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FINANCIAL OVERSIGHT & SPECIAL ENTITIES DIVISION
Continuing Care retirement community                           Annual disclosure statement filing supplement
(Submitted under N.C. Gen. Stat. § 58-64A-215(2))
Community Identification
	Provider Name 
	 
	Community Name 
	 

Note: Under the Continuing Care Retirement Communities Act, any person holding a Permit to Accept Deposits, a Start-Up Certificate, or a Preliminary Certificate is also defined as a “Provider.”

Purpose of This Filing
Within 150 days following the end of each fiscal year, a provider shall file with the Commissioner a revised disclosure statement and the annual filing supplement setting forth current information required pursuant to G.S. 58-64A-150. 

Annual Filing Fee & Submission
· Fee: Mail or deliver a $2,000.00 check made payable to the North Carolina Department of Insurance:
· Mail: North Carolina Department of Insurance, Financial Oversight & Special Entities Division, 1203 Mail Service Center, Raleigh, NC 27699-1203
· Overnight Delivery: 3200 Beechleaf Court, Raleigh, NC 27604
· Email the filings:
· [bookmark: _Hlk218859612][bookmark: _Hlk218859532][bookmark: _Hlk218859468][bookmark: _Hlk218859625]Email the Annual Supplement Form as a single PDF File with name format: {ProviderID}_{CommunityID}_AnnSupp_{YYYYMMDD}.pdf  to SpecialEntitiesSubmissions@ncdoi.gov 
· Email the Annual Disclosure Statement including all exhibits and attachments in a single PDF File to SpecialEntitiesSubmissions@ncdoi.gov:
· With name format: {ProviderID}_{CommunityID}_DS_{YYYYMMDD}.pdf. 
· Include exhibits within the single PDF; use bookmarks or an exhibit list.
	
GENERAL INFORMATION
Primary Contact for Correspondence
No Change  ☐
If there are changes from what was previously reported, provide updated information:
	Field
	Information to provide

	Primary Contact Name
	 
	Title
	 
	Company
	 
	Mailing Address
	 
	City
	 
	State
	     
	Zip Code
	 
	Phone
	 
	Email
	 



Supplemental information
1. Annual Audited Financial Statements required by G.S. 58-64A-195, prepared in accordance with G.S. 58-64A-200.

2. [bookmark: _Hlk210202208]Contract Types
	Contract Type
	Number of Contracts
	Refundability %
	Nonrefundable Lifecare Fee

	Type A
	 	 	 
	Type B
	 	 	N/A

	Type C
	 	 	N/A

	Rental
	 	N/A
	N/A

	Equity
	 	N/A
	N/A



Definitions:
a) Type A (Life Care): A contract type in which residents pay a fixed monthly fee for lifetime access to housing and healthcare services.
b) Type B (Modified): A contract type offering limited healthcare benefits, such as discounted care or a set number of free healthcare days.
c) Type C (Fee-for-Service): A contract type in which residents pay market rates for healthcare services as needed.
d) Rental: A contract type where residents pay rent for housing and services without an entrance fee.
e) Equity: A contract type where residents have ownership of their home within the community. 
f) Nonrefundable Lifecare Fee: A one-time, nonrefundable upfront payment used in Type A Lifecare contracts to prepay a portion of future healthcare costs.

3. Have there been any changes to entrance fee refund options offered?    ☐  Yes (explain)    ☐  No
4. 

Operating Reserve Calculation
A. Operating Reserve Requirement:
[bookmark: _Hlk218860004]After a facility opens, the provider must maintain an operating reserve that meets the requirements of  G.S. 58-64A-245.

B. Operating Reserve Calculation:
	1) Total operating expenses of the first year of the five-year prospective financial statements:
	____________
	2) Plus – Principal payment on long-term debt or mortgage payment1 plus any interest not included in operating expenses:
	____________
	3) Minus – Depreciation expense:                                                                                                                                                                                         
	____________


	4) Minus – Amortization expense
	____________
	5) Minus – Commissioner approved extraordinary items (attach approval):
	____________
	6) Minus – Debt Service provided for by a separate reserve account2:
	____________
	7) Equals – Total operating costs:
	____________
	8) Times – Occupancy Factor*:
	____________

	9) Equals – Operating Reserve Requirement:
	____________



This will match the operating reserve presented in the first year of the five-year forecast.	
1Scheduled principal payments only, do not include prepayments.
2Limited to the principal and interest paid per the prospective financial statements.

*Occupancy Factor calculation determined in C. 
Occupancy Factor is defined as the operating reserve requirements as a percentage of the total        operating costs of the continuing care retirement community.





C. Occupancy Factor:
12-month daily average independent living occupancy rate at fiscal year-end:  ____________
· If 90.00% or above, then initial Occupancy Factor is 25.00%, unless reduction factors below apply:
· Is the initial Occupancy Rate 93.00% or above?   ☐  Yes   ☐  No
· Do you have no long-term debt or a debt service coverage ratio in excess of 2 as of the most recent fiscal year-end?   ☐  Yes   ☐  No
If both answers are Yes, your Occupancy Factor is 12.50%.  If one or more are No, then your Occupancy Factor is 25.00%.
· If 86% to 89.9%, then your Occupancy Factor is 31.25%
· If 83% to 85.9%, then your Occupancy Factor is 37.50%
· If 80% to 82.9%, then your Occupancy Factor is 43.75%
· If below 80%, then your Occupancy Factor is 50.00%
 Occupancy Factor based on the 12-month daily average  IL Occupancy Rate:  ____________
                    (enter in number 8 of section B above)
	
D.  Operating Reserve Assets:

Identify the qualifying assets currently serving as the operating reserve as defined by G.S. 58-64A-255:
	Description
	Institution
	Value

	 	 	 
	 	 	 
	 	 	 
	
	
	


OR alternative funding method:
	Description
	Issuing Institution
	Value

	 	 	 
	 	 	 
	 	 	 




Part 4:  Certification of filing
Under penalties of perjury, I certify that I have reviewed this Annual Disclosure Statement Filing Supplement, and that to the best of my knowledge and belief, the items submitted are true, correct, and complete, in accordance with G.S. 58-64A-270.
I am a duly authorized officer, principal, general partner, or trustee of the Provider, and I am authorized to execute this filing on behalf of the Provider.
Signature: __________________________________________________	   Date:  MM/DD/YYYY
Name: Type full legal name
Title: Type title or role
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