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: 0053546 1. CERTIFICATION BY AUTHORIZED FACILITY OFFICER
Facility Name: Sandwich Rehab & HCC
| have examined the contents of the accompanying report to the
Address: 902 East Arnold St Sandwich 60548 State of lllinois, for the period from 1/1/2015 to 12/31/2015
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: Dekalb applicable instructions. Declaration of preparer (other than provider)
is based on all information of which preparer has any knowledge.
Telephone Number: (815) 786-8409 Fax # (815) 786-3830
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: 10/01/05 (Signed)
Officer or (Date)
Type of Ownership: Administrator |(Type or Print Name) Mark B. Petersen
of Provider
| VOLUNTARY,NON-PROFIT | X PROPRIETARY | GOVERNMENTAL (Title)  Chief Executive Officer
Charitable Corp. Individual State
Trust Partnership County (Signed)

IRS Exemption Code Corporation Other (Date)

""Sub-S** Corp. Paid (Print Name

X [Limited Liability Co. Preparer and Title)
Trust
Other (Firm Name
& Address)
(Telephone)  ( ) Fax # ( )
) ) 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; Mike Kocher Telephone Number:  (309)689-5850 201 S. Grand Avenue East
Email Address: Sprinafield, IL 62763-0001 Phone # (217) 782-1630
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Facility Name & ID Number

Sandwich Rehab & HCC

STATE OF ILLINOIS

Page 2

0053546 Ending: 12/31/2015

Report Period Beginning: 1/1/2015

I1l.  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.)

E. List all services provided by your facility for non-patients.
(E.g., day care, ""'meals on wheels', outpatient therapy)
Independent Living

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?

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

YES

x] N []

YES

1 oo [X]

(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
Report Period Level of Care Report Period Report Period
1 63 Skilled (SNF) 63 22,995 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 63 TOTALS 63 22,995 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 11,422 4,267 1,165 16,854 8
9 |SNF/PED 9
10 |ICF 10
11 |ICF/DD 11
12 |SC 12
13 |DD 16 OR LESS 13
14 |TOTALS 11,422 4,267 1,165 16,854 14

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

73.29%

1. On what date did you start providing long term care at this location?
Date started 10/1/2005

J. Was the facility purchased or leased after January 1, 1978?
YES Date 10/1/2005 NO

[ ]

K. Was the facility certified for Medicare during the reporting year?
YES NO If YES, enter number
of beds certified 32 and days of care provided

1,084

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.

HFS 3745 (N-4-99)
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STATE OF ILLINOIS

Page 3

17

[ C. General Administration

Administrative

233,200

233,200

70,000

Facility Name & 1D Number Sandwich Rehab & HCC # 0053546 Report Period Beginning: 1/1/2015 Ending: 12/31/2015
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 114,576 12,553 912 128,041 128,041 (26,447) 101,594 1
2 | Food Purchase 135,905 135,905 (31,878) 104,027 2
3 | Housekeeping 99,596 24,568 124,164 124,164 (28,787) 95,377 3
4 | Laundry 13,320 8,168 21,488 21,488 (4,986) 16,502 4
5 | Heat and Other Utilities 87,601 87,601 87,601 (20,141) 67,460 5
6 | Maintenance 30,022 14,503 34,185 78,710 78,710 (16,970) 61,740 6
7 | Other (specify):* Home Office Ben. Allocation 7
8 | TOTAL General Services 257,514 195,697 122,698 575,909 575,909 (129,209) 446,700 8
[ B. Health Care and Programs

9 | Medical Director 16,800 16,800 16,800 16,800

10 | Nursing and Medical Records 901,612 92,115 3,670 997,397 997,397 (1,859) 995,538 10
10a | Therapy 123 152,511 152,634 152,634 152,634 10a
11 | Activities 43,468 421 188 44,077 44,077 44,077 11
12 | Social Services 217,463 217,463 217,463 217,463 12
13 | CNA Training 13
14 | Program Transportation 14
15 | Other (specify):* Home Office Ben. Allocation 15
16 |TOTAL Health Care and Programs 972,543 173,169 1,238,371 1,238,371 1,236,512

18 [ Directors Fees 18
19 | Professional Services 133,695 133,695 133,695 31,509 165,204 19
20 | Dues, Fees, Subscriptions & Promotions 3,197 3,197 3,197 192 3,389 20
21 | Clerical & General Office Expenses 7,073 38,347 38,347 36,490 74,837 21
22 | Employee Benefits & Payroll Taxes 280,793 280,793 280,793 24,409 305,202 22
23 | Inservice Training & Education 160 160 160 252 412 23
24 | Travel and Seminar 57 57 24
25 | Other Admin. Staff Transportation ] 5,617 5,617 5,617 2,570 8,187 25
26 | Insurance-Prop.Liab.Malpractice 25,146 25,146 25,146 395 25,541 26
27 | Other (specify):* Home Office Ben. Allocation 27
28 |[TOTAL General Administration 29,583 1,691 688,881 720,155 720,155 (67,326) 652,829 28
TOTAL Operating Expense
29 |(sum of lines 8, 16 & 28) 1,259,640 290,047 984,748 2,534,435 2,534,435 (198,394) 2,336,041 29

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

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

HFS 3745 (N-4-99)

IL478-2471



. E. Special Cost Centers

Ancillary Expense

STATE OF ILLINOIS Page 4
Facility Name & 1D Number Sandwich Rehab & HCC #0053546 Report Period Beginning: 1/1/2015  Ending: 12/31/2015
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 29,752 29,752 29,752 3,464 33,216 30
31 | Amortization of Pre-Op. & Org. 5,952 5,952 31
32 | Interest 105,399 105,399 105,399 23,135 128,534 32
33 | Real Estate Taxes 62,856 62,856 62,856 428 63,284 33
34 | Rent-Facility & Grounds 34
35 | Rent-Equipment & Vehicles 29,127 29,127 29,127 496 29,623 35
36 | Other (Specify):* Home Office Ben. Allocati 36
37 [TOTAL Ownership 227,134 227,134 227,134 33,475 260,609

38 | Medically Necessary Transportation 38
39 [ Ancillary Service Centers 31,924 31,924 31,924 31,924 39
40 | Barber and Beauty Shops 40
41 | Coffee and Gift Shops 41
42 | Provider Participation Fee 129,454 129,454 129,454 129,454 42
43 | Other (specify):* Home Office Ben. Allocati 303 560,862 561,165 561,165 (561,165) 43
44 |TOTAL Special Cost Centers 32,227 690,316 722,543 722,543 (561,165) 161,378 44
GRAND TOTAL COST
45 |(sum of lines 29, 37 & 44) 1,259,640 322,274 1,902,198 3,484,112 3,484,112 (726,084) 2,758,028 45

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

HFS 3745 (N-4-99)
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Facility Name & ID Number Sandwich Rehab & HCC

# 0053546

STATE OF ILLINOIS

Report Period Beginning:

1/1/2015

Ending:

Page 5
12/31/2015

VI. ADJUSTMENT DETAIL

1

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.)
2 3

Refer- BHF USE B. I there are expenses experienced by the facility 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 (345)[ 2 4 32 | Donated Goods-Attach Schedule* 32
5 | Telephone, TV & Radio in Resident Rooms (9,100)[ 43 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) (25,278)|Various | 34
9 | Non-Straightline Depreciation (1,034)[ 30 9 35 | Other- Attach Schedule 35
10 [ Interest and Other Investment Income (193)] 32 10 36 [SUBTOTAL (B): (sum of lines 31-35) $ (25,278) 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)) $ (726,084) 37
13 [ Sales Tax (5)] 43 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 (541,629)| 43 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 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. X |$ 38
24 | Bad Debt 24 39 39
25 | Fund Raising, Advertising and Promotional (2,651) 43 25 40 | Gift and Coffee Shops X 40

Tncome Taxes and IMinois Personal 471 | Barber and Beauty Shops X 41
26 | Property Replacement Tax 26 47 | Laboratory and Radiology X 47
27 | CNA Training for Non-Employees 27 43| Prescription Drugs X 43
26 | Yellow Page Advertising 28 44 44
29 | Other-Attach Schedule See Page 5A (145,849)[various 29 45 | Other-Attach Schedule X 45
30 | SUBTOTAL (A): (Sum of lines 1-29) $ (700,806) 30 46 | Other-Attach Schedule X 46

47 | TOTAL (C): (sum of lines 38-46) $ 47

BHF USE ONLY

40 | 49 | [ 90 ] [ o1 | [ 92 |

HFS 3745 (N-4-99)
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STATE OF ILLINOIS Page 5A
Sandwich Rehab & HCC
ID# 0053546
Report Period Beginning: 1/1/2015
Ending: 12/31/2015
Sch. V Line
NON-ALLOWABLE EXPENSES Amount Reference
1 |Offset Chamber of Commerce Dues (330) 20 1
2 |Offset Miscellaneous Office Supplies Revenue (129) 21 2
3 |Disallowed Special Events (391) 43 3
4 |Independent Living depreciation offset (2,007) 30 4
5 |Independent Living - Dietary (29,713) 1 5
6 |Independent Living - Food (31,538) 2 6
7 |Independent Living - Housekeeping (28,813) 3 7
8 |Independent Living - Laundry (4,986) 4 8
9 |Independent Living - Maintenance (18,265) 6 9
10 [Independent Living - Utilities (20,329) 5 10
11 |Labs-Part A (5,916) 43 11
12 |X-Rays-Part A (1,473) 43 12
13 |Offset Miscellaneous Nursing Supplies Revenue (1,959) 10 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

HFS 3745 (N-4-99)
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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 (145,849) 49

HFS 3745 (N-4-99)
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Facility Name & ID Number

Sandwich Rehab & HCC

STATE OF ILLINOIS

#

0053546

Report Period Beginning:

1/1/2015

Ending:

Page 6
12/31/2015

VIl. 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

OTHER RELATED BUSINESS ENTITIES

3

Name Ownership % | Name City Name City Type of Business
Mark B. Petersen 100 See PG6-Supp See PG6-Supp

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 VV | Line Item Amount Name of Related Organization of of Related Related Organization
Ownership Organization Costs (7 minus 4)

1 \Y 1 |Dietary Petersen Health Care, Inc. 100.00%($ 0 [$ 1
2 \ 2 |Food Petersen Health Care, Inc. 100.00% 0 2
3 V 3 |Housekeeping Petersen Health Care, Inc. 100.00% 0 3
4 \ 5 |Utilities Petersen Health Care, Inc. 100.00% 0 4
5 \ 6 |Maintenance Petersen Health Care, Inc. 100.00% 0 5
6 V 7 |Mgmt. Allocation of Benefits Petersen Health Care, Inc. 100.00% 0 6
7 \ 9 |Medical Director Petersen Health Care, Inc. 100.00% 0 7
8 V 10 [Nursing and Medical Records Petersen Health Care, Inc. 100.00% 0 8
9 V 10A [Therapy Petersen Health Care, Inc. 100.00% 0 9
10 V 15 [Mgmt. Allocation of Benefits Petersen Health Care, Inc. 100.00% 0 10
11 \ 17 |Administrative Petersen Health Care, Inc. 100.00% 0 11
12 \ 19 |Professional Services Petersen Health Care, Inc. 100.00% 164 164 | 12
13 V 13
14 [Toral [ s R ——E 164 [s * 164 [ 14

* Total must agree with the amount recorded on line 34 of Schedule VI.
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STATE OF ILLINOIS Page 6A

Facility Name & ID Number Sandwich Rehab & HCC # 0053546 Report Period Beginning: 1/1/2015 Ending: 12/31/2015
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 20 |Dues, Fees, Subs & Promotions Petersen Health Care, Inc. 100.00%($ 44 |$ 44 | 15
16 Vv 21 [Clerical and General Office Petersen Health Care, Inc. 100.00% 0 16
17 \Y/ 22 |Employee Benefits and Payroll Taxes Petersen Health Care, Inc. 100.00% 0] 17
18 Vv 23 |Inservice Training & Education Petersen Health Care, Inc. 100.00% 0 18
19 Vv 24 |Travel and Seminar Petersen Health Care, Inc. 100.00% 0 19
20 Vv 25 |Other Admin. Staff Transport. Petersen Health Care, Inc. 100.00% 0 20
21 \Y/ 26 |Insurance-Prop./Liab./Malprac. Petersen Health Care, Inc. 100.00% 0] 21
22 Vv 27 |Mgmt. Allocation of Benefits Petersen Health Care, Inc. 100.00% 0 22
23 Vv 30 |Depreciation Petersen Health Care, Inc. 100.00% 639 639 | 23
24 Vv 32 [Interest Petersen Health Care, Inc. 100.00% 0 24
25 Vv 33 [Real Estate Taxes Petersen Health Care, Inc. 100.00% 0 25
26 \Y/ 35 |Rent-Equipment & Vehicles Petersen Health Care, Inc. 100.00% 0 26
27 V 27
28 V 28
29 V 29
30 V 30
31 V 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.
HFS 3745 (N-4-99) IL478-2471



STATE OF ILLINOIS Page 6B
Facility Name & ID Number Sandwich Rehab & HCC # 0053546 Report Period Beginning: 1/1/2015 Ending: 12/31/2015

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 ltem Amount Name of Related Organization of of Related Related Organization
Ownership Organization Costs (7 minus 4)

15 V 1 |Dietary Petersen Health Business, LLC 100.00%($ 0% 15
16 Vv 2 |Food Petersen Health Business, LLC 100.00% 0 16
17 \Y 3 |Housekeeping Petersen Health Business, LLC 100.00% 0 17
18 Vv 4 [Laundry Petersen Health Business, LLC 100.00% 0 18
19 V 5 |Utilities Petersen Health Business, LLC 100.00% 0 19
20 Vv 6 |Maintenance Petersen Health Business, LLC 100.00% 0 20
21 V 7 |Mgmt. Allocation of Benefits Petersen Health Business, LLC 100.00% 0 21
22 \Y 10 |Nursing and Medical Records Petersen Health Business, LLC 100.00% 0 22
23 V 15 |Mgmt. Allocation of Benefits Petersen Health Business, LLC 100.00% 0 23
24 V 17 [Administrative Petersen Health Business, LLC 100.00% 0 24
25 V 19 [Professional Services Petersen Health Business, LLC 100.00% 24,245 24,245 | 25
26 V 20 ([Dues, Fees, Subs & Promotions Petersen Health Business, LLC 100.00% 156 156 | 26
27 V 21 |Clerical and General Office Petersen Health Business, LLC 100.00% 0 27
28 \Y 22 |Employee Benefits & Payroll Petersen Health Business, LLC 100.00% (101) (101)[ 28
29 \Y 23 |Inservice Training & Education Petersen Health Business, LLC 100.00% 0 29
30 V 24 |Travel and Seminar Petersen Health Business, LLC 100.00% 0 30
31 V 25 |Other Admin. Staff Transport. Petersen Health Business, LLC 100.00% 0 31
32 \Y 26 |Insurance-Prop./Liab./Malprac. Petersen Health Business, LLC 100.00% 0 32
33 V 30 |Depreciation Petersen Health Business, LLC 100.00% 0 33
34 V 31 |Amortization Petersen Health Business, LLC 100.00% 4,064 4,064 | 34
35 Vv 32 [Interest Petersen Health Business, LLC 100.00% 14,617 14,617 | 35
36 Vv 33 |Real Estate Taxes Petersen Health Business, LLC 100.00% 0 36
37 V 34 |Rent-Facility and Grounds Petersen Health Business, LLC 100.00% 0 37
38 \Y 35 |Rent-Equipment & Vehicles Petersen Health Business, LLC 100.00% 0 38
39 [Torar [ s .- 42,981 [5 * 42,981 | 39

* Total must agree with the amount recorded on line 34 of Schedule VI.
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STATE OF ILLINOIS Page 6C
Facility Name & ID Number Sandwich Rehab & HCC # 0053546 Report Period Beginning: 1/1/2015 Ending: 12/31/2015

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 1 |Dietary $ Petersen Health Care Management, Inc. 100.00%($ 3,266 |$ 3,266 | 15
16 Vv 2 |Food Petersen Health Care Management, Inc. 100.00% 5 51 16
17 \Y/ 3 |Housekeeping Petersen Health Care Management, Inc. 100.00% 26 26 | 17
18 Vv 5 [Utilities Petersen Health Care Management, Inc. 100.00% 188 188 | 18
19 Vv 6 [Maintenance Petersen Health Care Management, Inc. 100.00% 1,295 1,295 | 19
20 \Y/ 7 |Mgmt. Allocation of Benefits Petersen Health Care Management, Inc. 100.00% 0] 20
21 Vv 9 |Medical Director Petersen Health Care Management, Inc. 100.00% 0 21
22 \Y/ 10 [Nursing and Medical Records Petersen Health Care Management, Inc. 100.00% 100 100 | 22
23 \Y/ 10A [Therapy Petersen Health Care Management, Inc. 100.00% 0 23
24 \Y/ 15 [Mgmt. Allocation of Benefits Petersen Health Care Management, Inc. 100.00% 0 24
25 Vv 17 |Administrative 233,200 Petersen Health Care Management, Inc. 100.00% 70,000 (163,200)| 25
26 Vv 19 |Professional Services Petersen Health Care Management, Inc. 100.00% 5,777 5777 | 26
27 Vv 20 [Dues, Fees, Subs & Promotions Petersen Health Care Management, Inc. 100.00% 104 104 | 27
28 Vv 21 [Clerical and General Office Petersen Health Care Management, Inc. 100.00% 36,619 36,619 | 28
29 V 22 |Employee Benefits and Payroll Taxes Petersen Health Care Management, Inc. 100.00% 24,489 24,489 | 29
30 V 23 |Inservice Training & Education Petersen Health Care Management, Inc. 100.00% 252 252 1 30
31 Vv 24 |Travel and Seminar Petersen Health Care Management, Inc. 100.00% 57 571 31
32 Vv 25 |Other Admin. Staff Transport. Petersen Health Care Management, Inc. 100.00% 2,570 2570 | 32
33 \Y/ 26 |Insurance-Prop./Liab./Malprac. Petersen Health Care Management, Inc. 100.00% 395 395 [ 33
34 \Y/ 27 |Mgmt. Allocation of Benefits Petersen Health Care Management, Inc. 100.00% 0 34
35 Vv 30 |Depreciation Petersen Health Care Management, Inc. 100.00% 5,866 5,866 | 35
36 Vv 32 [Interest Petersen Health Care Management, Inc. 100.00% 189 189 | 36
37 Vv 33 [Real Estate Taxes Petersen Health Care Management, Inc. 100.00% 428 428 | 37
38 \Y/ 35 |Rent-Equipment & Vehicles Petersen Health Care Management, Inc. 100.00% 496 496 | 38
39 [T [FRIs 233200 [ s 152122 Js * (81078)| 39

* Total must agree with the amount recorded on line 34 of Schedule VI.
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STATE OF ILLINOIS Page 6D
Facility Name & ID Number Sandwich Rehab & HCC # 0053546 Report Period Beginning: 1/1/2015 Ending: 12/31/2015

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 ltem Amount Name of Related Organization of of Related Related Organization
Ownership Organization Costs (7 minus 4)

15 V 1 |Dietary Petersen Health Wellness, LLC 100.00%($ 0% 15
16 Vv 2 |Food Petersen Health Wellness, LLC 100.00% 0 16
17 \Y 3 |Housekeeping Petersen Health Wellness, LLC 100.00% 0 17
18 Vv 4 [Laundry Petersen Health Wellness, LLC 100.00% 0 18
19 V 5 |Utilities Petersen Health Wellness, LLC 100.00% 0 19
20 Vv 6 |Maintenance Petersen Health Wellness, LLC 100.00% 0 20
21 V 7 |Mgmt. Allocation of Benefits Petersen Health Wellness, LLC 100.00% 0 21
22 \Y 10 |Nursing and Medical Records Petersen Health Wellness, LLC 100.00% 0 22
23 V 15 |Mgmt. Allocation of Benefits Petersen Health Wellness, LLC 100.00% 0 23
24 V 17 [Administrative Petersen Health Wellness, LLC 100.00% 0 24
25 V 19 |Professional Services Petersen Health Wellness, LLC 100.00% 1,323 1,323 | 25
26 V 20 ([Dues, Fees, Subs & Promotions Petersen Health Wellness, LLC 100.00% 218 218 | 26
27 V 21 |Clerical and General Office Petersen Health Wellness, LLC 100.00% 0 27
28 \Y 22 |Employee Benefits & Payroll Petersen Health Wellness, LLC 100.00% 21 21| 28
29 \Y 23 |Inservice Training & Education Petersen Health Wellness, LLC 100.00% 0 29
30 V 24 |Travel and Seminar Petersen Health Wellness, LLC 100.00% 0 30
31 V 25 |Other Admin. Staff Transport. Petersen Health Wellness, LLC 100.00% 0 31
32 \Y 26 |Insurance-Prop./Liab./Malprac. Petersen Health Wellness, LLC 100.00% 0 32
33 V 30 |Depreciation Petersen Health Wellness, LLC 100.00% 0 33
34 V 31 |Amortization Petersen Health Wellness, LLC 100.00% 1,888 1,888 | 34
35 Vv 32 [Interest Petersen Health Wellness, LLC 100.00% 8,522 8,522 | 35
36 Vv 33 |Real Estate Taxes Petersen Health Wellness, LLC 100.00% 0 36
37 V 34 |Rent-Facility and Grounds Petersen Health Wellness, LLC 100.00% 0 37
38 \Y 35 |Rent-Equipment & Vehicles Petersen Health Wellness, LLC 100.00% 0 38
39 [Torar [ s .- 1972Js * 11,972 | 39

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

Page 6-Supplemental

Facility Name & ID Number Sandwich Rehab & HCC # 0053546 Report Period Beginning: 1/1/2015 Ending: 12/31/2015
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 Aledo Health Care Center Aledo Petersen Companies, L|Peoria Mgmt/Bookkeeping| 1
2 Arcola Health Care Center Arcola Petersen Health Care |Peoria Mgmt/Bookkeeping| 2
3 Aspen Rehab & Health Care Silvis Petersen Health Care, |Peoria Mgmt/Bookkeeping| 3
4 Batavia Rehab & Health Care Center Batavia Petersen Health Enter|Peoria Mgmt/Bookkeeping| 4
5 Bement Health Care Center Bement Petersen Health OpergPeoria Mgmt/Bookkeeping| 5
6 Benton Rehab & Health Care Center Benton Petersen Health Syster|Peoria Mgmt/Bookkeeping| 6
7 Bloomington Rehab & Health Care Center Bloomington Petersen Hotels LLC |Peoria Hospitality 7
8 Casey Health Care Center Casey Petersen Hospitality L|Peoria Hospitality 8
9 Charleston Rehab & Health Care Center Charleston Petersen Health Care |Peoria Mgmt/Bookkeeping| 9
10 Cisne Rehab & Health Care Center Cisne Petersen Health Care \Peoria Mgmt/Bookkeeping| 10
11 Countryview Care Center of Macomb Macomb Petersen Health Care \Peoria Mgmt/Bookkeeping| 11
12 Countryview Terrace Louisville Petersen Health Care {Sullivan Lessor 12
13 Cumberland Rehab & Health Care Center Greenup Petersen Health Care \Peoria Mgmt/Bookkeeping| 13
14 Decatur Rehab & Health Care Center Decatur Petersen Health Care }Peoria Lessor 14
15 Eastside Health & Rehabilitation Center Pittsfield Petersen Osage Beach,/Osage Beach. MO Lessor 15
16 Eastview Terrace Sullivan Petersen West FrankfqWest Frankfort Lessor 16
17 El Paso Health Care Center El Paso Midwest Health Care, |Peoria Mgmt/Bookkeeping| 17
18 Enfield Rehab & Health Care Center Enfield Petersen Health Prope|Peoria Mgmt/Bookkeeping| 18
19 Farmer City Rehab & Health Care Center Farmer City Petersen Roseville, LL|Roseville Lessor 19
20 Flanagan Rehab & Health Care Center Flanagan Petersen Health JunctiPeoria Mgmt/Bookkeeping| 20
21 Flora Gardens Care Center Flora Petersen Health Quali{Peoria Mgmt/Bookkeeping| 21
22 Flora Health Care Center Flora Petersen Health and WPeoria Mgmt/Bookkeeping| 22
23 Fondulac Rehab & Health Care Center East Peoria 23
24 Havana Health Care Center Havana 24
25 Illini Heritage Rehab & Health Care Champaign 25
26 Joneshoro Rehab & Health Care Center Jonesboro 26
27 Kewanee Care Home Kewanee 27
28 LaHarpe Davier Health Care Center LaHarpe 28
29 Lebanon Care Center Lebanon 29
30 Marigold Rehab & Health Care Center Galesburg 30
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STATE OF ILLINOIS

Page 6-Supplemental (2)

Facility Name & ID Number Sandwich Rehab & HCC 0053546 Report Period Beginning: 1/1/2015 Ending: 12/31/2015
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 Mason Point Sullivan 1
2 McLeansboro Rehab & Health Care Center McLeansboro 2
3 Mt. Vernon Health Care Center Mt. Vernon 3
4 Newman Rehab & Health Care Center Newman 4
5 Nokomis Rehab & Health Care Center Nokomis 5
6 North Aurora Care Center North Aurora 6
7 Palm Terrace of Mattoon Mattoon 7
8 Piper City Rehab & Living Center Piper City 8
9 Pleasant View Rehab & Health Care Center Morrison 9
10 Polo Rehabilitation & Health Care Center Polo 10
11 Prairie City Rehab & Health Care Center Prairie City 11
12 Robings Manor Nursing Home Brighton 12
13 Rochelle Gardens Rochelle 13
14 Rochelle Rehab & Health Care Center Rochelle 14
15 Rock Falls Rehab & Health Care Center Rock Falls 15
16 Arrow Wood Independent Living Rock Falls 16
17 Roseville Rehab and Health Care Center Roseville 17
18 Rosiclare Rehab & Health Care Center Rosiclare 18
19 Royal Oaks Care Center Kewanee 19
20 Sandwich Rehab & Health Care Center Sandwich 20
21 Iron Wood Independent Living Sandwich 21
22 Shawnee Rose Care Center Harrisburg 22
23 Shelbyville Rehab & Health Care Center Shelbyville 23
24 South Elgin Rehab & Health Care Center South Elgin 24
25 Sullivan Health Care Center Sullivan 25
26 Sunset Manor Nursing Home Canton 26
27 Swansea Rehab & Health Care Swansea 27
28 Timbercreek Rehab & Health Center Pekin 28
29 Toulon Health Care Center Toulon 29
30 Tuscola Health Care Center Tuscola 30
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STATE OF ILLINOIS

Page 6-Supplemental (2)

Facility Name & ID Number Sandwich Rehab & HCC 0053546 Report Period Beginning: 1/1/2015 12/31/2015
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 Twin Lakes Rehab & Health Care Center Paris 1
2 Vandalia Rehab & Health Care Center Vandalia 2
3 Watseka Health Care Center Watseka 3
4 Westside Rehab & Care Center West Frankfort 4
5 Whispering Oaks Rosiclare 5
6 White Oak Rehab & Health Care Center Mt. Vernon 6
7 Willow Rose Rehab & Health Care Center Jerseyville 7
8 Sheldon Health Care Center Sheldon 8
9 Tuscola Health Care Center Tuscola 9
10 Effingham Health Care Center Effingham 10
11 Collinsville Health Care Center Collinsville 11
12 Ozark Rehab & Health Care Center Osage Beach, MO 12
13 Tarkio Rehab & Health Care Center Tarkio, MO 13
14 Shangri-la Rehab & Living Center Blue Springs, MO 14
15 Prairie Rose Care Center Pana 15
16 Illini Heritage Rehab & Health Center Champaign 16
17 Courtyard Estates of Kewanee Kewanee 17
18 Courtyard Estates of Bradford Bradford 18
19 Courtyard Estates of Galva Galva 19
20 Courtyard Estates of Walcott Walcott 20
21 Courtyard Village of Kewanee Kewanee 21
22 Lakewood Village Charleston 22
23 Courtyard Estates of Monmouth Monmouth 23
24 Riverview Estates Havana 24
25 Simple Blessings Casey 25
26 Courtyard Estates of Bushnell Bushnell 26
27 Courtyard Estates of Canton Canton 27
28 Legacy Estates of Monmouth Monmouth 28
29 Courtyard Estates of Sullivan Sullivan 29
30 Courtyard Estates of Peoria Peoria 30
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STATE OF ILLINOIS

Page 6-Supplemental (2)

Facility Name & ID Number Sandwich Rehab & HCC # 0053546 Report Period Beginning: 1/1/2015 Ending: 12/31/2015
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 Cornerstone Health and Rehabilitation Peoria 1
2 Rock River Gardens Sterling 2
3 Sauk Valley Senior Living & Rehabilitation Rock Falls 3
4 4
5 5
6 6
7 I
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
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Facility Name & ID Number Sandwich Rehab & HCC # 0053546 Report Period Beginning: 1/1/2015 Ending: 12/31/2015
VIl. 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 1
2 2
3 |IN/A 3
4 4
5 5
6 6
7 7
8 8
9 9
10 10
11 11
12 12
13

1o e roaL

* 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 & ID Number

Sandwich Rehab & HCC

STATE OF ILLINOIS

# 0053546

Report Period Beginning:

1/1/2015

Ending: 2/31/2015

Page 8

VIII. ALLOCATION OF INDIRECT COSTS

Name of Related Organization

Petersen Health Care, Inc.

A. Are there any costs included in this report which were derived from allocations of central office Street Address 830 W. Trailcreek Drive
or parent organization costs? (See instructions.) YES NO [ ] City / State / Zip Code Peoria, IL 61614
Phone Number (' 309) 691-8113
B. Show the allocation of costs below. If necessary, please attach worksheets. Fax Number (' 309) 691-8622
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 Dietary Resident Days 1,553,881 75 0 $ 0 16,854 |$ 0 1
2 2 Food Resident Days 1,553,881 75 0 0 16,854 0 2
3 3 Housekeeping Resident Days 1,553,881 75 0 0 16,854 0 3
4 5 Utilities Resident Days 1,553,881 75 0 0 16,854 0 4
5 6 Maintenance Resident Days 1,553,881 75 0 0 16,854 0 5
6 7 Mgmt. Allocation of Benefits Resident Days 1,553,881 75 0 0 16,854 0 6
7 9 Medical Director Resident Days 1,553,881 75 0 0 16,854 0 7
8 10 Nursing and Medical Records Resident Days 1,553,881 75 0 0 16,854 0 8
9 10A Therapy Resident Days 1,553,881 75 0 0 16,854 0 9
10 15 Mgmt. Allocation of Benefits Resident Days 1,553,881 75 0 0 16,854 0 10
11 17 Administrative Resident Days 1,553,881 75 0 0 16,854 0 11
12 19 Professional Services Resident Days 1,553,881 75 15,159 0 16,854 164 12
13 20 Dues, Fees, Subs & Promotions |Resident Days 1,553,881 75 4,077 0 16,854 44 13
14 21 Clerical and General Office Resident Days 1,553,881 75 0 0 16,854 0 14
15 22 Employee Benefits and Payroll TgResident Days 1,553,881 75 0 0 16,854 0 15
16 23 Inservice Training & Education [Resident Days 1,553,881 75 0 0 16,854 0 16
17 24 Travel and Seminar Resident Days 1,553,881 75 0 0 16,854 0 17
18 25 Other Admin. Staff Transport. |Resident Days 1,553,881 75 0 0 16,854 0 18
19 26 Insurance-Prop./Liab./Malprac. [Resident Days 1,553,881 75 0 0 16,854 0 19
20 27 Mgmt. Allocation of Benefits Resident Days 1,553,881 75 0 0 16,854 0 20
21 30 Depreciation Resident Days 1,553,881 75 58,874 0 16,854 639 21
22 32 Interest Resident Days 1,553,881 75 0 0 16,854 0 22
23 33 Real Estate Taxes Resident Days 1,553,881 75 0 0 16,854 0 23
24 35 Rent-Equipment & Vehicles Resident Days 1,553,881 75 0 0 16,854 0 24
25 |TOTALS 78,110 $ 847 25
HFS 3745 (N-4-99) IL478-2471



Facility Name & ID Number

Sandwich Rehab & HCC

STATE OF ILLINOIS
Report Period Beginning:

# 0053546

1/1/2015

Ending:

Page 8A

2/31/2015

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

Petersen Health Business, LLC

Street Address

830 W. Trailcreek Drive

or parent organization costs? (See instructions.) YES NO [ ] City / State / Zip Code Peoria, IL 61614
Phone Number (' (309)691-8113
B. Show the allocation of costs below. If necessary, please attach worksheets. Fax Number (' (309)691-8622
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 Dietary Resident Days 135,444 9 $ 13,239 |$ 1
2 2 Food Resident Days 135,444 9 13,239 2
3 3 Housekeeping Resident Days 135,444 9 13,239 3
4 4 Laundry Resident Days 135,444 9 13,239 4
5 5 Utilities Resident Days 135,444 9 13,239 5
6 6 Maintenance Resident Days 135,444 9 13,239 6
7 7 Mgmt. Allocation of Benefits Resident Days 135,444 9 13,239 7
8 10 Nursing and Medical Records Resident Days 135,444 9 13,239 8
9 15 Mgmt. Allocation of Benefits Resident Days 135,444 9 13,239 9
10 17 Administrative Resident Days 135,444 9 13,239 10
11 19 Professional Services Resident Days 135,444 9 248,045 13,239 24,245 11
12 20 Dues, Fees, Subs & Promotions |Resident Days 135,444 9 1,598 13,239 156 12
13 21 Clerical and General Office Resident Days 135,444 9 13,239 13
14 22 Employee Benefits & Payroll Resident Days 135,444 9 (1,030) 13,239 (101) 14
15 23 Inservice Training & Education [Resident Days 135,444 9 13,239 15
16 24 Travel and Seminar Resident Days 135,444 9 13,239 16
17 25 Other Admin. Staff Transport. |Resident Days 135,444 9 13,239 17
18 26 Insurance-Prop./Liab./Malprac. [Resident Days 135,444 9 13,239 18
19 30 Depreciation Resident Days 135,444 9 13,239 19
20 31 Amortization Resident Days 135,444 9 41,581 13,239 4,064 20
21 32 Interest Resident Days 135,444 9 149,539 13,239 14,617 21
22 33 Real Estate Taxes Resident Days 135,444 9 13,239 22
23 34 Rent-Facility and Grounds Resident Days 135,444 9 13,239 23
24 35 Rent-Equipment & Vehicles Resident Days 135,444 9 13,239 24
25 |TOTALS 439,733 $ 42,981 25
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Facility Name & ID Number

Sandwich Rehab & HCC

STATE OF ILLINOIS

# 0053546

Report Period Beginning:

1/1/2015

Ending:

Page 8B
2/31/2015

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

Petersen Health Care Management, Inc.

830 W. Trailcreek Drive

or parent organization costs? (See instructions.) YES NO [ ] City / State / Zip Code Peoria, IL 61614
Phone Number (' 309) 691-8113
B. Show the allocation of costs below. If necessary, please attach worksheets. Fax Number (' 309) 691-8622
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 Dietary Resident Days 1,553,881 75 1% 299,960 $ 294,997 16,854 |$ 3,266 1
2 2 Food Resident Days 1,553,881 75 674 16,854 5