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: 0040436 1. CERTIFICATION BY AUTHORIZED FACILITY OFFICER
Facility Name: Sterling Pavilion
| have examined the contents of the accompanying report to the
Address: 105 E. 23Rd Street Sterling 61081 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
o are true, accurate and complete statements in accordance with
County: Whiteside applicable instructions. Declaration of preparer (other than provider)
is based on all information of which preparer has any knowledge.
Telephone Number: (815) 626-4264 Fax # (815) 626-3254
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: 4/1/1993 (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

Sterling Pavilion

STATE OF ILLINOIS

Page 2
# 0040436 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
1 121 Skilled (SNF) 121 44,165 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
7 121 TOTALS 121 44,165 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 1,288 3,375 3,847 8,510 8
9 [SNF/PED 9
10 |ICF 13,580 5,724 1,742 21,046 10
11 |ICF/DD 11
12 |SC 12
13 |DD 16 OR LESS 13
14 |TOTALS 14,868 9,099 5,589 29,556 14

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

66.92%

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 04/01/1993

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

YES [ X |Date 04/01/1993 NO [ ]
K. Was the facility certified for Medicare during the reporting year?
YES NO If YES, enter number
of beds certified 121 and days of care provided 3,847

Medicare Intermediary ~ Wisconsin Physician 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 Sterling Pavilion # 0040436 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 217,921 16,772 9,405 244,098 244,098 244,098 1
2 | Food Purchase 188,617 188,617 (576) 188,041 2
3 | Housekeeping 91,959 48,679 140,638 140,638 140,638 3
4 | Laundry 70,738 6,437 77,175 77,175 77,175 4
5 | Heat and Other Utilities 132,542 132,542 132,542 770 133,312 5
6 | Maintenance 90,212 45,108 51,775 187,095 187,095 26,312 213,407 6
7 | Other (specity):* 703 703 7
8 | TOTAL General Services 470,830 305,613 193,722 970,165 970,165 27,209 997,374 8
BB Health Care and Programs - —  r— r— T+ °F— 1 7

9 [ Medical Director 15,600 15,600 15,600 15,600 9
10 | Nursing and Medical Records 1,424,404 68,861 12,435 1,505,700 1,505,700 1,505,700 10
10a| Therapy 2,684 2,684 2,684 2,684 10a
11 | Activities 134,319 4,161 138,480 138,480 138,480 11
12 | Social Services 68,060 4,583 72,643 72,643 72,643 12
13 | CNA Training 13
14 | Program Transportation 14
15 | Other (specify):* 15
16 [TOTAL Health Care and Programs 1,626,783 75,706 32,618 1,735,107 1,735,107 1,735,107 16

C. General Administration
17 | Administrative [ 135/56] 135,756 135,756 81,679 217,435 17
18 | Directors Fees 18
19 | Professional Services 586,844 586,844 586,844 (493,494) 93,350 19
20 | Dues, Fees, Subscriptions & Promotions 103,848 103,848 103,848 (76,156) 27,692 20
21 | Clerical & General Office Expenses 387,728 474,635 474,635 (268,404) 206,231 21
22 | Employee Benefits & Payroll Taxes 420,870 420,870 420,870 420,870 22
23 | Inservice Training & Education 23
24 | Travel and Seminar 10,139 10,139 10,139 (205) 9,934 24
25 [ Other Admin. Staff Transportation ] 11,812 11,812 11,812 1,615 13,427 25
26 | Insurance-Prop.Liab.Malpractice 144,301 144,301 144,301 2,277 146,578 26
27 | Other (specify):* 30,661 30,661 27
28 |TOTAL General Administration 220,765 1,898 1,665,542 1,888,205 1,888,205 (722,026) 1,166,179 28

TOTAL Operating Expense
29 |(sum of lines 8. 16 & 28) 2,318,378 383,217 1,891,882 4,593,477 4,593,477 (694,818) 3,898,659 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



STATE OF ILLINOIS Page 4
Facility Name & ID Number Sterling Pavilion #0040436 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 174,644 174,644 174,644 134,496 309,140 30
31 | Amortization of Pre-Op. & Org. 31
32 | Interest 81,683 81,683 81,683 187,326 269,009 32
33 | Real Estate Taxes 29,393 29,393 29,393 29,795 59,188 33
34 | Rent-Facility & Grounds 451,200 451,200 451,200 (451,200) 34
35 | Rent-Equipment & Vehicles 18,830 18,830 18,830 (282) 18,548 35
36 | Other (specify):* 36
37 |TOTAL Ownership 755,750 755,750 755,750 (99,866) 655,884
Ancillary Expense

E. Special Cost Centers
38 | Medically Necessary Transportation
39 [ Ancillary Service Centers 131,634 602,543 734,177 734,177 (40) 734,137 39
40 | Barber and Beauty Shops 40
41 | Coffee and Gift Shops 41
42 | Provider Participation Fee 222,300 222,300 222,300 222,300 42
43 | Other (specify):* 43
44 |TOTAL Special Cost Centers 131,634 824,843 956,477 956,477 (40) 956,437 44

GRAND TOTAL COST
45 [(sum of lines 29, 37 & 44) 2,318,378 514,851 3,472,475 6,305,704 6,305,704 (794,723) 5,510,981 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 Sterling Pavilion

# 0040436

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 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) (199,131) 34
9 | Non-Straightline Depreciation (14,444)] 30 9 35 | Other- Attach Schedule 35
10 [ Interest and Other Investment Income (7,750)[ 32 10 36 |[SUBTOTAL (B): (sum of lines 31-35) $ (199,131) 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)) $ (794,723) 37
13 | Sales Tax (576)[ 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 (42,571)] 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 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 (117,000)] 21 24 39 39
25 | Fund Raising, Advertising and Promotional (70,746)| 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 (042,009) 29 45 | Other-Attach Schedule 45
30 | SUBTOTAL (A): (Sum of lines 1-29) $ (595,592) 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
Sterling Pavilion

Page 5A

ID# 0040436

Report Period Beginning: 01/01/15

Ending: 12/31/15

Sch. V Line
NON-ALLOWABLE EXPENSES Amount Reference

1 [PAC Dues (7,441) 20 1
2 |PPA - Office Expenses (33,609) 21 2
3 [PPA - Various write-off accounts (109,300) 21 3
4 |Sequestration Expense (37,386) 21 4
5 |[Bank Charges 2,774) 21 5
6 |Intercompany Interest (54,497) 32 6
7 |Building Co. - Amortization (2,542) 31 7
8 [Building Co. - Bank Fees (2,363) 21 8
9 (Building Co. - Professional and Legal Fees (86,033) 19 9
10 |Building Co.- License and Fees (250) 20 10
11 [Additional R&M 15,438 06 11
12 |Non-Allowable Legal (5,705) 19 12
13 |Non-Care Depreciation (6,572) 30 13
14 |Non-Allowable Auto Rental (8,271) 35 14
15 |PPA - Pharmacy (40) 39 15
16 |Non-Allowable Seminar (2,158) 24 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 (342,505) 49




STATE OF ILLINOIS Page 5B
Sterling Pavilion

ID# 0040436

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 Sterling Pavilion # 0040436 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 (576) (576)| 2
3 | Housekeeping 3
4 | Laundry 4
5 | Heat and Other Utilities 770 770 | 5
6 | Maintenance 15,438 5,708 5,166 26,312 | 6
7 | Other (specify):* 166 537 703 | 7
8 | TOTAL General Services 14,862 6,644 5,166 537 27,209 | 8

B. Health Care and Programs |
9 | Medical Director 9
10 | Nursing and Medical Records 10
10a | Therapy 10a
11 | Activities 11
12 | Social Services 12
13 | CNA Training 13
14 | Program Transportation 14
15 | Other (specify):* 15
16 |TOTAL Health Care and Programs 16

C. General Administration
17 | Administrative 81,679 81,679 | 17
18 | Directors Fees 18
19 | Professional Services (91,739) 86,033 (487,788) (493,494)| 19
20 | Fees, Subscriptions & Promotions (78,437) 250 2,031 (76,156)| 20
21 | Clerical & General Office Expenses (344,004) 2,363 66,352 6,885 (268,404)| 21
22 | Employee Benefits & Payroll Taxes 22
23 | Inservice Training & Education 23
24 | Travel and Seminar (2,158) 1,953 (205)| 24
25 | Other Admin. Staff Transportation 1,615 1,615 | 25
26 | Insurance-Prop.Liab.Malpractice 2,277 2,277 | 26
27 | Other (specify):* 10,077 20,584 30,661 | 27
28 [TOTAL General Administration (516,337) 88,646 (403,483) 88,564 20,584 (722,026)| 28

TOTAL Operating Expense
29 [(sum of lines 8,16 & 28) (501,476) 88,646 (396,839) 93,730 21,121 (694,818)| 29




STATE OF ILLINOIS Summary B
Facility Name & ID Number Sterling Pavilion # 0040436 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 61 (to Sch V, col.7)
30 | Depreciation (21,016) 153,639 1,873 134,496 | 30
31 | Amortization of Pre-Op. & Org. (2,542) 2,542 31
32 | Interest (62,247) 248,013 1,560 187,326 | 32
33 | Real Estate Taxes 26,875 2,920 29,795 | 33
34 | Rent-Facility & Grounds (451,200) (451,200)( 34
35 | Rent-Equipment & Vehicles (8,271) 7,989 (282)| 35
36 | Other (specify):* 36
37 |TOTAL Ownership (94,077) (20,131) 14,342 (99,866)| 37

Ancillary Expense

E. Special Cost Centers

38 | Medically Necessary Transportation 38
39 | Ancillary Service Centers (40) (40)| 39
40 | Barber and Beauty Shops 40
41 | Coffee and Gift Shops 41
42 | Provider Participation Fee 42
43 | Other (specify):* 43
44 |[TOTAL Special Cost Centers (40) (40)| 44
GRAND TOTAL COST
45 |(sum of lines 29, 37 & 44) (595,592) 68,515 (382,497) 93,730 21,121 (794,723)| 45




Facility Name & ID Number

Sterling Pavilion

STATE OF ILLINOIS

#

0040436

Report Period Beginning:

01/01/15

Page 6

Ending: 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 Income 451,200 Sterling Pavilion Building, LLC 100.00%($ $ (451,200)| 1
2 V 32 [Interest Income 187 Sterling Pavilion Building, LLC 100.00% (187)| 2
3 V 33 |Real Estate Taxes Sterling Pavilion Building, LLC 100.00% 26,875 26,875 3
4 V 32 |Interest Expense-Mortgage Sterling Pavilion Building, LLC 100.00% 248,200 248,200 | 4
5 V 30 |Depreciation Sterling Pavilion Building, LLC 100.00% 153,639 153,639 [ 5
6 V 31 [Amortization Sterling Pavilion Building, LLC 100.00% 2,542 2,542 | 6
7 V 21 |Bank Fees Sterling Pavilion Building, LLC 100.00% 2,363 2,363 | 7
8 V 20 |License and Fees Sterling Pavilion Building, LLC 100.00% 250 250 | 8
9 V 19 |Professional and Legal Fees Sterling Pavilion Building, LLC 100.00% 86,033 86,033 [ 9
10 V 10
11 V 11
12 V 12
13 V 13
14 [Totel [ s T S —E 510902 [5 * 68515 | 14

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




STATE OF ILLINOIS Page 6A
Facility Name & ID Number Sterling Pavilion # 0040436 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 DYNAMIC HEALTH CARE CONS. 100.00% [$ 770 |$ 770 | 15
16 \Y/ 6 |REPAIRS & MAINT. DYNAMIC HEALTH CARE CONS. 100.00% 5,708 5,708 | 16
17 \Y/ 7 |EMP. BEN-GEN SERV. DYNAMIC HEALTH CARE CONS. 100.00% 166 166 | 17
18 \Y/ 19 [PROFESSIONAL FEES DYNAMIC HEALTH CARE CONS. 100.00% 2,212 2,212 | 18
19 \Y/ 20 |DUES AND SUBSCRIPTIONS DYNAMIC HEALTH CARE CONS. 100.00% 2,031 2,031 | 19
20 \Y/ 21 |CLERICAL & GENERAL DYNAMIC HEALTH CARE CONS. 100.00% 66,352 66,352 | 20
21 \Y/ 24 |SEMINARS AND TRAVEL DYNAMIC HEALTH CARE CONS. 100.00% 1,953 1,953 [ 21
22 \Y/ 25 |AUTO EXP. DYNAMIC HEALTH CARE CONS. 100.00% 1,615 1,615 [ 22
23 \Y/ 26 |INSURANCE DYNAMIC HEALTH CARE CONS. 100.00% 2,277 2,277 | 23
24 \Y/ 27 |EMP.BEN. - GEN. ADMIN. DYNAMIC HEALTH CARE CONS. 100.00% 10,077 10,077 | 24
25 \Y/ 30 |DEPRECIATION DYNAMIC HEALTH CARE CONS. 100.00% 1,873 1,873 | 25
26 \Y/ 32 |INTEREST DYNAMIC HEALTH CARE CONS. 100.00% 1,560 1,560 [ 26
27 \Y/ 33 |REAL ESTATE TAXES DYNAMIC HEALTH CARE CONS. 100.00% 2,920 2,920 | 27
28 \Y/ 19 [REAL ESTATE TAX PROTEST FEES DYNAMIC HEALTH CARE CONS. 100.00% 28
29 V 35 |AUTO RENTAL DYNAMIC HEALTH CARE CONS. 100.00% 7,933 7,933 | 29
30 V 35 |EQUIPMENT RENTAL DYNAMIC HEALTH CARE CONS. 100.00% 56 56 [ 30
31 \Y/ 31
32 \Y/ 19 [HOME OFFICE 490,000 DYNAMIC HEALTH CARE CONS. 100.00% (490,000)| 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 6B
Facility Name & ID Number Sterling Pavilion # 0040436 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/ 6 |MAINT.CMP. - D. NEHMER DYNAMIC HEALTH CARE CONS. 100.00% [$ 5,166 |$ 5,166 | 15
16 \Y/ 17 |ADMIN. CMP. - M. MAUER DYNAMIC HEALTH CARE CONS. 100.00% 15,274 15,274 | 16
17 \Y/ 17 |ADMIN. CMP. - M. AARON DYNAMIC HEALTH CARE CONS. 100.00% 17,403 17,403 | 17
18 \Y/ 17 |ADMIN. CMP. - F. AARON DYNAMIC HEALTH CARE CONS. 100.00% 1,100 1,100 | 18
19 \Y/ 17 |ADMIN. CMP. - D. AARON DYNAMIC HEALTH CARE CONS. 100.00% 19
20 \Y/ 17 |ADMIN. CMP. - S. GOLDSTEIN DYNAMIC HEALTH CARE CONS. 100.00% 20
21 \Y/ 17 |ADMIN. CMP. - B. FRIEDMAN DYNAMIC HEALTH CARE CONS. 100.00% 21
22 \Y/ 17 |ADMIN. CMP. - R. AARON DYNAMIC HEALTH CARE CONS. 100.00% 22
23 \Y/ 17 |ADMIN. CMP. - S. HARAMARAS DYNAMIC HEALTH CARE CONS. 100.00% 23
24 \Y/ 17 |ADMIN. CMP. - D. KUFTA DYNAMIC HEALTH CARE CONS. 100.00% 12,829 12,829 | 24
25 \Y/ 17 |ADMIN. CMP. - H. ALTER DYNAMIC HEALTH CARE CONS. 100.00% 25
26 \Y/ 17 |ADMIN. CMP. - V. DAVIS (NON-OWNER) DYNAMIC HEALTH CARE CONS. 100.00% 8,767 8,767 | 26
27 \Y/ 17 |ADMIN. CMP. - A. CASSATA (NON-OWNER) DYNAMIC HEALTH CARE CONS. 100.00% 271
28 \Y/ 17 |ADMIN. CMP. - VAR. (NON-OWNER)| DYNAMIC HEALTH CARE CONS. 100.00% 11,411 11,411 | 28
29 V 17 |ADMIN. CMP. - CFO (NON-OWNER) . DYNAMIC HEALTH CARE CONS. 100.00% 14,895 14,895 | 29
30 V 21 |CLERICAL CMP.-S. AARON DYNAMIC HEALTH CARE CONS. 100.00% 6,392 6,392 | 30
31 \Y/ 21 |CLERICAL CMP. - E. MARYLES DYNAMIC HEALTH CARE CONS. 100.00% 493 493 | 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 6C
Facility Name & ID Number Sterling Pavilion # 0040436 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/ 7 |EMP.BEN.- D. NEHMER $ DYNAMIC HEALTH CARE CONS. 100.00% [$ 537 |$ 537 | 15
16 \Y/ 27 |EMP.BEN.- M. MAUER DYNAMIC HEALTH CARE CONS. 100.00% 879 879 | 16
17 \Y/ 27 |EMP. BEN.- M. AARON DYNAMIC HEALTH CARE CONS. 100.00% 1,230 1,230 | 17
18 \Y/ 27 |EMP.BEN.- F. AARON DYNAMIC HEALTH CARE CONS. 100.00% 7,852 7,852 | 18
19 \Y/ 27 |EMP.BEN.- D. AARON DYNAMIC HEALTH CARE CONS. 100.00% 19
20 \Y/ 27 |EMP.BEN.-S. GOLDSTEIN DYNAMIC HEALTH CARE CONS. 100.00% 20
21 \Y/ 27 |EMP.BEN.- B. FRIEDMAN DYNAMIC HEALTH CARE CONS. 100.00% 21
22 \Y/ 27 |EMP.BEN.- R. AARON DYNAMIC HEALTH CARE CONS. 100.00% 22
23 \Y/ 27 |EMP.BEN.- S. HARAMARAS DYNAMIC HEALTH CARE CONS. 100.00% 23
24 \Y/ 27 |EMP.BEN.- D. KUFTA DYNAMIC HEALTH CARE CONS. 100.00% 914 914 | 24
25 \Y/ 27 |EMP.BEN.-H. ALTER DYNAMIC HEALTH CARE CONS. 100.00% 25
26 \Y/ 27 |EMP.BEN.-V. DAVIS (NON-OWNER) DYNAMIC HEALTH CARE CONS. 100.00% 2,449 2,449 | 26
27 \Y/ 27 |EMP.BEN.-A. CASSATA (NON-OWNER) DYNAMIC HEALTH CARE CONS. 100.00% 271
28 \Y/ 27 |EMP. BEN.- NON-OWNER DYNAMIC HEALTH CARE CONS. 100.00% 3,765 3,765 | 28
29 V 27 |EMP. BEN.- CFO (NON-OWNER) DYNAMIC HEALTH CARE CONS. 100.00% 1,893 1,893 [ 29
30 V 27 |EMP.BEN. - S. AARON DYNAMIC HEALTH CARE CONS. 100.00% 1,315 1,315 | 30
31 \Y/ 27 |EMP.BEN. - E. MARYLES DYNAMIC HEALTH CARE CONS. 100.00% 287 287 | 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 Sterling Pavilion # 0040436 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 \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 6E
Facility Name & ID Number Sterling Pavilion # 0040436 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 \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 Sterling Pavilion # 0040436 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 \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 6G
Facility Name & ID Number Sterling Pavilion # 0040436 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 \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 6H
Facility Name & ID Number Sterling Pavilion # 0040436 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 \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 61
Facility Name & ID Number Sterling Pavilion # 0040436 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 \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 6-Supplemental

Facility Name & ID Number Sterling Pavilion # 0040436 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 [MAURICE 1. AARON 22.23% BRIDGEVIEW HEALTH CARE CENTER, LTD. BRIDGEVIEW STERLING BUILDING LLC BUILDING CO. 1
2 |FREDL.AARON 23.80% GROSSE POINTE MANOR, L.L.C. NILES DYNAMIC HEALTH CARE SKOKIE BOOKEEPING/CONSULTING 2
3 |MARSHALL A. MAUER 8.26% OTTAWA PAVILION, LTD. OTTAWA 3
4 | ABRAHAM J. STERN 4.96% PARK RIDGE CARE CENTER, LTD. PARK RIDGE 4
5 |MIRIAM LATINIK 4.13% WATERFRONT TERRACE, INC. CHICAGO 5
6 |SHIMON GOLDSTEIN 4.13% WILLOW CREST NURSING PAVILION, LTD. SANDWICH 6
7 |sUSAN ALTER 4.92% WINDMILL NURSING PAVILION, LTD. SOUTH HOLLAND 7
8 |svLviA AARON 1.81% WOODBRIDGE NURSING PAVILION, LTD. CHICAGO 8
9 |cHANI MAUER 4.24% WOODRIDGE SUPPORTIVE LIVING RESIDENCE OF GALESBURG ( GALESBURG 9
10 |oEnNIS NEHMER 0.39% WOODRIDGE SUPPORTIVE LIVING RESIDENCE OF GENESEO (SLF GENESEO 10
11 |biaNIA KUFTA 0.39% WOODRIDGE SUPPORTIVE LIVING RESIDENCE OF PONTIAC (SLF PONTIAC 11
12 |esTHER MARYLES 4.24% RIVER NORTH OF BRADELY HEALTH & REHAB BRADLEY 12
13 |SUE KOPLIN HARAMARAS 0.39% 13
14 |susan L. STERN 4.96% 14
15 |FrRANCES MAUER 8.26% 15
16 |Topbb ANDREW STERN TRUST DTD 10/31/01 0.83% 16
17 |MICHAEL LOVALLO, TRUSTEE FOR EVAN 0.83% 17
18 |sHarRON AARON 0.39% 18
19 |30NATHAN BRYAN STERN TRUST DTD 0.83% 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 6-Supplemental (2)

Facility Name & ID Number Sterling Pavilion # 0040436 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 Sterling Pavilion # 0040436 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 |Marshall Mauer Owner Administrative 8.26% |See attached 3.05 6.11% |Alloc. Salary |$ 15,274 17-07 1
2 [Maury Aaron Owner Administrative 22.23% |[See attached 3.48 6.96% |Alloc. Salary 17,403 17-07 2
3 [Sharon Aaron Owner Clerical 0.39% |See attached 3.05 7.63%  |Alloc. Salary 6,392 21-07 3
4 [Dennis Nehmer Owner Maintenance 0.39% |See attached 3.48 8.70%  |Alloc. Salary 5,166 06-07 4
5 |Diania Kufta Owner Administrative 0.39% |See attached 4.35 8.70%  |Alloc. Salary 12,829 17-07 5
6 [Fred Aaron Owner Administrative 23.80% [See attached 9.00 | 20.00% |Sal./Alloc. Salary 43,100 17-01,17-07| 6
7 |Esther Maryles Owner Clerical 4.24% |See attached 0.21 0.75% |Alloc. Salary 493 21-07 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 $ 100,657 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




STATE OF ILLINOIS

Page 8

Facility Name & 1D Number Sterling Pavilion # 0040436 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

Sterling Pavilion

STATE OF ILLINOIS

# 0040436

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

DYNAMIC HEALTH CARE CONS.

3359 W. MAIN STREET

or parent organization costs? (See instructions.) YES NO [ ] City / State / Zip Code SKOKIE, IL. 60076
Phone Number ( 847) 679-8219
B. Show the allocation of costs below. If necessary, please attach worksheets. Fax Number ( 847) 679-7377
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 PATIENT DAYS 407,367 13 10,618 $ 29,556 |$ 770 1
2 6 REPAIRS & MAINT. PATIENT DAYS 407,367 13 78,675 35,168 29,556 5,708 2
3 7 EMP. BEN-GEN SERV. PATIENT DAYS 407,367 13 2,289 29,556 166 3
4 19 PROFESSIONAL FEES PATIENT DAYS 407,367 13 30,482 29,556 2,212 4
5 20 DUES AND SUBSCRIPTIONS [PATIENT DAYS 407,367 13 27,992 29,556 2,031 5
6 21 CLERICAL & GENERAL PATIENT DAYS 407,367 13 914,524 670,657 29,556 66,352 6
7 24 SEMINARS AND TRAVEL PATIENT DAYS 407,367 13 26,915 29,556 1,953 7
8 25 AUTO EXP. PATIENT DAYS 407,367 13 22,263 29,556 1,615 8
9 26 INSURANCE PATIENT DAYS 407,367 13 31,386 29,556 2,277 9
10 27 EMP.BEN. - GEN. ADMIN. PATIENT DAYS 407,367 13 138,888 29,556 10,077 10
11 30 DEPRECIATION PATIENT DAYS 407,367 13 25,822 29,556 1,873 11
12 32 INTEREST PATIENT DAYS 407,367 13 21,500 29,556 1,560 12
13 33 REAL ESTATE TAXES PATIENT DAYS 407,367 13 40,240 29,556 2,920 13
14 19 REAL ESTATE TAX PROTEST |IPATIENT DAYS 407,367 13 29,556 14
15 35 AUTO RENTAL PATIENT DAYS 407,367 13 109,345 29,556 7,933 15
16 35 EQUIPMENT RENTAL PATIENT DAYS 407,367 13 770 29,556 56 16
17 17
18 18
19 19
20 20
21 21
22 22
23 23
24 24
25 [ToTaLs [ s 1481709 s 705825 |INN]s 107503 [ 25




Facility Name & 1D Number

Sterling Pavilion

STATE OF ILLINOIS

# 0040436

Report Period Beginning:

01/01/15

Ending:

Page 8B
12/31/15

VIII. ALLOCATION OF INDIRECT COSTS

Name of Related Organization

DYNAMIC HEALTH CARE CONS.

A. Are there any costs included in this report which were derived from allocations of central office Street Address 3359 W. MAIN STREET
or parent organization costs? (See instructions.) YES NO [ ] City / State / Zip Code SKOKIE, IL. 60076
Phone Number ( 847) 679-8219
B. Show the allocation of costs below. If necessary, please attach worksheets. Fax Number ( 847) 679-7377
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 6 MAINT. CMP. - D. NEHMER  |WGHTD. AVG. HOURS 40 9 59,373 59,373 3 5,166 1
2 17 ADMIN. CMP. - M. MAUER WGHTD. AVG. HOURS 40 11 200,000 200,000 3 15,274 2
3 17 ADMIN. CMP. - M. AARON WGHTD. AVG. HOURS 40 9 200,000 200,000 3 17,403 3
4 17 ADMIN. CMP. - F. AARON WGHTD. AVG. HOURS 45 5 5,500 5,500 9 1,100 4
5 17 ADMIN. CMP. - D. AARON WGHTD. AVG. HOURS 40 3 64,041 64,041 5
6 17 ADMIN. CMP. - S. GOLDSTEIN |WGHTD. AVG. HOURS 40 2 133,279 133,279 6
7 17 ADMIN. CMP. - B. FRIEDMAN |WGHTD. AVG. HOURS 40 1 200,000 200,000 7
8 17 ADMIN. CMP. - R. AARON WGHTD. AVG. HOURS 40 1 15,271 15,271 8
9 17 ADMIN. CMP. - S. HARAMARAJWGHTD. AVG. HOURS 30 3 75,266 75,266 9
10 17 ADMIN. CMP. - D. KUFTA WGHTD. AVG. HOURS 50 8 147,459 147,459 4 12,829 10
11 17 ADMIN. CMP. - H. ALTER WGHTD. AVG. HOURS 40 1 12,000 12,000 11
12 17 ADMIN. CMP. - V. DAVIS (NON{WGHTD. AVG. HOURS 40 10 114,789 114,789 3 8,767 12
13 17 ADMIN. CMP. - A. CASSATA (N\WGHTD. AVG. HOURS 40 1 68,028 68,028 13
14 17 ADMIN. CMP. - VAR. (NON-OWWGHTD. AVG. HOURS 45 8 130,998 130,998 4 11,411 14
15 17 ADMIN. CMP. - CFO (NON-OWINIWGHTD. AVG. HOURS 40 10 195,028 195,028 3 14,895 15
16 21 CLERICAL CMP. - S. AARON [WGHTD. AVG. HOURS 40 10 83,832 83,832 3 6,392 16
17 21 CLERICAL CMP. - E. MARYLE{WGHTD. AVG. HOURS 28 11 64,541 64,541 0 493 17
18 18
19 19
20 20
21 21
22 22
23 23
24 24
25 [ToTaLs [ s 1769405 [$ 1760407 [INNNNNNN]s 93730 [ 25




STATE OF ILLINOIS
# 0040436 Report Period Beginning:

Page 8C

Facility Name & 1D Number Sterling Pavilion 01/01/15 Ending: 12/31/15

VIII. ALLOCATION OF INDIRECT COSTS

Name of Related Organization DYNAMIC HEALTH CARE CONS.

A. Are there any costs included in this report which were derived from allocations of central office Street Address 3359 W. MAIN STREET

or parent organization costs? (See instructions.) YES NO [ ] City / State / Zip Code SKOKIE, IL. 60076
Phone Number ( 847) 679-8219
B. Show the allocation of costs below. If necessary, please attach worksheets. Fax Number ( 847) 679-7377
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 7 EMP. BEN.- D. NEHMER WGHTD. AVG. HOURS 40 9 6,168 3 537 1
2 27 EMP. BEN.- M. MAUER WGHTD. AVG. HOURS 40 11 11,514 3 879 2
3 27 EMP. BEN.- M. AARON WGHTD. AVG. HOURS 40 9 14,139 3 1,230 3
4 27 EMP. BEN.- F. AARON WGHTD. AVG. HOURS 45 5 39,260 9 7,852 4
5 27 EMP. BEN.- D. AARON WGHTD. AVG. HOURS 40 3 5,167 5
6 27 EMP. BEN.- S. GOLDSTEIN WGHTD. AVG. HOURS 40 2 35,129 6
7 27 EMP. BEN.- B. FRIEDMAN WGHTD. AVG. HOURS 40 1 10,844 7
8 27 EMP. BEN.- R. AARON WGHTD. AVG. HOURS 40 1 1,340 8
9 27 EMP. BEN.- S. HARAMARAS [WGHTD. AVG. HOURS 30 3 27,046 9
10 27 EMP. BEN.- D. KUFTA WGHTD. AVG. HOURS 50 8 10,501 4 914 10
11 27 EMP. BEN.- H. ALTER WGHTD. AVG. HOURS 40 1 1,078 11
12 27 EMP. BEN.-V. DAVIS (NON-OW|WGHTD. AVG. HOURS 40 10 32,072 3 2,449 12
13 27 EMP. BEN.-A. CASSATA (NON-(WGHTD. AVG. HOURS 40 1 5,480 13
14 27 EMP. BEN.- NON-OWNER WGHTD. AVG. HOURS 45 8 43,223 4 3,765 14
15 27 EMP. BEN.- CFO (NON-OWNERWGHTD. AVG. HOURS 40 1