

















APPLICATION FOR A LONG TERM CARE FACILITY LICENSE, Continued

[ Official Name of Facility (Provider Name): EIN Number:

Silver Specialty Care Center

Please indicate whether or not your facility offers the following:

Yes No No. of Beds

Separate Units for Young Adults

(Ages 21 through 64): O R Chronic Dialysis: Yes No
Pedialrics: O R Performed by In-House Staff:

Ventilator: X 0 20 ) -Peritoneal: o X
Behavioral Management: X 0 40 -Hemodialysis: C X
Private Long Term Care: O K Performed by Outside Firm:
Alzheimer's/Dementia: 0 K -Peritoneal: O 0O
IV Therapy: K O -Hemodialysis: o 0O

Assisted Living Programs and Alternate Family Care, list counties served from office site listed on page one:

Please answer the following questions. {Attach additional sheets if necessary.)
1.

Have you or any person mentioned in this application ever had an interest. directly or indirectly, in any application for health care
facility in New Jersey or any other state. which was denied or revoked?

O ves w No If Yes, indicate whom and give details (attach additional sheets if necessary):

Do any of the principals have ownership, management or operational interest in any other licensed health care facility in New Jersey,
or any other state?

& Yes O No If Yes, indicate whom and give details (attach additional sheets if necessary):
Attached

Are you related to any person who now operates or has ever operated a health care facility in New Jersey or elsewhere?
[ Yes M No If Yes, indicate whom and give details {allach additional sheets if necessary):

Have any principals, owners, aperators or managers of the facility ever been found guilty of a criminal or administrative charge of
resident/patient fraud, abuse and/or neglect? Have any of these ever been indicted for the same charge?

O Yes B No  If Yes, indicate whom and give details (attach additional sheets if necessary):

Have any principals, owners, operatars or managers of the facility ever been indicted far or convicted of a felony crime?
[ ves [ No If Yes, indicate whom and give details (attach additional sheets if necessary):

CERTIFICATION
The applicant certifies:
1. that all information contained in this application and attachments is irue and correct, to the best of his/her knowledge
and befief, and that willful misrepresentation of these facts may make the applicant subject to civil penalties;
2. that the application been duly authorized by the governing body of the applicant; and
3) that the facility has been and will be operated in accordance with applicable licensing requirements.

Name of Authorized Individual Completing Application (Print or Type) | Title

L Owner
Benjamin Kurland

i
Signature _ re”_~ - 7 Date
, ’ Ké - 12/18/2025
—~ —
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Benjamin Landa
20%

Anne Gottlieb
4%

Philipson Family
imited Liability Company
LLC

20%

Philipson
Family Trust
100%

MTC Family, LLC

haron Shtern

100%

Marina CH, LLC

10%

The Silvercare LLC

Shaindy Treff
2%

1%

Mindy Treff

Joseph Strauss
2%

Esther Treff
2%

Brenda Lowy

Moshe Klahr

3%

Jerry Lowy
Defined Benefit
Rension Plan 3%/

2%

Jerry Lowy
100%


















































































































































































































































































IN WITNESS WHEREOF, the parties hereto have caused this Agreement to be executed on the date
first above written.

CURRENT OPERATOR:

THE SILVERCARE LLC

w Ny
Name: /~ / Whgreghnol T
Title: " Do g

NEW OPERATOR:

1417 BRACE ROAD OPCO LLC

Name: Ben Kurland
Title: Manager











