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State of Californla— Health and Human Services Agé:—wy

LICENSURE & CERTIFICATION APPLICATION

-
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Califomia Department of Public Health
Licensing and Certification

FOR DEPARTMENTAL USE ONLY

District: C;‘_h (O

[ ELMS Facility Number: 3 3000030

Proposed name of facﬂny/agency/chmc

WA W

A. APPLICATION INFORMATION  LtamscH 236600108 / tortt (3q09¢4

1.

(. Initial
@]biChangelof{Ownership]

Type of application (check one):

C ¢ Management company (see Sections C1-5, F, and Attachment E-1)

ershl l(see #2 below) (O d. Other change (see Section A4): ] !

2.

Change of Ownership Only - For Certification Purposes:

3.

Amount of fee enclosed: $P525600 _~ po(red—'. dm\

4.

O
@
G
@
c

Type of Change (check all that apply):

a. Not applicable f.. Cha ed classification]|

b. Change of capacity (see # 8 below) 4

¢. Change of location Q h. Construction of new or replacement facility
d. Change of services| (& 1. Stock transfer

e. Change of facility typef ' (O j- Other (specify)|

5

Type of facmty, agency, or clinic (check one)

Killed]i J (O i.  Rural health clinic (for Certification “only”)

. ility (ICF) (J- General acute care hospital
s ¢. ICF/Developmentally Disabled (ICF/DD) () k. Adult day health care center
( d. ICF/DD-Habilitative (ICF/DD-H) ( I.  Home Health Agency (HHA)
O e. ICF/DD-Nursing (ICF/DD-N) () m. Hospice
O f. "Primary care clinic — Free (O n. Chronic dialysis clinic
¢ g. Primary care clinic — Community C 0. Other (specify)] ;
(O h. Surgical clinic
6. a. Do you wish to apply for the Medicare program? @ Yes (3 No Medicare Provider# I |

b. Fiscal Intermediary choice: [Noridran Administrafive Services, LLC i

7. Do you wish to apply for the Medi-Cal (Medicaid) program? @ Yes (7 No

8.

a. Current facility bed capacity:  [[T3 {
b. Proposed facility bed capacity: [13 :

9. Age range of clients: PTand Up !

oo v weme .....—v...w*-m N— -

SN E{

10. Days and hours of operation: EATiours per day Job days per year

11. Is construction required? OYes @ No
If "yes", submit copy of “OSHPD"” form (see instructions on page 6)
If "yes", date construction to begin: N7&
If "yes", date construction to be completed: [N7A
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We wish to make certain that our records correctly show the effective date of the ownership change for certification.

This date should reflect the actual date on which you took charge of the financial management of the facility rather than
the date of sale or date of state license change. Effective date of change: [November 1, 2014 i



B. LICENSEE INFORMATION

1. Licensee name: [River Valley Healthcarc & wellness Cenire, LP

2. Federal employer's tax ID number: [N

3. Owner type (check one):-Submit crganizational chart for b, ¢, d, and e.

(" a. Sole proprietership (Individual) 9. City

C b. Profit corporation C h. County

(> ¢. Nonprofit corporation ¢ i. State agency

( d. Limited Liability Company (LLC) (: j- Other agency {specify)

., e. Partnership — General . k. Public agency (specify)

@ f- Partnership — Limited

4. Licensee address (number & street): Telephone number:

pY00 Wilshire Blvd, Suite 1600 . [323) 330-6500 '
City, State, & Zip: E-Mail: Fax number:

Los Angeles, CA 90036 FRow@rockporthc.com ¢ [860) 603-3566 |

5. a. ldentify other facilities, agencies, or clinics the licensee has been licensed for, operated, managed, held a 5% or
more interest in, or served as a director or officer. Include facilities both in and outside of California. Submit an
attachment for additional facilities that includes all of the required information listed below.

(1) Facility Name: Facility Type:
NA |
Facility address (number & street): City, State, & Zip:
I - )
(2) Facility Name: Facility Type:
I : I !
Facility address (number & street): City, State, & Zip:
[ ! '
(3) Facility Name: Facility Type:
] |
Facility address (number & street): City, State, & Zip:
I l i
(4) Facility Name: Facility Type:
| |
Facility address (number & street): City, State, & Zip:
l L |

b. If any facility, agency, or clinic identified in 5.a. has had a license revocation action filed, license placed on
probation, suspended, or revoked (whether stayed or not) or, for agency or clinic resolved by settlement, receiver
appointed, or had a final Medi-Cal decertification action taken, please submit additional information, including all
ownership and facility information, date and any final action.

6. Isthe licensee a subsidiary of another organization? C Yes @ No
If “yes”, complete the information below and submit an organizational chart:

Parent organization name: | . . Z

Parent federal tax ID Number:| @rE G E (RY E_l .[“:

bl
AL

[

F i s |
MRS ]
L
{

P.O. Box or number & street: |

! i

City, State, & Zip: |

CENTRALTD AP o i
RALIZED APPIICATIOHS 1
LICENSING & GERTIFICA I PS'?%T.@M I
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C. FACILITY, AGENCY OR CLINIC INFORMATION

Management Agreement (this only applies to SNF's & ICF's):

1. a. Is the facility, agency, or clinic going to be operated under a management contract/agreement OYes
between the proposed owner and a management company?
If “yes”, proceed to Section E (below). @ No
b. Is there an “interim” management agreement, between the proposed owner and the current OYes
owner, to run the facility, agency, or clinic until the change of ownership is completed?
If “yes”, submit a copy of the “interim” management agreement. @ No

2. Name of “proposed” facility, agency, or clinic:River Valley Healthcare & Wellness Centre, LP ]
Current facility, agency, or clinic name (if change of ownership):

[Windsor Redding Care Center | Facility license number: 30000103 |
3. Address (number & street) of “proposed” facility, agency, or clinic: Telephone number:
ZASU Tonit St. | [530) 235-0600 |
City, State, & Zip: Redding, CAJ60UT T
4. Mailing address, if different from above: Telephone number:
Number & Street: Pame . | ] !
. Fax number: E-mail address:
City, State, & Zip: | i il i
5. Name of person to be in charge of facility, agency, or clinic:[Jonald Atterberry j
Title: Administrator | Professional License number: NHA7425 }
6. a. Name of administrator: Donald Atterberry I Date of hire: 11/01/2014 _
Professional License number: [NHA7425 | Expiration date: 973072016 |
b. Name of director of nursing: L4 T | Date of hire: P1/20720T5
Professional License number: 89807 | Expiration date: D573172016

7. List persons having § percent or more direct or indirect (42 CFR, Section 455.102) interest in the ownership of this
facility if applying for skilled nursing or intermediate care licensure, and 10 percent for all other facilities, agencies,
or clinics. Provide federal employer's tax ID number. Are any of these persons (listed below) related to one another
as spouse, parent, child or sibling? Submit an attachment for additional names that includes all of the required

information listed below.
Are they related to one another as

Name of individual % Owned EIN Number a spouse, parent, child or sibling? Relationship
(1)PhIomo Kechnitz pa. O Yes @ No elf
(2 ] O Yes O No
(3 O Yes C No
4 O Yes O No
(5) I O Yes O No !

8. Financial resources == Only applies to SNF and ICF:
Submit evidence, i.e., bank statements, line of credit, certificate(s) of deposit, satisfactory to the department(s) that
the licensee possesses financial resources sufficient to operate the facility for a period of at least 45 days. (The
amount is determined by multiplying 45 days X number of beds X rate).

9. Over-concentration -- Only applies to ICF/DD, ICF/DD-H and ICF/DD-N:
a. Are there any ICF/DD, ICF/DD-H, ICF/DD-N, RCF (residential care facility), or pediatric day health or respite
care facilities within 300 feet of this facility? (H&S Code, Section 1267.9) O Yes (O No (O Don't know
b. Are there any congregate living health facilities within 1,000 feet of this facility? & Yes (O No () Don't know

10. Program Plan - Only applies to ICF/DD, ICF/DD-H and ICF/DD-N (H&S Code, Section 1275.3(b)(3))
Has the pregram plan been approved by the Department of Developmental Services? O Yes O No
If “yes”, Submit a copy of the approval letter. The “current licensee” can grant permission for their Program Plan to
be used for 6 months if they submit a letter to CDPH. If “no”, the application package will be delayed until a copy of
the approved program letter is received.

HS 200 (02/08) - 3



D. PROPERTY INFORMATION

1. Property ownership: Check one and submit evidence of control of property: (> Own (. Rent @ Lease
( Sublease (= Other (specify): |

2. Owner of Record name in the real estate; Monaco Properiics |

Address (number & street); FZ8 Ninth Street |
City, State, & Zip; [Fan Francisco, UA 93103 '

L.essee name: Kiver Valley Healihcare & wellness Centre, LP i
Address (number & street): F90U Wiishire BIvd Suite 1600 |
City, State, & Zip: [Cos Angeles, CA 90030 |

Sub-Lessee name:[
Address (number & street): | i

City, State, & Zip: [

E. MANAGEMENT COMPANY
if the proposed facility, agency, or clinic will be operated by a management company, under a management
contract between the proposed owner and a management company, complete Attachment E-1 (next page).
NOTE: if the facility is a SNF or ICF, the management company will have to SUBMIT a separate application
to the Department, unless previously approved.

F. 1(we) Accept responsibility to:

a. Comply with local ordinances concerning zoning, sanitation, building, and other appropriate ordinances.
b. Comply with the Labor Code on employment practices concerning nondiscrimination, liability insurance,
wages, hour and working conditions. )

c. Comply with Health and Safety Code and regulations concerning licensing and fire safety.

I (we) declare under penalty of perjury that the statements on this application and on the accompanying
attachments are correct to my (our) knowledge.

Signature Title Date
MQ,\ b( EEC [TOTZ0TE
Signature JU NS TS, o - - Title Date
@ r‘"—E GM&: | Y E 11\11 |
= —— = [
Signature U H i /T tle Date
; I MAY 15 oar _E/ |
Signature Ia Title Date
i CENTRALIZED APF 117+ 11+ . X
i--mggfl“ﬂfﬂi,&_@irlﬁm. I E |

Release of Information Statement

This information shall be provided to the state department upon initial licensure. Any changes must be provided to the state
department within 10 days of the change. The information shall be made available to the public upon request and shall be

included in the public file of the facility.

The information provided on this form is mandatory and is necessary for licensure approval. It will be used to determine
individual applicants or applicant facility's ability to provide health services. The information is requested by the California
Department of Public Health, Licensing and Certification, in accordance with Health and Safety Code, Sections 1212, 1253,
1265, 1267.5, and 1728, and Califonia Code of Regulations (CCR), Title 22, Sections 70107, 71107, 73205, 74105, 75022,

76205, and 78205.

Faflure to provide the information as requested may result in nonissuance of a license or license revocation.

The information is considered public information and will be made available to the public upon request. The information shall be
included and maintained in the individual facility's public files located in Licensing and Certification district offices.

HS 200 {02/08) 4
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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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ADMINISTRATOR & DON Information

215A Form for Administrator

[l - RESUME - file with the HS 215A form for the Administrator
tD | Copy of professional “LICENSE’, if applicable
=

W,

Letter signed by Governing Body appointing the Administrator

FINGERPRINT clearance for Administrator, if applicable

- | Copy of professional LICENSE - File with the HS 215A form for the Administrator







Californla Department of Public Hzalth

State of California = Heallh and Human Senvices Agency {
Licensing and Cerlification

D. Employment/Business Summary (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.

Name and address of employer Job title
From: B/2014 Windsor redding care/River Valley héalth dministrator
To: present P490 Court St Reading CA 96001
From: /2013 | Fibra Hospital I T
To: [7/2014 | PB0L EureRa Way, Redding, CA 960071 | BdMinistrator
From: L0/7/2012 ] Chehalem Health Center | Administrator |
To: E/2013 | [[900 Fulton Newberg UR 97132 j |
From: £/2010 aurel Hill Nurfing and Rehab CenteXr | pPaministrator
To: [EO0/72012 | P59 NE 6Lh St. Grants Pass, CR 97526 |

E. Facility, Agency, Clinic Involvement (in or out of California)
The guestions below are for “individuals” and do not pertain to the facility that is applying for licensure.

1. Have you ever been involved with a business entity that operated a health facility or community care facility?
#® Yes (O No If YES, complete Section F {below) and the “Facility Information Sheet” {(attached).

2. Have you ever gperated 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).

Adult Day Health Care Center ICF/DD
Clinics JCF/DD-H
COMMUNITY CARE FACILITY ICF-DD-N
General Acute Care Hospital Intermediate Care Facility
Health Facility Pediatric Day Health & Respite Care
Home Heaith Agency Reasidential Care Facility for the Eldery
Hospice Skilled Nursing Facility
' Other

3. Have you ever held a § percent or more beneficial ownership interest in any of the facility types above?
O Yes @ No If YES, complete Section F (below) and the “Facllity Information Sheet” (attached).

F. Adverse Actions
Have you been affiliated with any facility, either past or present, that has been identified as having one or more of the

following adverse actions? C Yes @ No If YES, check all applicable;

(O Had a final Medi-Cal decertification action taken (O Placed on probation (O Receiver appointed
() Resolved by settlement O Revocation action filed (© Revoked (whether stayed or not) (O Suspension

If yes, please explain (including facility name and address). Attach additional pages if necessary:

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

Signatum Date:| L1 !l {1 ’i ( g |

- ATEMEN
The information provided on this form is mandatory and is necessary for licensure approval. It will be used to determine individual
applicant's or applicant facility's ability to provide health services. The information is requested by the California Department of Public
Health, Licensing and Certification, in accordance with the Health and Safety Code. Failure to provide the information as requested
may result in nonissuance of a license or license revocation. The information is considered public information and will be made
available fo the public upon request. The information shall be included and maintained in the individual facility's public files located in
Licensing and Certification district offices.

HS 215A (2/08) 2 . Fed 2 v 2015
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State of Calfomia — Health and Human Services Agancy

FACILITY INFORMATION SHEET

Calfornia Department of Public Health
Licensing and Cextification

You are required to complete the following for each facility (including all facilities in all business entities) with which you have a
current relationship or have had a past relationship (going back 3 years). Refer to the INSTRUCTION SHEET.

Eac:ll'i'i-@me: N __q . — | Facility address (number,. stree.., cl‘y} o TS Zip.code
indsor Re € Center - b 3| WU Couﬁt ‘Redding; N - " up ;,AMJ[ mr_“‘]

RN ;:.Typo ofFacilty, .

e

= ==Type’ of 'Eusmess E'ﬁﬁt_y—___

~ Individual’s. t“Nature“«of Invoh.-ement

C Adult Day Health Care Center

For EACH business entity, iceatify the name & EIN of tiie entity:

Mdmlmstrator of Clinic, SNF or ICF

| @ SNF

¢~ Clinic ¢ Corporalicn: ( Agent

¢~ COMMUNITY CARE FACILITY ] ( Director

(" General Acute Care Hospital ¢ Individual:  Licensee

¢ Health Fagility ] (~ Manager of “parent® organization
. HHA LLC: {* Managing employee of a HHA
¢ Hospice Windsotr Redding Care Center, L1L.C - £ Member

CICF. " Management Company: r ion

¢ ICF/DD L ¢ Owner

¢~ ICF/IDD-H {~ Partnership: ¢ Partner

¢~ ICF/DD-N ! ¢~ Scle Proprietorship

~ ICF . OTHER Business Entity (explain): ¢ Stockholder - Ownership %: |
C Residential Care for the Elderly  Trustee

Are any of the above Business Entilies a 'PARENT- organization to the

(~ OTHER FACILITY TYPE (explain):

applicant facility? If Yes, explein.

C. OTHER Nature of Involvement {explain):
I

I C Yes [ Dates of involvement:
! 8 No From: Rugust2014
To:  Presenl
Facliﬁy address [number, street; cnty) - N State: |- 2ip code:
: Sureka Way_Redding_— " - I e | 1§, YO | -0 |
T o¥ 1yPS.ORRacTy “Type“ of Business Entity.- u ~Tndividuals “Nature” of Involvement

(. OTHER FACILITY TYPE (explain):

applicant facility? |f Yes, explain.

¢ Aduit Day Health Care Center For EACH business entity, identify the name & EIN of the entity: & Administrator of Clinic, SNF or ICF
¢ Clinic 2 Corporation: ¢ Agent
 COMMUNITY CARE FACILITY ibra ¢ Direclor
" General Acute Care Hospital ¢ Individual: (" Licensee
¢ Health Facility ! C Manager of "parent” organization
C HHA C LLC: | ¢ Manaqging employee of a HHA
( Hospice L ~ Member
 ICF £ Management Company: . n
¢ ICF/DD 1 ¢ Owner
¢~ ICFIDDH ¢ Parinership: . Partner
¢ ICFiDD-N 1 ¢ Sole Proprietorship
C ICF " OTHER Business Enti fain): (- Stockholder - Qwnership %: §
(. Residential Care for the Elderly ¢ Trustee

| @ SNF Are any of the above Business Entities a “PARENT" crganization to the

C_OTHER Nature of Involvement (explain):

I C Yles I Dates of involvement:
! @ No From: Detober 2012
To: E’—'OU

[ Facilly, TAME: - ta” co & olkims o i Facﬂﬁy address, (number, street, c:fy)+ . - |- Zipcode: -
St T dype of Racility s oo [0 T T pTee o ature”-of Involvement~
"~ Adult Day Health Care Center For EACH business entity, rdanﬂfy the name & EIN of the entity: @ Administrator of Clinic, SNF or ICF
¢ Clinic Corporation: ¢ Agent
¢ COMMUNITY CARE FACILITY E»ﬂ.—m.t C Director
¢ General Acute Care Hospital C Individual: ¢ Licensee
¢ Health Fagility L ¢ Manager of *parent® organization
¢ HHA C LLC: ¢ Managing employee of a HHA
¢~ Hospice ! : ~ Member
£ ACE £ Management Company: .
¢ ICF/DD i ¢ Owner
¢ ICF/DD-H ¢ Partnership: ¢ Partner
¢ ICFiDD-N - £ g—uon—1= | (r~Sole Proprietership
¢ ICF ¢ OTHER Business Entity {explain)i{ (~\ i .o W e [ [e)Steckholder - Ownership %: |
¢ Residential Care for the Elderly ! ! = e ystee

| @ SNF Are any of the above Business Entities|a=RARENT” arganization 1o the - DTHER Nature of Invelvement (explain):

( OTHER FACILITY TYPE (explain): applicant facllity? If Yes, explain. ™ li
| - C Yes |__ 1 disso C goic- Hzéés of involvement:
I ® No 1l U MAT g U m| Bens. 2010

' . To: %

HS 215A (2/08)
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State of Catifornia — Health and Human Services Agency

Calffornia Department of Public Health
Licensing and Certification

~Facility name:;

" Facilify address (number, street, eity]:

urer

ursing. and, Rehabifitafion Uenter

E3% NEoih ST, Granls Pass

State: | Zip code:

PRl |p%s|

7

~ Type of Facility

~Typs” of Busincss ENty

Individual's “Nature™-of Involvement

¢~ Adult Day Health Care Center

Far EACH business entity, identify the name & EIN of the entity;

. @ Administrator of Clinic, SNF or ICF

¢ Health Facility

¢ Clinic ¢~ Corporation: C Agent
¢ COMMUNITY CARE FACILITY. ¢ Director
¢~ General Acute Care Hospital ¢~ Licensee

C Individual:

¢~ Manager of “parent” erganization

¢ OTHER FACILITY TYPE {explain):

I
] i

applicant facility? If Yes, explain.

¢ HHA . LLC: ¢ Managing employee of a HHA
¢~ Hospice ! ¢ Member
- ICF ¢ Management Company: : ion
¢~ ICF/DD g ¢ Owner
. ICF/DD-H (. Partnership: ¢ Partner
¢ ICF/DD-N ! ¢~ Sole Proprietorship
~ IGF - OTHER Business Entity (explain): ~ Stockholder — Ownership %: | |
 Residential Care for the Elderly 1 ~ Trusiee
| @ SNF Are any of the above Business Entities a “PARENT” organization to the

C OTHER Nature of Involverment (explain):

G Yes | Dates of involvement:
© No From; Eept. 2010

To: Berzoiz

acility name:

Facility: address (number, street, cify):

~Siater [ Zip'code;

-

o st  — |

Ty O BRe Ey

_ Individual's "Nature” of Invovement

¢ Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

¢~ Administrator of Clinic, SNF or ICF

¢ Clinic " Carporation; - Agent

¢~ COMMUNITY CARE FACILITY ] ¢ Director

¢~ General Acute Care Hospital . Individual: " Licensee

¢~ Health Facility 1 . Manager of "parent” organization
. HHA O LLC: ¢ Managing employee of a HHA
. Hospice ! ¢ Member

~ ICF Management Company: ¢ Officer of corporation

¢ ICF/DD [  Owner

¢ ICF/DD-H (" Parnership: " Partner

¢ ICF/DD-N L ¢ Scle Proprietorship

- ICF (~ Stockholder -- Ownership %: 1 _

¢ Residential Care for the Elderly

¢ OTHER Business Enfity {explain). _
I

. Trustee

 SNF
¢ OTHER FACILITY TYPE (explain:
!

! |

Are any of the above Business Entities a "PARENT" organization to the
applicant facility? If Yes, explain.

C- OTHER Nature of Involvement (explain):

¢ Yes |
¢ No

Dates of involvement:
From; |

To: !

[ Facility name; L _| Eacility.address number; street; city):: . _ ~ . [ Stater T “ipcode:
! - - » == 7.:_ - - ]l == - - — — =T .II‘[——,'I‘! ,' ——— ][
TypeofFaclity ] "Type’ of Elsiness Entity i —_Individual's. “Natura” of Inyolvement;

¢ Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

¢ Administrator of Clinic, SNF or ICF

¢ OTHER FACILITY TYPE (explain):
I

I i

applicant facllity? [f Yes, explain.

¢ Yes |

¢ No

¢ Clinic - Corporation: : Agent

. COMMUNITY CARE FACILITY ¢ Director

¢ General Acute Care Hospital ¢ Individual: ~ Licensee

. Health Facility 1 ¢ Manager of “parent” crganization

. HHA  LLC: ¢~ Managing employee of a HHA

¢ Hospice ! ¢~ Member

£ ICE  Management Company: |~ Officer of corporation

¢ ICF/DD . Owner

¢ ICF/DD-H ¢ Parinership: ¢ Partner

 ICF/DD-N ! . Sole Proprietorship

. ICF . OTHER Businass Entity {explain): . Stockholder -- Qwnership %: | ;
¢ Residential Care for the Elderly I C Trustee

¢ SNF Are any of the above Business Entities a *‘PARENT” organization to the " OTHER Nature of Involvement {explain):

I

Dates of involvement:
From:]
To: |

HS 215A (2/08)




State of California e «IBepantment of Public Bealth

NURSING H@ME‘A MINISTRATOR PROGRAM
P S g

THIS IS TO CERTIFY’THAT PUR%UANT TO THE’PROVISIONS OF

tf(‘;f:ﬁnﬁ“r';‘;:::"o’;};g;ﬁi DEPARTMENT OF PUBLIC HEALTH
NURSING HOME ADMINISTRATOR PROGRAM
P.O. BOX 997416, MS 3302
SACRAMENTO, CA 95899-7416
(916) 552-8780




L & C Certification Veriﬁca_etail Page

Q Page 1 of 1

California Depariment of \O/®

Public Health §CorH

Cert Detalls

Cert Holder; DONALD L ATTERBERRY
Cert Number:  NHA 00007425

Cerl Title: NURSING HOME ADMINISTRATOR
Expiration Date: 2016-09-30

End of Cert Detalls

. Close Window

Caonditions of Use | Privacy Policy
Copyright © 2011 State of California

http://cvl.cdph.ca.gov/DetailPage.aspx?cert_holder id=2012% 03/23/2015
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LICENSEE

Filing of the HS 215A Forms for the LICENSEE

LICENSEE Name: {HS 200, item B.1.)

List all persons (or attach a list of names') that submitted the HS 215A Form that are

involved with the LICENSEE - Owners, Officers, Board Members, Partners, LLC
Members, etc. File all the HS 215A forms in alphabetical order.

GACLU UniStandard Documents Templates\FILE Page INSERTS for Owner & Admin\Licensee - 2 (10-26-2011).doc






Califomia Department of Public Health

State of Cafifornia — Health and Human Services Agericy
Licensing and Certification

D. Employment/Business Summary (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.

Name and address of employer Job title

From: gUWUs Alain Kuppermann Esq. - 11U 5. Fairfax Ave suite 25U | Attorney |
To: resent : Eos Angeles, CA JUU50 i !
From; EUUS . [Cénfinéla SKilled Nursing & Wellness Centre Bast [l I
To: Uo% | 00T S. Osage Avenue Inglewood, CA90301 |
From: EUU2 _ vtudent ptudent I
To: B/ ! — I - i
From: ' ;

To: i !

E. Facility, Agency, Clinic involvement (in or out of California)
The questions below are for “individuals” and do not pertain to the facility that is applying for licensure.

1. Have you ever been involved with a business entity that operated a health facility or community care facility?
@® Yes C No If YES, complete Section F (below) and the “Facility Information Sheet” (attached).

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).

Adult Day Health Care Cenier ICF/DD
Clinics ICF/DD-H
COMMUNITY CARE FACILITY ICF-DD-N
General Acute Care Hospital Intermediate Care Facility
Health Facility Pediatric Day Health & Respite Care
Home Health Agency Residential Care Facility for the Elderly
Hospice Skilled Nursing Facility
Other

3. Have you ever held a 5 percent or more beneficial ownership interest in any of the facility types above?
(' Yes @ No If YES, complete Section F (below) and the “Facility Information Sheet” {attached).

F. Adverse Actions
Have you been affiliated with any facility, either past or present, that has been identified as having one or more of the
following adverse actions? (C Yes @ No If YES, check all applicable:

(. Had a final Medi-Cal decertification action taken C Placed on probation . Receiver appointed
C Resolved by settlement (C Revocation action filed (C Revoked (whether stayed or not) (O Suspension

If yes, please explain (including facility name and address). Attach additional pages if necessary:

| declare under penalty of perjury that the statements on this form and any accompanying attachments are correct to the

best of my knowledge.
! : J/ Date: November 1,2014 |

Signature:

/ ~ RELEASE OF INFORMATION STATEMENT
The information provided on this form is mandatory and is necessary for licensure approval. It will be used to determine individual
applicant’s or applicant facility's ability to provide health services. The information is requested by the California Department of Public
Health, Licensing and Certification, in accordance with the Health and Safety Code. Failure to provide the information as requested
may result in nonissuance of a license or license revocation. The information is considered public information and will be made
available to the public upon request. The information shall be included and maintained in the individual facility's public files located in

Licensing and Certification district offices. Feo v eulh
v 5 v
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FACILITY INFORMATION SHEET

You are required to complete the following for each facility (including all facilities in all business entities) with which you have a
current relationship or have had a past refationship (going back 3 years). Refer to the INSTRUCTION SHEET.

Faclllfy name: Facllity address (numher, street, city): . State: Zip code:

PThambra Healthéare & Wellncas Contrc, LP P15 5, Gariield Ave. Alharibra FA
Type of Faciltty “Type' of Business Entlty Individual's “Nature™ of Involvemant
¢ Adult Day Health Care Center For EACH business enfity, identify the name & EIN of the entity; C Administrator of Clinic, SNF or IGF
¢ Clinic _ Corporation: .  Agent
¢ COMMUNITY CARE FACILITY i C Director
 General Acute Care Hogspital ™ Individual: [~ Licensee
¢ Health Facility ! " Manager of “parent” erganization
¢ HiHA . LLC: ¢ Managing employes of a HHA
r~ Hospice L C Member
C ICE C Management Company: ¢ _Officer of corporation
 ICF/DD C Owner
¢ ICF/DD-H Partnership: ] \ @ Partner
¢ ICF/DD-N MM@M&QW Cond¥e 1O |~ ¢ Sole Propristorship
. ICF E OTHER Business Entity (explain): L  Stockholder — Qwnership %: | =S¥
Residential Care for the Elderly ¢ Trustes
& _SNF Are any of the above Business Entilies a "PARENT organization to the (", OTHER Nature of Involverment (explain):
¢~ OTHER FACILITY TYPE (explain): applicant facility? If Yes, explain. I
. C Yes [ Dates of involvement:
I i # No From; b6-01-12
To:  Eurrent
Facllity nama: Facillly address (number, sfreet, cliy): tate: £Ip code:
pine Urove Healthcare & wellness Uenire, LP ]Eb . dan Gabriel Bivd, San Gabriel L,_A 1 E] (X&)
Type of Faclllty "Typa™ of Business Entlty Indlvidual's "Nature™ of Involvement
 Adult Day Health Care Cenler For EACH business entity, identify the name & EIN of the entity: ¢ Administrator of Clinic, SNE or ICE
¢ Clinic (™ Corporation: = Agent
¢ COMMUNITY CARE FACILITY L ¢ Director
{~ General Aguie Care Hospital _( Individual: ¢ Licensee
C Health Facllity 1 : - Manager of "parent® organization
 HHA L LLC:  Managing emplovea of a HHA
~ Hospice L . Member
o ICE F Managament Company: | Officer of corporation
¢ ICF/IDD \ " Owner
¢ ICF/DD-H Partnership: ] - @ Parner
 ICFDD-N OR52683 Cdadyn | v C Sole Proprietorship
CICF {~ OTHER Business Entify fexplain): s |~ Stockholder .- Ownership %: L3 %ay.
C Residential Care for the Elderly ! C Trustee
& SNF Are any of the above Business Entiles a "PARENT" organization to the (. OTHER Nature of Invaivement {explain):
¢ OTHER FACILITY TYPE {explain): applicant faciliy? If Yes, explain. I — Liexplal —
I C Yes [ Dates of involvement:
L @ No From:Peoi-1z
To: ent
[~ Facility name: Facllify addréss (number, street, cly): Siafe: Zip code:
vy Lreek Healthcare & Wellness Cenire 13 Bridge Street San Gabricl A FITD
Type of Facility “Type" of Business Entity Individual's “Nature™ of Involvement
¢ Adult Day Health Care Center For EACH business entity, identify the name & EIN of the entity: ¢ Administrator of Clinic, SNF or ICF
¢ Clinic  Corporation: C Agent
. COMMUNITY CARE FACILITY E ¢~ Diraclor
. General Acute Care Hospital  Individuat:  Licensee
¢ Health Facility f ¢ Manager of “parent” organization
¢ HHA _CLLe: C Managing employee of a HHA,
~ Hospice 1 £ Member
ICF ("~ Management Company: |~ Officer of corporation
¢ ICF/DD e o 3 ul " Owner
ICF/DD-H Partnership=t4n Y K1| ¢t 14t L S @ Partner
¢ ICF/DD-N 1= 1684465 1) el pbtn o .  Sole Proprietorshij
C ICF ,C OTHER Business Entity (explainy: i s ' (" Stockholder -- Ownership %: !:; ZZ N
(" Residential Care for the Elderly ¢ Trustee
| @ SNF Are any of the above Business Entlles a ' PARENT® organization 1o the (* OTHER Nature of Involvement (exolain):
 OTHER FACILITY TYPE (explain): applicant faciity? IfYes, explain. I
‘L : S ;95 L Dates of involvement:
0 From: 6-G1-12
To: _ Eurren

HS 215A (2/08) 3
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Licensing and Certification

ac. name:

acility address {number, street, city):

otate: Zip'code:

otk Healthicare eliness Cenire, LF

PUT York BIvd Los Angeles

A

Ty pe of Facility

“Type™ of Business Entity

Individual’s “Nature” of Involvement

¢ Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

C Administrator of Clinic, SNF or ICF

C Residential Care for the Elderly

¢ Clinic C Corporation: " Agent

¢ COMMUNITY CARE FACILITY ( Director

 General Acute Care Hospilal ¢ Indlvidual: | ¢ Licensee

" Healih Fazility )  Manager of “parent” organization

¢~ HHA CLLC: : Managing employee of a HHA

r~ Hospice ! ¢ Member

 ICF Management Company: i

C ICF/IDD & N ¢ Owner

¢ ICF/iDD-H F._Partnershlp:l dod= Hee TEbir, o o 1 tagd |_ @ Partner

¢ ICF/DD-N 52446690 ! o LV N G C Sole Proprietorship .
CICFE (* OTHER Business Entity {explain)—<+v IR |, _}~  Stockholder --_Ownership %: L‘L’Vn

C Trustee

| @ SNF

 OTHER FACILITY TYPE {explaln);
]

Are any of the above Business Entities a "PARENT" organization to the
applicant facllity? If Yes, explain,

C_OTHER Natyre of Involvement {explain):

¢ Yes] Dates of invoivement:
E— © No From; P&0i-12
To: Eum:m
Facility name: Facility addréss (number, streef, clty): State: Zlp code:
Ban Ralae] [Tealthcare & Wellncss Centre, LFP HOUT SIhAve ™ San Ralael EA

Type of Facility

“Type™ of Biisiness Entity

Individuals “Nature™ of Invelvement

¢ Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the enlity:

¢ Administrator of Clinic, SNF or ICF

¢ Clinic  Corporaticn:  Agent
¢ COMMUNITY CARE FACILITY ¢ Director
~ General Acute Care Hospital ¢ Individual: |_ Licensea
¢ Health Fagility ]  Manager of “parent” organization
 HHA CLLC ¢ Managing employee of a HHA
~ Hospice | ¢ Member
o ICF  Management Company:  Officer of corporation
 ICF/DD  Owner
¢ ICFIDD-H e 1) @ Partner
( ICF/DD-N AT ! 2 C Sole Proprietorship
ICF

 Residential Care for the Elderly

( OTHER Business Entity (explainy: TSy

|_~ Stockholder - Ownership %: [ 5;%;

C Trustee

| @ SNF

J{‘ OTHER FACILITY TYPE {explafn):

Are any of Ine above Busmess Entities a “PARENT® organization to the
applicant facllity? If Yes, explain,

C OTHER Nature of Involvement (explain):

i c ;99 L Dates of invalvement:
@ No From: =152
To: _Eurent
Facllity name? Facility address {number, street, city): Stafe: Zip code!
putliigame Long Term Care tousdalc Drive  Burlingamc | FA PA0TU

Type of Facillty

“Typdé* of Business Entliy

Indlvidual’s "Nature™ of Involvement

C Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

¢ Administrator of Clinic, SNF or ICF

¢ Residential Care for the Elderly

¢ Clinic " Corporation: C Agent

- COMMUNITY CARE FACILITY ¢~ Director

= General Acute Care Hosgpital " Individual: | Licensee

¢ Healih Facility ] ¢ Manager of "parent” organization
¢ HHA _CLC: " Managing employee of a HHA
¢~ Hospice L_ ~ Member

C ICF ("~ Managemant Company: ion

¢ ICF/DD  Owner

¢ ICFIDD-H L‘ Partnershiba} v A U Lo A |_@ Pariner

¢ ICF/IDD-N 1686304 LN B IR T ¢ Sole Proprietorship

C ICF I (" OTHER Busines$ Entity (explain):

[ Stockhoelder - Ovmﬂu_l;?.%g__
C Trustea

& SNF

Are any of the above Business Entities a "PARENT” organization to the
applicant facllity? If Yes, explain,

 OTHER Nature of Involvemeant (explain);
]

(" OTHER FACILITY TYPE (explain):
| C Yes | Dates of involvement:
L @ No From: 1512

To: rent

HS 215A (2/08)
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Licensing and Certification

£ OTHER FACILITY TYPE (explain):
I

applicant facility? If Yes, explain,

[ Facllity name: Facllity address (number, sfreet, city): fate: 2Zip code:
JFullerton Healthcare & Wellness Contre, TP 222N Hatbor Bvd R
Type of Facillty “Type™ of Business Enfity Individual’s “Nature™ of Invelvement
 Adult Day Health Care Center For EACH business entity, identify the name & EIN of the entity: ¢ Administrator of Clinic, SNF ot ICF
 Clinic { Corporation: C Agent
 COMMUNITY CARE FACILITY ¢ Director
(~ General Acute Care Hospital C Individual: " Licensee
¢ Health Fagility ¢ Manager of "parent” organization
¢ HHA s LLC: . Managing employee of a HHA
" Hospice L ‘  Member
ICFE E Management Company; i
¢ ICFIDD —A 12 | C Owner
€ ICF/DDH a parmersmEmWWlWﬁﬁiﬁﬁﬂﬁﬂ & Partner
¢ ICF/DD-N 1033549 “— | Sole Proprictorship
ICF OTHER Business Entity (explain): £~ Stockholder .- Ownership %: ] ;‘%
¢ Residential Care for the Elderly C Trustee
| & SNF Are any of the above Business Enfities & "PARENT" organization to the

C _OTHER Nature of Involvement (explain):

J (e ;es | Dates of involvement:
& No From: A2.20-13
To: [iutmnl

(~ OTHER FACILITY TYPE (explain}:
] ;

applicant facility? If Yes, explain.

[ Faclllty name: " Facility addréss (number, sireet, city): tafe: Zip code:
MGiterey Healthcare & Wellness Centre, TP an Gabriel BIVd B | PTT
Typeof Facility “Type” of Business Enfity Indlvidual's “Nature” of Invoivement
¢ Adult Day Health Care Center For EACH business entity, identify the name & EIN of the entify: ¢ Administrator of Clinic, SNF or ICF
¢ Clinic E Corporation: ¢ Agent
" COMMUNITY CARE FACILITY " Director
 General Acute Gare Hospital " Individual: (" Licenseg
C Health Facility | . Manager of *parent® organization
 HHA CLLC: (" Managing employee of a HHA
~ Hospice L ~ Member
~ ICF c Management Company; icer of corporatio
" ICF/DD 1 Co—— 1 ! O Owner
ICF/DD-H @ Partnershid-¥I'o [ - |_@ Partner
" ICF/DD-N B . Scle Proprietorship
 ICF E: OTHER Business Enfity {explain): . Stockholder -- Ownership %: ] % -
¢ Residential Care for the Elderly  Trustee
@ SNF Are any of the above Business Eniities 8 “PARENT" organization to the

C OTHER Nature of Involvemnent {explain):

C Yes [ Dates of invalvement:
r @ No Fram: [2:30-13
To: Euncnl
acllity name: Faclllty address (humber, street, clty}): State: Zlp code:
E!ontcclio Heights Healthcare & Welltiess centre, LP 385 N. Figlierod ST, Los Angeles L EA \

Type of Facillty

“Type” of Buslness Entity

Individual's "Nature” of lnvoivement

(" Adult Day Health Care Center

For EACH business eatity, identify the name & EIN of the entity:

3 Administrator of Clinic, SNF or ICF

" OTHER FACILITY TYPE (explain):
|-

applicant facility?

If Yes, explain.

¢ Clinic "~ Corporation: ¢ Agent
¢ COMMUNITY CARE FACILITY | -  Director
| General Acute Care Hospital - Individual: | (™ Licensee
¢ Health Facility I ¢ Manager of *parent” organization
 HHA _CLLG: ¢ Managing employee of a HHA
| Hospice ! ¢~ Member
ICF ¢ Management Company: \ 5
¢ ICF/DD | ¢ Owner
ICF/DD-H : X f & Pariner
¢ ICF/DD-N 4 Al \0rrtyn [ 1f C. Sole Proprietorship .
ICF : OTHER Business Entity (explain): i | (. Stockholder -- Ownership %: | .7'9’9
" Residential Care for the Elderly ¢ Trustee
@ SNF Are any of the above Business Entities a *PARENT" organization to he C_OTHER Nature of lnvolvement (exE’ai"I:

¢ Yes | _ Dates of invalvement:
I & No From: 1512
To:  Euyent

HS 2154 (2/08)







State of California — Health and Human Servicaes Agency Califomia Department of Public Health
Licensing &nd Certffication

D. Employment/Business Summary (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.

Name and address of employer Job title
From: /72005 i prius, LLC | RO i
To: esent i pU6/ W, srd street duite 20U LA, CA DUUS6 ! I
From: p1/1995 ! I[ win Med | L‘bU |
To: Fresent i 11335 Greenstone Ave. santa Fe springs, CA T i
From: | . ) |
To: | Ll I |
From: | I
To: ' !

E. Facility, Agency, Clinic Involvement (in or out of California)
The questions below are for “individuals” and do not pertain to the facility that is applying for licensure.

i. Have you ever been involved with a business entity that operated a health facility or community care facility?
@ Yes (C No If YES, complete Section F (below} and the “Facility Information Sheet” (attached).

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).

Adult Day Health Care Center ICF/DD
Clinics ICF/DD-H
COMMUNITY CARE FACILITY ICF-DD-N
General Acute Care Hospital Intermediate Care Facility
Health Facility Pediatric Day Health & Respite Care
Home Health Agency Residential Care Facility for the Elderly
Hospice Skilled Nursing Facility
Other

3. Have you ever held a 5 percent or more beneficial ownership interest in any of the facility types above?
@ Yes ( No If YES, complete Section F {below) and the “Facility Information Sheet” (attached).

F. Adverse Actions

Have you been affiliated with any facility, either past or present, that has been identified as having one or more of the
following adverse actions? (C Yes @ No If YES, check all applicable:

C Had a final Medi-Cal decertification action taken (C Placed on probation (C Recelver appointed
(C Resolved by settlement (O Revocation action filed (& Revoked (whether stayed or not) (© Suspension

If yes, please explain {including facility name and address). Attach additional pages if necessary:

| declare under penalty of perjury that the statements on this form and any accompanying attachments are correct to the

best of my knowledge.
Signature: “&N Date: November 1,2014 i

\J RELEASE OF INFORMATION STATEMENT
The information provided on this form is mandatory and is necessary for licensure approval. It will be used to determine individual

applicant’s or applicant facility's ability to provide health services. The information is requested by the California Department of Public
Health, Licensing and Certification, in accordance with the Health and Safety Code. Failure to provide the information as requested
may result in nonissuance of a license or license revocation. The Information is considered public information and will be made
available to the public upon request. The information shall be included and maintained in the individual facility’s public files located in
Licensing and Certification district offices. b

. tu ¢ v Yl

e
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State of California—Health and Human Services Agency California Department of Public Health

ORGANIZATIONAL STRUCTURE

See other side for corporations.

PUBLIC AGENCY
1. Check type of public agency: [ Federal [ State [ County [ City [ Other, specify below
2. Agency providing services:
Name Address

Mailing Addrass (if different from above)

Contact person Title Phone number

3. District or area to be served: (attach map if necessary)
Specify geographic area

4. Required supplemental materials: Attach a copy of Resolution or legal document authorizing this application,

5. (1267.5 Health and Safety Code)
For profit corporations and partnerships, list the name(s) and business address of each person having a beneficial ownership interest of 10 percent or

rmore in the applicant corporation or partnership. If person is a minor, identify and indicate by name and address who exercises rights during minor's
minority.

Shiomo Rechnitz - Owns 96.9% of River Valley Healthcare & Wellness Centre, LP. Licensee

5900 Wilshire Bivd. Suite 1600
Los Angeles, CA 90036

PARTNERSHIPS
Atftach a copy of partnership agreement.
First partner Limited Name
0 General ghlomo Rechnitz e
usiness address ' N N
2490 Court St. Redding, CA 96001-2540 " D) rlé G e W
Second partner Limited Name '} } B / “l
[ General Alain Kuppermann : ! ECD n on ' f!
Business address | it TRV UG . i,/
2480 Court St. Redding, CA 96001-2540 { ,
For additional partners, use space above or attach a separate sheet. L OENTRAGL G s, e f
= ,
i

R REY N

OTHER ASSOCIATIONS/BUSINESS ENTITIES ~ SN

Other associations/business entities, i.e., limited liability companies, etc., must also provide a similar list of persons legally responsible for the organization,
appropriate legal documents which set forth legal responsbility of the crganization, and accountability for operating the facility.

o

RELEASE OF INFORMATION STATEMENT

The information provided on this form is mandatory and is necessary for licensure approval. It will be used to determine individual applicant’s or applicant
facility’s ability to provide health services. The information is requested by the California Department of Public Health, Licensing and Certification, in accordance
with Health and Safety Code, Sections 1212, 1253, 1265, 1267.5, and 1728, and California Code of Regulations (CCR), Title 22, Sections 70107, 71107,
73205, 74105, 76205, and 78205.

Failure to provide the information as requested may result in nonissuance of a license or license revocation.

The information is considered public information and will be made available to the public upon request. The information shall be included and maintained in
the individual facility’s files located in Licensing and Certification district offices.
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State of California—Health and Human Services Agency Calfarnia Department of Public Health

ORGANIZATIONAL STRUCTURE

See other side for corporations.

PUBLIC AGENCY
1. Check type of public agency: [ Federal [1 State [ County O city 1 Other, specify below
2. Agency providing services:
Name Address
Mailing Address (if different from above)
Contact person Title Phone number

3. District or area to be served: (attach map if necessary)
Specify geographic area

4, Required supplemental materials: Attach a copy of Resolution or legal document authorizing this application.

5. (1267.5 Health and Safety Codg)
For profit corporations and partnerships, list the name(s) and business address of each person having a beneficial ownership interest of 10 percent or
more in the applicant corporation or partnership. If person is a minor, identify and indicate by name and address who exercises rights during minor's

minority.

Shlomo Rechnitz - Owng 96.9% of River Valley Healthcare & Wellness Cenire, LP, Licensee
5900 Wilshire Blvd. Suite 1600

Los Angeles, CA 90036

PARTNERSHIPS
Atftach a copy of partnership agreement.
First partner O Limited Name
General River Valley Wellness GP, LLC

Business address ,.7 N - ST T
2490 Court St Redding, CA 96001-2540 I-m,E CEIVE n).

[l

Second partner [ Limited Name | _/
[ General ' ﬂ e _ |

Business address T WA o 2075 ;t}/’!

- : :
For additional partners, use space above or attach a separate sheet, CENT-T?MB—AFPTMT& -

CLIVSIIT T ST
OTHER ASSOCIATIONS/BUSINESS ENTITIES —— e & LERTFICATICH *200RAm

Other associations/business entities, i.e., limited liability companies, etc., must also provide a similar list of persons legally responsible for the organization,
appropriate legal documents which set forth legal responsibility of the organization, and accountability for operating the facility.

RELEASE OF INFORMATION STATEMENT

The information provided on this form is mandatory and is necessary for licensure approval. It will be used to determine individual applicant's or applicant
facility's ability to provide health services. The information is requested by the Califoernia Department of Public Health, Licensing and Certification, in accordance
with Health and Safety Code, Sections 1212, 1253, 1265, 1267.5, and 1728, and California Code of Regulations (CCR), Title 22; Sections 70107, 71107,
73205, 74105, 76205, and 78205.

Failure to provide the information as requested may result in nonissuance of a license or license revocation.

The information is considered public information and will be made available to the public upon request. The information shall be included and maintained in
the individual facility's files located in Licensing and Certification district offices.

HS 309 (2/08)



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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Business Search - Business Et ™ s - Business Programs Page 1 of 1

s /é C?.rxf74(([{44&(‘«?(371:)2(1&&”.

R

Secretary of State Main Website Business Programs  Notary & Authentications Elections Campaign & Lobbying

Business Entities {BE) Business Entity Detail

Online Services

- E-File Statements of . . . .
Information for Data is updated to the California Business Search on Wednesday and Saturday mornings. Results

Corporations reflect work processed through Friday, March 06, 2015. Please refer to Processing Times for the

- smhes_s Se_ﬁrCh recelved dates of filings currently being processed. The data provided is not a complete or certified
- Processing mes 1l
- pisclosure Search record of an entity.

Main Page Entity Name: RIVER VALLEY HEALTHCARE & WELLNESS CENTRE, LP
Service Options Entity Number: 201334000014
Name Avaitabliity Date Filed: 12/06/2013
Forms, Samples & Fees
a Status: ACTIVE
Statements of Information
(annual/blennial reports) Jurisdiction: CALIFORNIA
Filing Tips Entity Address: 5900 WILSHIRE BLVD STE 1600
Information Requests . i
(certificates, copies & Entity City, State, Zip: LOS ANGELES CA 90036

status reports) }
Agent for Service of Process: STEVEN STROLL
Service of Process

FAQs Agent Address: 4929 WILSHIRE BLVD STE 388

Contact Information Agent City, State, Zip: LOS ANGELES CA 90010

Resources
- Business Resources * Indicates the information Is not contained in the California Secretary of State's database.
- Tax Information
- Starting A Business * Note: If the agent for service of process is a corperation, the address of the agent may be

Customer Alerts requested by ordering a status report.

T :?;Z‘::ﬁl;dg::;m::e“ « For information on checking or reserving a name, refer to Name Availability.

solicitations » For Information on ordering certificates, copies of documents and/or status reports or to request a
more extensive search, refer to Information Requests.
« For help with searching an entity name, refer to Search Tips.
« For descriptions of the various fields and status types, refer to Field Descriptions and Status
Definitions.

Modify Search New Search Printer Friendly Back to Search Results

Privacy Statement | Erge Document Readers
Copyright @ 2015  Caiifornia Secretary of State

http://kepler.sos.ca.gov/ 03/09/2015



CERTIFICATE OF RESOLUTION

RESOLVED the River Valley Healthcare & Wellness Centre, LP hereby authorizes Shiomo
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 certain
skilled nursing facility located at 2490 Court St. 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 but not limited to any and all documents required 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

o)

Shlomo Rechnit?y CEO
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State of California—Health and Human Services Agency Califomnia Depariment of Public Health

AFriJAVIT REGARDING PATIENT MUNEY

In accordance with California Health and Safety Code, Section 1318, this form is intended to ensure that all licensed health
facilities comply with statutory bonding requirements if they handle patient money. This form is required on all new applications
and whenever the Department deems it is necessary to reevaluate the bonding need of a health facility.

River Valley Healthcare & Wellness Centre, LP
Name(s) of Applicants (i.e., licensee)

1 (We)

As applicant(s) for River Valley Healthcare & Wellness Centre, LP
Name of Facility

Facility address 2480 Court St. Hedding CA 96001 Shasta
Street City State ZIP Code County
1 (We) certify that ! (check A cr B below):
O A. Will handle less than $25 per patient and less than $500 for all patients in any one month.
B. WIll handle more than $25 per patient or more than $500 for all patients in any one month. (If
B is checked, please indicate the maximum amount of money that will be handled.)
Amount of money to be handled. ... ...ttt e $74,500.00

Note: If “B" is checked, you will need to submit a Surety Bond Verification (form HS 402).

Money Handled Bond Required Money Handled Bond Required

$ 500.00 to 750.00 $ 1,000.00 $10,501.00 to 11,500.00 $12,000.00

751.00 to 1,500.00 2,000.00 11,501.00 to 12,500.00 13,000.00
1,501.00 to 2,500.00 3,000.00 12,601.00 to 13,500.00 14,000.00
2,501.00 to 3,500.00 4,000.00 13,501.00 to 14,500.00 15,000.00
3,601.00 to 4,500.00 5,000.00 14,501.00 to 15,500.00 16,000.00
4,501.00 to 5,500.00 6,000.00 15,501.00 to 16,500.00 17,000.00
5,501.00 to 6,500.00 7,000.00 16,501.00 to 17,500.00 18,000.00
6,5601.00 to 7,500.00 8,000.00 17,501.00 to 18,500.00 19,000.00
7,501.00 to 8,500.00 9,000.00 18,501.00 to 19,500.00 20,000.00
8,501.00 to 9,500.00 10,000.00 19,501.00 to 20,500.00 21,000.00
9,601.00 to 10,500.00 11,000.00 20,501.00 to 21,500.00 22,000.00

Every additional increment of $1,000.00 or fraction thereof shall require an additional $1,000.00 on the bond.

Licensees are required to:
o Immediately notify the licensing agency in writing when the stated amount is exceeded.

@ Maintain adequate safeguards and accurate records of monies and valuables entrusted to the facility, in accordance with
regulations of the State Department of Public Heaith.

[ (We) certify that the foregoing statements are true to the best of my (our) knowledge. @ rE_[()j ![L ‘ ” VW 7 IS ”_\ ;I"T

Shliomo Rechnitz CEO I ] FFR 20 snic 5:’

Print name Title i . e (
v 13 1
i ,

!

1

\ \\ ﬁ CENTRAIA L hi ot TIT T
N “
RELEASE OF INFORMATION STATEMENT

“ e

LT eag e
The information provided on this form is mandatory and is necessary for licensure approval. It will be used to determine individual applicant’s or applicant
facility’s ability to provide health services. The information is requested by the California Department of Public Health, Licensing and Cerfification, in
accordance with Heaith and Safety Code, Sections 1253, 1265, and 1267.5, and Californla Code of Regulations (CCR), Tille 22, Sections 70107, 70137,
71107, 71135, 73205, 73241, 76205, and 76241.

Failure to provide the information as requested or submission of willful false statements may result in nonissuance of a license or license revocation.

The information is considered public information and will be made available to the public upon request. The information shall be included and maintained in the
individual facility’s public files located in Licensing and Certification district offices.

November 1,'2044%: % ©°
Date

Signature

HS 400 {2/08)



CALIFORN!A A!..L PURPOSE ACKNOWLEDGMENT

State of California

County of Los Angsles

Oon é; ) é of 2!2 3 before me, C. Scarnici-Notary Public
Cate Here Insert Name and Title of the Officar

personally appeared Jennifsr Wayna

Name{s) of Signer(s)

who proved to me on the basis of satisfactary evidence to
be the person(#) whose name(d)(8/are subscribed to the
within instrument and acknowledged to me that
he/@lhey executed the same in histhetheir authorized
capacity(ies), and that by histGetiheir signature(g) on the
instrument the person(g), or the entity upon behalf of
which the person(g) acted, executed the instrument.

C. SCARNIC!
Commission # 2028072
Notary Public - Galifornia
Los Angetes County

} certify under PENALTY OF PERJURY under the laws
of the State of California that the foregoing paragraph is
true and correct,

WITNESS my band and

——
Place Notary Seal Ab Signature Signatuy 12 yxﬁ/ j
ace Notary Seal Abave ignatur otary Pul
OPTIONAL
Though the information below is not required by law, it may prove valuable to persons relying document
and could prevent fraudulent removal and reattachment of this form to another document.
Description of Attached Document
Title or Type of Document:
Document Date: Number of Pagg-\ I&, (r~ L -~
=TTk
Signer(s) Other Than Named Above: 1 g T e
- -1 l Y
Capacity(ies) Claimed by Signer(s) J o FEB 20 2015
Signer's Name: Signer's Name: f LL- _
[0 Individual O Individual P Lot rf"~:,'”‘“““f”,' P ”_!*.- LT
(O Corporate Officer — Title(s): O Corporate Offlcer—TltIe(s) o e ?O T
O Partner—. [ Limited O General AIGHIT UMBERINT O Partner — O Limited O General
[J Attorney in Fact OF SIGNER O Attorney in Fact OF SIGNER
O Trustee Top of thumb here O Trustee Top of thumb here
[0 Guardian or Conservator [T Guardian or Conservator
00 Other: O Cther:
Signer Is Representing: Signer Is Representing:

@200? Naucnal Notary ASSOCIatIOﬂ' 9350 De Sote Ave., PO an 2402 -Chafmorlh CA 91313-2402 * www. NaﬂonalNolaryorg rtem #5907 Ftenrder CallToIl-Freei -800- 8?64:‘827



State of California—Health and Human Services Agency

BED OR SERVICE REQUEST Date

Department of Health Services

11-01-2014

This form is intended to identify the types of beds or services requested for health facilities. For new facilities, complete the
column marked “Requested Beds.” For existing facilities, complete both columns. The form is to accompany the application
form (HS 200) for any new facility, change in capacity, service, facility type, or bed classification.

Name of facility Type

River Valley Healthcare & Wellness Centre, LP Skilled Nursing Facility

Address (number, street) City State ZIP code
2490 Court St. Redding CA 96001
Please insert number:

EXISTING BEDS REQUESTED BEDS

Acute Respiratory

*Burn
Coronary Care
113 General Nursing (Long-term)
Intensive Care
*Intensive Care (Newborn)
Intermediate Care
Medical—Surgical
Mental {Long-term)
Pediatrics
Perinatal
*Psychiatric
Rehabilitation
Other (specify):

i[% APPROVED cAPACITY

Acute Respiratory

*Bum

Coronary Care

General Nursing (Long-term)
Intensive Care

*Intensive Care (Newborn)
Intermediate Care
Medical—Surgical

Mental (Long-term)
Pediatrics
Perinatal
*Psychiatric
Rehabilitation
Other (specify):

—
—
W)

T

APPROVED CAPACITY

Please check (v) services:

EXISTING SERVICES

*Basic Emergency
*Cardiovascular Surgery
*Chronic Dialysis Unit
*Comprehensive Emergency
Dental
Nuclear Medicine
Occupational Therapy
Qutpatient Service
Physical Therapy
Podiatric Service
*Radiation Therapy
*Renal Transplant Center
*Respiratory Care
Social Service
Speech Pathology/Audio
Standby Emergency
Clinic Only:
Aboertion Service
Birthing Service
Psychology
Other (specify):

LTTEETETTT T

*Special Permit Services

REQUESTED SERVICES

*Basic Emergency

*Cardiovascular Surgery

*Chronic Dialysis Unit

*Comprehensive Emergency

Dental . W IL;i N AT
Nuclear Medicing -~ - . N [ '
Occupationalf'.l'f}ierapy N
QOutpatient Service i j |
Physical Therapy FEB 20 2015 )
Podiatric Service .
*Radiation Therapy{il....)_.
*Renal Transplant Cenfer
*Respiratory Care

Social Service

Speech Pathology/Audio
Standby Emergency

Clinic Only:

Abortion Service
Birthing Service
Optometric
Psychology

Other (specify):

o R e e Ll
e L T

LTI

HS 609 (9/00)



RIVER VALLEY HEALTHCARE & WELLNESS CENTRE, LP

2409 Court St. | Redding, CA 96001-2540
(530) 246-0600 | (530) 246-0558

November 1, 2014

California Department of 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 ownership of 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,

Shlomo Rechnitz
CEO

Lﬂ FEB 20 o015 1'
- !
, : Co

G e
ENTRALL2:
[ tierarme I EL LI



The parties agree that this agre nt is a legal and binding document a s fully enforceable in a court of
competent jurisdiction. The pro...... signing this agreement warrants that she has read this agreement and

understands it.

[ declare under penalty of perjury under the laws of the State of California that the foregoing information is
true, accurate, and complete to the hest of my knowledge and belief.

I declare | am the provider or | have the authority to legally hind the provider, which is an entity and not an
individual person.

1. Printed legal name of provider

River Valley Healthcare & Wellness Centre, LP

2. Printed name of person signing this declaration on behalf of provider (if an entity or business name is listed in ltem 1 above)
Shlomo Rechnitz\

3. Originps\ tu prowder or representatwe if this.provider is an entity other than an |nd1V|dual person as sole proprietor L TR

4. Title of person signir’@this daclaration e ] Ve v e
ERRERR DI L Tt r e + * Lo L - L R L
CEO..; R T LT T Bt ST B O S S I ot P T
5. Notary Publrc (Afiix notary seal or stamp |n the space below) ) o ,
Tt :"’ [N R VA P PR Ao S e L e B R L L T I g Vo M e A O IR TR 13 P BT A

- - DEBEKALAN LANE ™

COmmlssmn # 2057806
.".Notary Public’=California- | Z wha proved to me on the basis of satlsfactory ewdence to be the person(s)
/ .- Los'Angels County -~ =Tl Whose namels) is/are subscribed to'the withininstrument and acknowledged
My Comm. Expires Feb 14, 2018 to me that he/she/they executed the same in hrs/her/thenr authorized
' ....capacity(ies),and that by hisfher/their_signature(s) on the instrumentthe . . ... ‘..

person(s), or the entity upon behalf of which the person(s) acted, executed

;

State of alifornla, County of Los Angeles
—==-0n-{l_ /{1 ; - before me;Derek Alan Lane; Notary Publig; == ===
Personally appeared _ S 10MD ﬂgdﬂﬂﬁt

ant e wd mmire e

the instrument. | certify under PENALTY OF PURJURY under the laws of the
--__ W/g/ - - --State of.California that the foregoing-paragraph-is-true and corrects «- + « =« ww v+ oo

WITNESS my hand and official seal. , . ¢
v L ‘J ' o - * . 1. N
*E‘,'(écateq‘;{t;..uaargﬁgaéé‘; I T - L S T S 7
o CTE T T (City) - - (State) " - et (Date) - -

4 Applicants and providers'licensed pursuant to Division 2’ (commencing with Section 500) of the Business and Proféssions Code, the

:

Osteopathlc Inltlatwe Act or the Chlropractlc Inltlatlve Act ARE NOT REQUIRED to have this form notanzed If notarrzatlon lS

‘Code. - - - o

6." Contact.Person’s information ’ ’ T o

___[1 Check here if you are the same person identified in item 2. if you checked the box, provide only the emall address and phone number below.

Contact Person's Name_ (last) _

“(tl”r'st) . o ‘ (mrddte) W . (gender)

Confact Person's Name.. B -+ vev e e B . . ‘
Brooks Sharrod dia\ 5 Wa q—Fe\Wla j
Ttle/Position _ ... . . . . __. Email address -+ — Tetephoné_j\lh[n-ber e S ,—.:1 ¥
Preparer. .* - 7h L sbrooks@rockporthc com o B X 33,6"6 72 '7-“ o : i ;‘ !

: [ eenfn oo N

—— —_— e e S T e T e e e e e T e S PR e 3'{;“,5 i

Prlvacy Statement | . :
A asly 3UC sy e Tl T et w‘ (Civil Codé Section 1798 et seq‘) Saloctin Feyee R S g oo e

All |nformat|on requestéd an. the appllcatlon the: dlsclosure statement and the prowder agreement is mandatory w1th the "exception ¢ ot' e so‘
number for any person-othér than the ‘person or entity for whom an IRS Form 1099 must-be ‘provided by the Department pursuant t0'26'USC 604 T -his. -

A I R e R e T ] i

inforfation is required by the Department of Health Care Services, Provider Enrallment Division, by the authorlty of Welfare and Institutions Code Section
14043.2(a): The consequences of not supplying the mandatory information requested are denial of enrollment as a Medi-Cal provider or denial of
confinued gnrdllfient as’a provider and deactivation of @l provider numbers used by the"provider tgcblain ralmbursement ffam the"Medi-Cal progran.
The consequence of not supplymg the vo]untary sogial security number information requested Is delay in the application process while other
documentation is used-to- verrfy the ‘information- supplled Any information- provided will-be- Used-to verlfy ellglbllrty to"participate a5 a prowder in the
Medi-Cal program. “Any- information may also be provided té the State Controller's Office, the Californial Department of .Justice, ‘the Department of
Consumer Affairs, the Department of Corporations..or other state or local agencies as appropriate, fiscal intermediaries, managed tare'plans, the Federal
Buréau of . Investigation, -the .Internal Revenue. Serwce Medicare Fiscal.Intermediaries, Centers for. Medlcare ang. Medlcald Senvices,-.Office -of. the

Inspector Generat Medlcard and licensing programs in other states: -

DHES 9008 (6/10)-7 ToTE= ST T ET

TGt v v e

. A i g ':"-(r mEF T
W . A L . . e .

B S T _]. ST e TR SRIEITRTAY SERIT T LTE ot ___-.:-‘-;-u PageB:of—B;:






