


SECTION I 

FACILITY INFORMATION AND UTILIZATION DURING CALENDAR YEAR 2023 

If any of the conditions listed below will prevent a prospective patient from admission to your facility, please mark the 
applicable conditions: 

Aggressive/Anti-Social Behavior Patient Non-Mobile 

Chronic Alcoholism Government Payment Recipient 

Developmental Disability Under 65 Years of Age 

Drug Addiction  Patient Unable to Self-Medicate 

Medicaid Recipient Patient Ventilator Dependent 

Medicare Recipient Infectious Disease Requiring Isolation 

Mental Illness  Any other Admission Restriction 

Patient Non-Ambulatory None Applicable 

If your facility ownership requires that the facility have a agent registered with the Illinois Secretary of State, indicate the 
name, address and telephone number of the Registered Agent: 

Registered Agent Name 

Registered Agent Street Address 

Registered Agent City, State and Zip Code 

Registered Agent Telephone Number 
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Please provide the following information for your long-term care facility: 

Facility License Number

Facility Name 

Facility Address 

Facility City 

Facility Zip Code 

Facility FEIN Number 





FACILITY UTILIZATION – BEDS, RESIDENTS, PATIENT DAYS 
Patient Days of Care are TOTALS for care provided during Calendar Year 
2023. Patient Information is for Patients in the facility on December 31, 2023. 

BEDS/OCCUPANCY 

Licensed Beds – 12/31/2023 

Highest One-Day Beds Set Up 

Highest One-Day Beds Occupied 

Beds Set Up – 12/31/2023 

Beds Occupied – 12/31/2023 

TOTAL PATIENT DAYS OF CARE – 2023 

MEDICARE 

MEDICAID 

OTHER PUBLIC PROGRAM 

PRIVATE INSURANCE 

PRIVATE PAYMENT 

CHARITY CARE 

TOTALS 

PATIENTS AS OF DECEMBER 31, 2023 

MALES – Under 18 

18-44 Years Old

45-59 Years Old

60-64 Years Old

65-74 Years Old

75-84 Years Old

85 or more Years Old 

MALE TOTALS 

FEMALES – Under 18 

18-44 Years Old

45-59 Years Old

60-64 Years Old

65-74 Years Old

75-84 Years Old

85 or more Years Old 

FEMALE TOTALS 

TOTAL RESIDENTS 

SKILLED < 22 
CARE 
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PATIENTS BY RACIAL GROUP AS OF DECEMBER 31, 2023 

ASIAN 

AMERICAN INDIAN 

BLACK/AFR. AMERICAN 

HAWAIIAN/PAC. ISL. 

WHITE 

RACE UNKNOWN 

TOTALS 

PATIENTS BY ETHNICITY AS OF DECEMBER 31, 2023 

HISPANIC/LATINO 

NOT HISPANIC/LATINO 

ETHNICITY UNKNOWN 

TOTALS 

PATIENTS BY PRIMARY PAYMENT SOURCE AS OF DEC. 31, 2023 

MEDICARE 

MEDICAID 

OTHER PUBLIC PROG. 

PRIVATE INSURANCE 

PRIVATE PAYMENT 

CHARITY CARE 

TOTALS 

SKILLED <22
CARE 
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PRIVATE PAYMENT DAILY ROOM RATES  AS OF DEC. 31, 2023 

PRIVATE ROOM 

SHARED ROOM 





SECTION II 
Financial and Capital Expenditure information for your facility 

for your Most Recent Available Fiscal Year 

The information from this section will come from your Most Recent Annual Financial Statements, which include your 
Income Statement and Balance Sheet.  Sources of Financial Data can be Audited Financial Statements, Review or 
Compilation Financial Statements, or Tax Return Documents for your Most Recent Fiscal Year. 

Please indicate the Starting Date and Ending Date (format mm/dd/yyyy) for your Fiscal Year: 

       STARTING DATE                                                                              ENDING DATE 

Please select the Data Source used for the information reported in this section: 

CAPITAL EXPENDITURES 
Capital expenditures are defined as “Any expenditure : (A) made by or on behalf of a health care facility …….and (B) 
which under generally accepted accounting principles is not properly chargeable as an expense of operation and 
maintenance, or is made to obtain by lease or comparable arrangement any facility or part there of or any 
equipment for a facility or part… and includes the cost of any studies, surveys, designs, plans, working drawings, 
specification and other activities essential to the acquisition, improvement, expansion or replacement of any plant 
or equipment with respect to which an expenditure is made… and includes donations of equipment of facilities or a 
transfer of equipment or facilities at fair market value.” 

Please report the TOTAL CAPITAL EXPENDITURES DURING YOUR REPORTING YEAR: 

Please provide the following information ONLY FOR PROJECTS/EXPENDITURES IN EXCESS OF $350,000 obligated by, 
or on behalf of, the facility during the reporting year. 

Description of Project/Expenditure Amount 
Obligated 

Method 
of Financing 

CON Project 
Number 

(if applicable) 
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NET REVENUE BY PAYMENT SOURCE FOR REPORTED FISCAL YEAR 
Please report the Net Revenue of the facility during the reported Fiscal Year by the listed sources of revenue: 

Source of Payment* Net Revenue (Dollars) 

Medicare 

Medicaid 

Other Public Payment 

Private Insurance 

Private Payment 

TOTALS 

*OTHER PUBLIC PAYMENT includes payments from Veterans’ Administration,
County Boards, Community Aid Agencies, grants, CHAMPUS, CHAMP-VA, and other
government-sponsored programs, excluding Medicare and Medicaid.

PRIVATE INSURANCE refers to payments made through private insurance policies. 

PRIVATE PAYMENT includes money from a private account, such as a Medical 
Savings Account, and any government funding paid to the resident and then 
transferred to the facility in payment for services. 

Revenue from Medicare-Medicaid Alignment Initiative (MMAI) should be included in 
Medicare. 

Revenue from Medicaid Managed Care should be included in Medicaid.

ACTUAL COST OF SERVICES PROVIDED TO CHARITY CARE RECIPIENTS FOR THE REPORTED FISCAL YEAR 
Please report the Actual Cost of Services provided by your facility to recipients of Charity Care* during the reported 
Fiscal Year. 

Amount (Dollars) 

Actual Cost of Charity Care Services 

*Charity Care means care provided by a health care facility for which the provider does not expect 
to receive payment from the patient or a third-party payer [20 ILCS 3960, section 3].  Charity care 
does not include bad debt or the unreimbursed cost of Medicare, Medicaid, and other Federal, 
State or local indigent health care programs, eligibility for which is based on financial need.
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