINOIS Page 4
Facility Name & ID Number Lemont Nursing & Rehab Center, Lic #0046201 Report Period Beginning: 01/01/12  Ending: 12/31/12
V. COST CENTER EXPENSES (continued)
Cost Per General Ledger Reclass- Reclassified Adjust- Adjusted FOR BHF USE ONLY
Capital Expense Salary/Wage Supplies Other Total ification Total ments Total
[D. Ownership 1 2 3 4 5 6 7 8 9 10
30 | Depreciation 95,452 95,452 95,452 237,240 332,692 30
31 | Amortization of Pre-Op. & Org. 31
32 | Interest 887,262 887,262 32
33 | Real Estate Taxes 299,028 299,028 299,028 2,903 301,931 33
34 | Rent-Facility & Grounds 1,550,000 1,550,000 1,550,000 (1,550,000) 34
35 | Rent-Equipment & Vehicles 8,171 8,171 8,171 829 9,000 35
36 | Other (specify):* ) ) 36
37 |TOTAL Ownership 1,952,651 1,952,651 1,952,651 (421,766) 1,530,885
Ancillary Expense

E. Special Cost Centers
38 | Medically Necessary Transportation
39 [ Ancillary Service Centers 1,178,122 1,870,758 3,048,880 3,048,880 (17,325) 3,031,555 39
40 | Barber and Beauty Shops 764 764 764 (764) 40
41 | Coffee and Gift Shops 41
42 | Provider Participation Fee 286,088 286,088 286,088 286,088 42
43 | Other (specify):* 43
44 |TOTAL Special Cost Centers 1,178,122 2,157,610 3,335,732 3,335,732 (18,089) 3,317,643 44

GRAND TOTAL COST
45 [(sum of lines 29, 37 & 44) 5,049,589 2,000,071 7,206,641 14,256,301 14,256,301 (951,284)| 13,305,017 45

*Attach a schedule if more than one type of cost is included on this line, or if the total exceeds $1000.

SEE ACCOUNTANTS' COMPILATION REPORT



Facility Name & ID Number Lemont Nursing & Rehab Center, Llc

# 0046201

STATE OF ILLINOIS

Report Period Beginning:

01/01/12

Ending:

Page 5
12/31/12

VI. ADJUSTMENT DETAIL

A. The expenses indicated 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 was included. (See instructions.)

1 2 3
Reter- BHF USE B. It there are 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 Schedule* $ 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 | Sale of Supplies to Non-Patients 7 Adjustments for Related Organization
8 [ Laundry for Non-Patients 8 34 | Costs (Schedule VII) (5631,724) 34
9 | Non-Straightline Depreciation 90,098 | 30 9 35 | Other- Attach Schedule 35
10 [ Interest and Other Investment Income (34,720)] 32 10 36 |SUBTOTAL (B): (sum of lines 31-35) $ (531,724) 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)) $ (951,284) 37
13 | Sales Tax (729)[ 02 13
14 | Non-Care Related Interest 14 *These costs are only allowable if they are necessary to meet minimum
15 [ Non-Care Related Owner's Transactions 15 licensing standards. Attach a schedule detailing the items included
16 | Personal Expenses (Including Transportation) 16 on these lines.
17 | Non-Care Related Fees 17
18 | Fines and Penalties 18 C. Are the following expenses included in Sections A to D of pages 3
19 | Entertainment 19 and 4? If so, they should be reclassified into Section E. Please
20 | Contributions (275)] 20 20 reference the line on which they appear before reclassification.
21 | Owner or Key-Man Insurance 21 (See instructions.) 1 2 3 4
22 | Special Legal Fees & Legal Retainers 22 Yes| No Amount [Reference
23 | Malpractice Insurance for Individuals 23 38 | Medically Necessary Transport. $ 38
24 | Bad Debt (301,834)] 21 24 39 39
25 | Fund Raising, Advertising and Promotional (23,722)] 20 25 40 | Gift and Coffee Shops 40

Income Taxes and [Mnois Personal 471 | Barber and Beauty Shops 471
26 | Property Replacement Tax (326)| 21 26 47 | Caboratory and Radiology 47
2/ | CNA Tramning Tor Non-Employees 2( 43 | Prescription Drugs 45
26 | Yellow Page Advertising 206 44 44
29 | Other-Attach schedule (145,052) 29 45 | Other-Attach Schedule 45
30 | SUBTOTAL (A): (Sum of lines 1-29) $ (419,560) 30 46 | Other-Attach Schedule 46

47 [ TOTAL (C): (sum of Tines 38-46) $ 47

BHF USE ONLY

48 | [ 49 | [ 90 | [ o1 ] YA SEE ACCOUNTANTS' COMPILATION REPORT




STATE OF ILLINOIS
Lemont Nursing & Rehab Center, Llc

Page 5A

ID# 0046201

Report Period Beginning: 01/01/12

Ending: 12/31/12

Sch. V Line
NON-ALLOWABLE EXPENSES Amount Reference

1 [Capitalized R&M (69,015) 06 1
2 |Other Income (4,112) 21 2
3 [Jury Duty Income (87) 10 3
4 |Patient Clothing (840) 10 4
5 |Barber and Beauty Shop (764) 40 5
6 |Theft Loss (1,716) 21 6
7 |Collection Expense (5,221) 21 7
8 [Out of Period Office Expense (52) 21 8
9 [Annual Report (250) 20 9
10 |Building Co. - Bank Service Charges (1,277) 21 10
11 [Building Co. - Filing Fees (250) 20 11
12 |Building Co. - Amortization (30,986) 36 12
13 |Building Co. - Loan Fees (27,220) 21 13
14 [Non-Allowable Legal (3,398) 19 14
15 |Late Payment Fee (2,865) 21 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 (148,052) 49




STATE OF ILLINOIS Page 5B
Lemont Nursing & Rehab Center, Llc

ID# 0046201

Report Period Beginning: 01/01/12

Ending: 12/31/12

Sch. V Line
NON-ALLOWABLE EXPENSES Amount Reference

50 $ 1
51 2
52 3
53 4
54 5
55 6
56 7
57 8
58 9
59 10
60 11
61 12
62 13
63 14
64 15
65 16
66 17
67 18
68 19
69 20
70 21
71 22
72 23
73 24
74 25
75 26
76 27
77 28
78 29
79 30
80 31
81 32
82 33
83 34
84 35
85 36
86 37
87 38
88 39
89 40
90 41
91 42
92 43
93 44
94 45
95 46
96 47
97 48
98 49




STATE OF ILLINOIS

Summary A

Facility Name & ID Number Lemont Nursing & Rehab Center, Llc # 0046201 Report Period Beginning: 01/01/12 Ending: 12/31/12
SUMMARY OF PAGES 5, 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 61 (to Sch V, col.7)
1 | Dietary 264 10,354 (5,763) 4855 | 1
2 | Food Purchase (729) 505 (224)] 2
3 | Housekeeping 504 128 632 | 3
4 | Laundry 4
5 | Heat and Other Utilities 730 186 916 | 5
6 | Maintenance (69,015) 2,889 12,483 57 (53,586)| 6
7 | Other (specify):* 8,095 1,715 9810 | 7
8 | TOTAL General Services (69,744) 4,892 20,578 12,440 (5,763) (37,597)| 8

B. Health Care and Programs
9 | Medical Director 9
10 | Nursing and Medical Records (926) 59,355 58,429 | 10
10a | Therapy 10a
11 | Activities 11
12 | Social Services 23,784 23,784 | 12
13 | CNA Training 13
14 | Program Transportation 14
15 | Other (specify):* 13,772 13,772 | 15
16 |TOTAL Health Care and Programs (926) 96,911 95,985 | 16

C. General Administration
17 | Administrative 3,121 14,617 73,864 91,602 | 17
18 | Directors Fees 18
19 | Professional Services (3,398) (466,347) (229,107) (698,852)| 19
20 | Fees, Subscriptions & Promotions (24,497) 250 3,827 104 (20,316)| 20
21 | Clerical & General Office Expenses (344,623) 28,497 13,062 102,596 6,851 (193,617)| 21
22 | Employee Benefits & Payroll Taxes (12,598) (12,598)| 22
23 | Inservice Training & Education 23
24 | Travel and Seminar 235 1,596 1,831 | 24
25 | Other Admin. Staff Transportation 873 873 | 25
26 | Insurance-Prop.Liab.Malpractice 225,000 1,031 598 226,629 | 26
27 | Other (specify):* 21,640 12,991 34,631 | 27
28 [TOTAL General Administration (372,518) 253,747 (444,198) 126,255 (133,103) (569,817)| 28

TOTAL Operating Expense
29 [(sum of lines 8,16 & 28) (443,188) 253,747 (439,306) 146,833 (23,752) (5,763) (511,429)| 29




STATE OF ILLINOIS Summary B
Facility Name & ID Number Lemont Nursing & Rehab Center, Llc # 0046201 Report Period Beginning: 01/01/12  Ending: 12/31/12
SUMMARY OF PAGES 5, 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 & 5A 6 6A 6B 6C 6D 6E 6F 6G 6H 61 (to Sch V, col.7)
30 | Depreciation 90,098 138,198 7,336 1,608 237,240 | 30
31 | Amortization of Pre-Op. & Org. 31
32 | Interest (34,720) 887,262 4,562 30,158 887,262 | 32
33 | Real Estate Taxes 2,314 589 2,903 | 33
34 | Rent-Facility & Grounds (1,550,000) (1,550,000)( 34
35 | Rent-Equipment & Vehicles 1,128 (299) 829 | 35
36 | Other (specify):* (30,986) 30,986 (0)| 36
37 |TOTAL Ownership 24,392 (493,554) 15,340 32,355 (299) (421,766)| 37

Ancillary Expense

E. Special Cost Centers

38 | Medically Necessary Transportation 38
39 | Ancillary Service Centers (1,787) (12,011) (3,196) (332) (17,325)| 39
40 | Barber and Beauty Shops (764) (764)| 40
41 | Coffee and Gift Shops 41
42 | Provider Participation Fee 42
43 | Other (specify):* 43
44 |TOTAL Special Cost Centers (764) (1,787) (12,011) (3,196) (332) (18,089)| 44
GRAND TOTAL COST
45 |(sum of lines 29, 37 & 44) (419,560) (239,807) (423,966) 146,833 8,603 (7,549) (12,310) (3,196) (332) (951,284)| 45




Facility Name & ID Number

Lemont Nursing & Rehab Center, Llc

STATE OF ILLINOIS

#

0046201

Report Period Beginning:

01/01/12

Ending:

Page 6
12/31/12

VII. RELATED PARTIES
A. Enter below the names of ALL owners and related organizations (parties) as defined in the instructions. Use Page 6-Supplemental as necessary.

1
OWNERS

2
RELATED NURSING HOMES

3

OTHER RELATED BUSINESS ENTITIES

Name Ownership % Name City Name City Type of Business
See 6-Supplemental See 6-Supplemental See 6-Supplemental

B. Are any costs included in this report which are a result of transactions with related organizations? This includes rent,

management fees, purchase of supplies, and so forth. YES |:| NO

If yes, costs incurred as a result of transactions with related organizations must be fully itemized in accordance with

the instructions for determining costs as specified for this form.

1 2 3 Cost Per General Ledger 4 5 Cost to Related Organization 6 7 8 Difference:

Percent Operating Cost Adjustments for
Schedule V | Line Item Amount Name of Related Organization of of Related Related Organization
Ownership Organization Costs (7 minus 4)

1 \Y 34 [Rent $ 1,550,000 Lemont Property, LLC $ (1,550,000)| 1
2 V 33 |[Rent - Property Taxes 301,893 Lemont Property, LLC (301,893)| 2
3 V 32 [Interest 93,195 Lemont Property, LLC 980,457 887,262 | 3
4 V 21 |Bank Charges Lemont Property, LLC 1,277 1,277 | 4
5 V 20 |Filing Fees Lemont Property, LLC 250 250 | 5
6 \Y 26 |Settlement Lemont Property, LLC 225,000 225,000 | 6
7 V 30 |Depreciation Lemont Property, LLC 138,198 138,198 | 7
8 V 36 [Amortization Lemont Property, LLC 30,986 30,986 | 8
9 V 33 |Real Estate Expense Lemont Property, LLC 301,893 301,893 | 9
10 \Y 21 |[Loan Fees Lemont Property, LLC 27,220 27,220 | 10
11 V 11
12 V 12
13 V 13
14 [rotel [ETIIs 1045088 [ s wrosomns + (230.807)] 14

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

SEE ACCOUNTANTS' COMPILATION REPORT




STATE OF ILLINOIS

Page 6A

Facility Name & ID Number Lemont Nursing & Rehab Center, Llc # 0046201 Report Period Beginning: 01/01/12 Ending: 12/31/12
VII. RELATED PARTIES (continued)
B. Are any costs included in this report which are a result of transactions with related organizations? This includes rent,
management fees, purchase of supplies, and so forth. YES |:| NO
If yes, costs incurred as a result of transactions with related organizations must be fully itemized in accordance with
the instructions for determining costs as specified for this form.
1 2 3 Cost Per General Ledger 4 5 Cost to Related Organization 6 7 8 Difference:
Percent Operating Cost Adjustments for
Schedule V Line Item Amount Name of Related Organization of of Related Related Organization
Ownership Organization Costs (7 minus 4)
15 \ 01 [Dietary $ Extended Care Consulting, LLC 100.00% [$ 264 |$ 264 | 15
16 Vv 02 |[Food Extended Care Consulting, LLC 100.00% 505 505 | 16
17 \Y/ 03 |Housekeeping Extended Care Consulting, LLC 100.00% 504 504 | 17
18 Vv 05 [Utilities Extended Care Consulting, LLC 100.00% 730 730 | 18
19 Vv 06 [Maintenance Extended Care Consulting, LLC 100.00% 2,889 2,889 | 19
20 Vv 17 |Administrative Extended Care Consulting, LLC 100.00% 3,121 3,121 | 20
21 V 19 [Professional Fees 470,760 Extended Care Consulting, LLC 100.00% 4,413 (466,347)| 21
22 Vv 20 |Dues and Subscriptions Extended Care Consulting, LLC 100.00% 3,827 3,827 | 22
23 Vv 21 |Office and Clerical Extended Care Consulting, LLC 100.00% 13,062 13,062 | 23
24 Vv 24 [Seminar and Travel Extended Care Consulting, LLC 100.00% 235 235 | 24
25 Vv 25 |Other Staff Admin. Trans. Extended Care Consulting, LLC 100.00% 873 873 | 25
26 Vv 26 [Insurance Extended Care Consulting, LLC 100.00% 1,031 1,031 | 26
27 Vv 30 |Depreciation Extended Care Consulting, LLC 100.00% 7,336 7,336 | 27
28 Vv 32 [Interest Extended Care Consulting, LLC 100.00% 4,562 4562 | 28
29 Vv 33 [Real Estate Taxes Extended Care Consulting, LLC 100.00% 2,314 2,314 | 29
30 V 34 |Rent - Building Extended Care Consulting, LLC 100.00% 30
31 Vv 35 |Rent - Equipment & Autc Extended Care Consulting, LLC 100.00% 1,128 1,128 | 31
32 \V 32
33 \V 33
34 \V 34
35 \V 35
36 \V 36
37 \V 37
38 \V 38

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

SEE ACCOUNTANTS' COMPILATION REPORT
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Page 6B

Facility Name & ID Number Lemont Nursing & Rehab Center, Llc # 0046201 Report Period Beginning: 01/01/12 Ending: 12/31/12
VII. RELATED PARTIES (continued)
B. Are any costs included in this report which are a result of transactions with related organizations? This includes rent,
management fees, purchase of supplies, and so forth. YES |:| NO
If yes, costs incurred as a result of transactions with related organizations must be fully itemized in accordance with
the instructions for determining costs as specified for this form.
1 2 3 Cost Per General Ledger 4 5 Cost to Related Organization 6 7 8 Difference:
Percent Operating Cost Adjustments for
Schedule V Line Item Amount Name of Related Organization of of Related Related Organization
Ownership Organization Costs (7 minus 4)
15 V 06 [Maintenance (Pooled) Extended Care Consulting, LLC 100.00% 6,752 |$ 6,752 | 15
16 Vv 06 |Maintenance (Direct) 35,637 Extended Care Consulting, LLC 100.00% 41,368 5731 ] 16
17 \Y/ 07 |Emp. Ben. - Gen. Serv. (Pooled) Extended Care Consulting, LLC 100.00% 1,241 1,241 | 17
18 \Y/ 07 |Emp. Ben. - Gen. Serv. (Direct) Extended Care Consulting, LLC 100.00% 6,854 6,854 | 18
19 \Y/ 19
20 \Y/ 20
21 Vv 17 |Administrative (Pooled) Extended Care Consulting, LLC 100.00% 14,617 14,617 | 21
22 Vv 21 |Office and Clerical (Pooled) Extended Care Consulting, LLC 100.00% 102,596 102,596 | 22
23 \Y/ 21 |Office and Clerical (Direct) 625 Extended Care Consulting, LLC 100.00% 625 23
24 \Y/ 27 |Emp. Ben. - Gen. Admin. (Pooled) Extended Care Consulting, LLC 100.00% 21,536 21,536 | 24
25 \Y/ 27 |Emp. Ben. - Gen. Admin. (Direct) Extended Care Consulting, LLC 100.00% 104 104 | 25
26 V 22 |Employee Benefits 12,598 Extended Care Consulting, LLC 100.00% (12,598)| 26
27 \Y/ 271
28 \Y/ 28
29 V 29
30 V 30
31 \Y/ 31
32 \Y/ 32
33 \Y/ 33
34 \V 34
35 \Y/ 35
36 \Y/ 36
37 \Y/ 37
38 \Y/ 38

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

SEE ACCOUNTANTS' COMPILATION REPORT




STATE OF ILLINOIS Page 6C
Facility Name & ID Number Lemont Nursing & Rehab Center, Llc # 0046201 Report Period Beginning: 01/01/12 Ending: 12/31/12
VII. RELATED PARTIES (continued)
B. Are any costs included in this report which are a result of transactions with related organizations? This includes rent,
management fees, purchase of supplies, and so forth. YES |:| NO
If yes, costs incurred as a result of transactions with related organizations must be fully itemized in accordance with
the instructions for determining costs as specified for this form.
1 2 3 Cost Per General Ledger 4 5 Cost to Related Organization 6 7 8 Difference:
Percent Operating Cost Adjustments for
Schedule V Line Item Amount Name of Related Organization of of Related Related Organization
Ownership Organization Costs (7 minus 4)
15 \ 03 [Housekeeping Extended Care Clinical, LLC 100.00% [$ 128 [$ 128 | 15
16 Vv 05 [Utilities Extended Care Clinical, LLC 100.00% 186 186 | 16
17 Vv 06 [Maintenance Extended Care Clinical, LLC 100.00% 57 57 | 17
18 V 19 [Professional Fees 231,864 Extended Care Clinical, LLC 100.00% 2,757 (229,107)| 18
19 Vv 20 |Dues and Subscriptions Extended Care Clinical, LLC 100.00% 104 104 | 19
20 Vv 21 |Office & Clerical Extended Care Clinical, LLC 100.00% 2,291 22911 20
21 Vv 24 |Travel and Seminar Extended Care Clinical, LLC 100.00% 1,596 1,596 | 21
22 Vv 26 [Insurance Extended Care Clinical, LLC 100.00% 598 598 | 22
23 Vv 30 |Depreciation Extended Care Clinical, LLC 100.00% 1,608 1,608 | 23
24 Vv 32 [Interest Extended Care Clinical, LLC 100.00% 30,158 30,158 | 24
25 Vv 33 [Real Estate Taxes Extended Care Clinical, LLC 100.00% 589 589 | 25
26 Vv 01 |Dietary Salary Extended Care Clinical, LLC 100.00% 10,354 10,354 | 26
27 Vv 07 |Emp. Ben. - Gen. Serv. Extended Care Clinical, LLC 100.00% 1,715 1,715 | 27
28 Vv 10 [Nursing Salary Extended Care Clinical, LLC 100.00% 59,355 59,355 | 28
29 \V 29
30 Vv 12 [Social Service Salary Extended Care Clinical, LLC 100.00% 23,784 23,784 | 30
31 Vv 15 [Emp. Ben. - Healthcare Extended Care Clinical, LLC 100.00% 13,772 13,772 | 31
32 Vv 17 |Administration Salary Extended Care Clinical, LLC 100.00% 73,864 73,864 | 32
33 Vv 21 |Office Salary Extended Care Clinical, LLC 100.00% 4,560 4560 | 33
34 Vv 27 |Emp. Ben. - Gen. Admin. Extended Care Clinical, LLC 100.00% 12,991 12,991 | 34
35 \V 35
36 \V 36
37 \V 37
38 \V 38
39 [Torar IR s 23106 [ s 240467 Js * 8,603 | 39

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

SEE ACCOUNTANTS' COMPILATION REPORT




STATE OF ILLINOIS Page 6D
Facility Name & ID Number Lemont Nursing & Rehab Center, Llc # 0046201 Report Period Beginning: 01/01/12 Ending: 12/31/12
VII. RELATED PARTIES (continued)
B. Are any costs included in this report which are a result of transactions with related organizations? This includes rent,
management fees, purchase of supplies, and so forth. YES |:| NO
If yes, costs incurred as a result of transactions with related organizations must be fully itemized in accordance with
the instructions for determining costs as specified for this form.
1 2 3 Cost Per General Ledger 4 5 Cost to Related Organization 6 7 8 Difference:
Percent Operating Cost Adjustments for
Schedule V Line Item Amount Name of Related Organization of of Related Related Organization
Ownership Organization Costs (7 minus 4)
15 \ 1 |Dietary Supplies, Supplements $ 20,582 Care Centers Health Systems, Inc. 100.00% [$ 14,819 |$ (5,763)| 15
16 \Y/ 10 [Nursing Supplies Care Centers Health Systems, Inc. 100.00% 16
17 Vv 39 |Ancillary Expense 6,382 Care Centers Health Systems, Inc. 100.00% 4,595 (1,787)| 17
18 \Y/ 18
19 \Y/ 19
20 \Y/ 20
21 \Y/ 21
22 \Y/ 22
23 \Y/ 23
24 \V 24
25 \Y/ 25
26 \Y/ 26
27 \Y/ 271
28 \Y/ 28
29 V 29
30 V 30
31 \Y/ 31
32 \Y/ 32
33 \Y/ 33
34 \V 34
35 \Y/ 35
36 \Y/ 36
37 \Y/ 37
38 \Y/ 38
2 [T [IIIs 2600« [ s 10,415 [s * (1.549)] 39

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

SEE ACCOUNTANTS' COMPILATION REPORT




STATE OF ILLINOIS

Page 6E

Facility Name & ID Number Lemont Nursing & Rehab Center, Llc # 0046201 Report Period Beginning: 01/01/12 Ending: 12/31/12
VII. RELATED PARTIES (continued)
B. Are any costs included in this report which are a result of transactions with related organizations? This includes rent,
management fees, purchase of supplies, and so forth. YES |:| NO
If yes, costs incurred as a result of transactions with related organizations must be fully itemized in accordance with
the instructions for determining costs as specified for this form.
1 2 3 Cost Per General Ledger 4 5 Cost to Related Organization 6 7 8 Difference:
Percent Operating Cost Adjustments for
Schedule V Line Item Amount Name of Related Organization of of Related Related Organization
Ownership Organization Costs (7 minus 4)
15 V 39 [Ventilator Equipment 21,090 Vent Lease LLC 100.00% 9,079 |$ (12,011)] 15
16 \Y/ 39 |Other Ancillary Vent Lease LLC 100.00% 16
17 \Y 35 |Matrix Leasing 299 Vent Lease LLC 100.00% (299)| 17
18 \Y/ 18
19 \Y/ 19
20 \Y/ 20
21 \Y/ 21
22 \Y/ 22
23 \Y/ 23
24 \Y/ 24
25 \Y/ 25
26 \Y/ 26
27 \Y/ 271
28 \Y/ 28
29 V 29
30 V 30
31 \Y/ 31
32 \Y/ 32
33 \Y/ 33
34 \V 34
35 \Y/ 35
36 \Y/ 36
37 \Y/ 37
38 \Y/ 38

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

SEE ACCOUNTANTS' COMPILATION REPORT




STATE OF ILLINOIS

Page 6F

Facility Name & ID Number Lemont Nursing & Rehab Center, Llc # 0046201 Report Period Beginning: 01/01/12 Ending: 12/31/12
VII. RELATED PARTIES (continued)
B. Are any costs included in this report which are a result of transactions with related organizations? This includes rent,
management fees, purchase of supplies, and so forth. YES |:| NO
If yes, costs incurred as a result of transactions with related organizations must be fully itemized in accordance with
the instructions for determining costs as specified for this form.
1 2 3 Cost Per General Ledger 4 5 Cost to Related Organization 6 7 8 Difference:
Percent Operating Cost Adjustments for
Schedule V Line Item Amount Name of Related Organization of of Related Related Organization
Ownership Organization Costs (7 minus 4)
15 V 39 ([Therapy $ 1,832,897 Tri Care Rehab 100.00%($ 1,829,701 |$ (3,196)| 15
16 \Y/ 16
17 \Y/ 17
18 \Y/ 18
19 \Y/ 19
20 \Y/ 20
21 \Y/ 21
22 \Y/ 22
23 \Y/ 23
24 \V 24
25 \Y/ 25
26 \Y/ 26
27 \Y/ 271
28 \Y/ 28
29 V 29
30 V 30
31 \Y/ 31
32 \Y/ 32
33 \Y/ 33
34 \Y/ 34
35 \Y/ 35
36 \Y/ 36
37 \Y/ 37
38 \Y/ 38
2 [Tora [T wexece [ s seooqon]s » (3.196)] 30

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

SEE ACCOUNTANTS' COMPILATION REPORT




STATE OF ILLINOIS

Page 6G

Facility Name & ID Number Lemont Nursing & Rehab Center, Llc # 0046201 Report Period Beginning: 01/01/12 Ending: 12/31/12
VII. RELATED PARTIES (continued)
B. Are any costs included in this report which are a result of transactions with related organizations? This includes rent,
management fees, purchase of supplies, and so forth. YES |:| NO
If yes, costs incurred as a result of transactions with related organizations must be fully itemized in accordance with
the instructions for determining costs as specified for this form.
1 2 3 Cost Per General Ledger 4 5 Cost to Related Organization 6 7 8 Difference:
Percent Operating Cost Adjustments for
Schedule V Line Item Amount Name of Related Organization of of Related Related Organization
Ownership Organization Costs (7 minus 4)
15 \ 22 |Employee Health Insurance CCS Employee Benefits Group 100.00% [$ 202,465 |$ 202,465 | 15
16 \Y/ 16
17 \Y/ 17
18 \Y/ 18
19 \Y/ 22 |Employee Health Insurance 202,465 CCS Employee Benefits Group 100.00% (202,465)| 19
20 \Y/ 20
21 \Y/ 21
22 \Y/ 22
23 \Y/ 23
24 \V 24
25 \Y/ 25
26 \Y/ 26
27 \Y/ 271
28 \Y/ 28
29 V 29
30 V 30
31 \Y/ 31
32 \Y/ 32
33 \Y/ 33
34 \Y/ 34
35 \Y/ 35
36 \Y/ 36
37 \Y/ 37
38 \Y/ 38
20 [Tora [IRIEs 202405 [ s 202,465 [s * 39

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

SEE ACCOUNTANTS' COMPILATION REPORT




STATE OF ILLINOIS

Page 6H

Facility Name & ID Number Lemont Nursing & Rehab Center, Llc # 0046201 Report Period Beginning: 01/01/12 Ending: 12/31/12
VII. RELATED PARTIES (continued)
B. Are any costs included in this report which are a result of transactions with related organizations? This includes rent,
management fees, purchase of supplies, and so forth. YES |:| NO
If yes, costs incurred as a result of transactions with related organizations must be fully itemized in accordance with
the instructions for determining costs as specified for this form.
1 2 3 Cost Per General Ledger 4 5 Cost to Related Organization 6 7 8 Difference:
Percent Operating Cost Adjustments for
Schedule V Line Item Amount Name of Related Organization of of Related Related Organization
Ownership Organization Costs (7 minus 4)
15 V 39 [Ancillary Expense 37,248 Reliable Medical of the Midwest, LLC 100.00% 36,916 |$ (332)| 15
16 \Y/ 16
17 \Y/ 17
18 \Y/ 18
19 \Y/ 19
20 \Y/ 20
21 \Y/ 21
22 \Y/ 22
23 \Y/ 23
24 \V 24
25 \Y/ 25
26 \Y/ 26
27 \Y/ 271
28 \Y/ 28
29 V 29
30 V 30
31 \Y/ 31
32 \Y/ 32
33 \Y/ 33
34 \V 34
35 \Y/ 35
36 \Y/ 36
37 \Y/ 37
38 \Y/ 38
N 0 S 7 0 — 36,916 [ * @32)] 30

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

SEE ACCOUNTANTS' COMPILATION REPORT




STATE OF ILLINOIS

Page 61

Facility Name & ID Number Lemont Nursing & Rehab Center, Llc # 0046201 Report Period Beginning: 01/01/12 Ending: 12/31/12
VII. RELATED PARTIES (continued)
B. Are any costs included in this report which are a result of transactions with related organizations? This includes rent,
management fees, purchase of supplies, and so forth. YES |:| NO
If yes, costs incurred as a result of transactions with related organizations must be fully itemized in accordance with
the instructions for determining costs as specified for this form.
1 2 3 Cost Per General Ledger 4 5 Cost to Related Organization 6 7 8 Difference:
Percent Operating Cost Adjustments for
Schedule V Line Item Amount Name of Related Organization of of Related Related Organization
Ownership Organization Costs (7 minus 4)
15 \Y/ $ 15
16 \Y/ 16
17 \Y/ 17
18 \Y/ 18
19 \Y/ 19
20 \Y/ 20
21 \Y/ 21
22 \Y/ 22
23 \Y/ 23
24 \Y/ 24
25 \Y/ 25
26 \Y/ 26
27 \Y/ 271
28 \Y/ 28
29 V 29
30 V 30
31 \Y/ 31
32 \Y/ 32
33 \Y/ 33
34 \Y/ 34
35 \Y/ 35
36 \Y/ 36
37 \Y/ 37
38 \Y/ 38

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

SEE ACCOUNTANTS' COMPILATION REPORT




STATE OF ILLINOIS

Page 6-Supplemental

Facility Name & ID Number Lemont Nursing & Rehab Center, Llc # 0046201 Report Period Beginning: 01/01/12  Ending: 12/31/12
VIl. RELATED PARTIES
A. (Continued) Enter below the names of ALL owners and related organizations (parties) as defined in the instructions.
1 2 3
OWNERS RELATED NURSING HOMES OTHER RELATED BUSINESS ENTITIES
Name Ownership % Name City Name City Type of Business

1 [ericROTHNER 1.000% AVENUE CARE NURSING AND REHABILITATION CENTER.LLC|  cHIcAGO LEMONT PROPERTY, LLC BUILDING CO. 1
2 |ROTHNER HEALTH VENTURES G II, LLC 99.000% BEECHER MANOR NURSING AND REHABILITATION CENTER, LLC BEECHER EXTENDED CARE CONSULTINJEVANSTON MANAGEMENT/BOOKKY 2
3 BOULEVARD CARE NURSING AND REHABILITATION CENTER,LLC CHICAGO EXTENDED CARE CLINICAL |EVANSTON ADMINISTRATIVE 3
4 BRIAR PLACE LTD INDIAN HEAD PARK CARE CENTER HEALTH SYSTE|DES PLAINES DIETARY & FOOD suprp| 4
5 CHATEAU NURSING AND REHABILITATION CENTER, LLC WILLOWBROOK C.C.S.VEBA EVANSTON HEALTH INSURANCE 5
6 COUNTRYSIDE NURSING AND REHABILITATION CENTER, LLC ~ DOLTON ROTHNER VENTS LLC EVANSTON VENTALATOR RENTAL | 6
7 DEVON GABLES REHABILITATION CENTER ARIZONA TRICARE REHAB HILLSIDE THERAPY 7
8 DYER NURSING & REHAB DYER, IN RELIABLE MEDICAL SUPPLY (DES PLAINES MEDICAL SUPPLY 8
9 FOOTHILLS REHABILITATION CENTER LLC ARIZONA 2201 MAIN, LLC EVANSTON BLDG COMPANY 9
10 GOLDEN PLAINES REHABILITATION CENTER KANSAS 10
11 GRASMERE PLACE, LLC CHICAGO 11
12 HILLCREST NURSING AND REHABILITATION CENTER,LLC JOLIET 12
13 HOMESTEAD NURSING & REAHB LINCOLN, NE 13
14 LAKE COUNTY NURSING & REHAB EAST CHICAGO, IN 14
15 LAKEWOOD NURSING & REHABILITATION CENTER, L.L.C. PLAINFIELD 15
16 LANCASTER MANOR LINCOLN, NE 16
17 MCKINLEY HEALTH CARE CENTER CANTON, OH 17
18 OAK PARK HEALTHCARE CENTER, L.L.C. OAK PARK 18
19 PARK HOUSE NURSING AND REHABILITATION CENTER LLC CHICAGO 19
20 PRAIRIE MANOR NURSING & REHABILITATION CENTER, L.L.C. CHICAGO HEIGHTS 20
21 PRAIRIE VILLAGE HEALTHCARE CENTER, INC. JACKSONVILLE 21
22 RAINBOW BEACH QOC, L.L.C. CHICAGO 22
23 SEBOS NURSING & REHAB HOLBART, IN 23
24 SHEFFIELD MANOR DYER, IN 24
25 SHERIDAN SHORES CARE & REHABILITATION CENTER, INC. | CHICAGO 25
26 SNOW VALLEY NURSING AND REHABILITATION CENTER, L.L.C. LISLE 26
27 SOUTH SUBURBAN REHABILITATION CENTER, LLC HOMEWOOD 27
28 TIMBER POINT HEALTHCARE CENTER, INC. CAMP POINT 28
29 TRI-STATE NURSING & REHABILITATION CENTER, INC. LANSING 29
30 WHEATON CARE CENTER WHEATON 30

SEE ACCOUNTANTS' COMPILATION REPORT




STATE OF ILLINOIS

Page 6-Supplemental (2)

Facility Name & ID Number Lemont Nursing & Rehab Center, Llc # 0046201 Report Period Beginning: 01/01/12  Ending: 12/31/12
VIl. RELATED PARTIES
A. (Continued) Enter below the names of ALL owners and related organizations (parties) as defined in the instructions.
1 2 3

OWNERS

RELATED NURSING HOMES

OTHER RELATED BUSINESS ENTITIES

Name Ownership % | Name City Name City Type of Business
1 1
2 2
3 3
4 4
5 S
6 6
7 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 25
26 26
27 27
28 28
29 29
30 30

SEE ACCOUNTANTS' COMPILATION REPORT




STATE OF ILLINOIS Page 7

Facility Name & ID Number Lemont Nursing & Rehab Center, Llc # 0046201 Report Period Beginning: 01/01/12 Ending: 12/31/12
VII. RELATED PARTIES (continued)
C. Statement of Compensation and Other Payments to 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 Hours Per Work
Compensation Week Devoted to this Compensation Included Schedule V.
Received Facility and % of Total in Costs for this Line &
Ownership From Other Work Week Reporting Period** Column
Name Title Function Interest Nursing Homes* Hours Percent Description Amount Reference

1 |Adam Vales Relative Clerical N/A  [See Attached 1.74 4.35%  |Alloc. Sal. $ 3,176 22-7 1
2 |Mark Steinberg Relative Administrative N/A  |See Attached 3.35 6.09%  [Alloc Fee/Sal 11,637 17-7 2
3 3
4 4
5 5
6 6
7 7
8 8
9 9
10 10
11 [Where applicable, the amounts reported on this page have been adjusted from the actual costs to reflect only the amounts 11
12 |anticipated to be considered allowable by the IL. Dept. of HFS. 12
13 TOTAL $ 14,813 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

SEE ACCOUNTANTS' COMPILATION REPORT



STATE OF ILLINOIS

Page 8

Facility Name & 1D Number Lemont Nursing & Rehab Center, Llc # 0046201 Report Period Beginning: 01/01/12 Ending: 12/31/12
VIII. ALLOCATION OF INDIRECT COSTS
Name of Related Organization
A. Are there any costs included in this report which were derived from allocations of central office Street Address
or parent organization costs? (See instructions.) YES[ ] NO City / State / Zip Code
Phone Number ( )
B. Show the allocation of costs below. If necessary, please attach worksheets. Fax Number ( )
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 Square Feet) Total Units Allocated Among Allocated in Column 6 Units (col.8/col.4)x col.6
1 $ $ 1
2 2
3 3
4 4
5 5
6 6
7 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 [ToTaLs [ s $ s 25

SEE ACCOUNTANTS' COMPILATION REPORT




STATE OF ILLINOIS Page 8A

Facility Name & 1D Number Lemont Nursing & Rehab Center, Llc # 0046201 Report Period Beginning: 01/01/12 Ending: 12/31/12
VIII. ALLOCATION OF INDIRECT COSTS
Name of Related Organization Extended Care Consulting, LLC
A. Are there any costs included in this report which were derived from allocations of central office Street Address 2201 West Main Street
or parent organization costs? (See instructions.) YES NO [ ] City / State / Zip Code Evanston, I1linois 60202
Phone Number (' 847) 905-3000
B. Show the allocation of costs below. If necessary, please attach worksheets. Fax Number (' 847) 905-3030
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 Square Feet) Total Units Allocated Among Allocated in Column 6 Units (col.8/col.4)x col.6
1 01 Dietary Patient Days 1,364,178 31 1% 7,101 $ 50,690 |$ 264 1
2 02 Food Patient Days 1,364,178 31 13,586 50,690 505 2
3 03 Housekeeping Patient Days 1,364,178 31 13,573 50,690 504 3
4 05 Utilities Patient Days 1,364,178 31 19,636 50,690 730 4
5 06 Maintenance Patient Days 1,364,178 31 77,756 50,690 2,889 5
6 17 Administrative Patient Days 1,364,178 31 84,000 50,690 3,121 6
7 19 Professional Fees Patient Days 1,364,178 31 118,750 50,690 4,413 7
8 20 Dues and Subscriptions Patient Days 1,364,178 31 102,984 50,690 3,827 8
9 21 Office and Clerical Patient Days 1,364,178 31 351,528 50,690 13,062 9
10 24 Seminar and Travel Patient Days 1,364,178 31 6,315 50,690 235 10
11 25 Other Staff Admin. Trans. Patient Days 1,364,178 31 23,506 50,690 873 11
12 26 Insurance Patient Days 1,364,178 31 27,741 50,690 1,031 12
13 30 Depreciation Patient Day