
1 0 1  :! 
Ohio Depar tment  of  J o b  and F a m ~ l y  Sen:iczs 

MEDICAID NLIRSING FACI1,ITY COST' REPOK 1 - 
Tlpe of Cost Report F ~ l ~ n g  (Please check one of the f o l l o w ~ n g )  

X I 1 Year-tnd 3 3 i l~ange of Operatur - 4 5 TI] al - - 
d 2 Yew Fac~iity 4 o Amended - - 

- 

LNSTRLICTlOhS: This coal teport must be po.tmarked pursuant to Onio Admmirtratlve Code Falure to file timely will result in reductcori of rhe 
currcnt prosprctlve rat? by two dollars ($200)  per patient per day rhis rate rrcuction ,hall he ndjustec for inflation in accordance uith Ohio 
Revised Codc Read instructions before completing the form PLEASE ROlJND TO THE NEAREST DOLLAR FOR ALL EXTKIES MADE ON 
THIS COST REPORT When completed, iubmlr a dhkclic or compact disk to Ohio Department of Job and Famdy Services, Bureau of Long Term 
Catc Facll~ties. Keimburaement Section. 30 East Broad Street, 33rd Floor, C701umbua, Ohio 43215-3414 

MORNING VIEW CARE CNTR MARION 0001910 36-5935 
I I 

Complete Faallty Addreas 

Address(1) 677 W MARION CARDINGTOh R 
Addre@) P 0 BOX 656 

MARION 

Federal Tax ID Number 
Period Co\ered bi Cobt Repilit 

34- 1286757 
ODH ID \umber 

Froin 
St.~te oi O ~ I O  0885 01101~2005 

Zip Code 43302 1 County MARION Througn 1 2!3 ]/?OO j 

5 

I For Profit ( Nalre OEL.egal Entity DEARTH MANAGEMENT. INC I 
Sole Proprletorrhtp (I I i - 

- Pannc~s l i~p  (1 2) 

1 G m ~ r a l  - 
2 Limited 

X Corparat~on (I 3) - 
Lim~ted L~abilitj  Company (I 5 )  - 
Business Tnist (I 6) - 
Real Estare Investinen1 Trust (REIT) (I 7 j  

4dd re s ( l )  134 NORTHWOODS BL I 'D 

4ddresai2) 

City COLUMBUS Srdrc 

ZIP Code 43235-4727 - - 
3 Limited Llabllity Partnership Other Spccitj  

I - 
- - N A V E  AND ADDRESS OF OMSER OF REAL FST.41 F 

0 41 - 
Name DEARTH MANAGEMENT, 1NC 

Loration Of Entity. Organization, or Incorporation: Addresstl j 134 NORl'FlWOOUS BLVD 
)/ If faciilty lias d For P~ofit type of cont:ol, check one below I Address(?) I 

X Domestic (I 8 1  I'O121JMBUS \tat< 0 1  I 

Fore~gri (I 9) Locdt~on 1 :::Codc 432354727 

I Nan-Profit CARE SETTING 

Domestic Noc-Profit Corporation (2 4) Check all that apply i - 
Foreign Yon-Profit Corporatton Location (2 5 )  - 
Other (not yet defined "non profit" entir)) Specify ( 2  6) I - 

Nan-Federal Government 

City-Count) (3 4) - I 

a Rehab IIniniral Based - 
b GenerallAcute Hospital B s e d  - 
c Horne For the Agng  - 
d Conti~iuing Care Rettrarncnt Center (CCRC) - 
e. Othzr As.lstrd Living'hursing Home Cornbination 

County (3 2) - 
Clly ( 3  3) - 

- 
f Reh j~ous  Non-Mcdic,il Wcalth Cate Inatltutlo~~ 

Other (Specltv Control ) - I - g Free Stand~ng ! 
h Comblncd with ICF-MR ,ind/or Outller Umt 

1 Other Spec~fy - 
ALL PATLENTS 

1 .  Licensed beds at beginning of period 
** 2. Licensed beds at end of period 

3. Total bed days available 
4. Total inpatient davs 

Medicaid Ce r t~ i~ed  Beds Only 

(1 )  

30.0 

OHIO MEDICAL ASSISTANCE PROGRAM PATIENTS 
7. Total patient days (from Schedule A- 1, line 13, column 5) 6.991 5 

8. Utilization Rate(1ine 7 divided by line 4, col. 1 X 100) 
** If llne 2 15 d~ f f e r en t  f rom col 1, llne 1, note  date  o f  change 

7 3  
and number  of bed, ~ n v o ' v e d  

** If 11ne 2 1s d~ f f e r en t  f rom col 1, line 1 ,  note  date of change dnd l lu l l~ber  o f h c d s  ~ n v o l \ e d  

Total Facl lq  Licenscd 13cds 

( 2 )  

30.0 
1 I 

, - 
5. Percentage of occupancy (line 4 divided by line 3 X 100) 
6. AncillaryISupport allowable days (greater of line 4 or .Y X line 3) 

** If line 2 1s dlCferent f rom coi  1, Itne 1, note  date  of change number o f  bcds ~ n \ o l v e d  

J k S  02524N (REV. 02/2006) 

70.30 
9,855.0 

70.30 3 
9.855.0 1 



CIiAIN HOME OFFIC'EICER7lFICATION BY OFFICEK OF PKOVIDER 

CHAIN HOME OFFICE IhFORhl4TION - - - I 
T h ~ s  sect~on is to be complercd with infonnation about the "HOhfE OFFICE" tor 

those prov~ders that are members of, or aiejolning, a chain oroanizatlon 

Rcponin:: Pcr~od 

Froni 0 1 /0 1~200 j ~ h r u u g h  1213 112005 

Provider hame 

MORNING VIEW CARE CENTER OF MARION 

A If this section does not apply check here - 

Medicdid Provtder Vumber 

0001910 

I 
1 Yame Of Home Office As reported To The IRS MORNING VIEW CARE CENTER Federal Tax ID Number 34-1286757 

2 Home Office Business Street Address Lme 1 134 NORTHWOODS BLVD 
rK,G O ~ G B ~ ~ ~ G ~  street ~ d d r e s s ~ i n e  2 I 

- 
Check the appropilate box 1 

City COLUMBUS 

I I Jolnr venture I Partnership 

Operated I Related 

Marlaged I Related - 
4 X Wlioliv Owned - 

C Provider'\ 4ffilia:lon l o  The Cha~n Home Office Chanse F f k c t ~ \ e  Date 

State OH 

5 - L e ~ a e d  

o Other (Spec~ fy )  - 

ZIP Code 43235-4727 

In accordance with the Medlcald Agency Fraud Detechon and lnrestlgation Program rule 42 CFR 455 18, REV (10/05), 
all coat report> submitted to ODJFS will be cert~fied as follows 

MISREPRESENTATION OR FALSIFLCATION OF AYY INFORMATION CONTAINED IN THIS COST REPORT. OR CONCEALhlEN'I' OF 

A MATERIAL. FACT, MAY BE PROSECUTED I;NDER FEDERAL AND STATE LAWS AXD PUNISHED BY FINE AhDIOR IRlPRTSONhlENT. 

I hearby crrtifi that I have read the above staremerit and tha: I have examined the accolnpanylng cost report and supporting schedules and 

attacilments prepared for (name of provider) MORNING VIEW CAKE CENTER OF MARION , Mcd~caid Prorider Number 000 19 10 
for the cost report perlod beginnirlg 1 / 11200 j and end~ng 1213 112005 3nd that to the best of n;y knowledge and belle: 

it 15 a true, accurate. and coml~lete statement prepared from the books and records of the piovlder(a) In accordance w ~ t h  appl~cahle lnstruct~onc 
except as noted 

1,ocation of Records or Probable 412dlt Site 

Signature of Ow~iei,  Officci, or Authorized Representative of Provider Dare of Signature NO Date on pi le  
Print or Type Name of Owner. Officer, or Authorlred Representat~ve of Provider 

(Last) SHEPHERD (First) TAMARA ( M I )  

Telephunc Numher for Aud~t  Contact Pelson 

AeaCode  (614) 847-1070 

Title 

VP FINANCE 

Addles5 MORNING VIEW CARE CENTER 

134 NORTHWOODS BLVII 
County FRANKLIN I 

Telephone Number 

Area Code (614) 847-1 070 

I 
Cit) COLUMBUS State OH I ZIP code 43235 1 

Fax h'urnber 

Area Code (614) 847-1 393 

Report Prepared by (Company) 

MORNING VlEW CARE CENTER 

- -  - - -  - -  

NOI-ARIZEL) 

Subscribed and duly sworn before me according to la\\, by the above named ofbcer or adm~nistrator t h ~ s  day of 

Report Prepared by (Individual) 

(Last) SHEPHERD (First) TAMARA ( M I )  K 

20 - at , county of . and state of 

Signature of Notary 

1 

Titic VP FINANCE 

JFS 02524N (REV. 0212006) 

Address I34 NORTHWOODS BLVD 

Clry. State, %,p Code COLUMBUS OT I 43235 

Telephone humber of Person Prcpar~ng Cost Report 

Area Code (6  14) 847- 1070 

Fax Number 

Area Code (6 14) 847-1393 - 



SUMhlARY OF INPATIENT DAYS 

Pagc 3 

Schedule 4- 1 

INSTRUCTIONS: All data must be stated on a service date (accrual) basis. For example. January data would include only thc applicable d a ~ s  and 
billings for serviccs rendered during January. Nursing Facilities ]nust report each medically necessary leave day and limited absence as 50O/0 of an 
inpatient day. Please refer the Ohio Administrative Code for details. 

Provider Name 

MORNING VIEW CARE CENTER OF MARION 

Number of Medicaid Patients 
Medica~d Authorized I Hosprtal 1 Therapeutic I Total Medlcald 
Certified ( Days ( Leave Days I Leave Days 1 Days 

Med~cald Prov~dcr Number 
0001910 

Reporting Perlod 
From 0 110 112005 Through 12 3 112005 

Non-Medicaid Patients Total 

Days Other Days Dabs 
Beds 

(1) 

30 

(sum of cols 5-8)  1 (: 1 (9) (6:4 1 - 
754.0 

(2) 

604 

7. February 

(@50%) 
(3) 

1 .O 

3. March 

I 
1 8. August 

3 0 

5. May 

6. June 

1 9. September 

((950%) 
(4) 

0.0 

3 0 

(sum of cols. 2-3) 

( 5 )  

605.0 

570 

3 0 

3 0 

3 0 

1 I. November 

649 

10. October 

7.0 

597 

562 

577 

JFS O2524N (REV. 02/2006) 

1 .O 

3 0 

12. December 

0.0 

4.0 

6.5 

0.0 

0.0 

555 

3 0 

577.0 

0.0 

0.0 

0.0 

650.0 

0.0 

559 

43 

601.0 

568.5 

577.0 

0 

0.0 

4.0 

3 

0 

15 

3 I 

0 

555.0 

0.0 

0 

48 

17 

5 0 

- 
623.0 

0 

3 1 

563.0 

- 
650.0 

- 

0 

0 

0 

- 
649.0 

600.5 

- 
658.0 

3 l 

3 1 

0 

59 

617.0 

0 

- 
653.0 



P3:c -1 

Schedule A-I! 

DETERMINATION OF MEDICARE PART B COSTS TO OFFSET 

Description 

Provider Name 

MORNING VIEW CARE CENTER OF MARION 

SECTION A: REVENUES 

(1) 

1 hledicare Part B I Priva~e I Medicare 1 Veteran 1 Medicaid I Total I 

LNSTRUC'I'IONS: Enter gross charges for resident days reported in Schedule A-1 and Attachment 4. These gross charges must be reported from a 

1 
uniform charge structure applicable to all residents. 

Medicaid Provider Number 
0001910 

1 a. Medical Supplies Revenue I 

Reporting Period 

From: 111 12005 Through: 12:3 1 /200 j 

Primary Payer is Part A and Other Revenue 
Services (sum of 

Medicaid Other 
cols 2-7) 

( 5 )  ( 6 )  ( 7 )  ( 8 )  

1b. Percent of Medical Supplies Revcnue by Payer 
5ource 

2a Medical Mlnor Equipment Revenue 

2b. Percent of Medical Minor Equipment R e ~ e n u e  by 
Payer Source 

3a. Enteral Feeding Revenue 

I 3b. Percent of Enteral Feeding Revenue by Payer Source I 
I 4. Total Revenue by Payer Source 

JFS 02524N (REV. 0212006) 



20061390003 

4.1 P q t  5 

Sshedult 4-7 

SLhIMARY OF COSTS 

] REIMBURSABLE COSTS 

Reference 

Schedule 

1.1ne 

(1) 

Report~ny Period 

From 0 110 112005 Through 1213 112005 

Provldcr Nanie 

MORNING VIEW CARE CENTER OF MARION 

TAX COST CENTER 
1. Tax Cost B1 line 5 Col 7 

DlRECT CARE COST CENTER 
2. Direct Care Cost 

M e d ~ c a ~ d  Pro\,~der Number 

0001910 

ANCILLARYISUPPORT COST CENTER 

I 3. Ancillaly/Support Cost 1 C line 76 Col 7 
CAPITAL COST CENTER 
Assets Acquired (>roup A 

Suh 

'1'0131 

5. Assets thru Change of Operator Group B I1 line 18 C o l 7  1 
6. TOTAL Capital Cost (sum of lines 4 and 5) col 2 

RECOYCILIATIOH OF COSTS 

Schedulei 

L ~ n r  # 

I I I I 

11.D112 co13 57.727 cot 1 -2,611 COI 5 55,116 COI  7 

12. Dl1 8 COI i 0 COI 4 0 co1 5 

Total 

(1) 

8. B115 

9. B2146 

10. C110.5 

13. Totals 

14. Less Non-Reimbursable from Schedule C, page 3, line 104 

15. Total Rein~bursable 1.146,770 I 1.146.770 1 C 1  ( 

co! 3 6,998 

COI 3 542,571 

COI 3 754,48 1 

(A) Agrees to Total Expenses per Working Trial Balance. 
(B) Agrees to Attachment 2, line 2 1 .  Column 4, and Schedule A-2, lines 7 and 12. column 5 
(C) Agrees to Schedule A-3, line 7, Column 3. 

(Opt ) i \ l lo i~ted  

Adj~i5ted Tor.11 

1.1) 

Adjustmenls. 

Increases (Decrea3es) 

(2) 

NOTE: All cost data should be rounded to the nearest whole dollar. 

Adj i~r ted  i'otsl 

( 3 )  

co14 0 

c o ~  J 0 

COI 4 -5,869 

JFS 02524N (REV. 0212006) 

co1 5 6.998 

so1 5 542,57 1 

COI c 748,6 12 

COI 7 6.998 

COI 7 542.57 1 

COI 7 738.6 12 



TAX COSTS 

Pare 6 

Schedule B-1 

JFS 02524N (REV. 0212006) 

Reporting Period 
From: 11112005 Through: 1213 I12005 

Provider Name 
MORNING VIEW CARE CENTER OF MARION 

Medicaid Providcr Number 
0001910 

TAX COSTS 
Salary 

Facility 
Employed 

( 1 )  

Chart 
of 

Acct 

1 .  Real Estate Taxes 

2. Personal Property Taxes 

3. Franchise Tax (Attach FT 1120) 

4. Commercial Activity Tax (CAT) 

5. TOTAL Tax Costs 

Other/ 
Contract 
Wages 

(2) 

Note: All cost data should be rounded to Lhe nearest whole dollar. 

5,739 

1.259 

0 

0 
6.998 

Total 
(COI I t COI 2) 

(3) 
0 

0 

0 

0 

0 

Ad~justments 
Increases 

(Decreases) 
(4 ) 

5,739 

1,259 

0 

0 

Adjusted 
Total 

(Col 3 + Col4)  

(5) 

6.998 6.998 

1.1J000 

1.0000 

1.0000 

1.0000 

5.739 

1.259 

0 

0 

Alloc 

*** 
(6) 

Allocated 
Adjust, Total 

(Col 5 xCol 6) 

(7 )  



DIRECT CARE COSTS 

Page 7 

Schedule B-2 
1 o f 2  

1 DIRECT CARE COSTS 

I 
URSING AND b ABILITATIONIREH ABILlTATlON 

Reporting Period 
From: 11112005 Through: 1213 112005 ING VIEW C A W  CENTER w p l ~ l ~ ~  

Chart Salary Other1 'rota1 Adiustrnents Adjusted Alloc Allocated 1 of 1 Facility 1 C g t r ~ z t  1 ( ~ ~ 1  1 + col 2) 1 Increases 1 1.otaL 1 *** 1 Adjust. Total 1 
Acct Enlployed (Decreases) (Col 3 7 Col4) (Col 5 xColh) 

Medicaid Provider Number 
0001910 

i 5. Registered Nurse 1 6120 1 109.005 1 0 1 109,005 1 0 1 109.005 11.0000 1 109.005 1 

1. Medical Dircctor 

2. Director of Nursing 

3. RN Charge Nurse 

1 6. Licensed Practical Nurse I 6125 I 1 10.597 I 01  110,5971 

1 7 Nurse Aides 16130 1 159.267 

6100 

6105 

61 10 

0 

55,265 

0 

8. Habilitation Staff 

9. Respiratory Therapist 

10. Quality Assurance 

1 1. Consulting and Management Fees-Direct 

12. Other Direct Care - SpeciFy below 

13. Home Office CostsiDirect Care ** 
14. Qualified Mental Retardation Professional 

15. Program Director 

16. Habilitation Sunervisor 

trotals must tie to line 12, Columns 1 and 2 1 

3,600 

0 

n 

6170 

6185 

6205 

Line 12 Other Direct Care - Specify below 

** Home office costs are to be entered on line 13 only. 'They are not be distributed to any other line on this schedule. 

*** If allocation is used. limit the precision to four places to the right of the decimal. 

Note: All cost data should be rounded to the nearest whole dollar. 

6230 

6240 

6250 

6260 

Account Title 

JFS 02524N (REV. 02/2006) 

3,600 

55,265 

0 

0 

0 

0 

6210 0 

6220 1 0 0 0 

0 

0 

0 

n 

Salary 
Column 1 

0 

0 

0 

0 

0 

2,700 

Other 
Column 2 

0 

0 

5 1 

0 

0 
n 

3.600 

55,265 

0 

0 

0 

2,700 

0 

0 

5 l 

0 

0 

0 

1.0000 

1 ,0000 

1.0000 

0 

0 

0 ---- 
1.0000 

1.0000 0 

3.600 

55.265 

0 

0 

0 

0 

0 

0 

0 

2.700 

51 

0 

0 

0 

1.0000 

1.0000 

1.0000 

0 

0 

2.700 

1 ,0000 

1.0000 

1 ,0000 

1 nnn0 

i l 

0 

0 

0 



DIRECT CARE COSTS 

Page 8 

Schedule B-2 
2 of:! 

Provider Name Medicaid Provider Number 
MORNING VIEW CARE CEN 

*** If allocation is used, limit the precision to four places to the right of the decimal 
Note: All cost data should be rounded to the nearest whole dollar. 

DIRECT CARE COSTS 

JFS 02524N (REV. 0212006) 

Chart 
of 

hcct 

NURSE AIDE TRAINING 

28. In-House Trainer Wages 6500 1,793 0 1,793 0 1,793 1 .0000 1.793 

29. Classroom Wages - Nurse Aides 4.267 1.0000 4.267 

30. Clinical Wages - Nurse Aides 420 1.0000 420 

3 1.  Books and Supplies 81 1.0000 8 1 

32. Transportation 0 1.0000 0 

33. Tuition Payments 0 1.0000 0 

34. Tuition Reimbursement 0 1.0000 0 

35. Contractual Payments to Other NFs 0 1.0000 0 

36. Registration FeesIApplication Fees 502 1.0000 502 

37. Employee Fringe Benefits 
38. TOTAL Nurse Aide Training 

(sum of lines 28 through 37) 
PAYROLL TAXES, FRINGE BENEFITS, AND 
STAFF DEVELOP. (No Purchased Nursing) 
39. Payroll Taxes - Direct Care 3 1,688 1 .0000 3 1.688 

40. Workers' Compensation - Direct Care 19,488 1.0000 19.488 

4 1. Employee Fringe Benefits - Direct Care 21,278 1 .0000 2 1.278 

Salary 
Facility 

Employed 
(1) 

42. EAP Administrator - Direct Care 

43. Self Funded Programs Admin. - Direct Care 

44. Staff Development - Direct Care 

Other1 
Contract 
Wages 

(2) 

73.094 

i42.i71 I 

6730 

6740 

6750 

'l'otal 
( C O ~  1 + col 2) 

(3) 

0 

0 

0 

Adjustments 
Incrcascs 

(Decreases1 
(4) 

0 

0 

640 

Adjusted 
Total 

(Co13 + Co14) 
(5) 

0 

0 

640 

Alloc 

*** 
(6) 

0 

0 

0 

Allocated 
Adjust. Total 

(Col 5 xCol 6) 
(7) 

0 
0 

640 

1.0000 

1.0000 

1.0000 

0 

0 

640 - 



ANCILLARYISUPPORT COSTS 

Page 9 

Schedule C' 

1 o f3  

JFS 02524N (REV. 0212006) 

Reporting Period 
From: 11 1 7005 Through: 12'3 1 2005 

Provider Name 
MORNING VIEW CARE CENTER 01: MARION 

Medicaid Provider Number 
0001910 

ANCI LLARY/SUPPORT 

3IETARY COST 

I .  Dietitian 7000 12,923 0 12.923 0 12,923 1 .0000 12,923 
2. Food Service Supervisor 7005 21,079 0 2 1,079 0 21.079 1.0000 21.079 
3. Dietary Personnel 7015 27,482 0 27,482 0 27,482 1.0000 27.482 
4. Dietary Supplies and Expenses 3.164 1.0000 3.164 

0 1.0000 0 

***  If allocation is used, limit the precision to four places to the right of the decimal. 
Note: All cost data should be rounded to the nearest whole dollar. 

S a l a ~  

Facility 
Employed 

( 1 )  

Chart 

of 
Acct 

Other/ 

Contract 
Wages 

12) 

Total 
(Col 1 + Col 2) 

(3) 

Adjustments 
Increases 

(Decreases) 

(4) 

Adiusted 

I'otal 
(Col 3 i- Col 4) 

(5 
*** 
(6) 

Allocated 
Adjust. Total 
(Col 5 x Col 6 )  

(7 )  



ANCILLARYISUPPORT COSTS 

Page 10 

Schedule C 

2 o f3  

1. Administrator 1 7600 1 0 1 20.152 1 20.152 1 0 ( 20,152 ( 1.0000 ( 20.152 
2. Other Administratice Personnel 1 7605 1 20.949 1 0 ( 20,949 1 0 1 20,949 11.0000 1 20.949 

Keporting Period 
From: 11112005 Through: 12,3 l 2005 

Provider Name 
lCIORNING VIEW CAKE CENTER OF MARION 

43. Consulting & Mgmt. Fees - Ancilla~yISupport 7610 0 0 0 0 1.0000 0 
44. Office and Administrative Supplies 7615 4,032 4,032 0 4.032 1.0000 4.032 - 
45. Cornrnunications 7620 3,838 4.838 0 4.838 1.0000 4.838 

hdedicaid Provider Numher 
000 19 10 

*** 

18. 1,aundryIHousekeeping Supenisor 7635 25,081 0 25,081 0 25.08 1 1.0000 25.081 

19. Housekeeping 7640 3,320 5,018 8.338 0 8.338 1.0000 8.338 
50. Laundry and Linen 7645 13,379 3,379 16.758 0 16,758 1.0000 16.758 ----- 
5 I .  Legal Services 7650 0 0 0 1.0000 0 
52. Account~ng 7655 1 22,617 ( 12.000 34.617 0 34.6 17 1 .OOOO 34.617 

Total 
(Col 1 + Col 2) 

Allocated 
Adjust Total 
(Col 5 x Col 6) 

ANCILLARYISUPPORT 

16. Securit) Services 
7. Travel and Entertainment 

b5. Insurance 1 7670 

Salary 

Facility 
Employed 

Chart 
of 

Acct 

k8. Amortization of Start-Uo Costs 
I 

1 7685 

4d1ustments 
lncrcases 

(Decreases) 

Other1 
Contract 

Wages 

7625 - 0 3,092 
7630 6,073 

. .. 

kl  Home Office Costs - ~ n c i l l ~ r y / ~ u p p o r t  ** 1 7695 1 31,637 ( 40.897 1 82,534 1 -5.671 1 76,863 1 1 .0000 1 76,863 / 

.4diusted 
Total 

(Co13 + Co14) 

. . I 

7. L,eased Equipment 1 7740 
8. TOTAL, Maintenance arid Minor Equipment I 

3,092 
6.073 

. . 
72. EAP Administrator - AncillaryISupport 7830 I . . . - - . . 
73. Self Funded Prog. Admin. - AncillaryISupport 7840 0 0 0 0 0 1 ,0000 0 
74. Staff Development - AncillaryISupport 7850 0 412 412 0 412 1.0000 412 
75. TOTAL Payroll Taxes, Fringe Benefits, and Staff 

Development (sum of lines 69 through 74) 
76. TOI'AI, Reimbursable AncillaryISupport Cost 230,091 3 17,863 547,954 

(sum of lines 18,21,32,35,40,62,68, and 75) 
** Home Office Costs are to be entered on line 62 only. They are not be distributed to any other line on this sched~lle ** 
Line 60 Other AncillaryISupport 

0 
0 

*** If allocation is used. limit the precision to four places to the right of the decimal 
Note: All cost data should be rounded to the nearest whole dollar. 

----------- 3,092 
6,073 

Account Title 

Totals (must tie to line 60. Colulnns 1 and 2) 

JFS 02524N (REV. 0212006) 

1.0000 
1.0000 

Salary 
Column 1 

3.092 
6.073 

Other 
Column 2 



ANCILLARYISUPPORT C O S T S  

Page 1 1  

Schedule C' 

3 o f3  

Provider Name 
MORNING VIEW CARE CENTER Of' MARION 

----- 
83. Payroll Taxes - Therapy 0 0 0 1 .0000 0 
84. Workers' Compensation - Therapy 0 0 0 1 .0000 0 
5. Employee Fringe Benefits - Therapy 0 0 0 1.0000 0 
6. EAP Administrator - Therapy 0 0 0 1.0000 0 

Medicaid Provider Number 
0001910 

P7. Physical Therapist 

E 
8. Physical Therapy Assistant 
9. Occupational Therapist 
0. Occupational 'Therapist Assistant 
1. Speech Therapist 
2. Audiologist 

b9. Promotional Advertising and Marketing 1 9755 

Reporting Pzriod 
From: 1 / 112005 Through: 12 3 1,2005 

~ l l ~ ~  

*** 
ANCILLARY/SUPPORT 

94. Late Fees, Fines or Penalties 
35. Federal lncome Tax 
36. State lncome 'Tax 
37. Local Income Tax 
98. Insurance - Ofticers' Life 

7 otal 
;Col 1 + Col 2) 

Allocated 
.4d~ust Total 
(Col 5 x Col 6) 

9600 
9610 
9620 
9630 
9640 
9650 

1,ine 93 Other Non-Reimbursable 

Chart 
o[ 

Acct 

Adlustmenth 
Increases 

(Decreases) 

0 
0 
0 
0 
0 
0 

*** If allocation is used, limit the precision to four places to the right of the decimal 
Note: All cost data should he rounded to the nearest whole dollar. 

Adjusted 
Total 

(Col 3 + Co14) 

Salary 
Facility 

Emvloved 

Account Title 

Totals (must tie to line 93, Columns 1 and 2) 

JFS n2524N (REV 0212006) 

Other1 
Contract 

Waees 

78.726 
0 

3 1.271 
0 

6,093 
0 

Salary 
Colunin 1 

78,726 
0 

31.271 
0 

6,093 
0 

Other 
Column 2 

0 
0 
0 
0 
0 
0 

78.726 
0 

31.271 
0 

6,093 
0 

1.0000 
1.0000 
1.0000 
1.0000 
1.0000 
1.0000 

78.726 
0 

31.271 
0 

6.093 

0 I 
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Schedi~le C- l 
ADMINIS I RAT OKS COMPENSATION 

SECTION A. 

Probider Name 

MORNING VIEW CARE CEN'TER OF MARION 

SEC rlON H 

Medicaid Provider Number 

0001910 

F~rst  Name of Ad~ninistrator 

DIXIE 

Reporting Penod 

From 0 110 11300 j Tllrot~rli 1 112005 

* ADMINISTRATORS OF HOSPITAL BASED NURSING FACILITIES REPORT SOCIAL SECURITY NUMBER 

Last Name of Adrn~nistrator 

Waitc 

** REPORT THF NUMBER OF HOURS CONSISTENT W1 TH THb AMOIJN l' OF COMPENSAI ION REPORTED IF THE AMOUN 1 IN COLIJMN (7) IS A1 I OCATED, 
HOURS PAID MUSl BE ALLOCATED USING THE SAME RATIO 

Relationship to Provider: Is the administrator an ownerlrelative? - Yes - X No 

This Administrator's Dates of E~nployinent 

Dur~ng This Reporting Period 

*** THIS SCIiEDULE MUST BE COMPLETED FOR ALL ADMINISTRATORS REGARDLESS OF WHETHER TI-E ADMINISTRATOR'S SA1,AKY IS REPORTED IN 
ACCOUNT NUMBER 7600 OR ACCOUNT NUMBER 7695 (USE ONLY ACCOUNT NUMBER 7600 OR 7695, WHICHEVER IS APPROPRIATE ) 

Ad~nin~strator License Nmnber* 

XXXXXXXXXXX 

1 Base percentage allowance 

Beginn~ng Date 
(MMDDYY) 

(1) 

0110112005 

JFS 02524N (REV. 0212006 

Social Security Number 

XXX-XX-XXXX 

100% 

Paid Weekly 

TOTAL COMPENSATION 

Endmg Date 
(MMDDYY) 

(2) 

1213 112005 

Hrs. 
I* 

(3) 

16.33 

Cornpelisatlon 

20,152 

2. Years of work experience In related work area, if administrative, must be in healtli care field 

% 

(4 

40.83 

Account 

Number 
*li* 

(5) 

7600 

(not to exceed 10 years) 10 Tnnes 4 = 40% 

Column 

Nurnber 

(6) 

7 

Amount 

(-) 

20.152 

3. Years of fonnal educat~on beyond h~gh sclrool (not to exceed SIX years if 

baccalaureate d e ~ e e  IS obtalned or four years ~f baccalat~reate is not obtamed) 0 Tlrnes 5 = 096 

3.1 Was baccalaureate degree obtamed? - Yes X No - 
4 Duties other than those normally perfonned by this posltlon where a salary is not declared (not to exceed four extra dut~ea) 

a Accounting 

b. Ma~ntenance 

c. Housekcep~ng 

d. Other - specie 

d. Other - speciFy 

Total Dut~es 

0 
0 
0 
0 
0 

0 

5 County Adjustineiit (see ii~structions) 

6 Ownerslnp Po~nts (see ~nstructions) 

7 Subtotal of bnes I tluongli 6 

8 Allowance Percentage (enter linc 7 . not to exceed 150%) 

Tnnes 4 = 

0 % 
0% 

1400/;, 
140% 

0% 
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Schedule C-2 

1 of 2 
OWNI?RS'/RELA'I'IVtS' COMPENSATION 

OI'HER THAN COMPENSATION FOR FACILITY ADMINISTRATOR I)Ul I t S  

lnstruct~ons If no compensation 1s reported do not complete t b ~ s  form, otherwise all items withln thts schedule must be completed 

Ileta~l owners' and or relat~kes' cc>tnpznsation included on JFS 02524N. Schedulrs B-7 and C net of applicable column 4 adjustments 

Provider Name 

MOILNlNG VIEW < : A R E  O F  MARTON 

* REPORT TIIE NUMBER 0 1 :  HOURS CONSISTENT WIT'H 'I HI< AMOUNT O F  COMPENSA'I ION REPORTED IF T I E  AhlOllN'l IN COI.UMN I? IS ALLOCATED, 
HOURS PAID MUST BE AIaI.OCA.I [:I) THE SAME WAY. 

** SEE COST REPORT INS I'RUCTIONS I'AGES 23,24 AND 25 FOR POSITION NllMHkKS 

Medicaid Provider Number 

0001910 

Indn tdual's 

Name 

(1) 

PEG<iY DEAK'I'I I 

GLEN DEARTH 

Rcportlng Period 

Fro111 0 110 112005 Through 1213 112005 

Social Security 

Number 

(2) 

XXX-XX-XXXX 

XXX-XX-XXXX 

Positton 

Number 
** 

(3) 

BS02 

CP02 

Relationsh~p 

to 

Owner 

(4) 

WIFE 

OWNER 

Paid Weekly Compensation 

1 lours 
* 

(8) 

5.24 

5.24 

Years 

of 

Exper 

( 5 )  

25 

2 5 

Account 

Number 

('0) 

7605 

7605 

"0 

(9) 

14.60 

14.60 

Col 

No 

(11) 

7 

7 

Dates of Emploqment 

During this 

Reporting Period 
Amount 

(12) 

7,3 18 

13,63 1 

Beginning 

( 6 )  

1/1/2005 

1/1/2005 

Ending 

(7) 

12/31/2005 

1213 112005 
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Schedule C-2 

2 of 2 
OWNERS'/RT.I.ATIVES' COMPENSATION 

Instructions: All Items within this schcdule must be completed. List all compensation received from other long-term care facilities in the Medicaid program 

Provider Name 

(in Ohio or other states) by persons listed on Sch C-2, page I of 2, and!or owning a or Inore interest in this facility. 

Medicaid Pro\.ider Number 

0001910 

GLEN DEARTH XXX-XX-XXXX MVCC - DANVIL,I,E 42 4923202 7.3 18.35 19.083 

Reporting Period 

- From: 0 110 112005 Through. 1213 113005 

GI .EN DEARTH XXX-XX-XXXX BENNlNGTON GI,EN 79 2161539 13.8 34.53 35,895 

PEGGY DEARTH XXX-XX-XXXX BENNINGTON ('II,EN 79 2161539 13.8 34.53 19.27 1 

Ind~\ tdual's Name 

I 1 )  

PEGGY DEARTH 

* R1;I'OK'I' THE NUMBER Of. HOURS CONSISTENT \I'l I H I'HE AMOUNT OF C0MPI:NSATION REPORTf'I). IF: THE AMOUNT IN COLUMN 8 IS AL.L.OCAI'liD, 
I IOIJRS I'All) MUST BE AL,LOCATliIl 'I'HE SAME WAY 

PEGGY DEARTH XXX-XX-XXXX MVCC - DANV11,LE 42 7.3 18.35 10.245 4923202 

GLEN DEARTH XXX-XX-XXXX h4VCC - CEN13ERBUR(i 34 0398574 5.9 14.85 15,449 

Medicaid 

Provide1 No 

(5 )  

0398574 

No, of 

Reds 

(4)  

3 4 

Social Serur~t) 

Number 

(2) 

XXX-XX-XXXX 

Facility fi~mr 

(3) 

MVCC - CENI'ERBURG 

Amount of 

Cornpensation 

(8) 

8,294 

Paid Wcckly 

Hrs. 

(6) 
* 

5.9 

%. 

!7) 

14.85 
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Schedule ('-3 

1 of 3 

1 .  In the amount of costs to be reimbursed by the Ohio Medicaid Prograrn, are any costs included which are a result of transactions with a related party? * 
X Yes - - No If Yes, completc item 2 

2. Does this cost report include payments to related parties in excess of the costs to the related party? 

- Yes X No - If Yes, complete the rablc belov 

COST OF SERVICES FROM RELAI'ED PAK'I'IES 

Reporting Pcriod 
From: 1i112005 T h r o ~ ~ l l :  1213 1i2005 

Provider Name 

MORNING VIEW CARE CENTER OF MARION 
Medicaid Provider Number 

0001910 

Party 

(9 1 

Name of Owner 

(1 ) 

Soc~al 

Security 
No. 

(2) 

Actual Cost 

Claimed on this 
Cost Report 

(8) 

Name of 

Related 
Party 

(3 

Federal 

ID. 
No. 

(41 

Percent 

Ow~lership 

(-5) 

Account 

Nu~nber 

(6) 

Item 

( 7 )  



COST OF SERVICES FROM RT.I.ATED P.4lCI.IES 
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Schedule C-3 

2 of 3 

3. L ~ s t  each individual, partner, related corporat~on, or related LLC wli~cli owns, in whole or In part, any mortgage or deed of tnlst, of the fac~lity or of any propetty or asset of the provider 

(All mdividuals owning greater than 10'0 of the land or hullding, andlor greater than 5% of non real estate business. erc , must be ldent~fied by name and Social Secunty number.) * 

Plocldcr Naliie 

MORNING VIEW CAKE CENTER OF MARION 

4 L ~ s t  all persons perfonnlr~g the duties of oficet, dlrector or equtvalence (E'resldent, VP, Secretat)., or other related posltlonr) 

Med~ca~d Pro~lder Number 

0001910 

Name 

GLEN DEARTH 

Keportlng Per~od 

Fro111 1/1/2005 Through 1213 112005 

5 List all other facll~tlcs that ha\e related o w l ~ z ~ s l ~ ~ p  as set forth In Section 51 1 1  20 of tlre ORC 

Name 

PEGGY DEARTI1 

Gl,EN DEARTH 

TAMARA SHEPHERD 

T~tleIPosition (if applicable) State 

3 H  

Social Securlty Number 

XXX-XX-XXXX 

XXX-XX-XXXX 

XXX-XX-XXXX 

% Ow~iership 

100.00 

Zip Code 

43074 

Job l'~tle(~f appl~cable) 

CORPORATE SECKKTARY 

PKRSIDENT 

VP FINANCE 

P r o ~ l d z ~  NdlW 

MVCC - DANVll,l,h 

MVCC - CENTERBURG 

I'mvlder h'ulnbcr 

4923202 

0398574 

SSN or Fed ID # 

YXX-XX-XXXX 

Numbe~ of Bed\ 

79 

Number of Bed, 

42 

3 4 

Address 

5 195 STATE ROUTE #3 

Pro~ldcr Na111c 

I3I2NN1N(;TON GLEN 

Procldcr Nulrrbcl 

2 16 1539 



COST OF SERVICES FROM RELATED PAIUIES 

Page 1 7  

Schedulc C-3 

3 of 3 

6. Has ally director, officer, manager, employee, indiv~dual or organization having a d~rect  or indirect ownersll~p interest of 5% 

or more, been convicted of a criminal or c~\ . i l  offense related to their involvement In progams establislled by the Title XVlll (Medicare), 

Title XIX (Med~ca~d).  or Title XX of the Social Security Act as amended? 

- Yes X No - If yes. list r ~ a ~ n e s  below: 

Report~ng Period 

From: 1 / 1 / 2 0 0 5  Through: 1213  1 1 2 0 0 5  

Provider Name 

MORNING VIEW CARE CENTER OF MARION 

7 .  Has any individual currently under contract with the prov~der or related party organization bee11 cnlployed in n managerial, account~ng, 
auditing, legal, or similar capaclty by the Ohio Depa~trnent of lob and Family Services, Ohio Department of Health, Office of the Attorney General, 

the Ohio Department of Ag~ng, the Ohio Dcpartr~~er~t  of Commerce. or the Ohio Department of Industrial Colninissior~ w1thi11 the previous twelve motiths? 

Med~caid Provider Nuntber 

0 0 0 1 9 1 0  

Yes z No If yes, list names below: - 

Social Security Number Name 

8 List all contracts 111 etfect during the cost report period for which the imputed value or cost of goods or service liom any individual or organization is ten 
thousand dollars or more in a twelve month pe~iod 

Social Security Number 

Name 

Name 

Social Security Nuntber 

Co~~tractor Name 

Nursing Home Kehah Group 

Name 

Contract A m o u n t  

1 1 6 , 0 9 0  

Social Security Number 

Goods or Serv~ces Provided 

Therapy Services 



CAI'ITAI, COSTS 

INSTRUCTIONS: Facilities that did not change operator on or after 7101193 need only use group A. 

Facilities that did change operator on or after 7101193 use groups A and B. 

Pro\ ider Name 

MORNING VIEW CARE CENTER OF MARION 

CROUP A ASSETS ACQUIRED 

CAPITN. COSTS 

Med~caid Pro\ider Nun~ber 

0001910 

Reponlng Pzrlo~l 

F ~ o m  1 1 12005 Tllro~ish 1 2 j 112005 

Chart of 

Account 

(1)  

1. Depreciation - Building 

2. Amortization - Land Improvements 

3. Amortization - Leasehold Improvements 

Total 

I I I I 

(2) 

80 10 

8020 

8030 

4. Depreciation - Equipment 1 8040 1 3,812 
I I I I 

Adllistlnent 

lr~crease 

(Decrease) 

Alloc. 

*** 

( 6 )  

5. Depreciation - 'Transportation Equipment 1 8050 1 0 

Deprcciation/Amortization and Interest 1 8087 1 
1 1. Home Office Costs - capital ** 14.194 -2,593 11,601 1 1.0000 1 11.601 

Adjusted 

Total 

( C o l i  + Col-1) 

Allocated 

ildjiisted Toral 

(Col 5 * C'ol 6) 

(7) (3) 

8,133 

2,894 

1,361 

-18 

6. Lease and Rent - Building 

7. Lease and Rent - Equipment 

8. Interest Exp. - Prop.. Plant and Equip. 

9. Amortization of Financing Costs 

10. Nonextensihe Renovations - 

12. TOTAL Capital Costs Croup A 

3.794 

0 

** Home Office Costs are to he entered on linc 11 only. They are not to be distributed to any other line in Group A. 

(4) 

0 

0 

0 

0 

8060 

8065 

8070 

8080 

8085,8086. 

GROUP B ASSETS ACQUIRED 'THROUGH A CHANCE OF OPERATOR 

(5) 

8.133 

2,894 

1.36 1 

INS1 RUCTIONS Facilities, other than leased facilities, that changed operator on or after 7101193 use this group to report 
expenses incurred through a change of operator on or after 7101193. 
Leased facilities that changed operator on or after 5/27/92 use this group to report expenses incurred 
through a change of operator on or after 5127192. 
[Use column (4) to adjust reported costs to the allowable costs as defined in Ohio Administrative Code ] 

0 

7,580 

17.355 

71 9 

1,679 

*** If allocation is used, l i~~ i i t  the precision to four places to the right of the decimal 
Note: All cost data should be rounded to the nearest whole dollar. 

0 

0 

0 

0 

0 

CAPITAIL COSTS 

(1)  

JFS 02524N (REV. 0212006) 

0 

7,580 

17,355 

719 

1.679 

Chart of 

Account 

( 2 )  

1 ,0000 

1 ,0000 

1 .0000 

1 ,0000 

1 ,0000 

13. Depreciation - Building 

14. Depreciation - Equipment 

15. Interest Exp. - Prop., Plant and Equip. 

16. Amortization of Financing Costs 

0 

7.580 

17.355 

7 19 

1.679 

17. Lease Expense 8195 0 0 0 1.0000 
I 

0 

0 

0 

0 
0 

Total 

81 10 

8140 

8 170 
8180 

Alloc 

(3) --- 

Adjustrr~ai~t 

Incrcase 

Allocated 

Adjusted Total 

0 

0 

0 
0 

(Decreasc) (Coi 3 + Col 4) i C a l i  * C o l 6 )  

(4) 

A d j ~ l ~ t e d  

Total 

0 

0 

0 

0 

1.0000 

1.0000 

1.0000 
1 ,0000 

0 I' ~ 
0 



ANALYSIS OF PROPERTY. PLANT AND EQUIPMENT 

INSTRUCTIONS: Facilities that did not change operator on or after 710 1193 need only use group A 
Facilities that did change operator on or after 7101193 use groups A and B. 

GROUP A ASSETS ACQUIRED 

Prov~der Name 

MORNLNG VIEW CARE CENTER OF MARION 

NONEXTENSWE RENOVATIONS 

INSTRUCTIONS: Complete L'or nonevtensive renovations in use during cost report period and completed prior to 7/1/03. 

M e d l ~ d ~ d  Prov~der N i~lr~her 

0001910 

ACCOlJNT 

1 .  Land 

Report~ng Per~od 

Flom 3/1/2005 i lirougli 12 j 1 2005 

GROUP B ASSETS ACQUIRED THROUGH .4 CHANGE OF OPERATOR 

Date 

Acquired 

(1) 

INSTRCJCTIONS: Facilities, other than leased facilities, that changed operator on or after 710119-3 use this group to report expenses incurred through 
a change of operator 011 or after 7101193. 

3. Land Improvements 1010111994 

0813011981 

5. Equipment 12/31/1980 

6. Transportation 

7. Financing Costs 

ACCOUNT 

9. Depreciation1Amortization 
and Interest 

10. TOTAL 

Cost at 

Beglnning 

of Period 

12) 

9,000 

Add~tlons 

or 

Reductions 

(2 I 

0 

0 

Cost at 

Beginnlnp 

of Period 

(1 

230,065 

230.065 

Has there been any change it1 the origiual historical cost of capttal assets' YES x NO - - 
If yes, submit coli~plete detail 

135.495 

61,150 

26,406 

63.382 

0 

0 

SFS 02524N (REV. 0212006) 

8. TOTAL 295.433 

Add~tions 

or 

Reductio~~s 

( 3  

0 
PPPP 

ACCOUNT 

Cost at End Accumulated Net Rook Value Depreciatiort 

of Penod Deprec~ar~on Elid o f  Period 

(Col 2 + Col 3 )  End of Perlod (Col 4 - Col 5 )  

(4) 

9.000 

3.567 

1,009 

0 

4,747 

0 

0 

Project Cost 

End of Pcriod 

(Col I + Col 2 )  

(3) 

230,065 

230,065 

11. Land 0 

12. Buildings 0 
13 Equipment O 

14. Financ~ng Costs 0 
15. TOTAL 0 

Addltio~is 

or 

R e d u ~ t ~ o n s  

(3) 

9.323 

Net Book Value 

End of Period 

(Col 3 - Col4) 

( 5 )  

0 

0 

Accu~nulated 

Depreciatio~~ 

End of Pcriod 

(4) 

230,065 

230,065 

Date 

Acqu~red 

( I )  

139.062 

Cost at 

Reglmung 

of Per~od 

(2) 

Cost at Fild 

of Per~od 

(Col2  i Col 3) 

(4) 

62,159 
-----p 

26,406 

68,129 ------ 
0 

0 
304.756 

Depreclationl 

hnort~zat ion 

tluh Period 

(6) 

0 

0 

Accumulated 

Deprec~at~o~l 

End of Per~od 

( 5 )  

29.331 

22.620 

55,145 

0 

0 
380.857 

Interest 

thls 

Per~od 

( 7 )  

1.679 

1.679 

'Total 

C~~lutnns 

6 anil 7 

(81  * *  

1.679 

1.679 

Net Book Valor 

Fnd ot Pertod 

(Col 4 - CoI 5) 

( 6 )  

32,808 2.894 

3.786 

123,899 

Deprec~a~tori 

t l l i h  

I'er~od 

( - )  

12.981 

0 
0 

16.919 

3.8 12 

7 
719 



CAPITAI, ADDITIONSIDELE7'1ONS 
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Schedule D-2 

INSTRUCTIONS: The completion ofthis schedule is optional ~f the detailed depreciat~on schedule submitted contains all the tnformation requtred in D-2 w~ th  the exceptton of colu~nns 8 and 1 I 

Entries into columns 12 and 13 are mandatory only in the event of asset deletions. 

Pro\ tder Name 

MORNING VIEW CAKE CEN I ER OF hfAR1ON 

Med~ca~d  Provtder Number 

0001910 

Asset 

Description 

(1) 

Total 

Reporttng Per~od 

From 0110112005 7 hrough 1213 112005 

Asset Account Date Date Method of Acquisition Useful Annual Depreciat~on for C;R I'eriod 

11lle Acqii~rcd Olsposed Depreciat~on Cost Life Depreciation C/R Period Lndlng Accum 

MM'DD,'YY MMIDI)!Y Y Ilepreciation Value 

( 2  (-3) (4 

--- 

NOTE: Columns 6, 9, 10, and 11 sholild tie to Schedule D- I Capital Cost for each coltin~r~. 



BALANCE SHEBI' 

Page 2 1 

Schedule E 

Line 33 Other Liabilities 

Provider Name 

MORNING VIEW CAKE CENTER OF MARION 

JFS 02524N (REV. 0212006) 

Medicaid Provider Number 

0001910 

Account Title 
Accrued interest 

Accrued Franchise Perm~t Pee 
TOTALS (most tie to line33) 

Reporting Period 

From: 1/1/2005 Through: 12'3 1 '2005 

BALANCE PER ROOKS 

ClIRRENT ASSETS 
End of Period 
P 

1 ,  Petty Cash I50 
2, Cash In Banks - General Account 
3. Accounts Receivable 
4, Allowance For IJncollectible Accounts 
5, Notes Receivable 

6. Allowance For Uncollectible Notes Receivable 
7, Other Receivables 
8. cost  Settlement 
9 ,  Inventories 

10. Prepaid Expenses 
1 1. Short-Term Investments 

Beginning of Period 
-754.00 

-94,299.00 
-754.00 

End of Period 
-920.00 

-1 11.559.00 
-910.00 

1010 I 37,543 
1030 1 108,71 1 

1040 1 0 
1050 1 0 
1060 1 0 
1070 1 0 
1080 1 0 
1090 ( 3,769 
1100 I 9,222 

1110 I 0 

5.905 
125.456 

0 
0 
0 
0 
0 

4,070 
9.355 

0 
12, Special Expenses 
13. Total Current Assets (sum of lines 1 through 12) 

PROPERTY, PLANT AND EQLI l PMENT 
14. Property, Plant and Equipment 
1 5. Accumulated Depreciation and Amortization 
16. Nonextensive Renovations 
17. Accumulated Depreciation and Amortization - Nonextensive Renovations 

1200 
1250 
1300 
I350 

18. Total Property. Plant and Equipment (sum of lines 14 through 17) 123.808 
OTHER ASSETS 

295,434 
-1 64.659 
230,065 

-230,065 

19, Non-Current Investments 
20. Deposits 
21. Due From Owners 1 Officers (to Sch. E-I, line 2) 
22. Deferred Charges and Other Assets 
23, Notes Receivable - Long-Term 

304.755 
- 180.857 
230.065 

-230.065 

1400 
1410 
1420 
1430 
1440 

24. Total Other Assets (sum of lines 19 through 23) 260.999 270.582 
25. Total Assets (sum of lines 13, 18 and 24) 530.4 16 

CURRENT LIABILlTIES (Report credit balances as positive amounts) 
26. Accounts Payablc 2010 73,072 88.5 19 
27, Cost Settlements 2020 0 0 
28, Notes Payable 2030 0 0 
29. Current Portion of Long-Ten11 Debt 2040 0 0 
30. Accrued Compensation 2050 34;359 32.853 
3 1. Payroll Related Withholdings and Liabilities 2060 1.406 3 
32. Taxes Payable 2080 5.098 5.739 
33. Other Liabilities - Specify below 2090 95.053 1 12.469 
34. Total Current Liabilities (sum of lines 26 through 33) 

- 
239.585 

LONG-TERM LIABILITIES (Report credit balances as positive amounts) 

0 
15.91 1 

242.366 
2.722 

0 

35. Long-Term Debt 

36. Related Party 1,oans - Interest Allowable 
37. Related Party Loans - Interest Non-Allowable(to Sch E-1, line 3) 
38, Non-Interest Rearing Loans From Owners(to Sch E-I. line 4) 
39. Deferred Liabilities 

0 
15.91 1 

2 17.847 
36.824 

0 

2410 
2420 
2430 
2440 
2450 

40. Total Long-Term Liabilities (sum of lines 35 through 39) 233.618 
41. Total Liabilities (sum of lines 34 and 40) 442,606 

42. Capital (line 25 less line 4 1) (to Sch E- I .  line 1) 3000 108.563 
43. Total Liabilities and Capital (must equal line 25) 551,169 

223,428 
463.0 13 

76.403 
539.4 16 

233.618 
0 
0 
0 
0 

223,428 
0 
0 
0 
0 
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Schedule E- I 
1 of 2 

RETURN ON EQUITY CAPITAI, OF PROPRIETARY PROVIDERS 

SECTION A: TOTAL EQUITY 

JFS 02524N (KEV. 0212006) 

TOTAL EQUITY 
BALANCE PER BOOKS 

Beginning of PC]-iod End of Pcriod 
( 1 )  (2) 

1. Capital (from Sch E, line 42) 

2. Due From OwnersIOfficers (from Sch E. line 21) 

3. Related Party Loans - Interest Non-Allowable (from Sch E, line 37) 

4. Non-Interest Bearing Loans From Owners (from Sch E, line 38) 

5 .  Equity in Assets Leased From Related Party (attach detail) 

6. Home Oftice Equity (attach detail) 

7. Cash Surrender Value of Life Insurance Policy 

8. Other, Specify 

9. Other, Specify 

10. Other. Specify 

1 1. Other, Specify 

12. Other. Specify 

13. Other, Specify 

1.1. Other, Specify 

13. Other. Specifji 

16. Other. Specify 

17. Other, Specify 

18. Other, Specifi 

19. Other, Specif\. 

20. Other, Specify 

2 1 . Other, Specify 

22. Total Equity (column I to E-1, line 23, column 2) 
(column 2 to E-I, line 34, column 8) 

108.563 

(242,366) 

0 

0 

(214.174) 

3 10 

(347.667) 

( 183.484) 

327 

(326.60 1 ) 



RETURN ON EQUITY CAPITAI, OF PROPRIETARY PROVIDERS 
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Schedule t- I 
2 of' 2 

SECTION B: CHANGES TO EQUITY 

* If the result in Column 8, lines 23 - 34 is a negative figure, enter "0" on lines 23 - 34. Do not enter I 

Provlder Name 

MORNING VIEW CARb CENTER OF MARION 

Other Increases or tq~llt! Cap~tal 

Increase / (Decreases) t n d  ot hlonth 

(Decrease) Due to Operations (net total of 
columns 2-7) 

(6) (7) (8) * 

ss than zero. 

Medlca~d Prov~der Number 

0001910 

JFS 02524N (REV. 0212006) 

Report~ng Perlod 

cram 1/1/2005 Throug], I2 3 1 2005 



REVENUE TRIAL BALANCE 

35. Medical Minor Equipment-Routine 1 5100 0 

Provider Name 

JFS 02524N (REV. 02/2006) 

MORNING VIEW CARE CENTER OF MARION 0001910 111 12005 Through: 1213 1 i2003 
Medicaid Provider Number Reporting Period 



REVENUE 'TR1.41, BALANCE 

Page 25 

Attachment 1 

2 of 3 

Prov~der Narnc. 
MORNING VIEM CARE CbNTER OF MARION 

Line 59 Other 

JFS 02524N (REV. 0212006) 

Med~cald Prov~der Number 
0001910 

Revenue Account Name 

Reporting Perlod 

From 1/1/2005 rhrough 12 I 2003 

Adjustments 

[ncrease 
(Decrease) 

(3) 

Adjusted 

Total 
(Col. 2 + Col. 3 )  

(4) 

36. 'I'OTAL Medical Minor Equip~nent(Lines 28 through 35) 0 

Chart of 

Account 

( 1 )  

ENTERAL NUTRITION THERAPY 
O I  0 

Total 

(2) 

37. Medicare R - Medicaid (To Sch. A-2, Line 3a, Col. 2) 

38. Medicare B - Other(To Sch. A-3. 1,ine 3a, Col. 3) 

39. Private (To Sch. A-2, Line 3a. Col. 3 )  

40. Medicare A (To Sch. A-2, Line 3a. Col. 5) 

4 1 .  Veterans ('l'o Sch. A-2, Line 3a, Col. 6) 

42. Other (To Sch. A-2, Line 3a, Col. 6) 

43. Medicaid (To Sch. A-2, Line 3a, Col. 7) 

44. Enteral Nutrition Therapy - Routine 

58. Legend Drugs 5390 3 1,052 0 3 1.052 

59. Other - Specify Below 5400 0 0 0 

5110-1 

51 10-2 

5110-3 

51 10-4 

51 10-5 

51 10-6 

51 10-7 

5120 

126 

293 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

126 

293 

0 

0 

0 

0 

0 

0 



REVENUE TRIAL BALANCE 

Attachment I 

3 of 3 

IPS 02524N (REV. 0212006) 

Provider Name 

MORNING VIEW CARE CENTER OF MARION 0001910 Prom: 111 12005 Through: 1 313 I 12003 
Medicaid Provider Number Reporting Period 



ADJUSTMENT 1'0 13KIAI, RAI,ANCE 

Attachment 2 

1 of 1 

Provider Name 

MORNING VIEW CARE CENTER OF MARION 

JFS 02524N (REV. 0212006) 

Description 

1. Marketing Salary 

2. Offset WC Intcrest 

3. BooWCR Depr Equip 

4. BooWCR Home Office Depr 

5. I-lome Oflice DeprIMH 

6. A-2 Offset (Line 7, Col 2) 

7. A-2 Offset (Line 7, Col 3) 

8. A-2 Offset (Line 7, Col 4) 

9. A-2 Offset (Linc 12, Col 5) 

Medicaid Provider Number 
0001910 

Reporting Period 
From: 0110 112005 Through: 12i3 1i2005 

Revenue 
Chart of 

Account # 

(1) 

10. TOTAL -4,537 -3,943 

Salary 
Increase 

(Decrcase) 

(2) 

-4,537 

0 

0 

0 

0 

0 

0 

0 

0 

Other 
Increase 

(Decrease) 

(3) 

-1,134 

-3 5 

-18 

-739 

- 1,854 

0 

0 

-126 

-3 7 

Total 
Increase 

(Decrease) 
(Col. 2 + Col. 3) 

(4) 

-5,671 

-35 

-18 

-739 

-1,854 

0 

0 

-126 

-37 

Expense 
Chart of 

Account # 

(5) 

7695 

7665 

8040 

8090 

8090 

6301 

7301 

7055 

7690 

Kcvcnue 
Reference 

Attachment 1 

Line 
(6) 



MEDICAID COST REPOK'I' SUPPLEMENTAL INFORMATION 
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Attachment 3 

As per the cost report instructions, any documentation (required by the Department, or needed 
to clarify individual line items or groupings) must be submitted as hard copy and labeled as an 

exhibit. To facilitate the reporting and review process of the submitted cost report (including 

exhibits) ODJFS requires that exhibits 1 through 4 shall be standardized according to 
the following criteria. Exhibits 1 and 2 are required and shall be labeled accordingly. Exhibits 3 
and 4 ,  if needed, shall also be labeled accordingly. In certain situations, if exhibits 3 and 4 are not 
applicable, the corresponding exhibit number shall not be used. Any other additional exhibit attached 
will be labeled by number (beginning with 5). Exhibits 1 through 4 are reserved for the specific items 
as listed below. 

Please attach one copy of the following: 

Exhibit 1 .  Facility trial balance that details the general ledger account names as of December 3 1, 2005 

IF THE RECOMMENDED CHART OF ACCOUNTS PER OHIO ADMINISTRATIVE CODE IS 
NOT USED, IT IS THE RESPONSIBILITY OF 'THE PROVIUEK'L'O RELATE ITS CHART 
OF ACCOUNTS DIRECTLY TO THE COST REPORT. (One copy with each cost report is required.) 

Exhibit 2. Complete and detailed depreciation schedules in a format as defined on schedule D-2 

of this cost report. (One copy with each cost report is required.) 

Exhibit 3. Home oftice trial balances and the allocation work sheets that show how 
the home office trial balance is allocated to each individual facility's cost report. 

Include the account groupings Tor each home office account. The allocation procedures 
are pursuant to "CMS Publication 15-1," (REV. 11105) 
(If applicable - One copy with each cost report is required.) 

Exhibit 4. Copies of the Franchise Tax forms to support any Franchise Taxes reported. 

(If applicable - One copy with each cost report is required) 

Exhibit 5. Any other documentation which is necessary to explain costs 
Identify exhibits with cross references to applicable schedule 
and line number or item, example: Exhibit 5 references schedule C, line 8 col. 4. 

Failure to cross-reference exhibits, to the applicable cost report schedule, line, and column 
qualify this report as being incomplete. Incomplete filings can result in penalties applied pursuant 

to Ohio Administrative Code. 

Provider Name 

MORNING VIEW CARE CENTER OF MARION 

JFS 02524N (REV. 0212006) 

Medicaid Provider Number 

0001910 

Reporting Period 

From I / I  12005 Through: 12,3 1 /'2005 



PAID NON-MEDICAID LEAVE DAYS 

Page 29 

Attachment 4 

INSTRUCTIONS: 
Record monthly the Non-Medicaid leave days paid for by payers other than ODJFS. Paid Non-Medicaid leave days 

are hospital, therapeutic, or any other leave day paid for on behalf of a Non-Medicaid resident. Non-Medicaid leave da)s 
are counted as inpatient days proportionate to the Non-Medicaid per diem rate paid. 

Provlder Name 

MORNING VIEW CARE CEN I'ER OF MARION 

I'ercentage of per diem rate paid by Non-Medicaid residents for leave days 

Medicaid Prov~der Number 

0001910 

MONTIi 

JANUARY 

FbRRUARY 

MARCH 

APRIL 

MAY 

JUNE 

JULY 

AUGUST 

SEPTEMBER 

OCTOBER 

NOVEMBER 

DECEMBER 

I'OT41, 

JFS 02524N (REV. 0212006) 

Reporting Pellod 

From 1/1/2005 Through 12 3 112005 

TOTAl PAID NON-MEDICAID LEAVE DAYS 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 



NURSE AIDE I'KAINING STATISTICAL INFORMATION 
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Attachment 5 

SECTION A: NURSE AlDE CONTlNUING EDUCATION 

Pro\ ~ d e r  Name 

MORNING VIEW CARE CENTER O F  MARION 

SECTION B: NURSE AlDE TRAINING 

M e d ~ c a ~ d  Provldcr Number 

0001910 

Reporting Per~od 
From 111 12005 Through 1213 1 2005 

TOTAL 
(col I thru 4) 

(5) 

1 

SECTION C: NCJRSE AlDE TRAINING AND/OR COMPETENCY EVALUA l'10N PROGRAM PROHIBlTlONS 

OCTOBER 1 
through 

DECEMBER 3 1 

(4) 

0 

2. Number of aides who completed training during cost 
report period. 

3 .  Number of  aides who dropped out  o f  training during 
the cost report period. 

4. Total aides (sum of  lines 2 and 3) 

7. In accordance with Section 1819(t)(2)(B)(iii)(l)(b) of the Social Security Act, was this facility subject to any Nurse Aide Tra~ning and/or Competency Evaluation 
Program prohibition from the Centers for Medicare and Medicaid Services of the Ohio Department of Health during the cost report period ? 

I. Number of  nurse aides completing 
continuing education. 

APRIL 1 
through 

JUNE -30 

(2) 

3 

JANUARY 1 
through 

MARCH 3 1 

(1) 

1 

5. Total number of  state approved nurse aides on your 
p a ~ r o l l  at the end of  the cost report pcriod. 

6 .  Total number of  state approved nurse aides. 

NUMBER OF NURSE AIDES 

JFS 02524N (REV. 0212006) 

JULY 1 
through 

SEPTEMBER 30 

(3) 

0 

SANCTION PERIODS 

TKAlNED IN THIS FACILITY 

Your Facility 
Nurse Aides 

(1) 

4 

5 

9 

S'I'ART (1 ) 

TOTAL 
(Sum of 
col. 1 - 4) 

( 5 )  

4 

5 

9 

TRATNED 
IN 

OTHtR 
LTCFs 

(3 

0 

0 

0 

Other Facilities 
Nurse Aides 

(2) 

0 

0 

0 

END(?) 

TRAINED 
FROM 

OTHER 
SOURCES 

(4) 

0 

0 

0 



WAGE AND HOURS SURVEY 

Page 31 

INSTRUCTIONS. REPORT THE NUMBER OF HOURS CONSISTENT WITH THE AMOUNT OF COMPENSATION REPORTED 

Provider Name 

MORNlNG VIEW CARE CENTER OF MARION 

Column (C): Enter wages (net of adjustments) paid to facility personnel (This must agree with the sum of column I on 
schedules B-2, C and attachment 2: column2). 

Column (D): Enter total wages paid to an owner of the facility as reported on ('-2 (This must agree with Schedule C-2)  

Column (E): Column (C) minus Column (D). 

Column (F): Enter total hours that correspond with the total wages reported In column (C). 

Column (G): Enter total hours thal correspond with the total wages reported in column (D). 

Column (H): Column (F) minus Column (G). 

Med~caid Provider Number 

0001910 

JFS 02524N (REV. 0212006) 

Report~ng Per~od 

From 111 12005 Through 1 213 1 2005 

WAGE COST CESTEKS 

( 11 )  

DIRECT CARE: NURSlNG AND HABILITI-ITIONI 
REHABIL.ITATION 

1. Medical Director 

2. Director of Nursing 

3. RN Charge Nurse 

4. LPN Charge Nurse 
5. Registered Nurse 

6. Licensed Practical Nurse 

Staff Development (sum of lines 22 through 24) 
6. TOTAL Page l(sum of lines 17,21 and 25) 

Chart 
of 

Acct 

iB) 

Total 
Wages 

Paid 

(C) 

61 00 

6105 

61 10 

61 15 

6120 

6125 

Owners 
Wazes 

Paid 

(D) 

0 

55.265 

0 
0 

109,005 

110.597 

Total 
Non-owner 
Wages Paid 

iE) 

0 

0 

0 
0 
0 

0 

Total 
Ilours 
Paid 

iF) 

0 

55.265 

0 

0 

109,005 

110.597 

Owners 
Hours 

Paid 

i GI 

Total 
Non-owner 
Hours Pa~d  

( H I  

0 

2,085 

0 

0 
5.089 

6.000 

0 

0 

0 

0 
0 

0 

0 

2.085 

0 

0 

5.089 

6.000 



WAGE AND HOURS SLJKVEY 
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Attachment 6 
2 o f  2 

JFS 02524N ((REV. 0212006) 

Provider Name 

MORNING VIEW CARE CENTER OF MARION 

Medicaid Provider Number 

0001910 

Reporting Period 

From: 1 .'1;2005 Through: 12i3 112005 

W G E  COST CENTERS 

(A) 

ASCILLARYISLIPPORT DIETARY COST 

27. Dietitian 
28. Food Service Supervisor 
29. Dietary Personnel 

30. EAP Administrator - Dietary 
3 1 .  Self Funded Programs Admin. - Dietary 

Chart 
of 

Acct 

(BI 

7000 

7005 

7015 

7075 

7080 

Total 
Wages 
Paid 

(C) 

12,923 

2 1,079 

27,482 

0 

0 

Total 
Hours 
Paid 

( F )  

45 1 

2,164 

3.188 

0 

0 

Onners  
Wages 

Paid 

(D) 

0 

0 

0 

0 

0 

Total 
Non-owner 
Wages P a ~ d  

(El  

12.023 

2 1.079 

27,482 

0 

0 

Owners 
Hours 

Faid 

(GI 

0 
0 

0 
O 

0 

Iota1 
Non-owner 
llours Paid 

(HI 

45 1 

2.164 

3.188 

0 

0 



ADDENDUM FOR DISPUTED COSTS 

Page 33 
.Attachment 7 

INSTRUCTIONS: This attachment is for the reporting of costs as specificd in the Ohio Revised Codc. that the provider believes should be 
classified differently than required on the cost report. 
1. Enter in the "Reclassification From:" colurnns, the specific account title and chart number as entered on the cost report. as \\ell as 
costs applicable to columns 1 through 3. 
2. Enter in the "Reclassification To" columns, the schedule, line number. and reason you believe thesc costs sho~rld be reclassified. 

CIJRRENT COST CENTERS 

24. 
25. TOTAL Capital Cost 

26. TOTAL COST CENTERS 
(sum of lines 5, 10, 15,20, and 25) 

Report~ng Period 

rroln 01 0 112005 Through 12 3 1 2005 
Pro\ ~ d e r  Ndlne 

MORNING VIEW CARE CENTER OF MAKION 

JFS 02524N (REV. 0212006) 

Medica~d Prov~der Number 

OOO1910 



EMPLOYMENT RETENTlON RATE 

1. Number of FTEs on first full payroll ending date of the cost reporting period 24.2 1 

2. Number of FTEs on last payroll ending date of the cost reporting period remaining from line 1 12.15 

3. Employee Retention Rate ((Line 2. divided by line I ) *  100%) 50. 1859 % 

JFS 02524N (REV. 0212006) 

Rcport~ng Perlod 

From 0 110 112005 I hrough 1313 1,2005 
Provlder Name 

MORNING VIEW CARE CENTER OF MARION 

Medicaid Prov~der Number 

0001 91 0 


