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LICENSURE & CERTIFICATION APPLICATION

Fp ntoeH REET

yf Le
A. APPLICATION INFORMATION Lanse 236600108 ) Apr 3q07¢4
1.Typeof application (eheckoney
Ca ital © c. Management company (see Sections C1-5, F. and Attachment E-1)
OICene omeraysee#2 below) (3 d. Other change (see Section Ad)[1

2. ChangeofOwnership Only - For Certifeation Purposes:
We wish to make certsn tha our records corectly show the efecive date of the ownership change for crticaton
Tris date shoud reflec the actual datoon which you 10k charge of the fnancial managementofte ‘city rather hanhedateofSale or date ofsat lcanse orange. Hechedateofcrange.  ROTERDaETBoroLo eet al

3. Amountof fee enclosed: $F560 Gor7Rck. dn
T Type ofChange (checkall batapmyy
Ca.Notapplicable Chapas.at bed dlassficaionGb. Changeofcapacty (see #8 below) GYry&c. Changeoflocaton ©h. Consictonof i o replacement fcily
Gd. Change ofservices (i Stock ranser
Ge. Changeoffacilitytyp————————"(5 J. Other (specify)[~~

5 Typeof faciy, agency. or ini (check one) —
EER Ol. Rural health ric forCertficaton ‘ony’)

or ate Facil TET) Ql Generalacutecarehospital
Gc. ICFDevelopmental Disable (CFIDD) (3. Adul day healthcare contor
&d. ICFIDD-Habiltative (ICF/DD-H) G1. Home Health Agency (HHA)
Qe. IGFIDD-Nursing (CHIDO) &m. Hospice
St. primarycare cinic-Free i. Chronicdialysisclic
&.g. Primary caro iio - Community Go. Otrer (speci)[————————————Eh. Surgical nic
& a.Doyou ish to apply forthe Medlcare program? @ Yes (3 No Medicare Provider# RE

b. Fiscal Intemedtary chloe: ROTI ATSTAII SeesLT————————————
7. Doyouwish to app for he MediCal (Vedicad) program? _@ Yes (3No
8 a. Curent fecltybedcapaci [3

5. Proposed faciy bed capacity. !
5 Age rangeofcients: frEITE—————————
70. Days and hours of operation: PI Sora TS GRY
1. 1s construction required? OYes eho

If*yes", submitcopyof “OSHPD" form (seeinstructions onpage6) JE
If"yes", date construction tobegin: NLL ETEyes’, date constuctiontobecompleted: TA————————=—= ©. _ 0

FEB 20 2015 u
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/ B. LICENSEE INFORMATION

1. Licensee name:[Ver Vey FEATheare Welles CameLF———————
PT ———
3. Owner type (check one)--Subit organizations] chart orb, c,d, and e.
Ca. Sole proprietorship (individual) Ga. Ciy
Cb. Prof corporation Gh. County
Cyc. Nonprofit corporation Ci State agency
Gd. Limited Liabity Compary (LLC) GI. Other agency (specify)
Ce. Partnership - General  k. Public agency (speci) —_—@1. Partnership—Limited
4_ Licensee address (number& street) Telephone number:

Gy, State, & Zp: Eval Fax number:
EERE,CASS [rowenaponiceom| [SSIRIN6

5. a. Identiyotherfociltes, agencies, or lcs the icensee has been licensed for, operated, managed, held a 5% or
more interest in, or servedasadirectoro offer. Include aciiies both in and outsideof Calforia. Submitan
attachment for additional facltes that includesal of the required information listed below.

(1) Facilty Name: Facilty Type:
EE——]Se————————Facil address (umber & steel) Cy, State, & Zp
——————— —  _—————————

(2) Facilty Name Faclly Type:Rte -
Facil address (number & slice) Ci. State. 8 Zp

(@) Facilty Name: Facity Type:
ee—A——Facilly address (umber & sires] City State, & Zp
[eee ——_—_—_————

@) Facity Name: Faciity Type:
E—Facilty address (numba & staal Git. State, & Zp:

—e——e———————— ee e———

'. any facil, agency, or clic ented in 5 has hada license revocation action fled, lconse placed on
probation, suspended,o revoked (whether stayed or not) o, fo agency or lc resalved by setement, receiver
appointed, or had a final Meci-Cal decertfcation action taken,pleasesubmitadditional information, including all
ownership and facility information, date and any final action

. Is the licensee asubsidiaryofanotherorganization? CYes @Noyes’,completethe information beiow and submitan organizational chart
Parent organization name: —

ETV ELet oe DECEIVE
Pobncrnnrsstoti|

HL iCity, State,& Zip: — — —|—|. CONTRACT Cons i
. wa, |132000208) 2 aria!
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I C. FACILITY, AGENCY OR CLINIC INFORMATION
meme sqm is ony pi cro72755 he foci. agency of cic Gong tobe opoared under a management contactagreemert Yes
Setween tha proposed owner ad a management camaany?105" proceed toSecon (below) “to

15 ere an nr”managomontagroament beeen1hproposedowner anc hecuent ove
Guero th facil, agony. or Aniounl he changs ofrsp completa?es’,Submit copyofa ion’ management aresmont ono

Tot propose ly sper EE ER CR
Current tacit, agency or in nat (t change of unarshl:
moRengCaeCater ihang numerESOT]

3.Address (number&streel) of ‘proposed faclly,agency.orcine: Telephonenumber.

Gi, State, 8 27 REBRECATR]
Wang adares. diferent fom above: Telsphons number:Number& Sire; fame te)—— Fw Emalades
iy, State, 8 2p
Name of parson to bo n chargeof facily, agency, or line: PORTER="
Tie:mr2 ASCeora rmber. RERTITS——————

5 a. Namaofsaminsiator,  DORIATG1Gat of hiro: IIVTA0A———
Professional License number: Er—

b. Nar of dracon of ns: Date of hrs: .Professions License umber: Toaion date;PTE————
7.Litpersonshaving 8percentormoredrectorindect(42 CFR,Section455.102)interest inthe ownershipofths.

Taciny f apy 0 00d muro or formed cae homers, and10ezoac for ah other ace, agencies,
or inks. Provide federal employers ae Ib mbar. Aro any of ase person (sed veo) read 0 ov another
25 spouse, paren, chi of Sing? Submit an atachment or aadtonal names tht ncudes all of tha requiredormaton sted blow Ave thy eat o ono another as
Nar OT ROTA Oi ER NGG 3 po, pare,Gh or $0ingY_ Rory

(momoRechaz____—1 %0Y_|BEER OQYes @No Trt
@) Qes oe BP: EE iEfo Qva Qn fm
BIOve OM
3 Financial resources~Only piles to SNF and IGF:

Submit evince, is. bak staaments. Ins of cred, cericate(s) of deposi, satsfactoy 0 the departments) that
he lenses possesses fnancil resources sufficient 1 operas th fact or 8 period of af last 45 days. (Theamounts dalormined y muliphing 45 day X ube of ds X le).

3 Over-concentration ~ Only applies to IGFDD, IGFIDD-H and IGFIDD-N:a. rs ore any ICF/DD, ICFABO-H, IGFIOD-, RCF (asdentl car faci), or padi day heath or respitecar actos witin 500 fastof is fackly? (HBS Code, Secon 12679) © Yes C3 No © Donknowb. Ar hero any congrgate ing Noah abies with 1.000 oatof 1 fact? 3 Yes 3 No &3 Dott knw
70. Program Plan — Only apple to IGFIDD, IGFIDD-H and IGFIDD-N (ES Code, Socton 1275319)

Has th program pian boon approved by the apartment of Developmental Servis? Yes O No
110s", Submit copy of he approval eter. To cron eenses” can rant pormision orth Progam Pan to
be use fr 8 moning hy 5ubimita leer io GOPH. 1-1 he appIcaton pac<oge wi 5 delayed unl copy of
ho approved program teis received.

W000) - s
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D. PROPERTY INFORMATION

Petsovr. Chekons a lferroororo C OC Ft # ere© Sone Overpy[eyComoTe
Address (number& street):| Tall Street — — _ 1LE rer

er — =Adds unter ey SRS -
City,State,&Zip:[0sAngeles,CA 90036 —
a,,,,,,,ee!

E. MANAGEMENT COMPANY

contract between the proposed owner and a management company, complete Attachment E-1 (next page).
NOTE: ifthe facility Is a SNF or ICF, the management company will have to SUBMIT a separate applicationmeoeratesaySon

F. 1 (we) Accept responsibility to:

Congriesaini rsShreaanaenyEaiaa toasditsconcise
1 (ve ace ur pont of gry po i smarts on tis alton and o ho snpeooe

——— .
A ) w —sears Frere ; :

V pECkivesr FC
Signature I 1 - ~

| MAY 15 possas 1 Fir om
CENTRBUZEDAPE iLom |p |
ReleaseofInformation Statement

‘This information shall be provided to the state department upon inital licensure. Anychangesmustbe provided tothestateBe TsrtsST
ABeem meenmt sstote,Beamei ens,

Ct
Feet oss ton imm ere3ivsvn.

A —rmEsenov,Te



Organization Chart

River Valley Healthcare & Wellness Centre, LP

Shlomo Rechnitz. Member 96.9% Interest
Alain Kuppermann ‘Member 3% Interest
River Valley Wellness GP, LLC Member 1% Interest

HEE LVEnEb Ii
iNees 20 as 2)
IT £ 1
LER el
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ADMINISTRATOR & DON i:tomation

Name of Administratoruszo, uence DovatalAer 4

[0 |2154FormforAdministrator ||

[BESUME-fovittatis2Amrthederiater |

[0 | Lotter signedbyGoverningBodyappointing the Administrator~~~ |mem——
| Name of Administrator's DESIGNEE: ___~

——]fr ————|| |pm —— |
Name of Directoy, of Psfient Care Services (HHA) of DON (SNF |
3200, nemcom. SANA DYE. . — |

Name of Director of Patient Services Designee (Hospice)

[0 |RESUMEforDirector Patient Garo Services or DON —fla with the HS 215A fom fr the Adminstrator

|)[emceeev



csmgnserrstsai (spme

ms A

APPLICANT INDIVIDUAL INFORMATION

Tis orm is nono fr ay idlrin he aplication invidunt rived row gas wihon hoor Commun ar ay Rta STRUGTION SHEETtosoe he ni o compile1 or
Tis HS 216Afom nods 0 be completa as pt oan application package lus knead o be camped for doseDrposewho Cranges a topanen moles hecire pieanof He ole. os red oe van hough mosepai
‘A. Identifying Information

Name
Ermre lili ————
10
Emm——————Five yo pple for ANY Tears oraTcit or commonly Gray Use ayFaOryo Fosame Hen tat or names
FeverTor ropoeed die TFs Tawi be sport at oelic cashes. TanSTGareran ane Scans Chl. ot aefehh cin ad fnmrofWe pont in 64h beroad Gin. pe weckea———————————————————
 — EE

B. Criminal Record

1 Rave you over boo contd ofan afar atalryo rod, harTiedemann Yes O No
2 Has ner boon a udgment againsyou for Moda of Medical (Go) aud orbyaholh care

professionalitechnical licensing entity? OYes ® No

yes 10 question 1 2 above, please expan snd pred des an comico format (atch odin pages

C. Professional Licenses/Certificates — This requirement is mandatory for Primary Care
Clinics and optional for Health facilities.

vee PEODHELY  issuncacney

heres
7 PPULE ren 20 ms UJ)ora ' ! 20s J|

i EERE |[Oede
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D. Employment/Business Summary (forlast 10 years). Please list any additional experience

that qualifies you to operate this type of facility. Begin with your most recent job. Attach
additional pages if necessary.

Name indsdsso oper oe
SomBie——— Psa pm erp ee peauor
From: OE  £—To EE FERerSr——]

fori—— rw wrar rsor feeor EEE :
E. Facility, Agency, Clinic Involvement (in or out of California)

~The questionsbeloware for "individuals" and Go mot petalTo hefacilyUrals appIying for Teomsure.
1. Have you ever been involved with a business entity that operated a heath facility or community care facility?@'Vos © No. YES, completa Section  (selow and th “Facility Information Shes” aiachoc).
2. Have you ever operated or managed (including management agreements) any of the following facility types?
@ Yes O No If YES, complete Section F (below) and the “Facility Information Sheet" (attached).

Foremost Pe]

owre TestedBeFo es re

3. Have you ver hid &parentor ors bela owners rasnanofhe acl yes above?Ged "8 No. 125, compet Section (stow) and th “acy formation Shoo: attached:
F. Adverse Actions

Tiave you boo ated Wilt any Tad, Sa pest prove, ht has boa Gare as Panganor ors of
following adverse actions? Yes @No  ILYES,checkallapplicable:
‘O Had a final Medi-Cal decertification action taken © Placed on probation ‘OQ Receiver appointed
‘© Resolvedbysettlement © Revocation action filed © Revoked (whether stayed or not) O Suspension

yes, lsse xp(renin fot name and adress). Aach addon! pages fnasa:

|decirunderpana of porn hath statements on he form anday accompanying tater ao corect fo theSes of my knowiedge.
som) 5 0de oo [TTTZ—1
To ifomato provind on i or TEASE CT NECRMATON STATEMENT, uy vu to ctorin iinantysstysodlhees. ota fp ntSosDaparano Pah
eeCoton sy ertwi i sot od Fore wo De mano Sedeet. mtn ofa ots a las rma Te cosines pil ain a wk 53 mataatme ub pom cr To loriaoodrd mondre ci ps tedDeena and Cocaine oie.
wsnsaaon ) fe ou as

- || SEE
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FACILITY INFORMATION SHEET

You are required to complete the followingforeachfacility (including all facilities in all business entities)with which youhave a
current relationship or havehad a past relationship (going back 3 years). Referto the INSTRUCTION SHEET.

[Em[Fe[|

a oe  —

I— TT omPll — commoner Temedmm

Flam rE ef eeem
TE ae eg | Peed

a TEE
5 .——rp

Err = = mL

Eom—— oe Fae———————Framefon
pe ye eevee | en

ERAT onsen?(163win, —ee Cre |ge DeereShe

Fo — — [Eppes
os — ee =EE PomePomme Jememe Leer
Fe emmy |Ctra Ib [© LW pm ElFE,E TEE Ee serimam ee
REre = (5

[3s fr 5 EEEE —Ld
HS 215A (208) 2con APP GATIONSBAITuss4 aprone
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[cutous oancaroCorer | orEACHbusioussety, toritymerame ENcient, |AomnerrofuleSForice |
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Filing of the HS 215A Forms for the LICENSEE

LICENSEE Name: 820, 1me.1)

[istall persons (or attach a list of names) that submitted the HS 215AFormthat are
| involved with the LICENSEE ~ Owners, Officers, Board Members, Partners, LLC
Members, etc. File all the HS 215A forms in alphabetical order.

7 ——
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+ SercoNamasoy csratmracienaenn

FOR DEPARTHERTAT TSE OMLY
[ome |rusroy amo: |PropeosoTeer]Rae)

APPLICANT INDIVIDUAL INFORMATION

“Tis form is intended for any individual owning the applicant faciily orfor any individual involved (now orn the past) with
any healthor community care facility. RefertotheINSTRUCTIONSHEETtoseewhoneedstocompletethis form.

This HS 2154 fom nesds tobe completedas part of an application package plus needs0 bo completedfo disclosurePurposes when changes are eparted in officers, directors, purchase of stock, at. 2 required by aw, even though no
change in legal ownership is occurring.

A. Identifying Information

Name PYRE Kp —,

ee——Fave you apdTorANY cense for 3 ealfacfyorcammnly care faci using any name other an your rue ollname? Ifyos, ist ai other names
SE ——|far AGTiTiator or proposed cic, Ts ours Tal wl ba spank athe Se each week Tf an Adminitatora roehan one licensed clic lis he namo of each alinic and the number of hours spent n each licensed cific per wesk.

a ——
B. Criminal Record

1. Have you ever been convicted ofanofense tatsstlon yourrecord, whether misdemeanora felony? Yes @® No
2. Has there beana judgmentagarst you fo Medicare or iedicaid (WedCal) fraud or by a healt care

professional/technical licensing entity? OYes @ No

If yes to questions 1 or 2 above, please explain and provide dates and conviction information (attach additional pages if
FO ————————————
ee
C. Professional Licenses/Certificates — This requirement is mandatory for Primary Care

Clinics and optional for Health facilities.

TYPE PERIOD HELD ISSUING AGENCY.op
rr ——e S—— i—ff
r—be

A ——————— |—— —_—
Lo Rsv

Hozi6a 20) ' i
| SE |
tet srfc ogi _|
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©.EmploymentiBusinessSummary (for last 10 years). Please list any additional experience
that qualifies you to operate this type of facility. Begin with your most recent job. Attach
additional pages if necessary.

- Nar and addressof employer Job ite
om PE pm RepT 0. 10SFR Ave SHE | ios ;
Tor pre Te jp)
ompr merece ———

Tor ee
FromEO me pm
To BI

Tor : —
E. Facility, Agency, Clinic Involvement (in or outof California)

‘The questions below are for “individuals” and do not pertain to the facility that is applying for licensure.

1. Have you over been invoved with a business ently that operated a health facily or community care faci?
@ Yes C No If YES, complete Section F (below) and the “Facility Information Sheet" (attached).

2. Have you ever operatedor managed (cluding management agreements) anyof th folowing facility pes?
@ Yes O No IfYES, complete Section F (below) and the “Facilty Information Sheet” attached).

[Owes — _—[woroom

[Come Heath grey | Resident Gre Faciy forth Eley |
[Fosoce ~~ ['SiledNuwmgracsty|

3. Have you ever held a percentormore beneficial ownership terest in aryof the facly types above?
CiYes @® NoIf YES, complete Section F (below) and the “Facility Information Sheet" (attached).

F_ Adverse Actions
Have you been afliated wih any fact, oiher pas or reser, that has been identified as having oneormareof he
following adverse actions? C Yes @ No ILYES,checkalapplicable:
© Had a fina Medi-Cal decerifcaton action taken Placed on probation CReceiver appointed
C Resolvedbysettlement (> Revocation action filed C: Revoked (whether stayed or not) ©Suspension

if yes, lease sxplain (inclucing facity name and address). Attach additonal pagesif necessary:

———— re

| deciare under penalty of erry that the statements on this form and any accompanying atachments ae corectto he
best of my knowiedge.

‘Sgnatre 4 Date: NovemberL0—
‘RELEASEOF INEORWATIONSTATENENTThe infomation provide on this fom RATA ands Recess or censure approval. I wil be used 0 detomine indica

appliandsof appican fais abi 0 provide hea senses Tne omani requestedbyha Caifoia Deparment of Publ
Fein coming and Coricaton, iaccordancewih ve Heath an Sat Goce, Fal to provide th formation 8 requested
ay 165uk in noissuance of a Jcsnse o fcenea evocation. Tho formation s considered pubic infomation and wil be made
all oth pbk Upon request The nformason shall ba included nd maintained nth ncidua facts publ es located
Cicensing and Cortcaon inc: fics. ee co fe
HS 2154(2008) 2 if

§ CEEiisLENG § RTO Prov |



U ametua-mmasecomr J comsmaraRs
FACILITY INFORMATION SHEET

Youare requiredtocomplete the followingfor achfacility (including all facilities in all business entities) with which You have acurrent relationship or have had a past relationship (going back 3 years). Refertothe INSTRUCTION SHEET.

|tacomacer | orn stywortmemsnore]rapiviaprorons sirerey |I— EY—

Feb ——— Jemma eaee AenThE| By— ES————EeSaSEIT fei | —we —

ryTrimmri |eto tanconcove | orppapers,ryne ote sEbtnt, |tomarmee]I — EYe——

Er aeraEorm cour—OLemt —— er [fag =I——— OERNateoerAbr| we a ve EoCe—
hid EE =

[EErm|prime |[ET]
EY—— EY—

Fier————eee
ee EEErr]EE——— EG [eA LSORRYEr ee ER

PE = =21h on 5
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Femcescom |expan co pearsmame mir 1 maneee]

Ee esrTEee———
ET—— rmee fr

FH

[Erm[rememfe)
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Errhrr Foe——————
ogee— EEE Er]a—— "sk Fone

crn remyserisa sme
spamscanoe |roeinerct nsstsre] mreae]FE Soham emery—|Cee Popes — —————
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Preps aTageSACI)

APPLICANT INDIVIDUAL INFORMATION

This form s intended fo ary individual wring the applicant faciyorfor any individual involved (now or in the past) with
any health or community care facility. RefertotheINSTRUCTION SHEETtoseewhoneedstocompletethisform.

This HS 2154 form needsto be completed as partofan application package pls it needs to bo completed for disclosure
pUTPOses when changes te report i offers, directors, purchaseof stock, ec. as quired by law, even though no
Change in legal ownership is occurring.
A. Identifying Information

Name Dato or ait
[SHomoReERmE_—__———————————————————

I ——————eS ee
pRoMEmerSFave you apple for ANY cenaTora heal Fac or commy Gare Tacit Using any name other Tian your rs al
name? Ifyes, stlothe names.

STE Ee ER KN EESRLfJAIN SCE TLSorAA Tew cra TaosIf 7 AGISUator or ropo88d CIF, TatsFaris sponta CIE 63eh wed Tam AGIEUatorste
than one loensed cic, Is thenameof each clinic and the ruber of hours spent in each csnsed cic prweek:
es__————
—/—/—/————————

B. Criminal Record

1. Have you ever been convicted of an offense thatisstill on yourrecord, whether misdemeanororfeiony?C Yes @ No

2. Has tere been a judgment against youfo Medicare or Medicaid (Med-Cal) fraud or by a healt care
professionalitechnical licensing entity? OYes @ No

It yes to questions 1 or 2 above, please explain and provide dates and conviction information (attach additional pages it
peessentl
s———————m—7m ———————

C. Professional Licenses/Certificates — This requirement is mandatory for Primary Care
Clinics and optional for Health facilities.

vee PERIOD HELD ISSUING AGENCY

A : i
= mt

irr TIT i
oe 2

HS2154 208) 1 Eisi
utesid |LeneFEE, |



: StateofCatforia -Hag and manSavionAgency Gatto Doparvmentof PuttHastSm

D. Employment/Business Summary (for last 10 years). Please list any additional experience

that qualifies you to operate this typeoffacility. Begin with your most recent job. Attach
additional pages if necessary.

Name and addressofemployer JobieFrom i i em | p=
Tom pre | pers i :

[Ere— 12———————=:S—
— tc i e— ———

[i—————————————|———
To ee

EeTo
E. Facility, Agency, Clinic Involvement (in or out of California)

“The questions below are for “individuals” and do not pertain to the facil that is applying for censure.
1. Have you ever been involved with business enti that operatea health faiiy or community care acity?
® Yes O No If YES, complete Section F (below) and the “Facility Information Sheet” (attached).

2. Have you ever operatedormanaged (including management agreements) anyof the following faciity types?
@Yes O No If YES, complete Section F (below) and the “Facility Information Sheet” (attached).

|HomeHealthAgency | Residential CareFaciltyforthe Exderty |

3. Have you ever held a5percent or more beneficial ownership interest in any of the facility types above?
@ Yes © NoIfYES, complete SectionF (below) and tho “Facility Information Sheet” (attached).

F. Adverse Actions

Have you been affated wilh any facily, either pastor present, tat has been denied as having one or more ofthe
following adverse actions? OYes @No  IfYES,checkallapplicable:

C Had afinal Medi-Cal decertification action taken (3 Placed on probation GReceiver appointed
© Resolved by settlement (> Revocation action filed (5 Revoked (whether stayed or not) 5 Suspension

Ifyes, please explain (including facillty name and address). Attach additional pages if necessary:

1 declare under penalty of perjury that the statements on this form and any accompanying attachments are correct to the
best of my knowl

Signatur ad Dat: NovemberT2001
The foto provided an this om 4Savageot LPs pve. I wil b used 0 deterin iil
applicantso applicant fay’ ail 0 provid heaih senvics. Th infomation requested by he Calfrmia Deparment of Pubhc
Feat, Licensing and Corticaton. in accordancewi Heath nd Safety Code. Faiue 1 provi to formaton 2 requested
may fel in Roissuance of a Janse or conse evocalon. The lomation fs consklered publ formation and wi be made
vata 0ih publ tpo recuest Th norman shal be ncoced and maintains i he nduidal {citys pubic les cated in
Ccensingand Crticationdistofices. ay
Hs218A 208) 2 “

i ScisTE || uthdee, |
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ORGANIZATIONAL STRUCTURE

—
PUBLIC AGENCY
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‘Organization Chart

River Valley Healthcare& Wellness Centre, LP

Shlomo Rechnitz Member 96.9% Interest

Alain Kuppermann Member 3% Interest
River Valley Wellness GP, LLC Member .1% Interest
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CERTIFICATE OF RESOLUTION

RESOLVED the River Valley Healthcare & Wellness Centre, LP hereby authorizes Shlomo
Rechnitz to execute any and all documents required to obtain a license from the California
Department of Public Health, Licensing and Certification Program, to operate that certainskilled nursing facility located at 2490 Court S. Redding, CA 96001. currently known as Windsor
Redding Care Center a 113-bed skilled nursing facility.

RESOLVED FURTHER, that Shlomo Rechnitz is hereby authorized to execute any and all
documents required to undertake the operations of said Facility as a skilled nursing facility,
including butnotlimited to any and all documentsrequired to participate in the Medicare and
Medi-Cal programs and bill for those services provided to residents at the Facility.

Executed at Los Angeles, California, this 1* day of November 2014.

River Valley Healthcare & Wellness Centre, LP

By:
Shlomo Recht) CEO
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AFrAVIT REGARDING PATIENT MONEY
In accordance with California Health and Safety Code, Section 1318, this form is intended to ensure that al icensed health
facilties comply with statutory bonding requirements they handle patient money. This form s required on all new applications
andwheneverthe Department deems iis necessary toreevaluate the bonding ned of a heath acity.

1(We) _River Valley Healthcare&Weliness Centr, LP
erRE UT

Asappiican(s) for River Valley Healthcare & Wellness Centre, LP.
Ta

Faclty adcress _2490 Court St Redding ch 9001 ShastaSor = Se Cow
1 (We) certy that | (checkAorB below:
CJA Will andl less than $25 per patient and less than $500for al patents in anyone month.

8. Will handle more than $26 per patient or morethan $500forall patients in any one month. (If
81s checked, please indicate the maximum amountof money that wil behandled.)
Amountofmoney tobe NANI. ........c....eewemumssmeesce - sesnsmarsns $74,500.00

Note: 118 is checked, you wil need to submit Surety Bond Verification (form HS 402).
Money Handled Bond Required Money Handled Bond Required

$50000 to 750.00 $1,00000 $10,501.00 to 11,500.00 $12,000.00
75100 to 1,500.00 200000 11,501.00 to 12,500.00 13,000.00

150100 to 250000 300000 1260100 to 13,500.00 1400000
2501.00 to 3500.00 400000 1350100 to 14,500.00 15000.00
350100 to 4,500.00 500000 1450100 to 15,500.00 1600000
4501.00 to 5,500.00 500000 1650100 to 16,500.00 17.0000
5501.00 to 6,500.00 7.00000 16.501.00 to 17,500.00 1800000
6,501.00 to 7,500.00 8,000.00 17,601.00 to 18,500.00 19,000.00
7501.00 to 8,500.00 500000 1850100 to 19,500.00 2000000
8501.00 to 9500.00 1000000 19.501.00 to 20,500.00 2100000
501.00 to 1050.00 1.00000 20,501.00 to 21,500.00 22,000.00

Every additional incrementof $1,000.00 or fraction thereof shall require an adcflonal $1,000.00 on the bond.
Licensees are required to:
« Immediately nliy the censing agency in writing when the stated amount is exceeded.
© Maintain adequate safeguards and accurate records of monies and valuables entrusted to the facilly, in accordance withtegulaionsofthe State Department of Pubic Heath.

(We) certy that the foregoingstatementsare truetthe bestofmy (our) knowledge. D ECrivVE i 3
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CALIFORNIA ALL-PURPOSE ACKNOWLEDGMENT
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BED OR SERVICE REQUEST ylrarooi

his form i tended t dently the types of bedsa sence requested fr hath facilis. For new facies, complete Tecolumn marked Requested Beds For sxsing faces, Compl oth conrmns. The for is 1 accompany he snpicaonform (HS 200) for any new facil. change capac. sande, facity ype, o bed casiicaton
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RIVER VALLEY HEALTHCARE & WELLNESS CENTRE, LP
2409 Court St. | Redding, CA 96001-2540

(530) 246-0600 | (530) 246-0558

November 1, 2014

California Departmentof Public Health
Licensing and Certification Program
Centralized Applications Unit
1615 Capitol Avenue, MS 3402
Sacramento, CA 95814

Re: Change of Ownership of Windsor Redding Care Center Storage of Medical Records

TO WHOM IT MAY CONCERN:

‘This correspondence shall serve as notice to the Department of Public Health regarding the
storage of and access to, the residents’ records after the change of ownershipof the above
referenced skilled nursing facility to River Valley Healthcare & Wellness Centre, LP (the “New
Licensee”).

The New Licensee will store the current residents’ records at the facility at 2490 Court St.
Redding, CA 96001. The current records will be made available to the prior licensee, where
applicable, and to other authorized persons, as needed.

Discharge resident health records will be stored at the facility at American Records
Management 5242 Westside Road #1 Redding, CA 96001. The discharge resident health records
will be accessible 7 days a week, 24 hours a day, and will be made available to the prior
licensee, and to other authorized persons, as needed.

Sincerely,

ShlomoJd,
ceo
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_ + The parties agree that this agre nt is a legal and binding document as fully enforceable in a court of
competent jurisdiction. The pro-.... signing this agreement warrants that ihe has read this agreement and
understands it.
1 declare undor penalty of perjury under the laws of the State of California that the foregoing Information Is
true, accurate, and complete o thebestof my knowledge and belie.
declare I am the provideror | have the authority to legally bind the provider, which is an entity and not an
individual person.

Tired eg romeofprove —
River Valley Healtnare&Wellness Genre, LP
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