IMPORTANT NOTICE

LL1 THIS AGENCY IS REQUESTING DISCLOSURE OF INFORMATION
THAT IS NECESSARY TO ACCOMPLISH THE STATUTORY
2015 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 2015)

l. IDPH License ID Number: 0053686 1. CERTIFICATION BY AUTHORIZED FACILITY OFFICER
Facility Name: Jackson Square Nrsg. & Rehab
| have examined the contents of the accompanying report to the
Address: 5130 W Jackson Blvd . Chicago 60644 State of lllinois, for the period from 01/01/15 to 12/31/15
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: (773) 921-8000 Fax # (773) 921-3980
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: 7/1/1994 (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)
X |"Sub-S* Corp. Paid (Print Name

Limited Liability Co. Preparer and Title)

Trust

Other (Firm Name  Marcum, LLP

& Address) 111 Pfingsten Road, Suite 300 Deerfield, IL 60015
(Telephone)  (847) 282-6300 Fax 1 (847) 282-6301
) ) 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) 282-6300 201 S. Grand Avenue East
Email Address: Sprinafield, IL 62763-0001 Phone # (217) 782-1630

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




Facility Name & ID Number

Jackson Square Nrsg. & Rehab

STATE OF ILLINOIS

Page 2
# 0053686 Report Period Beginning: 01/01/15 Ending:  12/31/15

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
1 234 Skilled (SNF) 234 85,410 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
7 234 TOTALS 234 85,410 7
B. Census-For the entire report period.
1 2 3 4 5
Level of Care Patient Days by Level of Care and Primary Source of Payment
Medicaid
Recipient Private Pay Other Total
8 |SNF 10,444 10,444 8
9 [SNF/PED 9
10 |ICF 61,884 5,238 2,579 69,701 10
11 |ICF/DD 11
12 |SC 12
13 |DD 16 OR LESS 13
14 |TOTALS 61,884 5,238 13,023 80,145 14

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

93.84%

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?

YES NO

I. On what date did you start providing long term care at this location?
Date started 07/01/1994

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

YES [ X |Date 07/01/1994 NO [ ]
K. Was the facility certified for Medicare during the reporting year?
YES NO If YES, enter number
of beds certified 234 and days of care provided 6,575

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: 12/31/2015 Fiscal Year: 12/31/2015

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




STATE OF ILLINOIS

Page 3

Facility Name & 1D Number Jackson Square Nrsg. & Rehab # 0053686 Report Period Beginning: 01/01/15 Ending: 12/31/15
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
[I|A. General Services 1 2 3 4 5 6 7 8 9 10
1 | Dietary 361,719 31,330 24,496 417,545 417,545 417,545 1
2 | Food Purchase 456,264 456,264 (4,587) 451,677 2
3 | Housekeeping 317,930 317,930 317,930 317,930 3
4 [Laundry 27,342 172,430 24,117 223,889 223,889 223,889 4
5 | Heat and Other Utilities 399,130 399,130 399,130 (4,375) 394,755 5
6 | Maintenance 70,797 277,858 348,655 348,655 (45,529) 303,126 6
7 | Other (specity):* 4,070 4,070 7
8 [ TOTAL General Services 459,858 977,954 725,601 2,163,413 2,163,413 (50,420) 2,112,993 8
BB Health Care and Programs ) ) E N A S N

9 [ Medical Director 42,320 42,320 42,320 42,320 9
10 | Nursing and Medical Records 4,228,221 513,748 59,453 4,801,422 4,801,422 266,225 5,067,647 10
10a| Therapy 62,846 58,759 121,605 121,605 (5,247) 116,358 10a
11 [ Activities 145,508 5,349 1,980 152,837 152,837 (21) 152,816 11
12 | Social Services 193,916 193,916 193,916 193,916 12
13 | CNA Training 13
14 | Program Transportation 65,729 65,729 65,729 (582) 65,147 14
15 | Other (specify):* 53,695 53,695 15
16 |TOTAL Health Care and Programs 4,630,491 519,097 228,241 5,377,829 5,377,829 314,070 5,691,899

C. General Administration

17 | Administrative [ 209,769 | 955,663 1,165,432 1,165,432 268,702

18 | Directors Fees 18
19 | Professional Services 179,171 179,171 (18,978) 160,193 90,565 250,758 19
20 | Dues, Fees, Subscriptions & Promotions 68,983 68,983 68,983 (19,509) 49,474 20
21 | Clerical & General Office Expenses 482,411 713,339 713,339 (129,084) 644,255 21
22 | Employee Benefits & Payroll Taxes 1,167,461 1,167,461 1,167,461 1,167,461 22
23 | Inservice Training & Education 23
24 | Travel and Seminar 8,596 8,596 8,596 2,708 11,304 24
25 [ Other Admin. Staff Transportation ] 4,644 4,644 4,644 13,610 18,254 25
26 | Insurance-Prop.Liab.Malpractice 637,112 637,112 637,112 8,722 645,834 26
27 | Other (specify):* 65,560 65,560 27
28 |TOTAL General Administration 484,652 16,045 3,504,041 4,004,738 (18,978) 3,985,760 (864,157) 3,121,603 28

TOTAL Operating Expense
29 |(sum of lines 8. 16 & 28) 5,575,001 1,513,096 4,457,883 | 11,545,980 (18,978)| 11,527,002 (600,507)[ 10,926,495 29

*Attach a schedule if more than one type of cost is included on this line, or if the total exceeds $1000. ) ) o
NOTE: Include a separate schedule detailina the reclassifications made in column 5. Be sure to include a detailed explanation of each reclassification



STATE OF ILLINOIS Page 4
Facility Name & ID Number Jackson Square Nrsg. & Rehab #0053686 Report Period Beginning: 01/01/15  Ending: 12/31/15
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 15,217 15,217 15,217 287,740 302,957 30
31 | Amortization of Pre-Op. & Org. 31
32 | Interest 296,971 296,971 32
33 | Real Estate Taxes 464,709 464,709 18,978 483,687 (34,506) 449,181 33
34 | Rent-Facility & Grounds 1,212,949 1,212,949 1,212,949 (1,210,316) 2,633 34
35 | Rent-Equipment & Vehicles 29,854 29,854 29,854 11,434 41,288 35
36 | Other (specity):* 228 228 228 68,411 68,639 36
37 |TOTAL Ownership 1,722,957 1,722,957 1,741,935 (580,265) 1,161,670
Ancillary Expense

E. Special Cost Centers
38 | Medically Necessary Transportation
39 [ Ancillary Service Centers 483,136 1,714,865 2,198,001 2,198,001 (11,280) 2,186,721 39
40 | Barber and Beauty Shops 40
41 | Coffee and Gift Shops 41
42 | Provider Participation Fee 645,516 645,516 645,516 645,516 42
43 | Other (specity):* 847 21,146 21,993 21,993 (21,993) 0) 43
44 |TOTAL Special Cost Centers 847 483,136 2,381,527 2,865,510 2,865,510 (33,273) 2,832,237 44

GRAND TOTAL COST
45 [(sum of lines 29, 37 & 44) 5,575,848 1,996,232 8,562,367 16,134,447 16,134,447 (1,214,046)| 14,920,401 45

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



Facility Name & ID Number Jackson Square Nrsg. & Rehab

# 0053686

STATE OF ILLINOIS

Report Period Beginning:

01/01/15

Ending:

Page 5
12/31/15

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 (8,558)] 05 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) (383,226) 34
9 | Non-Straightline Depreciation 279,655 | 30 9 35 | Other- Attach Schedule 35
10 [ Interest and Other Investment Income (5,061)] 32 10 36 |[SUBTOTAL (B): (sum of lines 31-35) $ (383,226) 36
11 | Discounts, Allowances, Rebates & Refunds (4,289)[ 02 11 (sum of SUBTOTALS
12 [ Non-Working Officer's or Owner's Salary 12 37 |TOTAL ADJUSTMENTS (A) and (B)) $ (1,214,046) 37
13 | Sales Tax (298)[ 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 (49,322)| 21 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 (16,700)| 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 (269,324)] 21 24 39 39
25 | Fund Raising, Advertising and Promotional (5,034)[ 20 25 40 | Gift and Coffee Shops 40

Income Taxes and [Mnois Personal 471 | Barber and Beauty Shops 471
26 | Property Replacement Tax 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 (791,009) 29 45 | Other-Attach Schedule 45
30 | SUBTOTAL (A): (Sum of lines 1-29) $ (830,820) 30 46 | Other-Attach Schedule 46

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

BHF USE ONLY

40 | [ 49 | [ 90 | [ o1 | o2 |




STATE OF ILLINOIS
Jackson Square Nrsg. & Rehab

Page 5A

ID# 0053686

Report Period Beginning: 01/01/15

Ending: 12/31/15

Sch. V Line
NON-ALLOWABLE EXPENSES Amount Reference

1 |Sequestration (94,135) 21 1
2 |Veterans Expense (3,938) 10 2
3 [Rental Income (54,666) 06 3
4 [Marketing Director (847) 43 4
5 |[Bank Charges (23,303) 21 5
6 |Marketing Services (21,146) 43 6
7 |Amortization (228) 36 7
8 |Additional R&M 7,197 06 8
9 |Non-Allowable Legal (5,164) 19 9
10 |Building Co - Accounting (13,885) 19 10
11 |Building Co - Professional Fees (5,600) 19 11
12 |Building Co - Data Processing (440) 19 12
13 [Building Co - Closing Expense (64,552) 36 13
14 |Annual Report (175) 20 14
15 [PAC Dues (9,946) 20 15
16 |Clinic Allocation - Real Estate (28,284) 33 16
17 |Clinic Allocation - Utilities (29,293) 06 17
18 |Non-Care Depreciation (2,849) 30 18
19 |Rent for Sale/Leaseback Arrangement (400,634) 34 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 (751,889) 49




STATE OF ILLINOIS Page 5B
Jackson Square Nrsg. & Rehab

ID# 0053686

Report Period Beginning: 01/01/15

Ending: 12/31/15

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 |Total 49




STATE OF ILLINOIS

Summary A

Facility Name & ID Number Jackson Square Nrsg. & Rehab # 0053686 Report Period Beginning: 01/01/15 Ending: 12/31/15
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 1
2 | Food Purchase (4,587) (4,587 2
3 | Housekeeping 3
4 | Laundry 4
5 | Heat and Other Utilities (8,558) 4,024 159 (4,375) 5
6 | Maintenance (76,762) 27,631 3,602 (45,529)| 6
7 | Other (specify):* 3,476 595 4,070 | 7
8 | TOTAL General Services (89,907) 35,131 4,356 (50,420)| 8

B. Health Care and Programs
9 | Medical Director 9
10 | Nursing and Medical Records (3,938) 242,763 27,668 (268) 266,225 | 10
10a | Therapy (5,247) (5,247)| 10a
11 | Activities (21) 20| 11
12 | Social Services 12
13 | CNA Training 13
14 | Program Transportation (582) (582)| 14
15 | Other (specify):* 47,365 6,329 53,695 | 15
16 |TOTAL Health Care and Programs (3,938) 290,128 33,998 (5,536) (582) 314,070 | 16

C. General Administration
17 | Administrative (673,113) (223,617) (896,730)| 17
18 | Directors Fees 18
19 | Professional Services (25,089) 19,925 89,909 5,820 90,565 | 19
20 | Fees, Subscriptions & Promotions (31,855) 9,231 3,115 (19,509)| 20
21 | Clerical & General Office Expenses (436,084) (270) 242,051 65,219 (129,084) 21
22 | Employee Benefits & Payroll Taxes 22
23 | Inservice Training & Education 23
24 | Travel and Seminar 1,298 1,757 (346) 2,708 | 24
25 | Other Admin. Staff Transportation 12,951 659 13,610 | 25
26 | Insurance-Prop.Liab.Malpractice 8,706 16 8,722 | 26
27 | Other (specify):* 51,422 14,139 65,560 | 27
28 [TOTAL General Administration (493,028) 28,361 (266,235) (132,908) (346) (864,157)| 28

TOTAL Operating Expense
29 [(sum of lines 8,16 & 28) (586,874) 28,361 59,024 (94,554) (5,882) (582) (600,507)| 29




STATE OF ILLINOIS Summary B
Facility Name & ID Number Jackson Square Nrsg. & Rehab # 0053686 Report Period Beginning: 01/01/15 Ending: 12/31/15
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 6l (to Sch V, col.7)
30 | Depreciation 276,806 9,711 1,223 287,740 | 30
31 | Amortization of Pre-Op. & Org. 31
32 | Interest (5,061) 298,356 3,515 161 296,971 | 32
33 | Real Estate Taxes (28,284) (10,451) 3,521 708 (34,506)| 33
34 | Rent-Facility & Grounds (400,634) (812,315) 2,633 (1,210,316) | 34
35 | Rent-Equipment & Vehicles 9,168 2,267 11,434 | 35
36 | Other (specify):* (64,780) 133,191 68,411 | 36
37 [TOTAL Ownership (221,953) (391,219) 28,547 4,359 (580,265)| 37

Ancillary Expense

E. Special Cost Centers

38 | Medically Necessary Transportation 38
39 | Ancillary Service Centers (11,280) (11,280)| 39
40 | Barber and Beauty Shops 40
41 | Coffee and Gift Shops 41
42 | Provider Participation Fee 42
43 | Other (specify):* (21,993) (21,993)| 43
44 |[TOTAL Special Cost Centers (21,993) (11,280) (33,273)| 44
GRAND TOTAL COST
45 |(sum of lines 29, 37 & 44) (830,820) (362,858) 87,571 (90,195) (17,162) (582) (1,214,046)| 45




Facility Name & ID Number

Jackson Square Nrsg. & Rehab

STATE OF ILLINOIS

#

0053686

Report Period Beginning:

01/01/15

Ending:

Page 6
12/31/15

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 Page 6-Supplemental See Page 6-Supplemental See Page 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 812,315 Jackson Square Associates 100.00%($ $ (812,315)| 1
2 V 33 |[Real Estate Taxes 312,491 Jackson Square Associates 100.00% 302,040 (10,451)| 2
3 V 32 [Interest 323 Jackson Square Associates 100.00% 298,679 298,356 | 3
4 V 19 |Accounting Jackson Square Associates 100.00% 13,885 13,885 | 4
5 V 19 |Professional Fees - Other Jackson Square Associates 100.00% 5,600 5600 | 5
6 V 19 |Data Processing Jackson Square Associates 100.00% 440 440 [ 6
7 V 21 |Miscellaneous Administrative 270 Jackson Square Associates 100.00% (270)[ 7
8 V 26 |Property and Liability Insurance Jackson Square Associates 100.00% 8,706 8,706 | 8
9 V 36 [MIP Expense Jackson Square Associates 100.00% 68,639 68,639 | 9
10 V 36 |[Closing Expenses Jackson Square Associates 100.00% 64,552 64,552 [ 10
11 V 11
12 V 12
13 V 13
T 0 0 - 0 ——E 762501 |5 * (362.858)] 14

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




STATE OF ILLINOIS Page 6A
Facility Name & ID Number Jackson Square Nrsg. & Rehab # 0053686 Report Period Beginning: 01/01/15 Ending: 12/31/15
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/ 5 |UTILITIES NUCARE SERVICES CORP. 100.00% [$ 4,024 |$ 4,024 | 15
16 \Y/ 6 |MAINTENANCE SALARIES NUCARE SERVICES CORP. 100.00% 17,815 17,815 | 16
17 \Y/ 6 |MAINTENANCE EXPENSES NUCARE SERVICES CORP. 100.00% 9,816 9,816 | 17
18 \Y/ 7 |EMPLOYEE BENEFITS - MAINTENANCE NUCARE SERVICES CORP. 100.00% 3,476 3,476 | 18
19 \Y/ 10 [CLINICAL SALARIES NUCARE SERVICES CORP. 100.00% 242,763 242,763 | 19
20 \Y/ 15 [EMPLOYEE BENEFITS - CLINICAL NUCARE SERVICES CORP. 100.00% 47,365 47,365 | 20
21 \Y/ 17 |ADMINISTRATIVE SALARIES - NON-OWNER NUCARE SERVICES CORP. 100.00% 54,847 54,847 | 21
22 \Y/ 19 [PROFESSIONAL FEES NUCARE SERVICES CORP. 100.00% 89,909 89,909 | 22
23 \Y/ 20 |DUES, FEES, SUBSCRIPTIONS, ETC. NUCARE SERVICES CORP. 100.00% 9,231 9,231 | 23
24 \Y/ 21 |CLERICAL & GENERAL SALARIES NUCARE SERVICES CORP. 100.00% 208,706 208,706 | 24
25 \Y/ 21 |CLERICAL & GENERAL EXPENSES NUCARE SERVICES CORP. 100.00% 33,345 33,345 | 25
26 \Y/ 24 |SEMINARS AND EDUCATION NUCARE SERVICES CORP. 100.00% 1,298 1,298 | 26
27 \Y/ 25 |TRANSPORTATION NUCARE SERVICES CORP. 100.00% 12,951 12,951 | 27
28 \Y/ 26 |INSURANCE NUCARE SERVICES CORP. 100.00% 16 16 | 28
29 V 27 |EMPLOYEE BENEFITS - ADMINISTRATIVE NUCARE SERVICES CORP. 100.00% 51,422 51,422 | 29
30 V 30 |DEPRECIATION NUCARE SERVICES CORP. 100.00% 9,711 9,711 | 30
31 \Y/ 32 |INTEREST EXPENSE NUCARE SERVICES CORP. 100.00% 3,515 3,515 | 31
32 \Y/ 33 |REAL ESTATE TAX NUCARE SERVICES CORP. 100.00% 3,521 3,621 | 32
33 \Y/ 34 |PARKING LOT RENT NUCARE SERVICES CORP. 100.00% 2,633 2,633 | 33
34 \Y/ 35 |EQUIPMENT RENTAL NUCARE SERVICES CORP. 100.00% 2,626 2,626 | 34
35 \Y/ 35 |AUTO LEASE NUCARE SERVICES CORP. 100.00% 6,541 6,541 | 35
36 \Y/ 36
37 \Y/ 17 |BOOKKEEPING 727,960 NUCARE SERVICES CORP. 100.00% (727,960)| 37
38 \Y/ 38
20 [Tora [N 72roc0 [ s 815,531 |3 * 87,571 | 39

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




STATE OF ILLINOIS Page 6B
Facility Name & ID Number Jackson Square Nrsg. & Rehab # 0053686 Report Period Beginning: 01/01/15 Ending: 12/31/15
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/ 5 |UTILITIES $ MAESTRO CONSULTING SERVICESLLC 100.00% [$ 159 [$ 159 | 15
16 \Y/ 6 |MAINTENANCE SALARIES MAESTRO CONSULTING SERVICESLLC 100.00% 2,597 2,597 | 16
17 \Y/ 6 |MAINTENANCE EXPENSES MAESTRO CONSULTING SERVICESLLC 100.00% 1,006 1,006 | 17
18 \Y/ 7 |EMPLOYEE BENEFITS - MAINTENANCE MAESTRO CONSULTING SERVICESLLC 100.00% 595 595 | 18
19 \Y/ 10 [CLINICAL SALARIES MAESTRO CONSULTING SERVICESLLC 100.00% 27,668 27,668 | 19
20 \Y/ 15 [EMPLOYEE BENEFITS - CLINICAL MAESTRO CONSULTING SERVICESLLC 100.00% 6,329 6,329 | 20
21 \Y/ 17 |ADMINISTRATIVE SALARIES MAESTRO CONSULTING SERVICESLLC 100.00% 4,086 4,086 | 21
22 \Y/ 19 [PROFESSIONAL FEES MAESTRO CONSULTING SERVICESLLC 100.00% 5,820 5,820 | 22
23 \Y/ 20 |DUES, FEES, SUBSCRIPTIONS, ETC. MAESTRO CONSULTING SERVICESLLC 100.00% 3,115 3,115 | 23
24 \Y/ 21 |CLERICAL & GENERAL SALARIES MAESTRO CONSULTING SERVICESLLC 100.00% 61,700 61,700 | 24
25 \Y/ 21 |CLERICAL & GENERAL EXPENSES MAESTRO CONSULTING SERVICESLLC 100.00% 3,519 3,519 | 25
26 \Y/ 24 |SEMINARS AND EDUCATION MAESTRO CONSULTING SERVICESLLC 100.00% 1,757 1,757 | 26
27 \Y/ 25 |TRANSPORTATION MAESTRO CONSULTING SERVICESLLC 100.00% 659 659 | 27
28 \Y/ 27 |EMPLOYEE BENEFITS - ADMINISTRATIVE MAESTRO CONSULTING SERVICESLLC 100.00% 14,139 14,139 | 28
29 V 30 |DEPRECIATION MAESTRO CONSULTING SERVICESLLC 100.00% 1,223 1,223 | 29
30 V 32 |INTEREST EXPENSE MAESTRO CONSULTING SERVICESLLC 100.00% 161 161 | 30
31 \Y/ 33 |REAL ESTATE TAX MAESTRO CONSULTING SERVICESLLC 100.00% 708 708 | 31
32 \Y/ 35 |EQUIPMENT RENTAL MAESTRO CONSULTING SERVICESLLC 100.00% 1,622 1,622 | 32
33 \Y/ 35 |AUTO LEASE MAESTRO CONSULTING SERVICESLLC 100.00% 645 645 | 33
34 \Y/ 34
35 \Y/ 17 |BOOKKEEPING 227,703 MAESTRO CONSULTING SERVICESLLC 100.00% (227,703)| 35
36 \Y/ 36
37 \Y/ 37
38 \Y/ 38

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




STATE OF ILLINOIS

Page 6C

Facility Name & ID Number Jackson Square Nrsg. & Rehab # 0053686 Report Period Beginning: 01/01/15 Ending: 12/31/15
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 \ 10 |Nursing Supplies & Equipment $ 2,648 Integra Healthcare Equipment LLC $ 2,380 |$ (268)| 15
16 \Y/ 10A [Respiratory Services 51,797 Integra Healthcare Equipment LLC 46,550 (5,247)| 16
17 \Y/ 11 |Activity Expense 206 Integra Healthcare Equipment LLC 185 (21| 17
18 \Y/ 24 |Seminar Expense 3,420 Integra Healthcare Equipment LLC 3,074 (346)| 18
19 \ 39 [DME & Medical Supplies 111,359 Integra Healthcare Equipment LLC 100,079 (11,280)| 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.




STATE OF ILLINOIS

Page 6D

Facility Name & ID Number Jackson Square Nrsg. & Rehab # 0053686 Report Period Beginning: 01/01/15 Ending: 12/31/15
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 14 |Transportation $ 7,600 Lifeline Ambulance LLC 7,018 |$ (582)| 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 \V 34
35 \Y/ 35
36 \Y/ 36
37 \Y/ 37
38 \Y/ 38
2 [Tora [ s 7e00 | s ro1 s « (82 30

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




STATE OF ILLINOIS Page 6E
Facility Name & ID Number Jackson Square Nrsg. & Rehab # 0053686 Report Period Beginning: 01/01/15 Ending: 12/31/15
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 22 [Workers Compensatior $ 21,699 Maple Leaf Insurance 100.00%($ 21,699 |$ 15
16 Vv 26 |Liability Insurance 11,036 Maple Leaf Insurance 100.00% 11,036 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 \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.




STATE OF ILLINOIS

Page 6F

Facility Name & ID Number Jackson Square Nrsg. & Rehab # 0053686 Report Period Beginning: 01/01/15 Ending: 12/31/15
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 \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

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




STATE OF ILLINOIS

Page 6G

Facility Name & ID Number Jackson Square Nrsg. & Rehab # 0053686 Report Period Beginning: 01/01/15 Ending: 12/31/15
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 \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

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




STATE OF ILLINOIS

Page 6H

Facility Name & ID Number Jackson Square Nrsg. & Rehab # 0053686 Report Period Beginning: 01/01/15 Ending: 12/31/15
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 \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

* Total must agree with the amount recorded on line 34 of Schedule VI.
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Facility Name & ID Number Jackson Square Nrsg. & Rehab # 0053686 Report Period Beginning: 01/01/15 Ending: 12/31/15
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 \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

* Total must agree with the amount recorded on line 34 of Schedule VI.
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Facility Name & ID Number Jackson Square Nrsg. & Rehab 0053686 Report Period Beginning: 01/01/15 Ending: 12/31/15
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 [MICHAEL MUNTER 19.00% SYMPHONY OF DECATUR DECATUR JACKSON SQUARE ASSOCIATE|CHICAGO BUILDING COMPANY 1
2 |MARK HARTMAN 19.00% SYMPHONY OF DEERBROOK JOLIET MAPLE LEAF INSURANCE  |GRAND CAYMAN LIABILITY INS 2
3 |DAVID HARTMAN 60.00% SYMPHONY OF COUNTRYSIDE AURORA SEASONS HOSPICE PARK RIDGE HOSPICE 3
4 |oTHER 2.00% SYMPHONY OF CRESTWOOD CRESTWOOD 7257 N. LINCOLN AVENUE, LLC|LINCOLNWOOD BUILDING RENTAL 4
5 SYMPHONY OF MAPLE CREST BELVIDERE NUCARE SERVICES LINCOLNWOOD BOOKKEEPING 5
6 SYMPHONY OF LINCOLN LINCOLN KFT SERVICES, LLC LINCOLNWOOD MANAGEMENT CO. 6
7 SYMPHONY OF MCKINLEY DECATUR DRAKE LOUIS ENTERPRISE  |LINCOLNWOOD MANAGEMENT CO. 7
8 SYMPHONY OF NORTHWOODS BELVIDERE INTEGRA HEALTHCARE EQUIfELMHURST DME & MEDICAL sUPPLIES| 8
9 SYMPHONY OF SYCAMORE SWANSEA LIFELINE AMBULANCE, LLC |CHICAGO AMBULANCE 9
10 SYMPHONY AT THE TILLERS OSWEGO MAESTRO CONSULTING SERVI|LINCOLNWOOD MANAGEMENT CO. 10
11 SYMPHONY OF EVANSTON EVANSTON JLR FINANCIAL SERVICES COHLINCOLNWOOD FINANCIAL 11
12 SEVEN OAKS GLENDALE, WISCONSIN 12
13 SYMPHONY OF DYER DYER, INDIANA 13
14 SYMPHONY OF CHESTERTON CHESTERTON, INDIANA 14
15 SYMPHONY OF CROWN POINT CROWN POINT, INDIANA 15
16 SYMPHONY ARIA HILLSIDE 16
17 SYMPHONY BEVERLY CHICAGO 17
18 SYMPHONY BRONZEVILLE CHICAGO 18
19 SYMPHONY BUFFALO GROVE BUFFALO GROVE 19
20 SYMPHONY IVY CHICAGO 20
21 SYMPHONY LINCOLN PARK CHICAGO 21
22 SYMPHONY MIDWAY CHICAGO 22
23 SYMPHONY PARK SOUTH CHICAGO 23
24 SYMPHONY SOUTH SHORE CHICAGO 24
25 CLAREMONT HANOVER PARK HANOVER PARK 25
26 CALIFORNIA GARDENS CHICAGO 26
27 MONROE CORP CHICAGO 27
28 28
29 29
30 30




STATE OF ILLINOIS

Page 6-Supplemental (2)

Facility Name & ID Number Jackson Square Nrsg. & Rehab # 0053686 Report Period Beginning: 01/01/15 Ending: 12/31/15
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




STATE OF ILLINOIS

Page 7

Facility Name & ID Number Jackson Square Nrsg. & Rehab # 0053686 Report Period Beginning: 01/01/15 Ending: 12/31/15
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 |Michael Munter Owner Administrative 19.00% |See Attached 2.32 4.65% |Alloc Salary [$ 4,086 17-7 1
2 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 $ 4,086 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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Facility Name & 1D Number Jackson Square Nrsg. & Rehab # 0053686 Report Period Beginning: 01/01/15 Ending: 12/31/15
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 s 25




Facility Name & 1D Number

Jackson Square Nrsg. & Rehab

STATE OF ILLINOIS

# 0053686

Report Period Beginning:

01/01/15

Ending:

Page 8A

12/31/15

VIII. ALLOCATION OF INDIRECT COSTS

A. Are there any costs included in this report which were derived from allocations of central office

Name of Related Organization

Street Address

NUCARE SERVICES CORP.

7257 N. LINCOLN AVENUE

or parent organization costs? (See instructions.) YES NO [ ] City / State / Zip Code LINCOLNWOOD, IL 60712
Phone Number (' 847) 933-2600
B. Show the allocation of costs below. If necessary, please attach worksheets. Fax Number ( 847) 933-2601
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 5 UTILITIES AVAIL. CENSUS DAYS 1,031,168 17 1% 58,329 $ 71,136 |$ 4,024 1
2 6 MAINTENANCE SALARIES AVAIL. CENSUS DAYS 1,031,168 17 258,238 258,238 71,136 17,815 2
3 6 MAINTENANCE EXPENSES  |AVAIL. CENSUS DAYS 1,031,168 17 142,295 71,136 9,816 3
4 7 EMPLOYEE BENEFITS - MAIN]AVAIL. CENSUS DAYS 1,031,168 17 50,385 71,136 3,476 4
5 10 CLINICAL SALARIES AVAIL. CENSUS DAYS 1,031,168 17 3,519,020 3,519,020 71,136 242,763 5
6 15 EMPLOYEE BENEFITS - CLINI[AVAIL. CENSUS DAYS 1,031,168 17 686,596 71,136 47,365 6
7 17 ADMINISTRATIVE SALARIES {AVAIL. CENSUS DAYS 1,031,168 17 795,048 795,048 71,136 54,847 7
8 19 PROFESSIONAL FEES AVAIL. CENSUS DAYS 1,031,168 17 1,303,295 71,136 89,909 8
9 20 DUES, FEES, SUBSCRIPTIONS, [AVAIL. CENSUS DAYS 1,031,168 17 133,814 71,136 9,231 9
10 21 CLERICAL & GENERAL SALAJAVAIL. CENSUS DAYS 1,031,168 17 3,025,348 3,025,348 71,136 208,706 10
11 21 CLERICAL & GENERAL EXPEJAVAIL. CENSUS DAYS 1,031,168 17 483,355 71,136 33,345 11
12 24 SEMINARS AND EDUCATION [AVAIL. CENSUS DAYS 1,031,168 17 18,809 71,136 1,298 12
13 25 TRANSPORTATION AVAIL. CENSUS DAYS 1,031,168 17 187,735 71,136 12,951 13
14 26 INSURANCE AVAIL. CENSUS DAYS 1,031,168 17 238 71,136 16 14
15 27 EMPLOYEE BENEFITS - ADMI|AVAIL. CENSUS DAY'S 1,031,168 17 745,397 71,136 51,422 15
1