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FINANCIAL OVERSIGHT & SPECIAL ENTITIES DIVISION
Continuing Care retirement community                           quarterly filing supplement
(Submitted under N.C. Gen. Stat. § 58-64A-205)
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 45 days after the end of each fiscal quarter, the provider must submit the following materials to the Commissioner:

· Exhibit 1 – Quarterly Financial Statements Unaudited financial statements for the provider and any obligated group of which the provider is a member. The format must match the categories and line items used in the annual audited financial statements submitted under G.S. 58-64A-200. These must include:
· Balance sheet
· Statement of operations
· Statement of cash flows 
· Exhibit 2 – Occupancy Report (Form CCRC-13) The 12-month daily average occupancy rate by living unit type for the continuing care retirement community operated by the provider in North Carolina.
· Exhibit 3 – Explanation of Changes Notification of the following changes:
· Any change in the provider’s or controlling person’s:
· Board of directors or governing body
· President
· Chief Executive Officer (CEO)
· Chief Financial Officer (CFO) 
The notice must include:
· Name of the provider
· Name of the controlling person (if applicable)
· Name of the outgoing and incoming individual
· Brief biography of the incoming individual
· Effective date of the change
· Any change to the provider’s organizational documents, including articles of incorporation or bylaws. Copies of the revised documents must be submitted with the notification.

Annual Filing Fee & Submission
· Email the filing:
· Email the Quarterly filing as a single PDF File with name format: {ProviderID}_{CommunityID}_QTLY_{YYYYMMDD}.pdf  to SpecialEntitiesSubmissions@ncdoi.gov 


GENERAL INFORMATION changes since last quarterly report
Primary Contact for Correspondence
No Change  ☐
If changed, provide updated information:
	Field
	Information to provide

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



Supplemental information
1. Required notifications per G.S. 58-64A-220 for the most recent fiscal year end. Provide explanations for all “Yes” answers:
	Question
	Yes
	No
	Notes (if applicable)

	Has the provider failed to maintain the operating reserve required pursuant to Part 11 of Article 64A?
	☐	☐	 
	Has the provider or obligated group violated, modified, or extended any material covenant or payment terms in debt agreements?
	☐	☐	 
	Have any entrance fee refunds become more than 30 days contractually past due?
	☐	☐	 
	Has the provider planned to reduce any type of living unit by 20% or more?
	☐	☐	 
	Has the provider changed its name or adopted an assumed business name?
	☐	☐	 
	Has there been any proceeding for denial, suspension, or revocation of a license or permit to operate the community?
	☐	☐	 
	Has the provider been a party to any merger or consolidation?
	☐	☐	 
	Have there been changes to the provider’s by-laws, articles of incorporation, etc. of the provider?
	☐	☐	 


2. Has there been any change in the provider’s or the provider’s controlling person’s:
a) Board of directors or other governing body?	 	☐Yes  	☐No
b) President?   					                  			      	☐Yes  	☐No
c) Chief executive officer?			        		          	☐Yes  	☐No
d) Chief financial officer?			            			      	☐Yes  	☐No
For each “Yes”, provide an exhibit with the following:
1. Name of the controlling person currently holding the position
2. Name of the person previously holding the position
3. Brief biography of the person currently holding the position
4. Date the position change took place.
Operating Reserve Calculation only for the second quarterly report for the semi-annual measurement
A. Operating Reserve Requirement:
After a facility opens, the provider must maintain an operating reserve that meets the requirements of  G.S. 58-64A-245.

B. Semi-Annual Operating Reserve Calculation:
	1) Total operating costs as reported on line 7 of Part 3, Section B. of prior CCRC-02 annual supplement filing:
	________
	2) Times- Semi-Annual Occupancy Factor*
	________
	3) Equals- Operating Reserve Requirement
	              ________



*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. Semi-Annual Occupancy Factor:
12-month daily average independent living occupancy rate at quarter-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%
 Semi-Annual Occupancy Factor:                                                                                                    ________
             (enter in number 2 of section B above)



  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

	 	 	 
	 	 	 
	 	 	 


Certification of filing
Under penalties of perjury, I certify that I have reviewed this Quarterly Financial 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-205.
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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