SCHEDULE CFR

NEW YORK STA

TYPE OF O
10000 NOT~FOR~
Onondaga PROPRIETA
34 GOVERKNMENTAL::

NERSHIP:
AGENCY NA 1T [ X

AGENCY RDDRESS:

Syracuse, New York 13211-2319
{ H if

Please check the box the agency address char

SCHOOL CODE  (SEI

SMPLOYER ID NUME

Person to Contact with Regard to Questions Concerning this Report: CERTIFIED FINANCIAL STZ EPCRTING PERICD: 01/01/2014 - 12/31/2014

315 355-7778 Ext. 12 CHECK THE STATE AGENCY (I£S): [ X'} OMH
OPWDD

v

CHECK THE

FAX Number

the prior report

on to contact ng period.

OF ANY INFORMATION C INED IN THIS REPORYT MAY BE

> TRU
L THE INFO
N CR ANY OF 178
BEEN FULLY, OR AL

TO
MENTAI
I# IT ¥

04/12/2015

e prior reporting period.

Date Updated: 10/10/2014



YORK STATE SCHEDULE CFR

ED PISCAL REPORT DEPE} ACCOUNTANT
1, 2014 70 December 31, 2014 VOLUNTAR
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CONSOLI
THE PERICD: Januar

”?

AGENCY or

RGENCY NBEME: Any Agency AGENCY CODE: 10000 CHOOL CODE {SED ONLY): (SED ONLY)

the related statements of activities, changes

which comprise the statement of
the financial statements.
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ibility for the Finarncial Stat

includes the design, implementation, and
fraud or error.
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d accounting pri
th

the prepa
@ sstatement,
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Our responsibility is to express an opinion on these statements based on our audit. We conducted cur aud
standards require that we plan and perform the audit reasonable assurance about whether the financial statements are free from material misstatement.

1
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fai f the financial state s to des 2dit procedures that are appropr but not for the purpose of expressing an opini on ¢ " the entity's
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NEW YORK STATE "”‘HLDULI} ~ii
CONSOLIDATED FISCARL REPORT 5 REPORT
FOR THE PERIOD: January 1, 2014 TO December 31, l'“'AR{ RCFI CY or
GOVERNH]
3
AGENCY NAME: Any Agency NCY CODE: 10000 SCHGOL CODE
ined the above detailed schedt relating to paration the Consolidated for
2d December 31, 2014. The Age y ' oconformity \ose instruct express an opinion
tions based upon our examination.
ination was conducted itute of Certified Public Accountants and, accordingl luded examining, on a test basis, evidence
. referenced g such other procedures as we considered 1 ssary circumstances inc ing f owing ocedures
d in Appendix AR of the nation provi a basis for opinion.,
In our opinion, the schedules detailed above in conformity with th the preparation of the Consolidated Fi Report as New York
State Office For People With Developmental Di ‘fice of Mental Health, fl = oi Alcoho,;sm and Substance Abuse vices, and New York State Hduc the
5 v ended December 31, 2014.
y for the 4niovmat and use anagement, the New York State governmental funding any funding Counties that are required to py of this
report ended to be and she i not be used by amng oth these specified parties.
The undersigned he“eby that we acts known to us, disclosure of w ssary to make this opinion, the basi
referenced CFR schedule rsigned b disclose any material fact discov ubsequent to this certificatrion, whi
certification and was inancial above referenc CFR schedules, the disclosure of which cessary to make the b financial statements or
misieading and will dz in tements or the above referenced CFR schedules.
During the expressing this opinion and durin period covered by the financial we did have nor were comuitted to acguire, any direct
financial srest ownership or operation of the C and we were not conn d in any the owners inancing or operation of the facility as a
director, wachr or employe ependent certified publi t or independent publ accountant .

Date of Report (Enter the date of ort on the financial
statements.}

NYS OMH

ndent A

Signature of
Charles S

Indepe ccountant,

Contreol Number




SCHEDULE CFR-1ii

CO«)L~mF ONLY NEW YORK E

IF THIS REPORT CONSOLIDATED FISCAL REPORT
CONTAINS STATE AID PERICD: January 1, 2014 TO December 31,
Edfn,ﬁ PROGRAMS

y
<
=3
I
&

4
AGENCY NAME: Any ARgency AGENCY CODE: 106000
COUNTY/NYC - Y LOCAL SERVICE PROVIDER
|
ily and accurately represents reportable come and i
accordance with provisicon of the Mental Hygiene Law and H
There are records and worksheets to support this statement in the custody of the above named agency. I have ified that the costs ¥
Such records and worksheets include th» necessary summaries of payrolls and time records, abstracts i Schedule DMH-3 are ¢ istent with the contract expendi
from ledgers, registers or other expen records. All income from fees, all paymenis by other State or i amounts as approved by this local governmental unit. I he
Federal agencies and any other income e been recorded, included and summarized in support of the | expenditures were necessary to provide the se Z he approved
amountis reporte i budget and that further review will establish beenr fully reported.
i
Records and worksheets, including records which show that the agency has applied for and received, | I understand that the State Aid paid to this local governmental unit on the basis
or received formal notification of refusal of, all forms of third party reimbursement and i of this rtification may be adjusted, modified and reduced if records are not
be appropria for such services, are on file at the above location and available for | availabl or do not support this financial statement. I h reby recommend that
of the %tatn Comptro“v and/or ives of the New York State Commissioner of the OFffice of i final reimbursement be approved.
Alc Substance : 8 , Commissioner of for People With
Dex,, 3 Disabilit 5 v the Commissioner of the Of ntal Health. |
I understand the State Aid paid on the basis ration for local assistance oviders may
be adjusted, modi »d and reduced if the records re not support thii financial statement,
and that such a reduction may require a repayment t are disclosed i
by audit.
Sigred: Signed: }
{(For Veluntary Local Service Provi T Service Provider) i stor of Community Mental Health Services
i
| Local Governmenta
Title: Unit:s e
{Service Provider's Chief Executive icer} f
|
04/12/20
L Date: | DALET o e e e e
NYS OMH Version 23.0 Updated: 10/10/2014 Document Control Number: 450103 Assigned: 10/10/2014 Rev. May 2014 CFR~111




OMH
OPWDD
OGASAS

DATA

ng State Agency:
] [
)
J

COLUMH Cost 1 2 3 4
ITEM DESCRI [ ON Codes

SECTION GENERAL INFORMATICN
1} Program Type acy/Support Services Advocacy/Support Servi Clinic Community Residence, Children
Z) Program Code ( ode Index) 17 {00} 1760 (00O 2100 71 {00)
3} Program/Site I ~ion Number 1 50 1111276 11110 1575
4) Program/Site O NSWers OMH Shoulders Bunn Street House
5) Program/Site 00030 2 wart St. My Way Dr 53 Bunn Street 2 d Ave
6) Program/Site 0004C Syracuse, NY 13200-2454 racuse, .NY 132967-1343 acuse, NY 13210-2330 Syracuse, NY 13292-110%
Ta} Medicaid Provider Agreement Number (DMH only) 00060 0257811 51504883
7b) National Provider 1D Number (DMH Cnly) 40061 180607777 1706623456
8) County Code {See Appendix C) 00080 34 34 34 34
9} Date Site Opened 00090 06/01/1996 01/01/2001 02/02/1992 01/16/1991
10y Certified Capacity (OAS CPWDD and 6]
11) Actual Capacity (OMH, OPWDD and SED only) G
12) Actual Days Program/Site Open 253
13) Units Of Servi 5,621
14) Respite r OPWDD only) 130 0
15} Program/Site ¥ “age SAS, OPWDD and SED Only) 00150 0 0

NYS OMH Version 23.0 Date Updated: 10/10/2014 Document Control Number: 45010337 Assigned: 16/10/2014 Rev. May 2014 CFR-1.1



Funding State Agency: : NEW YCRK STATE SCHEDULE CFR-1
I X ] OMH { } SED CONSCLIDATED FISCAL REPORT PROGRAM/ S !
{ 1 CPWDD FOR THE PERIOD: January 1, 2014 TO December 31, 2014 DATA
{ i OASAS .
PRGE 6
AGENCY NAME: Any Agency
AGENCY COD 10000
SCHOGIL: CCD (SED ONLY}
Line COLUMN NUME Cost 1 2 3 4
No. ITEM DESCRIPTION Codes
Program Code {(Program Code Index) 1780 (00 176G (00} 2100 (00)
Program/Site Identification Number 1111050 1111276 11052
SECTION B: EXPENSES
PERSONAL SERVICES
16) Personal Services-Program/Site & Program Admin* 22,987 372,548 578,598
17) Vacation Accruals-Program/Site & Program Admin* 414 665 1,312
NGE EFITS
18) Mandat Fringe Bene 3200 2,281 2 36,957
19) Non-Mandated Fringe Ben g 13300 3,968 3 64,302
20) Total Fringe Renefits (Sum Lines 18 & 19) 13999 6,249 2 101,259
OTHER THAN PERSONAL SERVICES (OTPS)
} Food 14010 0 0 0
22} Repairs and Maintenance 140620 27z 272 Z
23) Utilities . 681 681 7
24y 16 16 0
25} 1,950 1,211 i20
26} o 0 4,804
27 tt {(OPWDD and SED only) O G O
28) C 83 23 1 8
29} Sub-Contract R Materials 14090 o J G
30} Participant Wages - Non-Cont . 14100 o 0 a
NYS OMH Version 2 Date Updated: 14/10/2014 cument Control Number: 4501033 Assigned: 10/10/2014 Rev. May 2014 CFrR-1.2




YORK STATE SCHEDULE CFR-1
I} FISCAL REPORT PROGRAM/SITE
1, 2014 TO December 31, 2014 DATA

Funding State Agency:
[ X 1 CMH H 1

AGERCY
AGENCY
SCHOOL:

Any Ag
16000
{SED ONLY)

Program Code (Program Code Index) 1760 (00 1760 (00

Program/Site Identification Number 1111050 1111276

Participant Wages-Contract 14110 0 0
ipant Fr > Benefits 14120 0 G

vices

Ser Assessment (OPWDD only) 14130 a 0

f Development 14140 184 3,626
Contracted Di t Care and Clinical Personal Services (from CFR-4A) 14150 6] 71,885
Supplies and M ials - Non-Household 14160 43 8,748

Household Supp 14170
Telephone 14196
Insurance -~ General 1
Other (Detail Required)

Total Other Than Perscnal Services {Sum

181 3,52
228 7,81
17 3,18
27 7,692
2,983 166,411

EQUIPMENT - PROVIDER PAID

425 Lease al Vehicle G 1,600 0
43) Lease/Rental Equi 0 1,000 0
44) Depre tion 21 G 1,221
45} Depreciation - Equipment iZ6 0 0
4€) Interest - Vehicle 0 0 4]
47y Other I Reguired) G 0 G [
48} Total ent (Sum Lines 42-47) 147 147 2,600 1,221

PROPERTY - PROVIDER PAID

49} Lease/Rental - Real Property 16010 1,105 1,205 68, 620 0
50) Leasehold/Leasehold Improvements 16020 0 0 0 0
51} Depreciation - Bullding 16030 4] 0 G 14,674
52} Depreciation - Building/Land Improvements 16040 0 ¢ 0 0

NYS OMH Version 23.0 Date Updated: 10/10/2014 Document Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014 CFR




YORK STA
SED CONSOL ATED FISCAL PORT
FOR THE PERIOD: January 1, 2014 TO December 31, 20614

Funding State Agency:
[ i

X ] oMH

{(Report MCFFA Bond Int. on

age

>
S
N

Froperty & Casualty 16080
16090
16100
16110
16120
1613¢C

<o
DD DD OWmO O

\SNY

fes

LD DTOOD WD

)} Mainten
) Other (I

o
OO

(Sum of L 1,497 69,61

TOTALS

64} Total Operating ) 33,335 634,903
65) 3,257 62,024
66) Reguired) 0 060
87} 63-65 1 38,087 768,145

OPWDD C

Cther Tk 0 o] s} o
To/From Allcca o & 0 0
Frogra Property (OPWDD Informational Only} 0 C G 0

d not be allocated to programs 0880, 0890

value factor

ch are exempt fr

appiicable & digit

= Agency administration shot
and state agency

NYS OMH Version 10/10/2014 Rev., May 2014 CFR-1.4

.0 Date Updated: 10/10/2014 Document Control Nug




NEW YORK STATE

CONSOLIDATED
FOR THE PERIOD: January 1,

FISCAL REPORT
2014 TO Decenmber

1N NUMBER

M DESCRIPTION
Program Code {Program Code Index)
Program/Site Identification Number

SECTION C: REVENUES

69)
70}
71
72)
73}
T4
75}
Ta)

78)
79)

0)
81}
82}
83)
84}
85}

57
88)
89)

* &

NYS

Participant Fee |
$81I and SSA

Home Relief/Public Assistance

Medicaid

Medicare

Other Third Parties (Detail Required)
OPWDD Residential Room and Board/NYS OPTS
Transportation, Medicaid

Transportation, Other (Detail Required)
Sales: Contract Total

Fede Grants (Detail Reguired)
State Grants (Detail Re red}

ncome Total (OMH and OPWDD only)
(OASAS, OPWDD), Food Revenue I Only)

Gifts, Legacies, Begues Restricted Donations
Section 202/8/811 HUD Funds *

interest/Dividend Income

pri eriod Rate Adjustments**

E Turnover Prevention Grant (SED only)
enue (S nly}

(School District In-State) {SED only)

s8 551 & SSA)

Refer to CFR manual for specific instructions.

S}
w
<

OMH Ver Date Updated: 10/10/2014

Cost

20010
200206
20030
20040
20060
20070
20080
20090
20100
21070
22040
22030
22080
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o
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Funding State Agency: NEW YORK STATE
[ ¥ 1 ] SED CONSCLIDATED FISCAL REPORT
{ 1 FOR THE PERIOD: January 1, 2014 TO December 31, 2014
[ ]

AGENCY NAME: Any Agency
AGENCY CODi 10000
L CoD {SED OKLY)

MN NUMBER Cost 1 z 3 4
DESCRIPTION Codes

Program Code {Program Code Index) 1760 {00} 1760 (CO) Z100 (80) 70506 (00}

Program/Site Identification Number 1111050 1111276 1111052 1111975
90} f Health Chapter 428 Revenue {SED only} 22130 G 0 &} 0
91y {School District) (SED only) o} 6} O o]
92) (Preschool) (SED only) 0 0 0 0
93y Funding [(State & LGU Funding only}* 50 40,250 0 0
94) Other (Detail Required) 73 113 1,498 168
95) Gross Revenues (Sum Lines 69-94) 73 40,363 770,074 939,249

GAAP ADJUSTMENTS TO REVENUE
96) Participant Allowance ) 0 ¢ o
97) Uncollectible Accounts Receivable 0 6] 0 0
98; Other etail Required) 24896 o G 0 0
99) Total GAAP Adjus ts {Sum Lines 96-98) 24997 O g s} G
100) Net GARP Revenues (Line 95 minus 59 24998 44, 363 770,074 939,249

NON-GARP ADJUSTMENTS TO REVENUE
101} Exempt Contract ome 24056 ¢ O 4]
102) Exempt LTSE 24060 0 G 0
103) Het De 24070 50 0 0
104} Other (Deta 24080 G G ¢
105) Total KO v Lines 101-3104) 50 0 O
106) TOTAL ADJ. TO REVE 99 & 1053 50 0 0
107) TOTAL NET REVENUES s 106} 123 776,074 939,249

-

tributions.
its reported as revenue on line 93 zbove.

Do not include non-funded or voluntary ¢
Amounts should equal the corresponding am

*
*

NYS OMH Version 23.0 Date Updated: 10/10/2014 Document Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014 CFR-1.€



Funding State Agency: NEW YORK STATE SCHEDULE CFR-1

[ ] OMH { ] SED w0 FISCAL REPORT PROGRAM/SITE
[ X ] OPWDD FOR THE , 2014 TO December 31, 2014 DATA
] OASAS

y Agency

15000
ONLY)

Line COLUMN NUMBER Cost 1 2 3 4
No. ITEM DESCRIPTION Codes
SECTION A: GENERAL INFORMATION .

1} Program Type 000706 1y Support Services Habilitation } Day Habilitation S Subcontract Service

Z) Program Code (Program Code Index) Goo10 LUO) 0886 {00}

3) Program/S Identification Number 0005 > 3 1539880

4) Program/Site Name 00020 Counseling center HCBS Res Habilitation HCBS Cow seling Center Transportation

5) Program/Site Address (Line One) 0C030 53 Bunn Street 53 Bunn Street 53 Bunn Street 53 Bunn Street

6) Program/Site Address {Line Two) 0004C Syracuse, NY 13216-2330 Syracuse, NY 13210-2330 NY 13210~2330 Syracuse, NY 13210-2330
Ta) Medi d Provider Agreement Number (DMH only) 00060 2693051

7b) National Provider ID Number (DMH Only) 00061 133492890

8) County Code (See Appendix C} 00080 34 34 34

9) Date Site Opened 00090 07/01/1997 01/01/2008

10) Certified Capaci ity (OASAS, OPWDD and SED only} 00160 80 203 a
11) Actual Capacity (OMH, OPWDD and SED only) 00110 25 308 0
12 AcLuﬂ! Program/Site Open 00160 o] 258 G
133 ervice 00120 2,030 56,831 0
14) Respi or TUBS Units of Serv 80130 0 a 0
15} Program/ Square Footage SED Only) 00150 203 11,734 0

o3
<o
~
[
<
~
]
o
S

NYS OMH Version 23.0 Date Updated: 10/10/2014 Document Control Number: 45010337 Assigned: | 0/201 Rev. May 2014 CFR~1.1



Fundi

[

>

RYS O

ng State Agency:
OMH i 1 SED
CPWDD

CASAS

Any Agency
100c0
ORLY}

COLUMN NUMBER Cost
M DESCRIPTION Codes

ITEM
Progr {Program Code Index)
Program/Site Identification Number

ON B: EXPENSES

PERSONAL SERVICES
Perscnal Services-Program/
Vacation Accruals-Program/s

te & Program Admin* 119

site & Program Admin* 12999
FRINGE BE
Mandated Fri
Non-Mandated
Total Fringe Benefits

18 & 18)

OTHER TH
Food
Repairs and Maintenance
Ttilities

Transpe

RSONAL SERVICES (0TPS)

Participant**

nt (OPWDD and SED only)

Expensed Eguip
Sub-Centract Raw Materials
Participant Wages - Non-Contract

MH Version 23.0 Date Updated: 10/10/2014

FOR
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CONSOLID,
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FISCAL REPORT
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Rev.
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Funding NEW YORK STATE CHEDULE CFR-1

[ I CONSOLIDATED FISCAL REPORT PROGRAM/SITE
[ FOR THE PERIOD: January 1, 2014 TO December 31, 2014 DATA
[ i
PAGE 13
RGENCY
AGENCY C
SCHOOL

0880 (00)
5220 922 1539880

31 t 14110 0 0 o]

32) Participant Fringe Benefits 14120 O 0 0 ¢
33) Section 43.04 Services Assessment (OPWDD only) 14130 0 O G 0
34) f 14140 1,237 523 13,012 0
35) Contracted Direct Care and Clinical Personal Services (from CFR-4A) 14150 o} 124,976 71,203 G
36} Supplies and Material 4160 4,082 58,840 113,294 9]
37) Household Supplies 14170 O 0 0 0
38) Telephone 14190 912 9,846 71,663 ¢
39) Insurance - General 14260 0 29,870 37,414 o}
40) Other (D 1l Required) 14998 4,393 103,138 208, 364 0
41) Total Other Than Personal Services {Sum Lines 21-40) 14999 11,903 669,831 929,157 1,400,000

EQUIPMENT - PROVIDER PAID

42} Lease/Rental Vehicle 18,196 1,266,403
43) zase/Rental Equipme 149 0
44 preciation - Vehi 63,743 0
45) Depreciation - 96,696 4]
46} Interest - Vehi 4,653 14
47) Other {(De ired) 9]
48) Total Egu nt {Sum Lines 42-47; 183,437 1,266,493

PROPERTY -~ PROVIDER

N
o

Lease/Rental - Rea operty 16010 0 158,372 0
Leasehold/Leasehold Improvements 16020 i2 21,687 0
Depreciation - Building 186030 136 60,191 0
Depreciation - Bullding/Land Improvements : 16040 0 480 0

NYS OMH Version 23.0 Date Updated: 10/18/2014 Document Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014 CFR-1.3



SCHEDULE CFR-1

Funding State Agency:

{ ] OMH { ] SED CON N PROGRAM/
[ X 1 OPWDD : i PERIOD: ATy 2014 Dﬁf‘nnbw, 31, 2014 DATE

{ ] OASAS

AGENCY
AGENCY

Any Agency
15000
(SED ON

NUMBER Cost 2 3 4
~T M DESCRIPTICN Codes
Program Code (Program Code Indsx) G0y 0220 (00} 4880 (00)
Program/Site Identif tion Rumber 50 1539220 £
533 Cap Imprv Interest (Report MCFFA Bond Int. on Line 59) 16060 0 G G
543 penses 16070 G 6] 0
55) Insurance - Property & Casualty 16080 148 g G
56) Real Estate Taxes 16090 0 G 0
57) st on Capital Indebtedness 161 4 52,473 G
583 - -Up Expenses 161 'O o} 63,389 0
59) MCFFA/DASNY Interest Expense 16120 G 0 0
60) MCFFA/DASNY A 1613¢C o 0 G
61} Maintenance 1y 16140 0 o] 0
62) Other (Detail i 16998 & 0 8]
63) Total Property- Provtcar Paid (Sum of Lines 16999 296 301,876 363,690 G
TOTALS
64) Total Operating Costs {(Sum lines 16,17,20,41 minus 29) 79,240 4,608,734 1,406,000
65} Agency A n. Alloc .* (Iz e 64 times 0.097691; 7,741 450,233 &}
66} Adiustments/Non-Allowable il Reguired) 0 G 0
67) Total Prog/Site Costs {(Sum 48, 63-6% minus 66} 93,214 5,606,094 2,666,493
OPWDD Only - Informational
68a} Oth Than To/From Transportation Allocation 19101 G G 0 0
68b) To/ w Transportation Allocation 19102 a 0 1,266,493 G
68d) Program Administration Property {OPWDD Informational Only) 19104 0 0 0 0

*

through 69. RAgency administration should not be allocated to pregrams (0880, 0830

i :t,raLjor;‘

ted ratic value factor
programs which are exempt

The applicable 6 digit ad
and state agency s

/‘m

NYS OMH Version 23.0 Date Updated: 10/10/2014 Document Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014 CFR~1.4



J YORK STATE SCHEDULE CFR~1

1§ State Agency:
1 OMH { } SED CONSCL D FISCAL REPORT PROGRAM/SITE
{ X ] OprWwDD FOR THE PERIOD: January 1, 2014 TO December 31, 2014 DRTH
{ 1 OASAS
PAGE 15
AGENCY Any Agency
RGENCY 10000
SCHOOL {SED ONLY)
Line COLUMN NUMBER Cost 1 z 3 4
No. ITE ESCRIPTION Codes
Program Code (Program Code Index) 0156 0220 {00) 0223 {00) 0880 (00)
Program/Site Identification Number 1539 1539220 1539223 1538880
E ON C: REVENUES
69} Participant Fee {Less SST & SSA} 20010 0 G 0 a
70) S8I and SSA 20020 ¢ 0 0 ¢}
71) Home Relief/Public Assistance 20030 0 & ¢l 4]
72y Med id 20040 0 2,057,134 4,054,809 0
73) Medicare O O 0 6]
74} Oth Third Parties (Detail Required) o} 8] 177,136 G
75} OPWDD Residential Room and Board/NYS OPTS 0 0 0 0
76} Transportation, Medicaid 0 730,322 936,171 2,666,493
77} Transportation, Other (Detail Reguired) o} G o o]
78) Contract Total 0 0 0 0
79) al Grants (Detail Required) G 104,081 131,846 G
80) Grants {Detail Reguired) o} ¢ 0 O
81y Income Total (OMH and OPWDD only) 0 G 4} 0
82) SNAP (OASAS, OPWDD), Food Revenue {SED Only) G G ¢ 0
83) Gifts, Legacies, Beguests, Restricted Donations 0 G 1,262 1Y
84) Section 2/8/811 HUD Funds * ¢ a 0
85) /Dividend Incom 27 714 0 G
86 t 0 0 G 4]
87 Teacher Turnover Prevention Grant (SED only) i 9] 0 0
88) nty Revenue (SED only) 4] G G It
89) =} otH In-Statej ( 0 0 ] O
** Refer to CFR manual
NYS OMH Version 23.0 Date Updated: 10/10/2014 Document Control Number: 010337 Assigned: 10/10/2014 Rev. May 2014 CFR-1.5




AGENCY

AGENC

DO

NYS O

s
Y NE

Y CODE:

H DESCR !
Program Code (Program Code ax}

Program/8ite Identification Number

of Health Chapter 428
(School District) (&F
(Preschool) (SED

Funding (State ¢

Jetail Required)

Revenues {Sum Lines 63-94)

only)
¥y
‘unding only)*

GAAYP ADJUSTMENTS T0 REVENUE
Participant Allowance

i Accounts Rec
Required}
GAAP Adjustments (Sum Lines 96-98)
GAAP Reveniues (Line 95 minus 99)

eivable

NON-
Exempt

AP ADJUSTMENTS 7O REVENUE

ntract Income

Exempt I neeme

Net Defi ‘unding**

{(Detail Reguired)

NON-GAAP A {Sum Lines 101~104
TOTAL ADJ. TO 5 & 105}
TOTAL NET REVENUES (Line 95 minus 106)

de non-funded or voluntary co ibu
Amounts should egual the correspending amounts

MH Version 23.0 Date Updated:

ue (SED only)

10/10/2614

Cost
Codes

24050
24060
240670
24086
24097
24999
25899

ERICD:

, 190 2,903

NEW YORK STATE
CONSCLIDATED FISCAL REPORT
J.

anuary 1, 2014 T0 D

o

(00} 0220 100y
1539226

<
-

0 0

g 0
645 o
g

518 11,4695

S

0
0
G

4] 0
190 2,903,720

O OO

0 0

0 o
92,645 0
G

92,6 0
92,6 &}
5 2,903,726
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NEW YORK STATE SCHEDULE CFR~1

1 i CONSOLIDATED FISCAL REPORT PROGRAM/SITE
OPWDD FOR THE PERIOD: January 1, 2014 TO December 31, 2014 DATA

{ X ] OAsAsS

AGENC Any Agency
AGENCY 10000

SCHOOIL: ¢ D ONLY)

SECT
1) . 60070 Medically Supervised Outpat edically Supervised Outpatie
23 Program Code Index) 00010 3520 (00) (01}
3} Program/Site identification Number 00050 12345 54321
4) Program/Site Name 00020 Help On The Way Clinic Wharf Rats Clinic
5) Program/Site Address (Line One) 00030 53 Bunn St 29 Stewart St
6) Program/Site Address (Line Two) 00040 Syracuse, NY 13210-2330 Syracuse, NY 13209-2454
Ja) Medicaid Provider Agreement Number ] 00060 01010101 01010101
7o) National Provider ID Number (DMH Only) 00061 1111111111 2
8) County Code (See Appendix C) 00080 34 34
9) Date Site Opened 00090 01/01/1981 01/01/1987
10) Certified Capacity (OASAS, OPWDD and SED onl v 0010 G G
11) Actual Capacity H, OPWDD and SED only) 00110 0 0
12) Actual Days Program/Site Open 00160 301 301
13) Units Of Service 00120 15,124 24,891
14} Respite or TUBS Units of Service (OPWDD only) ¢0130 a g
15) Program/Site Square Footage (OASAS, OPWDD and SED Only) 00150 11,250 13,744
NYS OMH Version 23.0 Date Updated: 10/10/2014 Document Control Rumber: 45010337 Assigned: 10/10/2014 Rev. May 2014 CFR-1.1



Funding : NEW YORK STATE .
{ ! i SED CONSOLIDATED FISCAL REPORT PROGREM/SITE

FOR THE PBRIOD: January 1, 2014 TO Dacember 31, 2014 DATA

0y

AGENC
AGENCY C
SCHOOL

Any Rgency
10000
(SED ONLY)

Program Code {Program Code Index) 3520 (00) 3520 (01)
Program/Site Identification Number 12345 54321

SECTION B: EXPENSES

PERSCNAL SERVICES

16} Personal Services-Program/Site & Program Admin* 11999 441,036 1,243,038
17) Vacation Accruals-Program/Site & Program Admin* 12559 7,800 10,902

FRINGE BENEFITS
18) Mandated Frin
19) Non-Mandated
20) Total Fringe Ben

44,453 140,500
57,388 268,000
101, 842 408, 500

OTHER THAN PERSONAL SERVIC
Food
Repai

and Maintenance 14020 21,279

140320 15,0
n Related - Participant** 14040
14250 46

14050
4076

(OPWDD and SED only)

ract Raw M
Participant Wages - Nor

-Contract

Y

st

Rev. May 20 CFR-1.72

NYS OMH Version 23.0 10/10/2014 . Docume Control
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nding
{ ]
[ i
X1

State
OMH

OPWDD
OASAS

! YORK STATE
FISCAL REPORT
2014 TO December 31, 201

SCHEDULE CFR-1

PROGRAM/SITE

AGENCY
AGENCY
SCHOOL:

An
10
(S

y Agency
000
ED ONLY)

COLUMN NUMBER
ITEM DESCRIPTION

Program Code (Program Code Index)

Program/Site Identification Number

A (0 W L L W W W
OO 0 Y O () RO e

Suppli
Household Supplies
Telephone
Insurance
Other (Detail Required)

Total Other Than Personal Services

a

To

NYS OMH

Tzl
tad

Lease/Rental Equipment

k)

Version

Participant Wages-Contract
Participant Fringe Benefits
Section 43.04 Services Assessment
Staff Development

(OPWDD only)

Contracted Direct Care and Clinical Personal Services

nd Materials - Non-Household

- General

-~ PROVIDER PAID

cle
1 Required)
prment {(Sum Lines

PROVIDER PAID

} Lease/Rental - Real Property
50) Leasehold/Leasehold

51} Depreciation - Build
52} Depreciation - Building/Land

srovements

g

23.0

{(Sum Lines 21-40)

improvements

Date Updated:

G/10/

Cost

Codes

14110
14120
14130
14140
14150
14160
14176
14190
14260
14998
14999

16030
16040

\YU“’J\‘;)O;\L’)OO

)

o
0

Document

Control

Number:

Assigned:

1071072014

2
14




Funding State Agency: NEW YORK STATE SCHEDULE CFR-1
{ 1 OMH { 1 SED CONSOLIDATED FISCAL REPORT PROGRAM/SITE
i 1 OP®WDD FOR THE PERIOD: January 1, 2014 TO December 31, 2014 i
[ ¥ 1 ORSAS

AGENCY NAME:
AGENCY
SCHOCL €

Line COLUMN NUMBER Cost 1 2
No. ITEM DE Codes
Code (Program Code 3520 (00) 3520 (01)
Program/Site Identification ? 12345 54321
53) Mortgage/Cap Imprv Interest (Report MCFFA Bond Int. on Line 59) 16060 a 0
54) Mortgage Expenses 16070 0 0
55) Insurance - Property & Casuaity 16080 1,312 2,500
56) Real Estate Taxes 16050 0 0
57) Interest on Capital Indebtedness 16100 €] ¢
58) Start-Up Expenses 16110 0 0
59) MCFFA/DASNY Interest Expense 16120 0 0
60) MCFFA/DASNY Administration Fees 16130 0 0
61) Maintenance in Lieu of Rent {LGU Only) 16140 O 4]
62} Other (Detail Required) 16998 0 0
63} Total Property-Provider Paid (Sum of Lines 49-¢62) 16999 77,542 32,500
TOTALS
64) Total Operating Costs 5 16,17,20,41 minus 29) 19010 767,758 1,957,460
65) Agency Admin. i 0.097691) 190650 75,003 191,227
66) Adjustments/Non-Allowal i1l Reguired) 19030 a G
€7) Total Prog/Site Costs 48, 63-65 minus 66) 19060 934,10 2,198,376
OPWDD Only -
68a) Other Than ¥ ion Allocation 19101 0
68b) To/From Transport tion 19102 o 0
68d) Program Administrat Property {OPWDD Informaticnal Only) 19104 0

istration should not be allocated to programs 0880, 0830

* The appli e 6 digit adjusted ratio value factor
and state agency specific programs which are axenpt

NYS5 OMH Version 23.0 Date Updated: 10/10/2014 Document Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014 CFR~1.4



'REE"ORT PROGRAM/SITE
TC December 31, 2014 DARTA

CONSO
FOR THE PERIGD:

: 10600
SCHOOL C : D ONLY)

Line Co

Program Code (Program Code index) 3520 (00 3520 (01
Program/Site Identification Number 12345 54321
SECTION
69) Pa : {Less S51 & $SB) 20010 58,119
70} SS8I and $SA 2002¢ g
71) Home Relief/Public Assistance 20030 0
72} Medicaid 20040
73) Medicare 20060 O
74) Other Third Parties (Det Required) 26070 23
75} OPWDD Resid ial Room and Board/NYS CPTS 20080 4]
76) Transporta , Medicaid 20090 0
77} Transportation, Other (Detail Reqguired) 20100 G
78} Sales: Contract Total 21070 4]
79) Federal Gran Required) 6] G
80) State Grants ired) o 0
81) LTSE Income To OPWDD only) G 0
{CASRS, OPWDD), Food Reventu {SED Only} G O
2gs 5, Begue Restricted Donations O C
202/8/811 HUD * 0 G
st/ Dividend O 3,164

(SED only}

unity Revenue
Revenue (School District

89} 4402

** Refer to CFR manual for specific instructi

NYS OMH Version 23.0¢ Date Updated: 10/10/2014 Document Control Number: 45010337 Assigned: 10/10/2

Rev. May 2014 CFR-1.5



REPORT PROGRAM/S
FOR THE PERIOD: January 1, 2014 TO December 31, 2014 DATA

No. ITEM DESCRI

{Program C 3520 (00) 3520 (01)
12345 54321
90) Deparitment of Health Chapter 428 Revenue (SED only) o 0
91) 4408 Revenue (School Distri ct) {SED only) o} O
92) 4410 Revenue (Preschool) {SED only) { g 0
93) Net Deficit Funding (State & LGU Funding only}* 20110 426,369 0
8941 Other {Detail Required) 998 0 1,326
95) Gross Revenues (Sum Lines 69-94) 994 919,003 2,324,752
GAAP ADJUSTMENTS TG REVENUR

86} Participant Allowance 24010 0 0
97) Uncollectible Accounts Receivable 24040 0 0
98) Oth {Deta Required) 24996 [ ]
99) Total GAAP Adjustments (Sum Lines 96-98) 24997 0 0
100) Net GRAP Revenues ( e 95 minus 99} 919,003 2,324,752

NON-GARAP TO REVENUE

101} Exempt Cont 24050 o]
102} Exempt LTSE Income 24060 0
103} Net D 24070 0
104} Oth 24080 i
1058) Total NO 24097 4 0
106} TOTAL A 24999 426,369 0
107) TOTAL NEY 25999 492,634 2,324,752

contributions.
ounts reported as revenue on line 93 above.

Do not include non-funded or voluntary
** Amounts should egqual the corresponding

NYS OMH Version 23.0 Date Updated: 10/10/2014 Document Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014 CFR~1.86



ing State Agency: YORK STATE SCHEDULE CFR-1
H i X 1 SED CONSOLIDATED FIc PROGRAM/SITE
{ i FOR THE PERIOD: January 1, DATA
H 1
L i
PAGE 23

Any Agency

1606
010205005555

Line COLUMN NUMBER Cost 1 2 3 4 5
HNo. ITEM DESCRIP Codes
ECTION A: GENERAL INFORMATION
1} Program Type 00070 Preschool-Special Class over Preschool-Special Class over Preschocl-Sp Ed Itinerant Tea Preschool-Sp Ed Itinerant Tea Preschool-Evaluations
2) Program Code (Program Code Index} 06010 9100 (FFy 9100 (8s) 2 {FF) 9135 (838 9180 (FF)
3} Program/Site Identification Humber GO050 1111910 1111810 1111913 1111813 1111919
4) Program/Site Name 00020 { over 2.5 h Preschool Center ({over 2.5 Pre Schi Spec Ed Itinerant Pre Sch Spec Ed Itinerant Preschool Evaluations
%) Program/Site Address i 00030 1c] 53 Bunn Street 50 Valley View Drive 50 Valley View Drive 53 Bunn Street
6) Program/Site 00040 s Y 13210-2330 Syracuse, NY 13210-2330 Syracuse, NY 13210-2105 Syracuse, NY 13210-210% Syracuse, NY 13210-2330
Ja) (DMH only) 006t
b} Nation Provider ID Number (DMH Only) G001
8) County Code (See Appendix C) 000680 24 34 34 34 34
9) Date Site Opened . 00080
10) o Capacity (OASAS, OPWDD and SED onl v) 00100 45 0 0 ¢
) acity (OMH, OPWDD and SED only} 00110 22 0 0 0
Actual Days Program/Site Open C0160 0 g 0 0
Units Of Service 06120 O 2,324 1,162 265
Respite or TUBS Units of Service (OPWDD only) 4} G ol o]
Program/Site Square Footage (OASAS, OPWDD and SED Ondl v} 3,000 0 0 0

av

Jit

ot
N
<
s

NYS OMH Version 23.0 Date Updated: 10/10/2014 Document Control Assigned: 10/10/20614 Rev. M



Funding State Agency: NEW YORK STATE SCHEDULE CFR-1
i ] OMH { X ] SED CONSOLIDATED FISCAI, REPORT PROGRAM/SITE
L FOR THE PERIOD: January 1, 2014 TO December 31, 72014 DATA

AGENCY NAME: Any Agency
AGENCY CODE: 10000
SCHOCIL. COL 010205005555

Line COLUMN NUMBER Cost 1 Z 3 4 5
No DESCRIPTION Codes
9160 (FF) 9100 (355} .
11311910 1111910
SECTION B: EX?
PERSONAL SERVICES
6} Personal Services Program/Site & Program Admin* 11899 153,488 154,807 24,510 21,623 18,656
17) Vacation Accruals-Program/Site & Program Admin* 12999 3,023 3,022 101 101 408
FRINGE BENEFITS
18) Mandated Fringe Benefits 13200 13,874 13,873 2,474 2,174 1,691
19 Non-Mandated Fringe Benefits 13300 26,003 26,317 4,167 3,675 3,171
20) Total Fringe Benefits (Sum Lines 18 & 19) 139849 39, 967 4G,190 6,641 5,849 4,862

OTHER THAN PERSONAL SERVICES (0TPS)

Food 14010
Repairs and Maintenance 14020
Utilities 14030

DO ONO
S
i
ES

Transpor ] 0 53
staff Trav 5 17 30
Partici G G O 0
juipment (OPWDD and SED only) 14070 0 0 0 G
Equipment 14080 465 0 0 132
ontract Raw Materials 14090 G o G 0
Participant Wages - Non-Contract 1431060 0 0 0 0

NYS OMH Version 10/10/2614 Document Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014 CFR-1.2




Funding State Agency: NEW YORK STATE SCHEDULE CFR-1
{ 1 oMH [ X1 SED CONSOLIDATED FISCAIL REPORT PROGRAM/SITE
{ i OPWDD FOR THE PERIOD: January 1, 2014 TO December 31, 2014 DATA
{ 1 OASAS

Any Agency
100600
010205005555
Line COLUMN NUMBE Cost 1 2 3 4 5
No. ITEM DESCRIPTICON Codes
Program Code (Program Code Index) 9100 (FF) (S5} (FF) {SS) 9190 {(FF)
Program/Site Iden ication Number 13111910 10 913 913 1111919
313 14110 ¢ 4 G 0
32) 14126 0 0 0 0
33} s on 43.04 Services Assessment (OPWDD only) 14130 0 g G 0
34) staff Development 14140 281 0 ] g7
35) Contracted Direct Care and Clinical Personal Services (from CFR—4A 14150 2,625 0 0 745
36} Supplies and Materials - Non-Household 14160 1,715 ¢ G i8¢
37) Household Supplies 14170 140 0 0 39
38} Telephone 14190 578 396 385 159
39) Insurance - General 14260 450 o O 128
40} Other (Detail Reguired) 14998 ; 275 16 16 18
41) Total Other Than Personal Services {Sum Lines 21-40) 14999 8,844 §,843 536 517 2,482
EQUIPMENT -~ PROV D
42) Lease/Rental Veh ¢l G 14
43) Lease/R 0 0 53
44) i 0 0 89
453 i5 15 96
46) 0 0
475 2 0 0
48) (Sum Lines 42-47) i5 15
PROPERTY =~ PROVIDER PAID
49) Lease/Rental - Real Property 16010 10,500 519 519 2,986
509 i/Leasehold Improvements 16020 125 0 0 71
51) ation - lding 16030 1,500 0 0 25
52)-Depreciation -~ Building/Land Improvements 16040 540 G G 153

NYS OMH Version 23.0

Date Updated:

10/10/2014

Document

Control

Number:

45010337

Assigned:

10/10/2014

CFR-1.3



Fund

AGEN
AGENCY
SCHOCL 0O

o4
tate
it

ing

Agency:
{ X 1 SED

[

CY NAME:
CODE:

Mortgage/Cap Imprv Interest on Line 59)
Mortgage Expenses

Property &

(Report MCFFA Bond Int.

Casualty

Interest on
Start-Up Expenses

MCFFA/DRSNY Inte
MCFFA/DASNY Admi ion
ntenance in u of Rent
Other (Detail Reguired)

Total Property-Provider Paid {(Sum of Lines 49-62)

Fees
(LGU Only)

TOTALS

Total Operating Costs

Agency Admin, Allocg.*

Adiustments/Non
rog/Site Costs

minus

)

{(Sum lines 16,17,20,4
(Line 64 times 0.0976
owable Costs (Detail
(Sum 141 29,

H
9

4

66)

1
Requi
3-€5 minus

u
48, 63-

Total

OPWDD Only - Informational

Gther Than To/From Transportation Allocation

To/From Transportation Allocation

Program Administration Property (OPWDD Informational Omiy)

The applicable 6 d
and state agency specific programs which are exempt from

Date Updated:

16060
16070
16080
1609G
16100
16110
16126
16130
1614C
16998
16999

19010
19050
19030

19060

through €9.
ration.

FOR THE PERIC

51090
1111910

{FF

NEW YORK STATE
CONSOLIDATED FISCAL REPORT
D: Jan:

3
i

206,862
20,208
0

243,115

o]

o«

Document Control

TC December

31, 2014

Number:

6]
[N e Ve B us N ov B o]

DOOo

9135 (s8)
1111913

el

DO OO0 OO

61

<o

fsvly e el

PROGRAM/SI

DULE CFR-1

QOO



Funding

r

FOR

W YORK B
DATED FISCAL REPORT

CONSO

PERICD: January 1, 2014 TO December. 31, 2014

SCHEDULE

PROGRAM/ S

DATA

AGENCY NAME: Any Agency
AGENCY CODE: 10600
0102050055

5

i

SCHOOL

Line COLUMN NUMBEF

No ITEM DESCR I

Program Code (Program Code Index)
i Tdentification Number

SECTIO

£9; p 88 SSI & SSA)
70) s

71y H ef/Public Assistance

12y M

73) Medica

rd Parties (Detail Reguired)

D Residential Room and Board/NYS OPTS
76) Transportation, Medicaid

77} Transportation, Other (Detail Required)
78) sale ontract Total

79) Fede . Grants {Det Reguired)

80) State Grants (Detail Reguired)

81) LTSE Inc Total (CMH and OPWDD only)
82) SNAP (OASAS, OPWDD), Food Reve e (SED Only)
83) Gifts, Legacies, Bequests, Restricted Donations
84} Sec 202/8/811 HUD Funds *

5) Int t/Dividend Income
86) Pr iod Rate Adiustments**

ve Teacher Turnover Prevention Grant (SED only}
88) LDBSS aty Revenue (SED only)
89} 4402 Revenue {School District In-

¢ instructions.

‘R manual for specif

Date Updated: 10/10/2014

20010
20020
20030
20040
20060
200670
20080
20090
20100

1

[

2 3
9100 (S3)
11119106
G 0 0
0 0 0
G G 0
5} 0 0
0 5 o
G 0 0
0 0 G
¢} G 0
0 0 ¢
0 0 g
o 0 0
0 0 [t
G It 0
0 0} ¢
o 4l o
8} 5 0
0 200 [
o 0 0
0 o 0
G 0 0
&} 5 0

Document Control Number: 45010337 Assigned:

4
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May 2014
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YORK STATE SCHEDULE CF
D FISCAL REPORT PROGRAM/SITE

NEW
CONSOLID.

Funding State A

I

{ } OPWDD FOR THE PERIOD: January 1, 2014 TO December 31, 2014 DATA
[ J. CASAS
PAGE 28
Any Agency
10000
010205005555
Line Cost 1 Z 3 4
No. Codes
Program Code , 9100 (FF) 4160 (88) (FF) 9135 (sSS) 9190 (FF
Program/Site Identification Number 1111910 1111910 13111913 1111913 1111919
90) Department of Health Chapter 428 Revenue (SED only} 9] 0 0 0 0
91} 4408 Revenue (School District} (SED only) 8] o] O o] o]
92) 4410 Revenue (Preschool) (SED only) 204,859 204,858 36,878 30,977 36,483
93) Net Deficit Funding : & LGU Funding only)* 0 0 0 0 0
94) Other (Detail uired) . i2 13 - o} ¢} g
95) Gross Revenues (Sum Lines 69-04) 205,071 205,071 30,978 30,977 36,563
GAAP ADJUSTMENYS TO REVENUE
96) Participant Allowance 24010 0 0 O 0 0
97) Uncollectible Accounts Receivable 24040 0 0 0 0 0
98) Other (Detail Reguired) 24556 G 0 o} G G
99) Total GAAP Adjustments (Sum Lines 96-98) 24997 0 0 0 0 0
100) Net GAAP Revenues (Line 95 minus 99) 24998 205,071 205,071 30,978 30,977 36,563
101y G 0 0 0 0
102) Exempt 24060 8} 0 0 ¢ O
103) Net Defic] * 24070 0 0 G 0 0
104) Other ed}) 24080 G o O ¢ 0
105) Total sP Adjustments (Sum Lines 101-104) 240697 0 0 0 O o
106) TOTAL AD TO REVENUE (Sum Lin 98 & 105, O 0 [ 0 4
107) TOTAL NET REVENUES (Line 95 13 106) 205,073 205,071 30,978 36,877 36,563

Do not include non-funded or voluntary contributions.
** Amounts should equal the corresponding amounts reported as revenue on line 93 above.

NYS OMH Version 23.0 Date Updated: 10/10/2014 Document Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014 CFR-1.6



1 SED

Funding State Agency:
{ I oMH [
{ ] OPWDD
[ 1 OASAS
AGENCY NAME: Any Agency

AGENCY CODE:
SCHOOL CODE

1060

0610205005555

SCHEDULE CFR-1
PROGRAM/SITE
DATA

1
3

)
)
4)
)

]
Lo

b}

W

103
11}
12)
13)
14)
15)

NYS OMH Version

A GENE
Program Type
Program Code
rogram/Site
Program/Site
Program/Site
Program/Site

Medicaid Provider
National Provider
(See Appendix C)

County Code

COLUMN NUMBER
ITEM DESCRIPTION

INFORMATION

{Program Code Index)

Identification Number

Name
Address (Line One)
Address (Line Two)

Agreement Number {DMH only}
ID Number (DMH Only)

Date Site Cpened

Cer

ed Capacity {OASAS, OPWDD and S
apacity (OMH, OPWDD and SED only)
ual Days Program/Site Open

> only)

Units Of Service

Respite o
Program/Si

TUBS Units of Service {(QPWDD onl
te Sguare Footage {0ASAS, OPWDD and SED only}

¥l

Cost
Codes

00076
065610
00050
00020
00630
00040
00660
00061
00080
00090
00100
00116
06160
0012¢
00130
00150

23.0 Date Updated: 10/10/2014

Preschool-Evaluations

o
s

53 Bunn Street

U3 U Oy ke O

w
N

e

0
G
0
2
G

DO WoD O

0
0
o
o}
0

Document Control Number:

May 2014 CFR~1.1



> Agency: NEW YORK STATE SCHEDULE CFR-1
[ X1 SED I REPORT PROGRAM/SITE
TO December 31, 2014 DATA

FOR THE PERICD:

AGENCY 1
AGENCY
SCHOCL

Any Agency
10000
01026

9805
1111¢

Index)
Number

SECTION B: EXPENSES

PERSONAL SERVICES
) :al Serv
) Vacation Accri

-Program/Site & Program KA

11999
-Program/Site & Program Ad :

999

bt

@
o
Uy
@ w
sl)

<

FRINGE BI
8) Mandated Fringe Benefits 13200 1,690 0
nefits 13300 3,172 0

0

19} Non-Mandated Fringe 0
20} Total Fringe Benefits (Sum Lines 18 & 19 13959 4,862 G G

OTHER THAN PERSONAL SERVICES (OTPS)

Pood a C 0
Repairs and Maintenance 130 0 O
Utilities 414 0 0
ortation Related - 53 0 ¢

: el 31 0 0

e id als 0 0 ¢

d Adapt ‘quipment SED only) 0 G 0
Expensed Bouipment 14080 132 C 0
Sub-Contract Raw Materials 14090 0 G G
Participant Wages - Non-Contract 14100 ] 0 0

=
&
B
S
s
=
9!
=
sl
1
ot
N}

NYS OMH Version 23.0 Date Updated: 10/10/2014 Document Control Number: 45010337 Assigned: 10/10/2014 Rev.



Funding State Agency: NEW YORK STATE SCHEDULE CFR-1
[ 1 OMH { X1 SED CONSCLIDATED FISCAL REPORT PROGRAM/SITE
1 OPWDED FOR THE PERIOD: January 1, 2014 Decewber 31, 2014 DATA
{ 1 OASAS

AGENCY NAJ
AGENCY C
SCHOOL CODE

Any Agency
100006

NUMBER Cost 6 7 8
ITE SCRIPTION Codes

Program Code (Program Code Index) 3190 (588} 9805 (FF) 39805 (83)

Program/Site Identification ber 1111919 11liisso 1111980
31) Part ~Contract 14110 0 9
32} Participant Fringe Benefits 14120 0 0
33) Section 43.04 Services Assessment (OPWDD only) 14130 4] O
34) Staff Development 14140 0 0
35) Contracted Direct Care and Clinical Personal Services (from CFR-4A) 14150 0 0
36) Supplies and Materials - Non-Household 14160 0 G
37 Household Supplies 14170 4 0
38} Telephone 14190 0 0
39) Insurance - General 14260 0 0
40) Other (Detail Required) 14998 G o}
41} Total Other Than Perscnal Services {Sum Lines 2 14999 2, 4] 0

EQUIPMENT - PROVIDER PAID
42) Lease/Rental Veh 15010 15 0 O
43) Lease/Rental Equi 15020 53 750 756
44) -~ Ve @ 15040 88 ¢ 0
45) - Equipment 96 G 0
46) 8 0 ¢
47) (Detail ed) 135 0 0
48) Equipment v Lines 42-47) 395 750 75

PROPERTY -~ PROVIDER PAID
49) Lease/Rental - R Property 2,980 G 0
5G) Leasehold/Leaseh Improvements 71 0 ¢
51) Depreciation - B ding 427 0 0
52) Depreciation - Building/Land Improv 153 0 0

NYS OMH Version 23.0 ’ bDate Updated: 10/10/2014 BPocument Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014 CFR-1.3



Funding State Agency: NEW YORK STATE SCHEDULE CF
[ 1 OMH [ X} SED CONSOLIDATED FISCAL REP PROGRAM/SITE
i i OPWDIL » PERIOD: January 1, 2014 TO December 31, 2014 DATA
[ 1 OASAS

AGENCY
AGENCY

Any Agency
100006

SCHOOL 0102050
Line COLUMN NUMBER Cost 6 7 g
No. ITEM DESCRIPTICN Codes
Program Code (Program Code Index) 9180 (88) 9805 (FF) 9805 (8%)
Program/Site Identification Number 13111919 1111980 1131980
53) Mortgage/Cap Imprv Interest (Report MCFFA Bond Int. on Line 59) 16060 55 J 0
54) Mortgage Expenses 16070 9 0 a
55) Insurance - Property & Casualty 16080 36 0 G
56} Real Estate Taxes 16050 144 0 0
57) Interest on Capital Indebtedness 16100 148 G Y]
58} Start-Up Expenses 16110 i4 0 0
593 DASNY Interest Expense 16120 o 0 0
60} A/DASNY Administration Fees 16130 ¢ 0 C
61) Maintenance in Lieu of Rent (LGU Only) 16140 O ol 0
62} Cther (Detail Required) 16998 198 G O
63) Total Property-Provider Paid (Sum of Lines 49-62) 16899 4,235 0 0
TOTALS
64) Total Operating Costs ines 16,17,20,41 minus 29) 19010 26,413 0
65) Agency Admin. Alloc.* i 0.087691) 19050 2,580 0 G
66} ] ail Required) 19030 0 0 0
67) Totral 48, 63-65 minus 66} 19060 33,623 750 750
OPWDD 1al
68a) Other Than To/From Transpor llocation 19101 0 0 4]
68b) To/From Transportation Allo ion 19102 0 G 0
68d}. Program Administration Property (OPWDD Informational Only) 19104 0 0 0

* The applicable 6 d
s

git adjusted ratio value factor from CFR-3.2, line 65 through 69. Agency administration should not be allocated fo programs 0880, 0890
and state agency e

cific programs which are exempt from agency administration.

p

NYS OMH Version 23.0 Da

e Updated: 10/10/2014 Document Control Number: 45010337 BAssigned: 10/10/2014 Rev. May 2014 CFR-1.4



Funding State Agency: NEW YORK STATE SCHEDULE CFR~1

i ] [ X1 SED CONSCLIDATED FISCAL REPORT PROGRAM/SITE
{ ] FOR THE PERIOD: January 1, 2014 TO December 31, 2014 DATA
1

N Codes
{Program Code Index) 9190 (s8S) 9805 (FF) 9805 ($S)
Program/Site Identification Number 1111919 1111980 1111980
C: UES

Participant Fee {(Less SS87 & SSAS 20010 0 G I
SSI and SSA 20020 0 O 0

1y lief/Public Assistance 20030 0 0 G
2} d 20040 4] ¢} 0
3) are 20060 0 0 0
74) Other Third Parties (Detail Required) 206070 0O o] G
75) OPWDD Residential Room and Board/NYS OPTS 20080 0 ) 0
76) Transportation, Medicaid 20080 o} O 0
77} Transportation, Other (Detail Reguired) 2 0 G 0 9]
78} Sales: Contract Total 21070 0 o 0
79) Federal Grants (Detail Required) 22040 0 o G
80} State Grants (Detail Required) 22030 0 0 0
81} LTSE Income Tot (OMH and OPWDD only) 22080 0 G 0
82) SNAP {OMSAS, OPWDD}, Food Revenue (SED Only) ¢ 0 4]
83) Gifts, Legacies, Beguests, Restricted Donations 0 0 0
B4) Section 202/8/811 HUD Funds * 0 0 G
85} /Dividend Income 72 0 J
86) eriod Rate Adiustments** 0 G 0
87 Teacher Turnover Prevention Grant (SED onl v) 4] 0 G
88) LDSS County Revenue D oonly) 0 0 0
89} 4402 Rev > (School District In-State) {SED only) a G 0

** Refer to CFR manual for specific instructions.

NYS OMH Version 23.0 Date Updated: 10/310/2014 Document Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014 CFR-1



Funding State

[

] OMH
] OPWDD

] OARSAS

EW
CONSOLIDAT

FOR THE PERIOD: January 1, 2014 TO December 31,

SCHEDULE CFR~1
PROGR/

DATA

Any Agency
10000

1 Number

Department of Health Chapter 428 Revenue [(SED only)
4408 Revenue (School District) (SED only)

4410 Revenue ({Preschoocl) (SED only}

Net Deficit Funding (State & LGU Funding only}*
Other (Detail Required)

Gross Revenues (Sum lLines 69-94)

TO REVENUE
owance

GAAP ADJUS
Participant !
Uncollectible ARccounts Receivable

Other {(Detail Reguired)

T 1 GAAP Adjustments (Sum Lines 96-98)
Net GAAP Revenues (Line 9% minus 99}

NON-GAAP ADJUST
Exempt Contra
Exempt LTSE Income

Net Deficit Funding**
Other {Dest Regquired)
Total NON- Adjus
TOTAL ADJ. TO REVENUE (S
TOTAL HET REVENUES {Line

'y contributions.

Do not include non-funded or volunt
Amounts should equal

SRR N NS

(AR NEEE R NN
Nelieell e e i e Rl

WD FD R b
WO AD (1 L

24010
24046
24996
24897
24998

24050
24060
24876
24080

g amounts reported as revenue on line

918G {sS) 9805 (FF}
1111818 1111980
0 0
G G
36,482 o]
G
o}
36,554
0 0
G G
0 0
G 0
36,554 750

0
0
G
0 o
G
O

36,554 750

93 above.

Document Control

Number:

0
0
0
0

50

%

Rev.

May 2014



NEW YORK STATE SCHEDU
CONSOLIDATED FISCAL PORT AGENCY
FOR THE PERIOD: January 1, 2014 TO Decembar SUMMARY

)

W
ot
BN
=]
Y
N

GENCY B THE RECONCILIATION SCHEDULE MUST BE COMPLETED WHEN:
AGENCY (1) the expenses and revenues in the CFR do not equal the expenses and revenues in the audited financial statements and
SCHCOL {2} the or C id financial state coincide.

H 2 3 4 5 6 7

D PRG. OTHER PROGRAMS
3 TOTALS*

Cost
Codes

SENCY TOTALS iARE
Col. 2-7) TOTALS OMH TOTARLS OPWDD TOTALS TO

EXPENSES

1} Personal Services Line 16} 11,091,193 1,684,071 997,127 391,742 0 3,700,000
2} Vacation | : Accruals Line 17) 187,122 18,702 2,842 7,063 G 158,950
3) Fringe Ben Line 20} 2,844,001 510,341 162,371 0 1,126,000
4} °S 41y 4,796,208 512,104 23,707 ] 1,007, 940
5) Eguipment-Provider Paid 48} 1,855,459 30,994 5 5,299 0 334,000
6) Property-Provider Paid 63} 1,799, 496 110,042 108,775 38,817 0 875,000
7) Net Agency Admin. ¢ 65} 1,711,406 266,230 147,764 51,276 4] 585,453
8) Adj./Non-Allow. Costs {CFR-1, e 66) 1,824 0 1,000 324 0 500
9) Total Adj. Expenses (Sum Lines 1-7 minus 8 24,283,061 3,132,484 1,773,212 619,951 0 7,786,843
REVENUES
10) Gross Revenues 5) 24,356,005 3,243,755 1,750,059 10,986,132 546,714 4]
11) GAAP Adj. to Revenue 49, 0 0 o} 6] G o]
12) Net GAAP Revenues e 11) 24,356,005 9 10,986,132 546,714 ¢l
* These amounts are not detailed in the CFR and, ¢ fore, will not crossfoot to i
NYS OMH Version 23.0 10/10/2014 Document Control 450 16/16/2014 Rev. May 2014 CFR~Z




NEW YORK STATE SCHEDULE CFR-3

CONSOLIDATED F AL REPORT AGENCY
FOR THE PERIOD: January 1, 2014 70 December 31, 2014 ADMINISTRATI

AGENCY NAME: Any Agency
AGERCY : 10000
SCHOOL 0102050

Line Cost AGENCY ADMIN
No D Codes TOTALS
21} Depreciation - Vehicle G
PERSONAL SERVICES 22) Depreciation - Equipment G
1) Total Personal Services (from CFR-4, Agency Admin.) 11998 1,070,000 23} Interest - Vehicle 0
2) Vacation Leave Accru 12598 7,565 24) Other (Detail Reguired!} 159897 ¢]
25) Total Equipment (Sum L 1599¢ 1,200
FRINGE BENEFITS
3} Mandated ge Benefits 13201 285,000 PROPERTY - PROVIDER PAID
4} Non-Mandated Fringe Benefits 13301 48,000 26) lLease/Rental - Real Property 16011 o
5} Total Fringe Benefits (Sum Lines 3-4) 13998 343,000 27) Leasehold/Leasehold Improvements 16021
28) n - Building 16031 1,749
OTHER THAN PERSONAL SERVICES (0OTPS) 29) Depreciation - Building/Land Improve: 16050 12,648
6} 14200 103,326 30) Mortgage Interest 16061 a
7} 3,097 31) Mortgage Expenses 16071 0
8} 5,362 32) Insurance - Property & Casualty 16081 O
9) nance 18,643 33) Real Estate Taxes 16091 8,953
10} Office Suppli d Postage / 34} Maintenance in Lieu of t (LGU only) 16141 0
11) Organizational Expense 35) Interest on Capital Indebtedness 16101 ]
12) t - Working Capital 14240 36) Other (Detail Required) 16997 962
13y Equipment 140837 37) Total Property {Sum Lines 26-36) 169396 24,312
14) 1 Personal Services
15 Lodbeves AR s 1T
16} Insurance - General 38) Parent Agency Administration Allocation 19070 o}
17) Other (Detail Required) 39) County Wide Cost Allocation {(LGU Gnly} 19080 0
18) Total OTPS (Sum 6-17% 40) Total Agency Administration (Sum Lines 1,2,5,18,25,37,38,39; 19090 1,712,606
41) Adjustments/Non-Allowable Costs (Detail Required} 19031 1,200
EQUIPMENT - PROVIDER PATD 42) Net Agency Administration {Line 40 minus 41) 19998 1,711

19) Lease/Rental - Vehicle 15011 1,200
20} Lease/Rental - Equipment 15030 0

S
o
o
st
@
Lar
(o8]

NYS OMH Version 2 7 Assigned: 10/16/2014 Rev. May 2014 CFR-3.1

Date Updated: 10/10/2014 Document Control Number:



SCHVDJ E

C ATED FISCAL REPORT
FOR THE PERIOD: January 1, 2014 TO December 31, 2014

RATIO VALUE WORKSHEET (AGENCY-WIDE) ADJUSTED RATIO VALUE WORKSHEET (WITHIN AGENCY)

Line Cost

Amount Amount

OPERATING COSTS ***x

43} 19110 &0) 1931¢ 2,
443 19126 61} : 19320 1,
45} OPWDD SJthT_dl 19130 62} OPWDD Z just@d Qubuotel 3 6,
46} SED Subtotal 19140 63) SED Adjusted Subtotal
47 Share‘:d Programs 9ubt0ta,‘l 18150 64) Shared Programs Adiusted Subtotal
48} ubtotal** 19160
49) T le Zxcenby Operdunq Costs 19170 CALCULATION OF ADJUQTL“I) RATIO VALUE FACTOR *%%7%%
5) OASBAS Ratio Value ~tor {(line 53 divided by line 60) 19410 0.097691
CRLCULATION OF RATIO VAL F*WTOR 66) OMH Ratio Value Factor 54 divided by ]mg 61) 19420 5.097691
50} Net Agency Administ -3, Line 42} 19999 67) OPWDD Ratio Value Factor {line 55 divided by line 62} 19430 0.097691
51} Total Agency © ] {CFR~3, Line 49 19171 68} S Ratio Value tor (lire 56 divided by line 63} 19440 0.097691
52) Ratio Va \Inxz;, 50 divided by I x> 513 19180 69) Shared Programs Ratio Value Factor (line 57 divided by line 64) 19450 4.000000

ALI .O(AI' ON OF AGENCY Al
O}»\sAS

INISTRATION USING RATIO VALUE **+*
43 x line 52) 19210 266,230

4 147,764
5 660,683
location {line 51,276

Sharaa Programs Al 0

o L

Other Progra
Total Agency

15,
1,711,406

YO U R O L
‘ SN 3

Admini

stration (s 53 58y

* Totals by State Age Line 64. Do not report operating costs for programs 0880 and 0890.
xx This amount must e of lines 1 through 4 of column e CFR These are not detailed els therefore, will not cross foot to CFR-1.

7 on sch s
of agency administration allocated to each programn/sit line 65, must equal t
CFR-1, Line 64. Do not report operating cost for programs 0880 a 0 an rograms which are exempt from agency administration.
For OMH (line 61), do not include operating costs for programs 0860, 0870, 0920, 0, 1690, 2860, 2980, 6910, 6920, 8810 and programs with an "A" program code index (startup).
For OPWDD (line 62), do not clude operating costs for programs 2091, 5081 and 7091.
**x*¥* The adjusted ratio value factor for each State Agency should appear in the item description column of th

W,

* For each state age
****  Totals by State Agency fro

> CFR~1, line 6€5.

NYS OMH Version 23.0 Date Updated: 14/10/2014 Document Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014 CEFR-3.2



Funding State Agency:
[ ¥ ] OMH [ ¥ ] SED
[ X 1 OPWDD
! ¥ 1 ORSAS

100006

010205005

NEW YORK STATE SCHEDULE CFR-4
CONSOLIDATED FISCAL REPORT PERSONAL
FOR THE PERIOD: Janu 1, 2014 TO December 31, 2014 SERVICES

ATED TO 3 DECIMAL PLACES.

able information.
applicable staffing ca
PROGRAM/SITE-PROGRAM

COLUMN

NUMBER

PROGRAM CODE **
PROGRAM/SITE IDENTIFICATIO
NAME

Position PROGRAM/SITE ADDRESS

2
Title PROGRAM/SITE ADDRESS
Code COUNTY CODE
Appendix

R Position Title

Director/Chief
Executive Direct

stant
piroller/Controller
ector of Division
(Agency Adminis
a/Stati
ive Assistant
ion Review/Quality

Total "Hours Paid", "FTE" and "Amou
*  Report Agency Administration in
* %

For OASAS, program code

Totals are transferred to gl
Note: FTE's DO NOT get transferred.

NYS CMH Version 23.0

le Codes and Definitions. Indicate the

*h each page applies.

Refer to Appendix R for Posi
tegory on the line below to w

standard work week or provide

ADMIN./LGU ADMIN. (Position Ti Codes 0-598 and 700-799 series) | 1 Y ADMINISTRATION (Position | ;G
1
X ADMINISTRATION
N NUMBER **
One}
Two)
Standard Heours Amount Hours Amount Hours Amount Hours Amcunt Hours Amount
Week Paid Paid Paid Paid Paid FTE Paid FTE Paid Paid FTE Paid
40 [Other
i X 2,080 1.000 225,000
| X 2,0 1.000 195,000
i [ 2,0 1.000 110,000
i X 4,16 2.000 25
[ FXo 4,1 2 70,000
; | X 2,080 90, 000
X i | 1,82 . , 0060
i [ 2,0 1.660 , 000
H ! H
i |
i i ;
| i
i |
:nt Paid® for Positions. 20,540 10.0600 1,070,000
one column on a separate page.
e level program/site = PRU level.
CFR-1 16 {Program/Site, Program Administration & LGU Administration), or Schedule CFR-3 Line 1 {Agency Administration).
Date Updated: 10/106/2014 Document Control Number: 45010337 Assigned: 10/16/2014 Rev. May 2014 CFR-4



State Agency: NEW YORK STATE SCHEDULE CFR-4
OMH { 1 SED CONSOLIDATED FISCAL REPORT PERSONAL
) FOR THE PERIOD: dJanuary 1, 2014 TO December 31, 2014 SERVICES

¥

Any Agency FTE'S MUST BE CALCULATED TO 3 DECIMAL PLACES.

AGENCY NAR
AGENCY COIL
SCHOO i

Provide zll applicable information. Refer to Appendix R for Posi Title Codes and Definitions. Indicate the standard work week or provide the number of hours in the "other"
able staffing category on the line below to which each page applies.
4/ STTE-PROGRAM ADMIN./LGU ADMIN, (Position Title Codes 100-599 and 700-799 series) [ X ] P Y ADMINISTRATION

1 z 3
INDEX) 1760 (00) 1 0} 2100 (00} (00}
L > 1111050 1111052 1111975
PROGRAM/SITE NAME OMH Answers OMH Sh ders Bunn Street Clinic Regency House

Position PROGRAM/SITE ADDRESS (Line One) 29 Stewart St. 22 My Way Drive 53 Bunn Street 252 Eucliid Ave
Title PROGRAM/SITE ADDRESS (Line Two) u New York 13209-2454 Syracuse, New York 13297-1343 Syracuse, New York 13210-2330 Syracuse, New York 13292-1105
Code COUNTY CODE 34 34 34 34
Appendix Standard Hours Amount Amount Hours Amount Hours Hours Amount
R Position Title Work Week Paid PTE Paid FTE Paid Paid FTE Paid Paid Paid FTE Paid

35 137.5] 40 {Othey

| | 236
X i 980 0.503 10,642 970 0.497 10,525

102 Housekeeping and Maintenan X
201 Mental Hygiene Wor

|
!
203 Counselor (OMH CR o v i [ G 13,5;0 [N
ior Counselor °R X H ! 1,820 1.
1ior Counselor PR i 6,825 3.
: [ i 1,950 1.
I X 1,950 1.1

78,843
145,533

w
w

b
—
O s e D D

i 7 4 2
X I | 60 9,605
X 300 36,458

i | i 970 . 1,68 € 11,818
Z H | 2,456 1.349 47,745

o
0

"FTE® and "Amount Paid" for Positions.

ency Administration in one column on a separate page.
L program code = vice level and program/site = P
transferred to CFR-1 Line 16 {Program/Site,
DO NOT get transferred.

level.
ogram Admi

nistration).

ration}, or Schedule CFR-3 Line 1 {Agency Ad:

NYS OMH Version 23.0 Date Updated: 10/10/2014 Document Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014 CFR-4



BT, REPORT
4 TO December 31, 2014

T

Funding State Agency:
X 1 OMH [ ]

FOR

FTE'S MUST BE

CATED TC 3 DECIMAL PLACES.

Position
ich e

le Codes and Definitions. Indicate the standard work week or provide i
page applies.
599 and 700-7

cable information. Refer to Appendix R fo > of hours in the "other" column.

cable staffing categor

series) |

7050

GRAM CODE INDEX)
ICATION NUMBE

7 Bunn Street Clinic
ion PROGRAM/SITE ne) 29 Stewart St 22 My Way Drive 53 Bunn Street ciid A
1 & PROGRAM/SIT WO Syracuse, New York 13209-24%4 Syracuse, New York 13287-1343 Syracuse, New York 13210-2330 Syracuse, New York

Code COUNTY CODE 34 34 34

Appendix Hours Amount Hours Amount Amount Hours Amount
R Position Title P i FTE Paid Paid PTE Paid Paid Paid FTE Paid

505 Office Worker P X i 75
590 Other Program Admin

0.069 5,533

:

vt

5" and "Amount Paid”

)
INY

Total "Hours Paid", " v Positions. 2,625 1.038 2 372,548 26,065 13.060

, 987

1.638 22,994 9,988

* Report Agency Administra
** For OASAS, program code = servi leve
Totals ansferred to Schedule CFR-]
Note: FTE's DO NOT get transferred.

on a separate pa
and program/site level).
16 {(Program/Site, Program ?

stration & LGU Administ

NYS OMH Ver

23.0 Date Updated: 16/10/2014




YORK STATE SCHEDULE CFR-4
TED FISCAL REPORT PERSONAL
anuary 1, 2014 TO December 31, 2014 SERVICES

o

Any Agency 28 MUST BE CRLCULATED 70 3 DECIMAL PLACES.

10600

the "other” column.

plicable information. Refer to Appendix R for Position Title Codes and Definitions. Indicate the standard work week or provide the number of |
icabl taffing category on the line below to which each page applies.
OGRAM/SITE-PROGRAM ADMIN. /LGU ADMIN. (Position Title Codes 100-599 and 700

Codes 600-699 series) [ i

9 series)

o]

G226 {00}

PROGRAM CODE ** (PROGRAM CODE INDEX)

0880 (00}
ITE NTIFICATION NUMBER ** 1538220 1539223 1539880
/SITE Cou HCBS Residential Habilitation HCBS Counseling Center Transportation
i SRAM/ ST (Line One) 53 53 Bunn Street 53 Bunn Street 53 Bunn Street
Title PROGRAM/SITE ADDRESS (Line Two) Syracuse, New York 13210-2330 Syracuse, New York 13210-2330 Syracuse, New York 13210-2330 Syracuse, New York 13210-2330
Code COUNTY CODE 34 34 34 34
Appendix Standard Hours Amount Hours Amount Amount Hours Amount Hours Amount
Position Title Work Week Paid F'TE Paid Paid FTE Paid Paid PIE Paid Paid FTE Paid Paid FTE Paid
35 40 |Other
101 Food Service Worker PoE i 70,380 56,666
102 Housekeeping and Maintenan boX | 73 52,435 187,255
104 Transportat X i 167,863 259, 605
207 Developme P x 1 | 546,097 851,858
290 Other Direct Care [ G| | 1,423 247,068 611,973

31,874
114,991

349 X i 2,028 1.840 39,696
501 D i 1,830 0.938 30,030
502 ant Program or i [ ! 1. 66,615 642
505 Worker PX 41 0.021 1,183 1. 30,543 181,834
| |
| | |
Total "Hours d", "FTE"™ and “Amount Paid" for Positions. 3,367 1.726 59,644 76,549 39,462 1,220,707 165,919 85,087 3,037,902 0 0.060 G
*  Report Agency Administration a separate page.
** For OASAS, program code - vice leve W program/site = PRU level.
Totals are transferred to Schedule CFR-1 Lj 16 & LGU Administration}, or Schedule
Note: FTE's DO NOT get transferred.
NYS OMH Version 23.0 Date Updated: 10/1G/2 Document Control Number: Assigned: 10/10/2014 Rev. May 2014 CFR-4




Funding State Agency: NEW YORK STATE DULE CFR-4
{ h f ] SED CONSOLIDATED FISCAL REPORT ONAL

i
1 CPWDD FOR THE PERIOD: January 1, 2014 TC December 31, 2014

v
] OAsSAs

S MUST BE CALCULATED TC 3 DECIMAL PLACES.

AGENCY NAME: Any Agency
AGENCY CODE: 10000
sC {SED ONLY}

ion Title Codes and Definitions. Indicate the standard work week or provide the number of hours in the "other" column.
h each page applies.
100~599 and 700-799 series) [ X3 Al

NCY ADMINISTRATION (Position Title Codes 600-699 seri

COLUMN NUMBER 1
PROGRAM CODE ** (PROGRAM CODE INDEX) 3520 {00; 3520 (
PROGRAM/SITE IDENTIFICATION NUMBER ** 12345 5432

ts

PROGRAM/SITE NAME Help On The Way Clinic Wharf Rats Clinic
Position PROGRAM/SITE ADDRESS (Line One) 53 Bunn rt St
Ti PROGRAM/SITE ADDRESS (Line Two) Syracuse, New York 13210-2330 Syracuse, New York 13209-2454
Code COUNTY CODE 34 34
Standard Hours Amcunt Hours Amount Hours Amount Hours Hours Amount
Position Title Work Week Paid FTE Paid Paid FTE Paid Paid FTE Paid Paid B Paid FTE Paid

i37.51 40

ial
Ciinical
Intake/Screening
Marriage and Fa
rogram or Site I
tant Program or
[ilce Worker

keting

ilization Review/Quality

DOOD DO OO
¢

| ! | 0.200 25,771

Total "Hours Paid", "FTE"™ and "Amount Paid" for Positions.

* Report Agency Administration in one column on a ¢ 3 .
** For OASAS, program code = v program/site = PRU level.
Totals Lransferred to Schedule { gram Administration & LGU Admi
Note: F 's DO NOT get transferred.

or Schedule CFR-3 Line 1 (Agency Adm

nt Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014 CEPR—4

NYS OMH Version 23.0




Funding State Agency: NEW YORK 57

SCHEDULE CFR-4

i ] OMH SED CONSOLIDATED FISCAL REPORT PERSONAL
[ j FOR THE PERIOD: January 1, 2014 TO December 31, 2014
[

PAGE 43
AGENCY Agency FTE'S MUST BE CALCULATED TO 3 DECIMAL PLACES.
AGENCY ¢ c -
SCHOOL D ONLY)
Provide all applicable information. Refer to Appendix R for Position Title Codes and Indicate the 7eek or provide the number of hours in the "other" column.
Indicate the applicable staffing category on th ine below to which each pagse applies.
PRO: M/ SITE-PROGRAM ADMIN. /LG IN. {(Position Title Codes 100-599 and NISTRATION (Position Title Codes 600-6 f Iox
COLUM 1 2
GGRAM CODE 3520 (00) 3520 (01}
“ICATION NUI 12345 54321
PROGRAM/SITE NAM Help On The Way Clinic Wharf Rats Clin
PROGRAM/SITE ADD {Line One}) 53 Bunn St 29 Stewart St
PROGRAM/SITE ADDRESS (Line Two) Syracuse, New York 13210-2330 Syracuse, New York 13209-24%4
Code COUNTY CODE 34 34
Appendilx Standard Hours Amocunt Hours Amount. Hours Amount Hours Amount Hours Amount
R Position Title Work Week Paid FTE Paid Paid FTE Paid Paid “TE Paid Paid FTE Paid Paid FTE Paid

35 137

0 {Other

59G Other Program Administrati X i | 914

Total "Hours Paid", "FTE"

Report ency Administ
program code

transt

G

Program Administration & LGU Admir

or Schedule CFR-3 Line 1 {Agency Administration).

€2
D
e

8} D

Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014 CFR-4



Funding State Agency: NEW YORK STATE

{ 1 OMH [ X SED CONSOLIDATED FISCAL REPORT
[ ] OPWDD FOR THE PERIOD: January 1, 2014 T0O December 31, 201
1 OASAS

FTE'S MUST BE CALCULATED TO 3 DECIMAL PLACES.

NAME: Any Agency
{ CODE: 10000
SCHOOL CODE: (10205005555

Indicate the standard work week or provide the

tion. Refer to Appendix R for Position Tit
g category on the line below to which
~PROGRAM ADMIN./LGU ADMIN. (Position Titlie

AGENCY ADMINISTRATION (Positi

9190 (FF)

PROGRAM CODE ** (PROGRAM CODE INDEX) 9100 (FF) 9100 (39) 9135 (FF)
PROGRAM/SITE IDENTIFICATION NUMBER +»* 1111810 1111910 1111913 1111918
PROGRAM/SITE NAME Preschool Center ( over 2.5 hrs Preschool Center (over 2 hrs Pre Sch Spec Ed Itinerant Preschool Evaluations
Pogition PROGRAM/SITE AD { e One) 53 Bunn Street 53 Bunn Street 50 Valley View Drive Drive Bunn Street
Title PROGRAM/SITE ADDRESS ( e Two) Syracuse, New York 13210-2330 Syracuse, New York 13210-2330 Syracuse, New York 13210-2105 13210-2105 New York 13210-2330
Code COUNTY CODE 34 34 34 34
Appendix Standard Hours Amount Hours Amount Hours Amount Amount C 5 Amount
R Position Titlie Work Week Paid FTE Paid Paid TR Paid Paid TR Paid Paid Paid FIE Paid

62,167

18,934

T er - Special X | | 2,421 1.330
er Aide X 4,042 2.221 40,683
Guidance Counselor X i
rchologist (M Lev X |

herapist - Occu

Therapist - Phy
Ther X

877 0.450 22,083
958 0.491 20,000

a t - Spe | j 958 0.491
Clinical i X
gram or Site i HD SR 453 0.218 453 g.21¢ 9,874
i ! i i 146 0.080 2,704 136 0.075 2,689

ce Worker X i i

8,795 4.73 710 154,807 849 0.466 24,510 839 G.461 21,623 884 0.457 18,656

o
.
o
w
i
@
w
o0
-
o
<
S

Fositi

Total "Hours Paid",

one

*  Report A
** Por OASAS,
tals are tr
FTE's DO }

column on a separate page.
and program/si « PRU level.
16 {Program/Site, Program Administration & LGU Administration), or Schedule CFR-2 Line 1 {Agency Administration).

10/16/2614 Document Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014 ’ CFR-4

3.0 Date
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OMH [ X ] SED CONEQLIDATED FISCAL REPORT PERSONAL

i

OFWDD FOR THE PERIOD: January 1, 2014 TO December 31, 2014 SERVICES

Funding State Agency: NEW YORK STATE
[ ]
[

] omsas

LATED TO 3 DECIMAL PLACES.

y
o
e
"
=
2
@
5
-
5

Any Agency
10000
010205005

> Codes and Definitions. Indicate the standard work week or provide the number of hours in the “other" column.
» page applies.

%

o e
RAM/SITE~PROGRAM ADMIN, /LGU AUMIN.

ENCY ADMINISTRATION (Position Title Codes 600-699 series) | I

** (PROGRAM CODE I 9190 (ss) 9805 (FFy 9805 (59)

IDENTIFICATION NUM 1111919 1111980 1111980
PROGRAM/ ST NAME Preschool Evaluations 611 Grants 611 Grants
Position PROGRAM/SITE ADDRESS (Line One) 53 Bunn Street 53 Bunn Street 53 Bunn Str

Title PROGRAM/SITE ADDRESS (Line Two) Syracuse, New York 7] New York 13210-2330 Syracuse, New York
Code COUNTY CODE 34 34 34

Appendix Standard Hours Amount Hours Arount Hours Amournt Hours Hours
R Position Title Work We Paid FTE Paid i FTE Paid Paid FIE bPaid Paid FTE Paid FTE
N 40 i{Other
-~ Epecial Educati X j
Aide X |
Guidance Counselor X ! 224 0.123
Psychologist (Master's Lev X | H
Therapist - Occupati X | 0.0603
X i G.128
[P | 0.13
! PXod
i X 05.060
X !
| |
i | i
Total "Hours Paid™, "FTE" and "Amount Paid" for Posi tions. 875 $.453 18,658 0 0.068 o] 0 0.000 0

*  Report Agency Administration in one column on a separate page.
** For OASAS, program code = serv level and program/site = PRI

s are transferred to Schedule ¢FR-1 Line 16 (Program/Site, Pr
“TE's DO NOT get transferred.

evel.
ram Administration & LGU Ac

ol

or Schedule CFR-3

[te]

trol Number: Rev. May 2014

iated: 10/10/2014 Document Co

Amcunt

Paid

CFR-4



Report only program/site specific positions {Position Title Codes 200-309 series).

"Hours Paid"™ and "Amount Paid" for Positions.

Totals are transferred to Schedule CFR-1

State Agency:

OMH { ] SED
CPWDD FOR TH

CASAS

Any Agency
16000
(SED ONLY)

Appendix R for Position Title Codes and definitions.

COLUMN NUMBER H
PROGRAM CODE (PROGRAM CODE INDEX)
PROGRAM/ ST IFICATIOR NUMBER
PROGRAM/SIT

PROGRAM/SITE ADDRESS (Line One )

PROGRAM/ST ADDRESS {Line Two)

COUNTY CODE 34
Hours

Position Ti Paid

I

£l

Psychiatr

el

w

5 {Program/Site).

Version 23.0 Date Updated: 156/10/2014

CMH Shoulders

<

-



rogram/site specific positions (Position Title Codes 200-399. series).

Agency: NEW YORK STATE SCHEDULE CFR-4A
[ 1 SED CONSOLIDATED FISCAL REPORT CONTRACTED DIRECT
FOR OD: January 1, 20

C December 31, 2014 CRRE AND CLINICAL
PERSONAL SERVIC

NAME: Any Agency

CODE: 10000
{SED ONLY)

Refer to Appendix R for Position Title Codes and definitions.
COLUMN NUMBER 1 2

i 3 4
PROGRAM CO "ROGRAM CODE INDEX) (60) C (00} 06223 (00) 06880 (0O}
PROGRAM/SI IDENTIFICATION NUMBER 1539150 1539220 1539223 1538880

PROGRAM/SITE NAME Counseling center HCBS Residential H

ng Center Transportation
PROGRAM/SITE ADDRESS [(Line One) 3 Bunn Street : Bunn Street 53 Bunn Street
] PROGRAM/ ST ADDRESS (Line Two) Syracuse, New York 13210-23 Syracuse, New York 13210-23 Syracuse, New York 13210-23 Syracuse, New York 13210-23
Code COUNTY CODE 34 34 34 34
Appendix Hours Hours Amount Hours Amount Hours Amount Hours Amount
R Position Title Paid Paid Paid Paid Paid Paid Paid Paid
207 Developmental ilities Spe ist QIPD - Direc 1,288 60 1,324
309 QIPD - Clinical Developmental D ies Special 4,821 3,376 69,879
Total "Hours Paid" and "Amount Paid" for Positions. G o} 6,109 124,976 3,436 71,203 s} G

Totals are transferred to Schedule

Line 35 (Program/Site).

NYS OMH Version 23.0 Date Updated: 10/10/2014 Document. Control Number: 45010337 Assigned: 10/10/2014 Rev., May 2014 CF

O

40



Report only program/site specific positions (Position Title Codes
Funding State Agency:

{ OMH { H
OPWDD

OASAS

SED

[ FOR
i

AGENCY NAME: Any Agency
10000

(SED ONLY)

SCHOOL: CODE:

January 1,

YORK STATE
ATED FISCAL REPORT

2014 TO Decembe

[6]

i

(o8]
ot
S}
e
et

SCH

EDULE

CTED DIRECT

CFR~-4A

D CLINICAL
CES

definitions.

NUMBER L1
CODE  (PROGRAM CODE INDEX) 3520 (00)
PROGREM/SITE IDENTIFICATICN NUMBER 12345

PROGRAM/ ST NAME = Way Clinic
1 junn St

Refer to

Help On

PROGRAM/SITE ADDRESS (Line One) 53
Title PROGRAM/SITE ADDRESS (Line Two) Syracuse, New York 13210-23
Code COUNTY CODE 34
Appendix Hours
R Position Tit d

for Positions. 231 27,660

To "Hours Paid" and "Amount Paig"

Totals are transferred to Schedule CFR-1 Line 35 (Program/Site}.

Date Updated: 10/10/2014

Whart

20 (01
54321
Ratg Cli

29 Stewart St

Syracuse, New York 13209-24
34
Hours Amount Hours
Paid Paid Paid

319

Document Control Number:

45010337

Assigned:

10/106/2014

Amount
Paid

CPR-47



Report only program/site specific positions

Funding St
{ i

te Agency:
{ ¥ ] SED

Any Agernicy
10000
016205005555

{Position Title Codes 290-399% series).

FOR THE

PERIOD:

NEW YORK STATE
CONSOLIDATED FISCAL REPORT

January 1, 2014 TO December 31,

SCHEDULE
CON
CA
PERSONAL

CTED
CL
SERVICES

CFR~4A
DIRECT

Refer to BAppendix R fo
COLUMN NUMBER
PROGRAM CODE

{ PROGRAM CODE

PROGRAM/SITE IDENTIFICATION NUMBER

PROGRAM/SITE
Position PROGRAM/SITE

WME

{Line One)

Title PROGRAM/SITE ADDRESS (Line Two)
Code COUNTY CODE

Appendix
R

Position Title

Teacher ~ Substitute

Psychiatrist
Psychologist (Licensed)
> hologist (Master's

Therapist ~ Speech
Nurse's BAide/Medical Aide

S

ia

for

"Hours Paid" and "Amount

Total

Totals are transferred to Schedule CFR-

NYS OMH Version 23.0

Level)/Behavioral

Date Updated:

9106 (FF)
1111910
Preschool Center { over 2.5
53 Bunn Street
New York 13210-23
34

Syracuse,

Amount
bPaid

Special

1,000

o

Positions. 35 2,625

{Program/Site).

16/10/2024

2z
9100 (8S;
1111910
Preschool Center
53 Bunn Street

Syracuse, New York 13210-23
34
Hours Amount
ad Paid
n
15 1,000

Document Control

{over 2.5 h Pre

a

Number:

13210-21

Amount

45010337

Agsigned:

9

Pre Sch S8
50 Val

Syracuse,
Hours

Paid

10/10/2014

135 (s8)

1111913

c Ed Itineran

y View Drive

2w York 1
34

13

H

i

[}

Hours
Paid
1
5
11

Rev. May 2014

CFR-4A



Report only program/site specific positions (Position Title Codes 200-399 series).
NEW YORK STATE SCHEDULE CFR-4A

Funding State Agency:
{ ] oM [ ¥ 1 SED CONSOLIDATED FISCAL REPORT CONTRA D DIRECT
[ 1 OPWDD + FOR THE PERIOD: January 1, 2014 TO December 31, 2014 CARE AND CLINICATL
! 1 ORSHES PERSONAL SERVI
PAGE 50

AGERCY NAME: Any Agency
AGENCY COD: 16000
SCHOOL, COD! 0610205005555

& 7
X} 9190 (85) 9805 (FF} 98G5
BER 111191¢ 1111980 il

COLUMN NUMBER
PROGRAM CCDE {PROGRAM CODE Ib
PROGRAM/SITE IDENTIFICATION NU:

PROGRAM/SITE NAME Preschocl Evaluations 611 Grants 611 Grants
Position PROGRAM/SITE ADDRESS (Line One) 53 Bunn Street 53 Bunn Street 53 Bunn St
Title PROGRAM/SITE ADDRESS (Line Two) Syracuse, HNew York 13210-23 Syracuse, New York 13210-23 Syracuse, New Yor
34 34 34
Hours Amount Hours Amount Hours Amount Hours Amount Amount
Paid Paid 3 Paid Paid Paid Paid
Teacher -~ Substitute
Psychiatrist
321 Psychologist (Licensed) 1 245
22 Psychologist (Master's Level)/Behavioral Specialis 5 300
335 Therapist - Speech 5 200
339 Nurse's Aide/Medical Aide
Total "Hours Paid" and Paid" for Positions. 11 a5 ¢l 0 0 o
Totals are transferred to Schedule CFR-1 Line 35 (Program/Site).
sument Control Nus 45010337 Assigned: 10/10/2014 Rev. May 2014 CER-4A

NYS OMH Version 23.0 Date Updated:



LTE SCHE

CONEOL I, REPORT TRANSACTIONS WIT
FOR THE PERIOD: Janu TO December 31, 2014 ORGANIZATIONS/I

AGENCY NAME: Any Agency AGENCY CODE: 10000 SCHOOL CODE: (SED ONLY)
SECTION A: NOTE: (OASAS and OPWDD providers only): For purposes of this schedule, "related organizations a shall include closely allied ] as described
and defined in Article 25.06 of Mental Hygiene Law and on page 18.2 of the CFR Manual. OASAS providers are also directed to refer to Local Services Bulletin 18599-02.
Question #1: During the reporting period, there any PAYMENTS TO related organizations or individuals associated with the provider that involved any OASAS, OMH, OPWDD and/or SED
programs and/cr agency admini 17 YES [¥X] NO [1 If yes, Sections B and C of this schedule must be completed.

Question #2: (Applies only to OASAS and OPW ice providers) During the reporting >eriod, were there any transactions with related organizations or dividuals FROM WHICH the service
PO Y p g F g p b 9
provider received any financial aid/assistance or TO WHICH the service provider provided financial aid/assistance? YES [¥] NO [} If yes, Section D must be completed.

SECTION B: Please list all PAYMENTS 7O related organizations and/or individuals below:

1 z 3 4 5 6 7 & 9
PROGRAM/SITES AFFRECTED RELATIONSHIP AMOUNT OF ADJUSTM
PROG/SITE ID# (CODE} DESCRIPTION OF OF RELATED TO TRANSACTION ALLOWABLE TO COSTS
No No OR ADMINISTRATION TRANSACTION ION/INDIVIDUAL PROVIDERY* REPORTED COSTS {COL.7 MINUS 8)
1. 1 2100 (00)/1111052 leased space Any Agency Foundation G 68,620 67,620 1,000

SECTION C: For space lease/rental agreements listed in section B above, detail the related organization's/individual's allowable costs reported in section B, col. 8 above:

w

8 9
OTHER TOTAL ALLOWABLE
COsTSs

1 z z 4 5 6
Line Item PROGRAM/SIT
No. No. ENTER PROG/SI {CODE} OR ADMIN.

MORTGAGE

ANCE

.01 2100 (00)/1111052 41,620 14,000 5,500 6,500 §

67,620

provider received any financial aid or

SECTION D: (Thi

Report ch related party/related individual FROM WHICH

section applies only to OASAS and OPWDD ser
c

as tance or TO WHICH the service prov ald or assistance.
1 2 3 4 5 6 7
te Name Type of Financial Funding

City, State Support/Aid To/From
1. 1 Marcus Welby 242 West 42Znd St New York, NY oan FROM
* See section 18.0 of the CFR Manual for the relationship key.
NYS OMH Version 23.0 Date Updated: 10/10/2014 Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014

DULE CFR-5

TED

i
NDIVIDUALS

PAGE

8
Funding To/From




NEW YORK STA
CONSOLIDATED FISCAL REPORT
FOR THE PERIOD: January 1, 2014 70 December 31, 2014

AGENCY Any Agency
AGENCY 16000
SCHOOTL, {SED ONLY)

MEMBERS

1. Do any employees of your agency also serve on the governing authority? [] YES [X] NO
If "YESY, provide detail of the employee name and position titl

COMPENSATION OF BOARI

T
[}
i
v
i
%
]
o
0

BOARD OF DIRECTORS, AKD BOARD TRUSTEES
2. List the names of al}l individuals who receive compensation as Board Officers, Members of the Board of Directors or Board Trusteeg:

AMOUNT PAID CONTRACTED PAYMENT FRINGE OTHER TOTAL
NAME AMOUNT BENEFITS BENEFITS** COMPENSATION

NO DATA WAS FOUND PCR THIS SECTION
COMPENSATION OF THE FIVE HIGHEST PAID EMPLOYEES AND INDEPENDENT CONTRACTORS
3. List the five highest paid - employees whose total annualized salary and contracted payment amount {(column 7) is

AND
ALL employees whose total annualized salary and contracted payment amount (column 7) is in excess of $125,000 per year:

(1]

[31 4] (5] e}

]

TOTAL
CONTRACTED ANNUALIZED
POSITION PRYMENT SAL
TITLE AMOUNT ANNUALIZED AMOUNT CONTRACT

D FRINGE OTHER

NAME CODE PRID FTE SALARY PAYMENT ENEFITS BEN
1. Mary Reynolds 601 Geco GOO 000 0 225,000 60,750 1,200
2. Robert House 602 000 195,000 0 195,000 43,264 4]
3. larcus DY .060 195,000 0 195,600 52,650 O
4. John P b n .G00 116,000 20,000 136,000 44,301 0
5. Robert Smith .00 125,000 0 , 000 44,995

Shirl Maldowny

125,000 8} G

.000 110,000 0 110,000 34,100 0

L850 90,000 G 9¢, 000 29,703 0
0

L7156 85,000 85, 0606 28,051 0

~d

125,000 42,647

603
609 X 76,500
621 ¥ 63,750

Nelew)

3 D b bbb e b
[}
o
<

4. List five highest paid independent contractors {(individual or firm) that received payments in excess of $50,000.

(2]
TYPE OF SERVICE

PAID

Medical

nal

contracted payment amount is in excess of $75,000: 0

* dividupal is r title code on CFR-4, please check the box in column 2.
i value of awards, 2 in lieu of, or in addition to, monetary compensation or regular fringe 1
r fringe benefits are received by all cries of employees. {e.g.: Payroll Taxes, Health insurance, Pension Cont
NYS OMH Version 23.0 Date Updat Document Control Number: 43010337

of 875,000 per year.

SCHEDULE CER-6
GOVERNING BOARD 3
COMPENSATION SUMMARY

oy

)
Fet



Funding State Agency: NEW YORK STATE SCHEDULE DMH-1
[ X ] OMH CONSOLIDATED FISCAL REPCRT . PROGRAM FISCAL

} OPWDD FOR THE PERIOD: January 1, 2014 TO December 31, 2014 SUMMARY

} OASAS

AGENCY A Any Agency
AGENCY 10000
COLUMN NUMBER Cost 1 2 3
. ITEM DESCRIPTION Codes
1) Program Type 060071 Advocacy/Support Sery Clinic Treatment Community Residence,
2} Program Code (Program Code Index) 006011 1760 (00) 2100 (00) 7050 (00
SERVICE
3} OMH Units of Service 0piz1 1,305 5,621 2,508
4 OPWDD. Units of Service 00161 0 G 0
5) OASAS Units of Service 00170 0 o 0

EXPENSES *

6) Personal Services 17010 45,981 578,598
7} Vacation Leave Accruals 17020 1,312
8) E 170630 157,263
9} an Personal Services 17040 74,487

10} Eguipment - Provider Paid 17050

i1 y = Provider Paid 17060

12} Agency Administration 17080

13} Adjustments/Non-Allowable Costs 17090 1600

14} Total Adjusted Expenses (Lines 6-17 Minus 13} 17999 J68,145

REVENUES =

Participant Fees {less $S1 and SSA) 26010 o} O
SSI and SShA 26020 0 69,505
Public Assistance 26030 0 0

260465 ¢ 868,526

26060 0 0

ird Parties 2607 0 0
Residential Room and Board/NYS OPTS 26080 0 G
ortation, Medicaid 26080 ol I
sortation, Other 263100 0 0
Contract Tot 26140 0 0
Federal Grants | Reguired) 26160 0 G

apply to

- .

* These amounts are the program type totals for all program/sites aggregated from Schedule CFF

NYS OMH Version 23.0 Date Updated: 10/10/2014 Document Control Number: 45010337 JAssigned: 10/10/2014 Rev. May 2014 DMHE~1.1



Fundin

GEN

LGER

L B ) N Y
G W 00~ oy

kP

*** hmounts should equa

g State Agency
[ % CMH

{ OPWDD

{ CASAS

CY NAME: Any Agency
CY COCDE: 10060

UMBER

ITEM DESCRIPTION
Program Type
Program Code
State G
LTSE
SNAP
Net Defici (State & LGU Funding only)*
Other (Detail Reguired)
Total Gross Revenues (Sum Lines 15-30)

(Program Code Indesx)
red)
(OMH and CPWDD only)

5353}

GAAP ADJUSTMENTS 70O REVENUE **

Participant Allowance
Uncollectible Accounts Receivable
Other (Detail Reguired)

Total GARP Adjustments (8
Net GAAP Revenues {Line 3

. Lines 34)

I»
1 minus 35}

NON-GAAP ADJUSTMENTS 7O REVENUE **

Subtot
Total venuss
Net Operating Cost
not 3
hese am

unts are the

Updated:

weiude non-funded or voluntary contributions.
program type totals for all program/sites aggregated fy
the corresponding amounts reported as revenue on line

10/16/2014

26220
26240
26110
26230
26999

FOR THE

H

Advocacy/Support Serv
1760 (00

0

o

0
80,500
236

80,736
8]
0
0
0
80,736
0
0

80,500

RIOD: January 1, 2

m Schedule
above.

NEW YORK STATE

CONSOLIDATED FISCAL REPORT

1,498
770,074

D DD

[

76,074

Document

TO December 31,

Cont

2014

Community Residence,

7050 (00)
0

Number:

o
0

Do

R

45010337

As

-1, This does not apply to agencies filing abbreviated CFR form

ned:

10/10/2014

Rev.

SCHEDULE DMH-1
PROGRAM FISCAL

SUMMARY

May 2014

DMH-1.2



3)
4)
5)

* These amounts

NYS

CPWDD
ORSAS

Any Agency
100006

COLUMN NUMBER
ITEM DESCRIPTION
Program Type
Program Code {Program Code Index)

UNITS OF SERVICE

CMH Units of Service
OPWDD U s of Service
OASAS Units of Service

EXPENSES *

Personal Services

facation Leave Accruals
Fringe Benefits

Other Than Personal Services
Egquipment - Provider Paid
Property Provider Paid
Agency A istration

Adjustments/Non-Allowable Co
Total Adjusted Expenses (Lin Minus 13}

REVENUES *

Participant Fees (less SSI and SSA)
881 a SSA

elief/Public Assistance

R ential Room and Board/NYS OPTS
Transportation, Medicaid
Transportation, Other
Sales: Contract Total
Federal Grants {Detail Required)

S}
9S)
@

OMH Version ate Updated: 10/10/201¢

Codes
00071
00011

00121
00161
60170

17010
17020
17030
17040
17050
17060
17080
17590
17698

26140
26160

Family Support Servic
0150

are the program type totals for all program/sites aggregated from

0

OO OOD OO

(50)

NEW YORK STATE
CONSCLIDATED FISCAL REPORT
FOR THE PERIOD: January 1, 2

HCBS Resident

G220 (00

0
27,159

1,220,707
-123
184,586
669,831
25,184
301,876
202,709

]
2,604,770

U

0
2,057,134
0

G

)

730,322

[ o)

0
104,081

Document Control Number:

014 TO December 31, 2014

ial Habi
0880

1,266,4

Subcontract

Service
(6G}

OO

OO0

1,466,000

93
0

0
5,606,004 2,666,493
0 0
& 0
0 G
4,054,809 a
¢ 0
177,136 O
¢ 0
936,171 2,666,493
0 o
0

45010337 Assigned: 16/

O

10/2014

SCHEDULE
PROGRAM
SUMMARY

OMH-1

FISCAL

DMH-1.1



] OMH CONSOLIDATED FISCAL REPORT
X ] OPWDD FOR THE PERIOD: January 1, 2014 TG December 31, 2014
I

Funding State Agency: NEW YORK STATE
[
[

H OASAS

AGENCY NAME: Any Agency

AGENCY CODE: 10000
Cost 1 2 4
Codes
00071 Family Support Servic HCBS Residential Habi HCBS CGroup Day Habili  Subcontract Service
Code Index) 00011 015G (60 0220 (00} 0223 (00 0880 (00}
Required) 26190 0 0 0 0
(OMH and OPWDD only) 262290 0 0 0 0
D) 26240 4] 4] 0 0
Funding {State & LGU Funding onlyj* 26110 92,645 o} G 0
1 Reguired) 26230 545 12,183 7 0
Revenues {Sum Lines 15-30) 26999 93,190 2,903,720 5, 2,666,493
GAAP ADJUSTMENTS TO REVENUE **
32 Allowance o] ¢] ¢ G
33) Uncollectible Accounts Receivable o G 0 0
34} Other (Det . Required) 0 0 0O G
35) Total GAAP Adjustments (S G i} o G
36} Net GAAP Revenues (Line 31 minu 93,190 2,803,720 2,666,493
NON-GAAP ADJUSTMENTS TO REVENDE #+
37} Exempt Contract Income 27650 0 o) 0 G
38) Exempt LTSE Income 27060 0 0 0 O
39) Net Deficit Funding*** 92,645 0 0 0
0) Other (Det 2 g o 4] o 4]
41) Total NON-GAAP Adiustments (Sum Lines 37-40) 92,645 o] o} 0
42) subtotal Adi. to Revenue (Sum nes 35 & 41) 92,645 G 0 0
43) Total Ne Minus 42) E45 2,666,493
44) Net Oper Minus 43} 97,669 282,365 o

* Do not include non-funded or voluntary contributions.
** These amounts arve the progran type totals for all program/sites aggregated from Schedule CFR-1. This does not apply to agencies fil
*** Amounts should equal the corresponding amounts reported as revenue on line 29 above.

ng akbreviated CFR forms.

NYS OMH Version 23.0 Date Updated: 10/10/2014 45010337 Assigned: 10/10/2014



State Agency: NEW YORK STATE CHEDULE DMH-1
1 oMH CONSOLIDATED FISCAIL REPCRT ROGRAM FISCAL
PERIOD: January 1, 2014 TO December 31, 2014 SUMMARY

BRG]

PWDD FOR Tt
X} ORSAS

AGENCY NAME:
AGENCY CODE:

Any Agency

10660

Line COLU NUMBER Cost 1 z
No. ITEM DESCRIPTICH Codes
1) Program Type 00071 Medically sed Medically Supervised
Program Code {(Program Code Index) 00011 320 (01)

UNITS OF SERVICE

3) OMH Units of Service 00121 0 0
4) OPWDD U of Service 0016l G 0
5} OASAS Units of Service 20170 15,124 24,891

EXPENSES *

6) Personal Services 170610 15
7) Vacation Leave Accruals 17020 8 2
8) Fringe Benefits 17030 101,841 G
9} Other Than Person Services 17040 217,081 3
16} Equipment - Prov a 17050 13,805 9
11) Property - Provider Paid 17060 T, 542 O
127 ration 17080 75,003 227
133 - n-Allow : 17096 0 0
14) Total Adjusted Expens ; Minus 13} 17899 , 108 16
REVENUES *

5) Participant Fees (less SSI and SSA) 26010 58,119 91,50
6; SSI and 228 26020 G

7 : ef/Public Assistance 26030 0

RO R b bt b

260640 275,292 2,117,20
Medicare 26060 0
5 26070 159,123

Room and Board/NYS OPTS 26080
0380

dential
Transportation, Medicaid
Transportation, Cther

Sales: Contract Total

Federal Grants (Detail Reguired)

0N
LI O @

it
O
fowiten}
Do

DOV ONOOCO

)
)
)
7
} Other
)
)
Y
i
|

e
o]
vl
o

+

totals for all program/sites aggregated from Schedule

* These amounts are the program type This does not apply to

Document Control Nu

Upx

D
puart
o

16/10/2014 Rev. May 2014 DMH~1.1

o3
@
®
-

ed: 10/10/

NYS OMH Version 23.0 Date



Funding State Agency: NEW YORK STATE SCHEDULE DMH-1
{ ] OMH CONSOLIDATED FISCAL REPORT PROGRAM FISCAL
i
]

CPWDD FOR THE PERICD: dJanuary 1, 2014 TO Decembsr 31, 2014 SUMMARY
OASAS

Any Agency
10000

Line COLUMN NUMBER 1 Z
No. ITEM DESCRIPTION
Program Medically Supervised Medically Supervised
Program m Code Index) 00ol 3520 (00, 3520 (01
26} State Gra Required} 26180 0 o
27y LTSE Total (OMH and OPWDD only) 267220 s} a
28] SNAP OPWDD} 262 0 0
29) Het f ding {(State & LGU Funding only)* 26110 426,369 G
30) Other (Detail Required) 26230 8] 4,490
31) Total Gross Revenues {(Sum Lines 15-30) 26999 916,003 2,324,757

GAAP ADJUSTMENTS TO REVENUE **

} Participant Allowance

} Uncollectible Accounts Receivable
) Other ({(Detail Required)
)
Y
)

Loooo
ocooo

Total GAAP Adiustments (Sum
Net GAAP Revenues {(Line 31

O
el
o
w

2,324,752

NON-GAAP BDJUSTMENTS TO REVENUE *+

Exempt Contract Income 0
Exempt 1 > Income. 0
Net De g ding*** ¢
Other (Detail Required) &
Total NON-GAAP Adj 3 37-40} 0
Subtotal Ad to Rev wes 35 & 41) 0O

inus

Total HNet E{é\ienues )
4 Minus 43)

Net Operating Cost {Line

* Do not include non-funded or voluntary contributions.
** These amounts are the program type totals for 1 program/sites aggregated f This does not apply to agencies filing abbreviated CFR forms.

*** Amounts should equal the corresponding amounts reported as revenue on line 2

gned: 16/10/201 Rev. May 2014 DMH-1.2

NYS OMH V Date Updated: 1G/10/2014 Document Control Number: 45010337



Fundin
OMH

CPWDD
QASAS

NAME: Any Agency
AGENCY CODE: 10000
COUNTY NAME & CODE:

Line N NUMBER
No. . ITEM DESCRIPTION
1} Accounting W

2} State Contr
3} Program Tyi
4) Program Code (Program Code Index)

Number/LGU Contract Number *

EXPENSES

5} Personal Services
6} Vacation Leave Acc
7} Fringe Benefits

€] Other Than rsonal Services {(QTPS)
9} Equipment - Provider Paid ***

10) Property - Provider Paid ***+*

11) Agency Administration
12} Adjustments/Non-Allowable Costs (Detail Requir
13) Total Adjusted Expenses (Lines 11 Minus 12}
REVENUES
14) Participant Fees {less S$SI & SSA)
15} S8I & sS5A
16) Home Relief/Public Assistance
17
er Third P ies
CWDD Resi iial Room and Board/NYS OPTS
Transpo Medicaid
Transportation, Other
Sal : Contract Total
Federal Grants (Detail Reguired)
* For direct contracts, enter the State Contract

*x OASAS funded service providers cannot report w
**¥* OASAS funded service providers nnot report e
*F*Y OASAS funded service providers cannot report p

NYS OMH Version 23.0 Date Updat

PREPARE
L

00200
000672
00012

18010
18020
18030
18040
1805¢C
18060
18080

ed) 18090-

18999

46016
46020
46030
460540
46060
46070
46080
46090
46106
46140
46160

Number. For local contracts, enter the local Con
leave accruals for State a

aca
quip
roperty

= de

ed: 10/10/2014

iations
ed depreciation for State aid reimbursement.

NEW YORK ST
CONSOLIDATED FISC
FPOR THE PERIOD:

B
\L, REPORT

BY: Sally Samders
Please check the box if the prepar

Modified
CONONDAG  (Local)
ic Treatment
2100 (00}

Modified

ONONDAG  {Local)
Advocacy/Support Serv
1760 (00)

45,981
845
12,501
6,668
6,006
2,845
6,444

81,294

DO OOOTOLOO

mpursement .
mernt .

d re
for State aid r

mburs

@

January 1, 2014 TO December 31, 2014

Modified
18363
Community R

(5t
@
7050 (

B W s N W Ut
O RO DO

OO NN

el
(5}
ke
N
o

er changed from the previous submission.
PLEASE

CHE!

CK:

Assigned:

10/10/20%4

123

PINAL CLAIM:

Rev.

SCHEDULE
AID TO
DIRECT CONTRACT
SUMMARY

May 2014

TIES/

DMH=2. 1



State Agency:
X 1 OMH

I OPWDD

] OASAS

2014

3
e
IS
0.
o
=
e e

AGENCY NAME: Any Agency PREPARED BY: ers TELEPHONE: 315 355-7778 Ext. 123
AGENCY CODE: 10000 [ i Please pox if the preparer changed from the previous submission.
COUNTY NAME & CODE: Onondaga 34 PLEASE CHECK: ED CLAIM: | 1

Line COLUMN ! t 1
No. ITEM DESCRIPTICON Codes
Program Type 00072 Advocacy/Suppert Serv Clinic Treatment Community Residence,
rogram Code {Program Code Index) ao012 1760 (00} 2100 (00 705G (00)
25) State Grants (Detail Required) 46190 0 O O
26) LTSE Income Tctal (OMH and OPWDD only} 46220 O 0O 0
27) SNAP {OASAS, OPWDD) 46240 0 0 0
28) Net Deficit Funding (State & LGU Funding only)* 46110 80,500 0 0
29) Other (Detail Required) 46230 236 1,498 1,218
30) Total Gross Revenues (Sum Lines 14-29) 46995 80,736 770,074 939,249
GAAP ADJUSTMENTS TC R NUE
31} Participant Allowance 47010 0 0 6]
32} Unco tible Accounts Receivable 47040 6] 0 0
33) Other (Detail Required) 47045 4 G 0
34) Total GAAP Adjustments (Sum Lines 31-33) 47049 ¢} 4] 0
35) t GAAP Revenues (Line 30 minus 34) 47025 80,736 770,074 939,249
NON-GAAP ADJUSTMENTS TO REVENUE
36) Exempt Contract Income 47050 0 0 0
37} Exempt LTSE Income 47060 0 0 O
38) Net it Funding** . 47075 80,500 0 o
39) Other (Detail Required) 47080 i O 4,990
40) Total NON-GARAP Ad] -5 ; 47968 80,500 0
41) Subtotal Ad3. to Revenu 3 479838 0
42) Total Net Revenues (L 30 ) 48999 TI0,074
43) Net Operating Cost (Line 13 } 49999 2,898
I CIT FUNDING
44) State Share 60010 80,500 a 0
Government Share 60020 0 0 G
ice Provider Share {Voluntary Contributions! 60030 G O [

) Approved De € Funding (Sum lines 44 - 46) 60039 80500 Y 0
48) Non-Funded 60040 558 2,898 0
49) Total Deficit "unding (Sum Lines 47-48) 60999 81,058 2,898 G

* Do not include non funded or voluntary contributions.
** Amounts should equal the corresponding amounts reported as revenue on line 28 above.
NYS OMH Version 23.0 Date Updated: 10/10/2014 Document Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014 DMH-2.2



a HEW YORK STATE
{ 1 OMH CONSOLIDATED FISCAL REPORT
]

SCHEDULE DMH-2

FOR THE PE Dy Januvary 1, 2014 To

Any Bgency PREPRRED BY: Sally S
10000 i } Please check t

AGERCY
COUNTY

COLUMN NUM
EM DESCRIPTION Codes

1} Accounting Method Acoorual Modifie
2} State Contract Number/LGU Contract Number * 00200 2345  (State) CNONI
3) Program Type 0872 F vy Support Servic Subco :
4) Program Code (Program Code Index) 00012 0156 (00
EXPENSES
5) Personal rvice 18610 59,644 ]
6} Vacat 18020 -6 0
7} Fringe Ben 18030 7,689 0
g) Other Than 3 18040 11,903 1,400,000
9} Eguipment -~ Provider Paid *#** 18050 5,001 1,266,483
10} Property - Provider Paid *r+x» 18060 296 0
11) Agency Administration 18080 g
127 Adjus ts/Non-Allowable Costs (Detail Required) 18090 9]
13) Total Adijusted Expenses (Lines 5-11 Minus 12) 18999 2,666,493
REVENUES
Participant Fees (less . & SSA) 46010 G 0
551 & SSA 46020 0 G
ef/Public Assista 46030 0 0
46040 G G
Medicar 46060 0 O
Other Third Pa 460746 &} 0
OPWDD Reside > OPTS 46080 0 0
46090 0 2,666,483
46100 G 0
Contract i 46140 0 0
Federal Grants ({(Detail Requj 46160 g 0
* For direct contracts, enter the State Contract Number. For local contracts, enter the local Contract Number, if applicable.

mbursement .
bursement .

i OASAS funded ser e providers cannot report vacation leave accruals for State aid re
***  OASAS funded service providers cannot report equipment depreciations for State aid
*rEE OASAS service providers cannot report property related depreciation for State

45010337 Assigned: 10/10/2014 Rev. May 2014 DMi~2. 1

NYS OMH Version 23.0 Date Updated: 10/10/2014



Funding State Agency: YORK STATE SCHEDULE DMH-2

[ ] OMH CONSOLIDATED FISCAL REPORT AID TO LOCALITIES/
[ X} OPWDD FOR THE PERIOD: January 1, 2014 TO December 31, 2014 DIRECT CONTRACT
[ i CASAS SUMMARY

AGENCY NAME: Any Agency BY: TELEPHONE: 315 355-7778 Ext. 123
AGENCY 10000 { ]
COUNTY & CODE: Onondaga 34

rase check the pox if the preparer changed from the previous %ub'm55101

ESTIMATED CLAIM: | i

Line COLUMN NUME Cost 1 2
No. ITEM DESCRIPTION Codes
000672 Family Support Servic Subcontract Service
rogram Code Index) 00012 015C (0C) 0880 {00}
Crdnts ) il Reguired) 46150 G G
Income Total (CMH and OPWDD only) 46220 4] 0
D) 46240 0
it Funding (State & LGU Funding only)* 46110 O
Detail Required) 46230 0
30) 'T’oten Gross Revenues (Sum Lines 14-29) 46999 2,666,493

GAAP ADJUSTMENTS TO REVENUE

) Participant Allowance 47010 o ¢

) Uncollectible Accounts Receivable 47040 0 G
i) Other { i1 Regui vad) . 4 0 0

) Total GAAP Adj (Sum Lines 31-33) £704¢ O s}
35} Net GBAP Revenu 30 minus 34) 47025 93,190 2,666,493

NON-GARAP ADJUSTMENTS TO REVENUE
36) Income 47050 G 0
37 47060 0 0
385 47076 92,645 0
38} \ue:all ;{equl r@d, { 0
40) HON~GARAP Adjustm 92,645 0
413 to Reve:me GZ,645 G
42 enues 545 2,666,493
43} Net Operating Cost 91,733 0
DEFIC ¥

445 ate Share 60010 ¢}
45) Government Sha 60020
46) %evvlf*c Provi oleY Suarrz (Voluntary Contributions) 60030 0
47} Total P 3 i unding {Sum lines 44 - 46) 60039 0
48} Non-Funded 60040 ¢
49) Total Deficit Funding {Sun in 60999 4]

Do not include non funded or vel
** BAmounts should egual the cor “espw

reported as revenue on 28 above.

B
o
()

310337 Assigned:

Document Contrel Number:

NYS OMH Versicn 23.0 Date Updated:



[

oM CONSOLIDATED FISCAL REPQORT AID TO LOCALITIES/
OPWDD FOR THE PERIOD: January 1, 2014 TO December 31, 2014 IRECT CONTRACT
SUMMARY

Funding State Agency: NEW YORK STATE SCHEDULE DMH-2
i
1

N
£
tn
il
n

Any Agency PREPARED BY: Sally Samders 315 355-7778 Ext. 123
10000 { } Please check the box if the preparer chan from the previocus submission.
& CODE: Cnondaga 34 PLE FINAL CLAIM: [ X }

Line COLUMN Cost 1 2
No. ITEM DESCRI Ol Codes
1) Accounting Method Modified Modified
2} State Contract Number/LGU Contract Number * 00200 coo 2 {Stare} CO06543  (State)
3} Program Type 00072 Medically Supervised Medically Suparvised
4) Program Code (Program Code Index) 00c12 3520 (00) 3520 (01
PENSES
5} Personal Service 18010 441,036 1,243,035
6) Vacation Leave Accruals ** 18020 0 0
7) Fringe Benafits 18030 101,841 408,560
8) Other Than Personal Services (OTPS) 18040 17,081 295,023
9) Equipment - Provider Paid **+* 18050 , 500 0
107 - Provider Paid ***+* 18060 542 32,560
11y istration 18080 003 191,227
17) entsg/Non-Allowable Costs (Det Reguired) 180390 ¢} o}
13 (Lines 5-11 Minus 12) 18999 003 2,170,285
4} S51 & SSAY 46010 58,119 91,500
5) 460620 0 0
16} Assistance 46030 &}
17) 46040 2,117,207
18) Medicare 46060 0
19) Other Third Parties 46070 111,555
) Room and Board/NYS OPTS 46080 &
) L caid 46090 0
) Transportation, Other 46100 0
) Sales: C 1 46140 4]
} Federal tail Reguired) 46160 0

* For direct contracts, enter the State Contract Number.
** O/ 5 funded service provi report vacation 1
i DA wded service providers report equipment depr
KEEE OGRS funded service providers report property related depz

"oy local contracts, enter the | “ra if applicable.

fu

Control Number: i0/10/2014 Rev. May




te Agency: NEW YORK STATE i CHEDULE DMH-2

Fanding Sta g
[ ] OMH CONSOLIDATED FISCAL REPORT 5 TO LOCALITIES/
{ 1 OPWDD FOR THE PERIOD: January 1, 2014 7O December 31, 2014 3 :
[ X ] OASAS

Any Rgency PREPARED BY: Sally Samders TELEPHONE: 315 355-7778 Ext. 123
10600 { ! Please check the box if the preparer changed from the previous subn s
COD! Cnondaga 34 LE N SCK:  ESTIMATED CLAIM: | i FINAL CLAIM: [ X ]

Line COLUMN NUMBER Cost 1 -
No. ITEM DESCRIPTION Codes
Program Type 00072 Medically Supe
Program Code (Program Code Index) G00c12 (0
25) State Grants (Detail Reguired) 46190 9]
26} LTSE Income Total (OMH and OPWDD only} 46220 0
27} {OASAS, OPWDD) 46240 0
28} ficit Funding (State & LGU Funding only)* 46110 o
29) Other (Detail Reguired) 46230 4,490
30) Total Gross Revenues {Sum Lines 14-29) 46569 2,324,752

GAAP ADJUSTMENTS TO REVENUE

31} Participant Allowance 47010 0 6]
32} Uncolle ble Accounts Receivable 47040 0 0
33) Other (Detail Reguired) 47045 0 G
34) Total GAAP Adjustments (Sum Lines 31-33) 47048 G il
35} Net GRAP Revenues (Line 30 minus 24 47025 819,003 2,324,752
NON-GRAP ADJUSTMENTS TCQ REVENUE
36) ¢t Income 47050 0 0
37y Income 47060 0 0
38} 1g*E 47070 426,369 (¢
39) Cther (Det Reguired) 47080 J G
40) Total NON-GAAP Adjustments (Sum Li 47998 426,369 0
41y sSubtotal A to Revenue (Sum 47999 426,369 G
42) Total >t Reveriues 30 m 48999 497,634 2,324,752
43) Net O ating Cost 13 minus 490959 426,369 ~154,46
DEFICIT FUNDING
44} State Share 60016 426,369 G
45) Local Government Share 60020 o} iy
46) Service Provider Share (Voluntary Contributions) 60030 0 0
47) Total Approved Deficit Funding (Sum lines 44 - 46) 60039 426369 0
48} Non-Funded 60040 0 7
49y Total Deficit Funding (Sum Lines 47-48} 60399 426,369 7

Do not include non funded or voluntary contri
** Bmounts should egual the corresponding amount

revenue on line 28 above.

rcl Number: 45010337 Assigned: 10/10/2014 Rev. May 2014 DMH-2.2

NYS OMH Versicn 23.0 Date Updated: 10/1G/2014 Document



PREPAR

Any Agency "D BY:

NEW

YORK STATE

CONSOLIDATED FISCAL REPORYT

FOR THE PERIOCD: January 1,

Sally Samders
check the box if the preparer

2014 TC December 31,

m the previous sub

2014

ssion.

PLEASE

No.

SO~ O Y e L N e

Feb bed b e et s
L N e OO

o

BN N b b b e
R b DO D Gy

23
24

NYS

1006060 { i Please
CODE: Onondaga
COLUMN NUMBER Cost
ITEM DESCRIPTION Codes
ting Method
Prog » Type 60073
Program Code (Program Code Index) 00013
Total Persons Served/Month 00220
Total Units of Service 06559
Gross Cost/Unit of Service 70999
Net Cost/Unit of Service 71959
Please Check:

Index (
00260
00250
50999
61999

A FUNDING SOURCE CO (Ongoing Int
Number Persons Served/Month
Number Units of Service
Total Adiusted Expenses

3 >d Net Revenue
ng Costs

Spt Emp Serv.-OMH Only) |

Net Operat

Contract Number {(State/LGU)*
B FUNDING SOURCE CO (Children CR Cperating (OMH Only}) | Index (OM

00260
00256
50999

Number Persons Served/Month
Number ts of Service
ted Expenses

ed Net Revenue 61959
Net Operating Cost 62999
Contract Number (State/LGU)* 00201
C FUNDING SOURCE CO (Children CR Property (OMH Oniy)) | Index (OMH
Number rsons Served/Month 00260
Number Units of Servi 00250

50999
61999
62999
00203

Total Adiu

ted Expenses

d Net Revenue

ng Costs
{State/LGU}*

Net Operat

Contract

Number

the State Contract Number. For

OMH Version 23 Date Updated:

1 2 3
Modified Modified Modified
Advocacy/Support Serv Clinic Treatment Community Residence,
1760 (00} 2100 {00) 7056 (6O
100 262 8
1,305 i 2,508

62.29
62.11 0.5

037 i 037
80,500

ONONDAG  {Local)

072 iB 072 1B

673 IR 073 B

672

coe

e
.01

0.00

B
8
2,508
896, 946
896, 946

8363

073 B
0
0
37,313
37,313
0
Cc008363  (Sta

if applicable.

. Control

Number:

G
{State}

per
it

10337

Assigned:

10/10/2014

D

123

FINAL CLAIM:

; O LOCALITI
PROGRAM FUNDING

TOTAL

100
1,305
80,736
236
80,500

5

2,508
896, 946
896, 946

TR

H-3



2un

AGENCY NAME:
AGENCY CODRE:
COUNTY NA

e COLUR

Lin
No.

Sl N NG U VIS

%

OFWDD

ing
[
i i OASAS

Any Agency

.1 Onondaga 34

NUMBER
ITEM DESCRIPTION
Accounting Method

Program Type

Program Code {Program Code Index)
Total Persons Served/Month

Total Units of Service

Gross Cost/Unit of Service

Net Cost/Un of Service

Please Check:

) D FUNDING SOURCE CO (Non-Funded) | Index (OMH/OARSAS)
} Number Persons Served/Month
} Number Units of Service

) Total Adjusted Expenses

s Applied Net Revenue
ating Costs
Number (State/LGUj*

) Total Adjusted Expenses
} Less Net Revenue
} Net Operating Costs

* For direct contracts, enter the State Contract Number.

NYS

OMH Version 23.0

16000 [

1

For

PREPARED BY: Sally S
Please check t

local

Date Updated: 10/16/2014

FOR THE PERIOD:

ers

Cost 1
Codes

ed
00073 dvecacy/Support Serv
00013 1760 (00)

00220 100

00999 1,305

70999 62.29

71993 62.11

50260 ‘ 0
06250

, enter the local

contr

JEW YORK STAT
NSOLIDATED FISCAL REPORT
January 1, 2014 70 Dscember 31, 2014

ZO

he box if the preparer changed from the previocus submission.

ed

Modifi

2100 (00)

2,898
ONONDAG

772972
70074
2898

Contract Number,

Treatme

Modified
nt Community Residence,
7050 (00}

2, 508
372.51

(Local)

if applicable.

Document Control Number: 45010337

10/16/20%4

DMH~3
AND DIRE CONTRACTS
OURCE SUMMARY

AID TC LOC
PROGR U

55-7778 Ext. 123

1

FINAL CLAIM:

DMH-3




Funding State Agency: NEW YORK STATE SCHEDULE DMH-

[ I OMH CONSOLIDATED FISCAL REPORT AID TO LOCALI 25 BND DIRECT CONTRACTS
i X ] OPWDD FOR THE PERIGD: January 1, 2014 TO December 31, 2014 PROGRAM FUNDING SCURCE SUMMARY
[ 1 OASAS
PAGE 67
PREPARED BY: TELEPHONE: 315 355-7778 Ext. 123

1 Please if the preparer changed from the previous submission.

CHECK: ESTIMATED CLAIM: | ] FINAL CLAIM: { X }

TOTAL

ITEM DESCRIPTION Codes

1y counting Method Leerual Modified

2) Program Type 00073 "amily Support Servic Subcontract Service

3y Code (Program Code Index) 00613 0150 (00} 0880 (00

43 sons Served/Month 006220 [ 0

53 Units of Service 00999 2,030 0

6) Cost/Unit of Se ce 70999 45,46 0.00

7) Net Cost/Unit of Servic . 71999 45.19 0.00

8! Please Check: PARTICIPANT SPECIFIC PARTICIPANT SPECIFIC

9} A FUNDING SOURCE €C (Fam Support Services; | Index (OMH/OASAS) 058 | 058 |

10) Number Persons Served/Month 00260 6
11) Number Units of Service ’ 00250 2,030
12y Total Adjusted Expenses 50999 92,278
13) Less Applied Net Revenue 61999 545
14} Net Opera g Costs 62899 91,733
15) Contract Number (State/LGU)* 00201 €00623

16) B FUNDING SCURCE €O (Non-Funded) | wlex {CMH/OR 090 090

17) Number Persons Served/Month 0 G
18) Number Units of Service 0 0
19} Total A sted Expenses 2,666,493 2,666,493
20) Less Applied Net Revenue 2,666,493 2,666,493
21) Net Operating Costs 99¢ 0 0
22} Contract Number (State/LGU) * 00201 ONONDAG  {Local}

30} Total Adjusted Expenses 51999 2666453
31) 63999 2666493
32) 52999 0

* For direct contracts, enter the State Contract Number. For local contracts, enter the local Contract Number, if applicable.

NYS OMH Version

=)

favl
w
<

Date Updated: 10/10/2014 bDocument Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014 DM -3



Fanding State Agency: NEW YORK STAT SCHEDULE DMH-3
{ ] OMH CONSOLIDATED FISCAL REPORT AlD TC LOCALITIES A DIRECT CONTRACTS
{ ] OPWDD FOR THE PERICD: January 1, 2014 TO December 31, 2014 PROGRAM FUNDING SOURCE SUMMARY
[ X ! OASAS

NAME: Any Agency PREPARED BY: Sally Samders TELEPHONE: 315
CODE: 18000 [ ] Please check the box 1if the preparer changed from the previous submission.
NAME & CODE: Onondaga 34 PLEASE CHECK: STIMATED CLAIM:

Line COLUMN NUMBER Cost 1

No. ITEM DESCRIPTION Codes
1y Accounting Method Modified ]
Z) Program Type 00073 Medically Supervised Medically Supervised
3) Program Code (Program Code Index) 00013 3520 (003 3520 (01
4) Total Persons Served/Month 00220 0 o
5} Total Units of Service 00999 15,124 24,891
6) Gross Cost/Unit of Service 702589 60.76 87.19
7) Net Cost/Unit of Service 71999 28.19 -6.21
8) Please Check:
9} A FUNDING SOURCE CO (Federal SAPT) | Index {OMH/CASAS) 013 [P 013 F
10} Number Persons ved/Month 00260 0 0
11) Number Units o ice 00250 15,124 15,124
12) Total Adjusted Expenses 50999 919,003 919,003
13} Less Applied Net Revenue 61999 492,634 492,634
14} Net Operating Costs 62999 6,369 426,369

15) Contract Number (State/LGU}* 00201 C004537  (State)

} B FUNDING SOURCE CO (Non-Funded - State) ! Index {CMH/OASAS ) 08s 18
) Number Persons Served/Month 00260
) Number s of Service 00250
) «

Total Adjusted Expense
Less Applied Net Revenue
Net Operating Costs 62999
} Contract Number (State/LGU)* 0201

N b ke e
N = D0 oo,

30) Total Adjusted Expenses 51999 3,089,288
31) Less Net Revenue 63999 2,817,386
32) Net Cperating Costs 52999 271,862
* . contracts, enter the State Contract Number. For local contracts, enter the local Contract Number, if applicable.

NYS OMH Version 23.0 Date Updated: 10/10/2014 bocument Control Humber: 45010337 Assigned: 10/10/2014 Rev. May 2014 DMH-3



SCH LE OMH-1

NEW YORK STATE
CONSOLIDATED FISCAL REPORT UNITS OF SERVICE
FOR THE PERIOD: January 1, 2014 TO Decemi BY PROGRAM/SITE
PAGE 69
AGENCY NAME: Any Agency
10060
Line COLUMN NUME 1 2 3 4
No. PROGRAM CODE 1760 (00 1766 {(00) 21006 (00) 7050 (00}
PROGRAM TYPE “dvocacy/Support Services hdvocacy/Support Services T Treatment Community Residence, Childre
PROG/SITE ID.# 1111050 111276 11052 11311875
TYPE OF SERVICE WEIGHT TOTAL WEIGHTED SERVICE TOTAL WEIGHTED SERVICE TOTAL WEIGHTED SERVICE TOTAL WEIGHTED SERVICE
(PROGRAM CODE] FACTOR VISITS VISITS HOURS VISITS VISITS HOURS VISITS VISITS HOURS VISITS VISITS HOURS
Partial Hospitalization (2200}
1) Regular
23 Collateral
3} Group Collateral
4} Crisis
Intensive Psychiatric Rehab {(2320)
5} Regular
Clinic Treatment (2100)
6) Service Days 1.00 5,621 5,621
Continuing Day Treatment (1310)
7y Half Day 50
g} Full Day 0
PROS (6340) (7340) (8340,
9} PROS Units 1.00
Treatment (06200}
red Workshop (0340}
te Rehabilitation (03’
Brief Day 0.33
Half Day 0.50
Full Day 1.00
Collateral 0.33
/ Residential / Total
her 1.00 632 632 673 673
{Patient Days) 1.00 2,508 2,508
632 632 g 673 673 0 5,621 5,621 0 2,508 2,508 c
NYS OMH Versicon 23.8 Date Updated: 10/10/2014 Document Control mber: 45010337 Assigned: 10/10/2014 Rev. May 2014 OMH~1




NEW YORK STATE
CONSOLIDATED FISCAL REPORT
D January 1, 2014 TO December 31, 2014

Any Agency
10000

©® SERVIC

1 2
PROGRAM CCODE 1760 {00) 1760 (00) 2100 {00)

PROGRAM TYPE Advocacy/Support Services Advocacy/Support Services Clinic Treatment
PROG/SITE ID.# 1111050 1111276

WEIGHTED SERVICE
VISITS HOURS

WEIGHTED SERVICE
VISITS HOURS

SERVICE
HOURS

TYPE OF SERVICE
(PROGRAM CODE}

Partial Hospitalization {2200}

Group
Crisis

Intensive Psychiatric Rehab {(2320)

2
=)

Regular

Clinic Treatment (2100}

6)

73

Service Days 1.0 4,987 4,987
Continuing Day Treatment (1310)

Half Day 0.50

Full Day 1.00

8)

PROS

9}

Day T
10}
113

NYS

(6340) (7340) (8340,

Bri .33

S
o
w
S
o)
oS3
<

Community |

TOTAL
VIS]

WEIGHTED SERVIC
VISITS HOURS

2,508 2,508
2,508 2,508 0

OMH Version 23.0 vate Updated: 10/10/2014 Document Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014




NEW YORK STATE . SCHEDULE OMH-3
CONSOLIDATED F L REPORT CLIENT
FOR TEE PERIOD: January 1, 2014 TO December 31, 2014 INFORMATION

AGENCY NAME: Any Agency
AGENCY CODE: 10600

COLUMN NUMBER 1t 2 3 4
PROGRAM CODE 1760 (00) 1760 (00} 2100 (00) 7050 0}
PROG ) Advocacy/Support Services Advocacy/Support Services Ciinic Treatment Community Residence, Childr
PROG/S ID.# 1111050 1111276 1111652 13111975
PERSONS SERVED DURING THE YEAR
13 Persons on Rolls Beginning of Year 24 26 301 8
2} New Perscons added to Rolls 26 24 64 1
33 cersons Removed from Rolls 24 26 103 1
4) Persons on Rolls, BEnd of Year 2 24 262 3

NYS OMH Version 23.0 Date Updated: 10/10/2014 Document Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014 OMH~3



AGENCY NAME: Any Agency

AGE

<

B AG Q0 DY U e S N e
o N )

o st

L
SO U s (0 R ke T

NYS

Q

Y
CY CODE: 10000

COLUMN NUMBER
PROGRAM CODI
PROGRAM TYF
PROG/SITE ID.#

rs:
Medicare Only

Fee-for-Service Only

Managed Care

and Medicare

i Managed Care and Medicare

Medicaid and Other Private Insurance

Medicaid Managed Care and Other Private Insura
Child Health Plus or Family Health Plus

her Privat urance

Participant Fees- Co-pays and Deductibles

rompensated Care:

ding Co-pays

- Not Paid - Non-Covered Servi

- Not Paid - Non-Eligible Licen

~ Not
(Sum of Lines 1-14

Visi igible for Uncomp

Uncompensated Care Visits

Participant Fees- Not Incl:
Third Party

OMH Version 23.0 Date Updated:

1 Staff
1id - Non-Eligible Out of Network

¢ Reimbursement (Sum Lines 11-14
Percent of i

Total Visits (Li

10/106/2014

NEW YORK STATE
CONSOLIDATED FISCAL REPORT
FOR THE PERIOD: January 1, 2014 TO December 31, 2014

2100 {00)
Clinic Treatment
1111052

) REVERUE EARNED
VISITS BY PAYOR

225
2,764
1,606

617

Lad
N O

5,621
326

6

Document Control Number: 45010337

SCHEDU OMH-4
UNITS OF SERVICE BY PAYO
BY PROGRAM/S

May 2014 OMH-4



NEW YORK STATE SCr
CONSOLIDATED FISCAL REPORT
FOR THE PERICD: January 1, 2014 TO December 31, 20614

iEDULE OPWDD-1
E OF SERVICES
Only

AGENCY NAME: Any Agency SITE ADDRESS:
AGENCY CODE: 10000 PROGRAM TYPE
MEDICATD PROVIDER AGREEMENT NUMBER NG CE

3

Complete a separate schedule for each site. For each service type or supply, check Cols. 1, 2 or 2. If Col.

Col. 2 Coi. 4
Exclusively ICF Purchase Exclusively ICF Purchase
Purchased Exclusively Amount Purchased Exclusively Amount
w/ Medicaid Purchased Associated i w/ Medicaid Purchased Associated
by ICF Not Cover Item w/ Col. 2 or 3 SERVICE TYPE Card by ICF w/ Col. 2 or 3

NO DATA WAS FOUND FOR THIS SCHEDULE

NYS OMH Version 2

[
o

Document Control Number: 45010337 Assigned: 10/10/2014 Rev. May

N
<
e

OPWDD-1



NEW YORK STATE SCHEDULE OPWDD-2
CONSCLIDATED FISCAL REPORT ICD/DD
FOR THE PERIOD: January 1, 2014 TO December 31, 2014 MEDICAL SUPPLIES

AGE Any Agency PROGRAM TYPE & CODE NUMBER:
AGENCY CODE: 1000¢C
MEDICATID PROVIDER AGREEMENT NUMBER: OPERATING CERTIFICATE NUMBER:

If Schedule CFR-1

F T for medical supplies, this schedule must be completed. In addition, medical supplies on Schedule OPWDD-1 should be marked in the column
"Included in Report - Yes". This schedule should show specifically which items of medical supplies are included or not inciuded in the costs reported on Schedule CFR-1.
Line Line
No .Y DESCRIPTION INCLUDED NOT INCLUDED No. MEDICAL SUPPLY DESCRIPTION INCLUDED NOT INCLUDED

NC DATA WAS FOUND FOR THIS SCHEDULE

* Include all Decubitus supplies here.

NYS OMH V

0

.0 Date Updated: 10/10/2014 Document Control Number:

10/10/2014 Rev., May 2014



NEW YORK STK
CONSOLIDATED FISCH “PORT
FOR THE PERIOD: January 1, 2014 TO December 31, 2014

PAGE 75
NAME: Any Agency
AGENCY CODE: 10000
SCHOCL CODE: 010205005555
LUMN NUMBER 1 2 3 4
Line PROGRAM NAME Preschool-Special Class over 2 Preschool-Special Class over 2 Preschool-Sp Ed Itinerant Teac Preschool-Sp Ed Itinerant Teac
GRAM CCODE {PROGRAM CODE 9100 (FF) 9100 (Ss) 9135 (88}
SCHOOL SCHCOL SCHOCL
SUMMER SUMMER SUMMER YEAR SUMMER SAR SUMMER YEAR
180 Non-~disabled - UPK 0.000 000 0co 0.0600 6.000 0.0600 [3s]4]
101 Non-disabled - Other 0.000 0.0600 06.000C 5.000 0.0600 0.000 0.000 0.000
102 Sec.4402 (Art.89) Sch. Dist. Placement 5.600 0. 0.000 0.000 0.000 0.000 0.
103 Department of Health Chapter 428 0.000 0. 0.000 0.000 0.000 0.000 G.
104 Sec.4408 {(Art.89) Sch. Dist. Placement 0.000 G. 0.0060 0.000 0.000 ¢. 000 0.
105 Sec.4410 (3-4 yr.olds) Sch. Dist. Placement 15.661 13. .000 15.400 5.000 0.000 4.
106 Local Social Services District 0.0060 0.¢ 0.600 0.000 C.000 0.000 G.
167 Other 0.000 G. G.000 0.0C0 0.000 G.000 0.
108 Total by Funding Source (Sum Lines 102-107) 15.661 13. 0.000 15.400 5.000 0.000 4.
109 Number of Days in Session 30 4] 108 o] 108
110 Care D (Line 108 times Line 109) 470 1,0 0 1,663 8] 459
115 Actual or SEIT Units Provided 0 0 1,695 o 847
201 Approved Classroom Ratio 08:1:2.0
202 Number of Classrooms 160.00 0.00 0.00 .00 G.00 0.00
203 Student 8.000 0.000 $.000 0.000 G.000 0.000C
Approved Classroom Ratio
Number of Classrooms 0.00 5.00 0.00 0.060 .00 0.006 .00 0.006
Student FTE 0.000 0.0G60 4.000 0.500 0.000 0.000 0.000 0.000
401 Approved Classroom Ratio 06:1 06:1:1.0 06:1:1.0
of Classrooms 1.00 0.00 1.00 0.00 0.00 0.00 0.00
403 Stu © FIE 5. 5.900 0.000 5.900 G.000 0.000 0.0060 0.000
501 Approved Classroom Ratio
502 Number of Classrooms 0.00 .00 0.0 .00 G.00 0.00 6.00 .00
503 student FTE 0.000 0.000 0.000 0.000 0.000 0.006 G.000 0.5000
601 Approved Classroom Ratio
€02 Number of Classrooms 0.00 .00 0.00 0.060 0.60 0.060 .00 0.3G0
603 Student FTE 0.000 0.000 0.000 0.000 0.000 5.000 5.000 0.000
701 Approved 1 room Ratic
702 Number o S5Yo0ms .00 0.00 0.00 0.0C 0.060 0.00 0.00 .00
703 Student 0.0G0 0.000 0.000 G.060 0.000 5.000 0.0060 0.000
801 Approved Classr
802 Number of Cia 5.60 .00 0.00 0.00 0.00 0.00 G.00
803 Studen $.006 0.6G60 0.00¢C 0.000 2.000 0.000 0.000
901 Rpproved
902 Number of 0.00 0.6 .06 0.00 0.00 G.00 .00 0.00
903 Student 0.2000 0.000 $.000 G.00GC 0.000 0.000 0.000 0.0800C
999 Total 15.661 13.8060 5.000C 15.400 0.00¢ 0.000 3.000 £.000
NYS OMH Version 23.0 Date Updated: 10/10/2014 Document Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014 SED-1



NEW YORK STATE
CONSOLIDATED FISCAL REPORT
FOR THE PERIOD: July 1, 2012 70 June 30,

SCHEDULE SED-4
Related Service Capacity
Need and Productivity

v K :
Agency Code
School Code:
Program Code:

Any Agency

10000
010205005555
9100

Contact Person:
Phone Number:

Sally Samders
315 355-7778 Ext.

Column 1

Related Servic

Speech Therapy
Physical Thera
ional T
ling
Skilled Nursin
Other

NYS OMH Versio

fAnnual
!Related

=} | Service
|Employee FTE
iAllocated to
| Program

.899
.523
.000
00C
.0G0

Py
herapy

g

DO OO

Annual
Contracted

Related
Service
Hours

w

OO OoOOoo

Date Updated:

Column 2c

Program
Hours
Per
Week

G em o

EER NN

o

10/10/2014

i
!
Column 3 iColumn 4a Column 4b Column 4c Column 4d Column 4e

|

{Annual Annual Annual TEP
Annuzl Capacity of Related {TEP Mandated 1EP Mandated Annual Mandated
Service Time in Half-Hour Units iIndividual Group Average # of Group Half-Hour
{Column Za x 52 Weeks iRelated Related students Served Sessions Related
% column Zc x 2) iService Service in Group {Column 4b Service
+ (Column 2b x 2} | Sessions Sessions iivided by Sessions
fon All on A : 4c) {(Sum Columns
i dents IEPs Students 4a and 4d)
2,615.80 2.00 274 2,473.50
2,337.40 3.00 25 2,140.00
59.80 0.00 G 50.00
0.00 0.60 0 0.00
0.00 .00 0 0.060
0.00 0.00 4] .00

45010337

<@
et
N

Document Control KNumber:

Assigned: 10/10/2

i Productivity

iColumn 5

|

|Annual IEP
iMandated
{Half~Hour Related
|Service Sessions
iProvided

f (RS-2 col 7a
{+{RS~2 col Tb

|/ SED-4 col 4c¢))

Session
Provided
{Column 5
Divided By

SED~4



NEW YORK STA
CONSOLIDATED FISCAL REPORT
FOR THE PERIOD: January 1, 2014 TO December 31, 20614

RECONCILIATION

agency expenses from Financi
Additions:
Subtractions:

©
st
%)
&
v
ot
6]
£
i
=3
-+
»
8
&=
N
o0
s
oy
o
SIN
Re
o
C]
a
os:
=
[0
<t
[}
s
o
o
@
I
=
o)
3

nation of Intercompany Transactions

E 0
Depreciation Differences 2,500 Fundraising g
Rounding 0 Rounding
Total Subtractions: 2,500 Prior Period Rate Adjustment
Total adjustments: -2, 500 Total Additions:
tusted F vial Statement Expenses 24,286,064 Subtractions:
2, Col. 1, line 9 24,283,061
Col. 1, line 8 1,824 Statement Revenues
iline 41 1,200 Total agency Revenues from CFR-2, Col. 1, line 12
xpernses 24,286,085 Difference
Differernce ~21
NYS OMH Version .0 Date Updated: 10/10/2014 Document Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014 Reconciliation



NEW YORK STATE WORKSHEET/OTHER
OMH { ] SED CONSOLIDATED FISCAL REPORT DETAILS
OPWDD FOR THE PERIOD: January 1, 2014 TO De
CASAS

1
]
]

PROGRAM: 1760 (50) PROGRAM: 1760 {00)
il

1
SITE: 1111650 SITE: 1111276

17 Line 39 Other Insurance 17 39 Other Insurance 3,182

Line 40 Contracted Support Perscnal Service 127 Line 40 A1l Items <$1,000 Each 127 Line 40 Data Processing 7,692
Line 94 All Items <$1,000 Each 123 Line 94 A1l Items <$1,000 Each 113 Line [49] - Adjustment to Lease 1,000
Line 74 id Managed Care 3,001

Third Parties 1,278

ms <$1,000 Each 1,498

45010337 Assi Rev. May 2014 Worksheet

. Control Numb

Date Updated: 18/10/7014



NEW YORK STATE WORKSHEERT/CTHER

{ X 1 OwmH { } SED CONSOLIDATED FISCAL REPORT
H 1 OPWDD FOR THE PERIOD: January 1, 2014 TO December 31, 2014
i ] OASAZ

AGENCY CODE: 10000 AGENCY NAME: Any Agency

-1
PROGRAM: 7050 (00}
SITE: 1111975
Line 39 Other Insurance 3,285
Line 62 ALl Items <$1,000 Bach 1,522
Line 94 All Items <%1,000 Rach 168
NYS OMH 23.0 Date Updated: Document Control Number: 45010337 Assigned: 10/10/2014 May 2014 Worksheet




NEW YORK STATE WORKSHEET/OTHER

{ ] OMH [ 1 SED CONSOLIDATED FISCAL REPORT DETAILS
[ ¥} orwpD FOR THE PERICD: January 1, 2014 TO December 31, 2014
H 1 OASAS

PROGRAM: 0150 {00} PROGRAM: 0220 (CO0) PROGRAM: 0223 (00}
SITE: 1539150 B 15359220 SITE: 1539223
Line 40 Contracted Prog Admin Personal Srv Line 39 Vehicle Insurance 29,870 Line 3% Vehicle Insurance 37,414
A1l Items <$1,000 Each
Line 40 Contracted Support Personal Service 88,199 Line 40 Contracted Support Personal Service 167,722
Line 94 All Items <$1,000 Each 518 Data Processing 10,164 Contracted Prog Admin Persconal Srv 10,204
All Ttems <51,000 Each 675 Data Processing 25,294
Licensing, Permits, Dues 4,100 All Items <$1,000 Each 807
Lincensing, Permits, Dues 4,337
Line 79 CACFP 104,081
Line 74 Other Third Parties 177,136
Line 94 All Items <$1,000 Each 164
Vehicle Reimbursement (personal use 7,188 Line 79 CACFP Food Reimbursement 131,846
Gain in Vehicle Sale 3,047
Insurance Rebate 1,100 Line 94 A1l Items <$1,000 Each ~-172
Sale of vehicle 18,412
Insurance Divdidend 1,949
Vending Machine 1,316
RYS OMH Version 23.0 Date Updated: 10/310/2014 Document Control Number: 45010337 Assigned: 10/10/2014 Worksheet




NEW YORK STATE WORKSHEET /OTHER

H 1ooMH i } SED CONSOLIDATED FISCAL ORT DETAILS
[ ] CP®WDD FOR THE PERIOD: January 1, 2014 TO December 31, 2014
1 OA

AGENCY CODE: 10000 AGENCY NAME: Any Agency

SCHEDULE: CFR-1

PROGRAM: 3520 (00; PROGRAM: 3520 (01)
SITE: 12345 SITE: 54321
Line 39 Vehicle Insurance 2,883 Line 39 Vehicle Insurance 3,968
Professiona 800 Professional Malpractice 1,310
Crime/Fidelity 10 Crime/Fidelit 24
General Liability 854 General 1,748
Umbrella 1,060 Umbrella 1,500
Other Insurance 81 Other Insurance 208
Line 40 Lab Services 65,891 Line 40 Lab Services 37,810
ALl Items <31,000 Each 3,038 3,501
Audit & Legal 2,000 1,38%
Licensing, Permits, Dues 4,275 2,052
3,999
47  All Items <$1,000 Each 797 Moving & Storage 12,617
Line 74 Other Third Parti 159,123 Line 47 All ITtems <$1,000 Each 37
Line 74 Other Third Parties 111,555
Al Items <$1,000 Each 1,326
NYS OMH Version 23.0 Date Updated: 10/106/2014 Document Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014 Worksheet



YORK STATE WORKSHEE
JATED FISCAL REPORT AILS
1, 2014 TO December 31, 2014

OMH [ X1 SED CONSC
OPWDD 3 THE ERT Jar
OASAS

AGENCY CODE: 10000 AGENCY NAME: Any Agency

PROGRAM: 91
s3 ]

Line 39 Other Insurance 456 Line 39 Other Insurance 450 Line 40 Data Proces 7
All Items Bach 9
40 Data Processing 125 Line 40 Data Processing

All Ttems <$1,000 Each 150 All Items <51,000 156
Line 47 All Items <$1,000 Each 475 Line 47 <$1,000 Bach 475
Line 62 All Items <$1,000 Each 346 Line 62 All Ttems <$1,000 Each 346
Line 66 Line [62] -~ other 374 Line 94 All Items <$1,000 Each 13
Line 94 All Ttems <51,000 Each
NYS OMH Version 23.0 Date Updated: 10/10/2014 Document Control Number: 450103 Assigned: 10/10/20614 Rev. May 2014 Worksheet




CMH {
CPWDD
OASAS

9CY CODE: 10000

ata Processing

All Items <$1,000

OMH Version 23.0

NEW
CONSOLIDATED
PERIOD: January 1,

Other Insurance

Data Processing
A1l Items <$1,000

All Items <$1,000 Each
All Ttems <$1,000 Each

All Ttems <$1,000 Each

Other Insurance

o
w

[

[S2 98]

items <$1,500 Each

)

items <$1,000 Each

PAGE 83
128
33
45
198
Worksheet



NEW YORK ST

[ ] OMH { X1 SED CONSCLIDATED FISC
{ ] OPWDD FOR THE PERIOD: January 1, 2014 TO December 31, 2014
[ ] OASAS

AGENCY CODE: 10000 WGENCY NAME: Any Agency

PROGRAM: {85}
SITE: 1980
Line 94 Section 611/619 IDEA Money 750 Line 94 Section 611/619 IDEA Money 750

NYS OMH Version 23.0

te Updated: 10/10/2014 Document Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014 Worksheet



NEW YORK STATE

[ X 1 OMH [ ¥ 1 SED CONSOLIDATED FISCAIL REPORT
[ ¥ ] OPWDD FOR THE PERIOD: January 1, 2014 TO December 31, 2014
{ X ] OASAS
PAGE 85
AGENCY CODE: 10000 AGENCY NAME: Any Agency

Line 14 Security Contract 33,598
Line 17 Data Processing 15,252
All Items <$1,000 Each 156
Training & Conference 11,075
Pension Admin. Exp 4,137
Tud sing, P Dues 3,154
17 Profession 38,547
Bank charges 9,551
Line 36 All Items <$1,000 Fach 4962
Line 41 Line [19] - M. Reynolds Auto Lease 1,200

NYS OMH Version 23.0 Date Updated: 10/10/2014 Document Control Number: 45010337 Assigned: 10/10/2014 Rev. May 2014 Worksheet



NEW YORK STATE

4 i X1 SED CONSOLIDAT FISCAL REPORT

[ % January 1, 2014 TO December 31, 2014

[ %

PAGE 86
AGENCY CODE: 10000 BGENCY NAME: Rny Agency
SCHEDULE: CFR-6 Section 3: Highest Paid Employees
Employee: Mary Reynolds
Auto lease 1,200

NYS OMH Version 23.0 Date Updated: 10/106/2014 Rev. May 2014 Worksheet




VORKSHEET/COTHE
LS

NEW YORK STATE

[ X ] CMH { 1 SED CONSOLIDATED FISCAL REPORT
[ 1 OPWDD FOR THE PERIOD: January 1, 2014 TO Decembe
[ 1 OASAS .
PAGE 87
AGENCY CODE: 10000 AGENCY NAME: Any Agency

DMH-2
1760 (00} PROGRAM: 2100 (G0} PROGRAM: 7050 (00}
34 - Onondaga COUNTY: 34 - Orondaga COUNTY: 34 - Onondaga
Line 29 All Items <$1,000 Fach 236 Line 12 ILine 49 - Adjustment to lease 1,000 Iire 17 Base Medicaid - 868,526
Line 17 Base Medicaid 680, 382 Line 2% Non-Medicaid CRs Prior years 1,218
Line 19 Other Third Parties 4,274 Line 39 OMH Share Medicaid CR Exempt Income 2,000
Provider Share Medicaid CR Exern 2,950
Line 29 All items <$1,000 Rach 1,498
NY5 OMH Version 23.0 Date Updated: 10/10/2014 Document Control Number: 45010337 Assigned: 10/10/2014 Rev. May Worksheet



WORKSHEET/OTHER

NEW YORK STATE

[ ] [ 1 SED D s

[ x] FOR THE , 2014

i 1

PAGE 38
CODE: 10000 AGERCY NBEME: Any Agency
SCHEDULE : -2
PROG 0150 {00y
COUHTY: 34 ~ Onondaga
Line 29 All Items <$1,000 Each 545
Rev. May 2014 Worksheet

NYS OMH Version 23.0 Date Updated: 10/16/2014



YORK STATE
» FISCAL REPORT

2014 TC De

WORKSH

DETAIL

PROGRAM:

PROGRAM: {01)
COUNTY:

352
COUNTY: 34 - Onondaga

Line 17 sine 17 Base Medicaid

Line 19

Line 19 Medicaid Managed Care 111, 55¢
Line 29 ALl Items <$1,000 Each 4,490

Bate Updated: 10/10/20614

Document Control Numi

Rev. May 2014 Worksheet



NEW YORK STATE
CONSOLIDATED FISCAL REPORT
FOR THE PERIOD: January 1, 2014 TO December 31, 2014

WORKSE
DETAILS

T/OTHER

PROGRAM: 022
SITE: 15

Line 9 All Items <$1,000 Each 2%,366 Line 9 All Items <$1,000 Each 65,629
NYS OMH Version 23.0 Date Updated: 10/10/2014 b

Document Control Number: 4

0337 Assigned: 10/10/2014 Rev. May 2014 We



