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Objectives

• Cost Report Changes
– Form 2552‐10

• T‐9 Changes
• Anticipated T‐10 Changes

– Form 2540‐10 T‐7
– Form 1728‐94 OMB Revision
Draft for comments

• Other Issues
– UCC and S‐10
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2552‐10 Transmittal 9 
General

• Published on CMS Website 3/18/2016
• Effective for cost reporting periods beginning 
on or after 10/1/2015
– Some provisions retroactive

• HFS approved 6/15/2016

3



2552‐10 Transmittal 9 
Regulation Changes

• OPPS Final Rule – Federal Register 11/13/2015
• Transition for Former Medicare Dependent 
Small Rural Hospitals (MDHs)
– OMB revised delineations for CBSAs effecting 
10/1/2014

– Some MDHs re‐defined as urban 
– Could apply for rural status 
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2552‐10 Transmittal 9 
Regulation Changes

• For MDHs reclassified as rural that have not 
reclassified to rural prior to 1/1/2016
– Transitional payment

• Discharges 1/1/2016 – 9/30/2016
– Federal rate plus two‐thirds of 75% of the amount by which 
the Federal rate payments is exceeded by the HSR

• Discharges 10/1/2016 – 9/30/2017
– Federal rate plus one‐third of 75% of the amount by which the 
Federal rate payments is exceeded by the HSR
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2552‐10 Transmittal 9 
Regulation Changes

• 8 prior MDH providers identified by CMS:
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08‐0006 44‐0031

14‐0184 45‐0451

39‐0072 49‐0019

42‐0019 51‐0062



2552‐10 Transmittal 9 
Regulation Changes

• 8 prior MDH providers identified by CMS:
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08‐0006 44‐0031

14‐0184 45‐0451

39‐0072 49‐0019

42‐0019 51‐0062

These providers are NOT MDH providers:
• Line 37 – “0”
• Line 37.01 “Y”
• Line 39 – No dates



2552‐10 Transmittal 9 
Form/Instructional Changes

• Worksheet S‐2, Part I
– Lines 3‐17 ‐Definition of TEFRA hospital expanded 
to include: 
“Religious Non‐Medical Health Care Institutions (RNHCIs), 
and hospitals located outside the 50 States, the District of 
Columbia, and Puerto Rico (i.e., hospitals located in the 
U.S. Virgin Islands, Guam, the Northern Mariana Island, 
and American Samoa).”
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2552‐10 Transmittal 9 
Form/Instructional Changes

• Worksheet S‐2, Part I
– Line 37.01 added:

– Line 122 added:

– Instructions to line 169 revised:
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2552‐10 Transmittal 9 
Form/Instructional Changes

• Worksheet S‐2, Part II
– Exhibit 2 instructional change: 

T‐8

T‐9
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2552‐10 Transmittal 9 
Form/Instructional Changes

• Worksheet S‐3, Part II
– Instructional change: 

T‐8

T‐9
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2552‐10 Transmittal 9 
Form/Instructional Changes

• Worksheet S‐10, Line 26, total facility bad 
debts
– Clarification – Bad debts written off during the 
cost reporting period regardless of the date of 
service.
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2552‐10 Transmittal 9 
Form/Instructional Changes

• T‐8 change but:
– A‐8‐2 instructions updated for revised RCE 
Amounts

– Published in 8/22/2014 Federal Register
– Effective CR periods beg on or after 1/1/2015
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2552‐10 Transmittal 9 
Form/Instructional Changes

• Worksheet E, Part A, Line 35, total UCC pool 
amounts
– FFY 2014 and 2015 published in the instructions. 
– Subsequent amounts will not be published in the 
instructions.

– HFS will obtain and note pool amounts from 
subsequent IPPS Final Rules or Correction Notices. 
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2552‐10 Transmittal 9 
Form/Instructional Changes

• Worksheet E, Part A, line 49
• For MDHs reclassified as rural that have not 
reclassified to rural prior to 1/1/2016
– Transitional payment

• Discharges 1/1/2016 – 9/30/2016
– Federal rate plus two‐thirds of 75% of the amount by which 
the Federal rate payments is exceeded by the HSR

• Discharges 10/1/2016 – 9/30/2017
– Federal rate plus one‐third of 75% of the amount by which the 
Federal rate payments is exceeded by the HSR
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2552‐10 Transmittal 9 
Form/Instructional Changes

• Worksheet E, Part A, line 49
• Cost report implementation

– Days/days ratio used to compute 75% phase down
• Period 1/1/2016 through 9/30/2016 50% (2/3 of 75%)
• Period 10/1/2016 through 9/30/2017 25% (1/3 of 75%)

• Example (next slide)
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2552‐10 Transmittal 9 
Form/Instructional Changes

• Example
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1/1/2016 to 12/31/2016

Days 1/1/2016 – 9/30/2016 274

Days in cost reporting period 366

0.748634

Times 50% 37.43%

PLUS

Days 10/1/2016 – 12/31/2016 92

Days in cost reporting period 366

0.251366

Times 25% 6.28%

Total  43.72%



2552‐10 Transmittal 9 
Form/Instructional Changes

• Worksheet E, Part A, line 70.88
– Volume Decrease Adjustment

• Not Low volume Adjustment
• Previously computed off the cost report
• Added and will be adjusted for Low Volume and VBP adjustments

A Volume Decrease Adjustment (VDA) is a payment adjustment 
granted by Medicare to hospitals defined as either Sole Community 
Providers (SCH) or Medicare Dependent Hospitals (MDH) when these 
providers experience a decline in discharges greater than 5% in any 
given year due to an unusual circumstance or occurrence that is 
externally imposed and beyond the hospital’s control.
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2552‐10 Transmittal 9 
Form/Instructional Changes

• For MDHs reclassified as rural that have not 
reclassified to rural prior to 1/1/2016
– Worksheet E, Part A, line 100 MDH bonus 
computed as on line 49

– Also impacts Exhibit 4 and 5, line 15 
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2552‐10 Transmittal 9 
Form/Instructional Changes

• Worksheet I‐1
– All ESA costs will be reported on line 15 (Drugs)
– Line 25 (Pharmacy) will transfer from Worksheet 
B, lines 74 or 94, column 15

• Worksheet I‐2
– For cost reporting periods ending on or after 
12/31/2015

– All ESA’s reported on line 14 and line 15 not to be 
completed.
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2552‐10 Transmittal 9 
Edit/Specification Changes

• New Edit 10225
– The contractor number on Worksheet S, Part I, line 7, 
must be present, consist of five digits and not 
exclusively zero’s. [12/31/2015]

• Revised Edit 10450S
– If NOT CAH (line 105="N"), and the cost reporting 
period equals 365 or 366 days, and line 167="Y", then 
line 169, column 1, must be present. Do not apply this 
edit for cost reporting periods beginning on or after 
October 1, 2016.

– Line 169 is the HIT transition factor
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2552‐10 Transmittal 9 
Edit/Specification Changes

• New Edit 12125S
– If Worksheet S‐2, Part I, column 1, line 20, begins on or after 

October 1, 2014, and Worksheet A, column 7, line 89 is greater 
than zero, than Worksheet S‐8 and Worksheets M‐1 through M‐
5 must not be completed. [10/1/2014b]

• New Edit 12955S
– For Worksheet S‐3, Part I, the amount reported in column 13, 

line 2 must be less than or equal to the amount in column 15, 
line 1; column 14, line 2 must be less than or equal to the 
amount in column 15, line 1; column 14, line 3 must be less than 
or equal to the amount in column 15, line 16; and column 14, 
line 4, must be less than or equal to the amount in column 15, 
line 17. [12/31/15]

– Ensures that HMO IPPS, IPF and/or IRF discharges are less than 
total discharges
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2552‐10 Transmittal 9 
Edit/Specification Changes

• Revised Edit 10400D
– If any of the hospital's Worksheet D‐1, lines 5 through 8, and 17 

through 20, are greater than zero, then each Worksheet D‐1 
with line 21 greater than zero for title V, title XVIII, and title XIX, 
must have the same rates for lines 5 through 8, and 17 through 
20. Do not apply this edit to a CAH. [05/01/2010b]

– This edit revised to ensure consistency in reporting of swing‐bed 
data on all Worksheet D‐1’s
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2552‐10 Transmittal 9 
Edit/Specification Changes

• Revised Edits due to FQHC PPS
– 10150M ‐ The sum of Worksheet M‐1, column 7, lines 1 through 9, 11 through 

13, 15 through 19, 23 through 27, and 29 through 30, must equal the amount 
on Worksheet A, column 7, line 88 for an RHC, and line 89 for an FQHC for cost 
reporting periods beginning prior to October 1, 2014. [05/01/2010b] 

– 10250M ‐ The sum of Worksheet M‐3, line 16.02, columns 1 and 2, must be 
less than or equal to the sum of line 16.01, columns 1 and 2. For FQHCs, do 
not apply this edit for cost reporting periods beginning on or after 10/1/2014. 
[05/01/2010b] 

– 2000M ‐Worksheet M‐2, sum of column 2, lines 1 through 3, 5 through 7, and 
9, should agree with Worksheet S‐3, Part I, column 8, line 26, and subscripts as 
applicable. For FQHCs, do not apply this edit for cost reporting periods 
beginning on or after 10/1/2014. [05/01/2010b] 

– 20050M ‐ Total FTEs on Worksheet M‐2, column 1, sum of lines 1 through 3 
and 5 through 7, should be equal to or less than the FTEs on Worksheet S‐3, 
Part I, column 10, line 26, and subscripts as applicable. For FQHCs, do not 
apply this edit for cost reporting periods beginning on or after 10/1/2014. 
[05/01/2010b] 
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2552‐10 Transmittal 10 
Anticipated Changes 

• Effective for cost reporting periods beginning on 
or after 10/1/2015 (Same as T‐9)
– Some provisions retroactive

• Major provisions of T‐10
– New Worksheet N series for hospital‐based Federally 
Qualifies Health Centers (FQHCs), effective for cost 
reporting period beginning on or after October 1, 
2014

– New Worksheet O series for hospital‐based hospices, 
effective or cost reporting periods beginning on or 
after October 1, 2015
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2552‐10 Transmittal 10 
Anticipated Changes 

• Worksheet S – As with other form sets CMS is 
adding the OMB expiration date.
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2552‐10 Transmittal 10 
Anticipated Changes 

• Worksheet S‐2, Part I:
• Added line 171, column 2 to capture section 1876 

Medicare days.
• These days will be reported on Worksheet S‐3, Part I, 

line 2, column 6 BUT are not reported on PS&R 118 
report.
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2552‐10 Transmittal 10 
Anticipated Changes 

• Worksheet S‐3, Part IV:
Eliminated the Wage Index Pension Cost Schedule (Exhibit 3) 
and the corresponding instructions from the cost reporting 
instructions and directed providers to use the latest published 
Wage Index Pension Cost Schedule on the CMS website.

www. cms.gov/Medicare/Medicare‐Fee‐for‐Service‐
Payment/AcuteInpatientPPS/Wage‐Index‐Files .html

Added lines 8.01, 8.02, and 8.03, to accommodate various 
categories of health insurance effective for cost reporting 
periods beginning on or after October 1, 2015.
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2552‐10 Transmittal 10 
Anticipated Changes 

Worksheet S‐9, Parts I ‐ IV:
• Effective for cost reporting periods beginning 
on or after October 1, 2015, hospital‐based 
hospices will no longer complete Parts I and II, 
but will complete the new Parts III and IV.
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2552‐10 Transmittal 10 
Anticipated Changes 

Worksheet S‐9, Parts I ‐ IV:
• Effective for cost reporting periods beginning 
on or after October 1, 2015, hospital‐based 
hospices will no longer complete Parts I and II, 
but will complete the new Parts III and IV.
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2552‐10 Transmittal 10 
Anticipated Changes 

Worksheet S‐10:
• Clarified instructions for line 20 for the total initial 
payment obligation of patients approved for charity 
care.

• Changed the reference to State Children’s Health 
Insurance Program (SCHIP) to Children’s Health 
Insurance Program (CHIP) in the instructions and on 
the worksheet.
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2552‐10 Transmittal 10 
Anticipated Changes 

Worksheet S‐11:
• This new worksheet captures statistics related 
to hospital‐based FQHCs paid under the FQHC 
prospective payment system (PPS) that meet 
the requirements set forth in 42 CFR 
413.65(n).  These worksheets supersede 
Worksheet S‐8 for FQHCs only and are 
effective for cost reporting periods beginning 
on or after October 1, 2014. 
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2552‐10 Transmittal 10 
Anticipated Changes 

Worksheet A – New cost center for allogeneic 
stem cell transplant. 
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2552‐10 Transmittal 10 
Anticipated Changes 

Worksheet A – New cost center for allogeneic 
stem cell transplant. 
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2552‐10 Transmittal 10 
Anticipated Changes 

Worksheet A‐8‐1 – Correct placement of 
contract costs (also on A)
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2552‐10 Transmittal 10 
Anticipated Changes 

Worksheet E, Part A – New line for Islet Isolation 
add‐on Payment. Previously in new technology 
payments 
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2552‐10 Transmittal 10 
Anticipated Changes 

Worksheet E, Part A – Change for MDH providers 
NOT subject to HVBP or HRR
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2552‐10 Transmittal 10 
Anticipated Changes 

Worksheet E‐3, Part IV
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2552‐10 Transmittal 10 
Anticipated Changes 

Worksheet E‐4 – New lines for STAR 
reconciliation?
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2552‐10 Transmittal 10 
Anticipated Changes 

Worksheet I‐1:
• Modified instructions for lines 10 through 16, revising the effective 

date for line 15 (Drugs) to cost reporting periods beginning on or 
after October 1, 2015, to capture Erythropoiesis stimulating agents 
(ESA).  

• Modified instructions for line 27 (Subtotal) to reflect the applicable 
reconciliation to Worksheet B, Part I, for cost reporting periods 
beginning prior to October 1, 2015, and on or after October 1, 
2015.  

• Revised edit 10050I.

Worksheet I‐2 and I‐3:
• Clarified instructions for lines 14 and 15 to include all ESA costs on 

line 14 for cost reporting periods beginning on or after October 1, 
2015.

• Modified line 14 description and shaded line 15. 
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2552‐10 Transmittal 10 
Anticipated Changes 

Worksheet M series:
• Modified instructions to convey that the Worksheet M series no longer applies to 

hospital‐based FQHCs, effective for cost reporting periods beginning on or after 
October 1, 2014.  However, hospital‐based rural health clinics still complete the 
“M” worksheet series. 

• Revised forms and instructions to comply with the regulations at 42 CFR 413.78(a), 
to ensure that no separate graduate medical education (GME) payment is 
calculated for the hospital‐based RHC or FQHC. 

Worksheet N series:
• Effective for cost reporting periods beginning on or after October 1, 2014, hospital‐

based FQHCs complete the new Worksheet N series and are reimbursed under the 
FQHC prospective payment system as set forth in 42 CFR 413.65(n).  

Worksheet K series:
• Modified instructions to convey that the Worksheet K series no longer applies to 

hospital‐based hospices, effective for cost reporting periods beginning on or after 
October 1, 2015.

Worksheet O series:
• Effective for cost reporting periods beginning on or after October 1, 2015, hospital‐

based hospices complete the new Worksheet O series in accordance with the 
statutory requirements of §3132 of the ACA. 
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Form 2552‐10 T‐10
Worksheet S‐9

• Hospice data, Parts III and IV replace Parts I and II for cost 
reporting periods beginning on or after 10/1/2015
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Form 2552‐10 T‐10
Worksheet O
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Similar to Worksheet K but all columns 
for lines 24‐46 must transfer from 
Worksheets O‐1 – O‐4.



Form 2552‐10 T‐10
Worksheet O‐1 – O‐4
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• All data from Worksheets O‐1 through O‐4 will 
flow to Worksheet O.

• Worksheet O‐1 Hospice Continuous Care
• Worksheet O‐2 Hospice Routine Home Care
• Worksheet O‐3 Hospice Inpatient Respite  Care
• Worksheet O‐4 Hospice General Inpatient Care



Form 2552‐10 T‐10
Worksheet O‐5
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Worksheet O‐5 
combines the 
Hospice Direct costs 
(Worksheet O) with 
the facility overhead 
costs (Worksheet B)



Form 2552‐10 T‐10
Worksheet O‐5
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Worksheet O‐5 
combines the 
Hospice Direct costs 
(Worksheet O) with 
the facility overhead 
costs (Worksheet B)



Form 2552‐10 T‐10
Worksheet O‐6 Parts I and II
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Worksheet O‐6 Parts I and II 
allocate the combined overhead 
costs from Worksheet O‐5 to 
the LOC and Nonreimbursable
cost centers.



Form 2552‐10 T‐10
Worksheet O‐7
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Worksheet O‐7 computes costs 
for services shared by the main 
facility.  Columns 2‐5 are Total 
charges by Level of Care not 
available from the PS&R.



Form 2552‐10 T‐10 
Worksheet O‐8
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Worksheet O‐8 computes costs 
by level of care and Program. 
No input required. 



Form 2552‐10 T‐10
New Edits
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Form 2552‐10 T‐10
New Edits (Hospice)
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Form 2552‐10 T‐10
New Edits (FQHC)
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Form 2552‐10 T‐10
New Edits (FQHC)
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Form 2552‐10 T‐10
New Edits (FQHC)
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4090 (Cont.) FORM CMS-2552-10 DR
HOSP ITAL-BASED  FQHC  IDENTIFICATION  DATA  P ROVIDER CCN:  P ERIOD:  WORKSHEET S-11

 ______________  FROM: ___________  P ART I
 COMP ONENT CCN:  TO:  ___________
 ______________

 P ART I - HOSP ITAL-BASED FQHC IDENTIFICATION DATA
Type o f co ntro l  Da te V/I Date  o f
(s ee  ins truc tio ns ) Decertified Decertifica tio n CHOW

2 3 4 5
1  S ite  Name:
2  S tree t:  P .O. Bo x:
3  City:  Sta te :  Zip Co de:  Co unty:  Des igna tio n - Ente r "R" fo r rura l o r "U" fo r urban:
4  Is  this  ho s pita l-bas ed FQHC part o f an entity that o wns , leas es  o r co ntro ls  multiple  FQHCs ?   Ente r "Y" fo r yes  o r "N" fo r no .  If yes ,

 ente r the  entity's  info rmatio n belo w.
5
6  S tree t:  P .O. Bo x:  HRSA Award Number:
7  City:  Sta te :  Zip Co de:

1 2 3 4
 Co ns o lida ted Co s t Repo rt Y/N Date  Reques ted Date  Appro ved Number o f FQHCs

8  Is  this  ho s pita l-bas ed FQHC filing a  co ns o lida ted co s t repo rt pe r CMS P ub. 100-04, chapter 9, §30.8?   Ente r "Y" fo r yes  o r "N" fo r no  in co lumn 1.
 If co lumn 1 is  yes , co mple te  co lumns  2 thro ugh 4, and line  9 beginning with line  9.01.  If co lumn 1 is  no , leave  line  9 blank.  (s ee  ins truc tio ns )

CCN CBSA Date  Reques ted Date  Appro ved
2 3 4 5

9  Lis t o f Co ns o lida ted P ro viders
9.01  S ite  Name:

Ho s pita l-Bas ed FQHC Operatio ns 1 2 3
10  What type  o f o rganiza tio n is  this  ho s pita l-bas ed FQHC?   If yo u o pera te  as  mo re  than o ne  s ub-type  o f an o rganizatio n, ente r o nly the  applicable  a lpha

 characte rs  in co lumn 2.  (s ee  ins truc tio ns )  
11

12

13

 Inte rns  and Res idents
14  Did this  ho s pita l-bas ed FQHC rece ive  a  Teaching Health Center deve lo pment grant autho rized under P art C o f Title  VII o f the  P HS Act  fro m HRSA?  Ente r "Y" fo r

 yes  o r "N" fo r no  in co lumn 1.  If yes , ente r in co lumn 2 the  number o f FTE res idents  that yo ur ho s pita l-bas ed FQHC tra ined and rece ived funding thro ugh yo ur
 THC grant in this  co s t repo rting perio d and in co lumn 3, the  to ta l manger o f vis its  pe rfo rmed by res idents  funded by the  THC grant in this  co s t repo rting perio d.  
 (s ee  ins truc tio ns )

1 

1

 Name o f Entity:

 yes  o r "N" fo r no  in co lumn 1.  If co lumn 1 is  yes ,  ente r the  e ffec tive  da te  o f co verage  in co lumn 2.

 Did this  ho s pita l-bas ed FQHC rece ive  a  grant under §330 o f the  P HS Act during this  co s t repo rting perio d?   If this  is  a  co ns o lida ted co s t repo rt, did the  ho s pita l-bas ed FQHC 
 o n line  1, co lumn 2 rece ive  a  grant under §330 o f the  P HS Act during this  co s t repo rting perio d?   Ente r "Y" fo r yes  o r "N" fo r no .  (co mplete  line  12)
 If the  res po ns e  to  line  11 is  yes , indica te  in co lumn 1, the  type  o f HRSA grant tha t was  awarded (s ee  ins truc tio ns ).  Ente r the  da te  o f the  grant award in
 co lumn 2 and ente r the  grant award number in co lumn 3.  If yo u rece ived mo re  than o ne grant s ubs cript this  line  acco rdingly.

 Medical Malpractice
 Did this  ho s pita l-bas ed FQHC s ubmit an initia l deeming o r annual redeeming applica tio n fo r medica l malprac tice  co verage  under the  FTCA with HRSA?  Ente r "Y" fo r
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• Line 8 for consolidated reports
• Request and approval date reported
• MID‐YEAR CERTIFICATION NOT ALLOWED BY 

CMS
• Requests and approval dates only required 

where certification date is on or after 
10/1/2014

• Separate S‐1, Part II, for each FQHC
• Grant/Malpractice/I&R/Capital question added 

by FQHC



DRAFT FORM CMS-2552-10 4090 (
 HOSP ITAL-BASED  FQHC  IDENTIFICATION  DATA  P ROVIDER CCN:  P ERIOD:  WORKSHEET S-11

 ______________  FROM ___________  P ART II
 COMP ONENT CCN:  TO ___________
 ______________
 SUBCOMP ONENT CCN:
 ______________

 P ART II - HOSP ITAL-BASED FQHC CONSOLIDATED COST REP ORT P ARTICIP ANT IDENTIFICATION DATA
Date Type  o f co ntro l  Date V/I Date  o f

Certified (s ee  ins truc tio ns ) Decertified Decertifica tio n CHOW
2 3 4 5 6

1
2  Stree t:  P .O. Bo x:
3  City:  S ta te :  Zip Co de:  Co unty:  Des igna tio n - Enter "R" fo r rura l o r "U" fo r urban:

1 2 3
4  What type  o f o rganiza tio n is  this  ho s pita l-bas ed FQHC?  If yo u o pera te  as  mo re  than o ne  s ub-type  o f an o rganiza tio n, ente r o nly the  applicable

 a lpha  charac te rs  in co lumn 2.  (s ee  ins truc tio ns ) 
5
6

7

 Inte rns  and Res idents
8  Did this  ho s pita l-bas ed FQHC rece ive  a  Teaching Health Center deve lo pment grant autho rized under P art C  o f Title  VII o f the  P HS Act  fro m HRSA? 

 Enter "Y" fo r yes  o r "N" fo r no  in co lumn 1.  If yes , ente r in co lumn 2 the  number o f FTE res idents  tha t yo ur FQHC tra ined and rece ived funding thro ugh 
 yo ur THC grant in this  co s t repo rting perio d and in co lumn 3, ente r the  to ta l number o f vis its  perfo rmed by res idents  funded by the  THC grant
 in this  co s t repo rting perio d.  (s ee  ins truc tio ns )

 co lumn 2 and ente r the  grant award number in co lumn 3.  If yo u rece ived mo re  than o ne  grant s ubs cript this  line  acco rdingly.
 Medica l Malprac tice

 Did this  ho s pita l-bas ed FQHC s ubmit an initia l deeming o r annual redeeming applica tio n fo r medica l malprac tice  co verage  under the  FTCA with HRSA?  
 Enter "Y" fo r yes  o r "N" fo r no  in co lumn 1.  If co lumn 1 is  yes ,  ente r the  e ffec tive  da te  o f co verage  in co lumn 2.

1
 S ite  Name:

Ho s pita l-Bas ed FQHC Opera tio ns

 Did this  ho s pita l-bas ed  FQHC rece ive  a  grant under §330 o f the  P HS Act during this  co s t repo rting perio d?   Enter "Y" fo r yes  o r "N" fo r no .  (co mple te  line  6)
 If the  res po ns e  to  line  5 is  yes , indica te  in co lumn 1, the  type  o f HRSA grant tha t was  awarded (s ee  ins truc tio ns ).  Enter the  da te  o f the  grant award in

Form 2552‐10 T‐10
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• Similar data as Worksheet S‐1, Part I but to be 
completed by each additional facility

• Grant/Malpractice/I&R/Capital questions
• If data not specific to each entity must be 

reported on each



4090 (Cont.) FORM CMS-2552-10 DRAFT
HOSP ITAL-BASED  FQHC  IDENTIFICATION  DATA  P ROVIDER CCN:  P ERIOD:  WORKSHEET S-11

 ___________  FROM ___________  P ART III 
 COMP ONENT CCN:  TO  ___________
 ______________

P ART III  -  HOSP ITAL-BASED FQHC STATISTICAL DATA

To ta l 
COMP ONENT Title Title All

CCN Title  V XVIII XIX Other P a tients
0 1 2 3 4 5

1 Medica l Vis its 1
2 To ta l Medica l Vis its 2
3 Menta l Hea lth Vis its 3
4 To ta l Menta l Hea lth Vis its 4

Form 2552‐10 T‐10
Worksheet S‐11, Part III
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Breakout Title and total visits by:
• Medical visit
• Mental health visit
• Visits performed by I&Rs
• And by each facility
• S‐3, Part I Medicare data is available in PS&R
• Note that reporting of “Other” visits will require 

providers to report non‐paid Medicare charges 
as “Other” to reconcile to PS&R



4090 (Cont.)   FORM CMS-2552-10 DRAFT
 RECLASSIFICATION AND ADJ USTMENT OF TRIAL BALANCE OF EXP ENSES  P ROVIDER CCN:  P ERIOD:  WORKSHEET N-1
 FOR HOSP ITAL-BASED FQHC  _________________  FROM: ___________

 COMP ONENT CCN:  TO: ___________
_________________

NET
RECLASSIFIED EXP ENSES FOR

COST CENTER DESCRIP TIONS TOTAL RECLASSIFI- TRIAL BALANCE ALLOCATION
(o mit cents ) SALARIES OTHER (co l. 1 + co l. 2) CATIONS (co l. 3 ± co l. 4) ADJ USTMENTS (co l. 5 ± co l. 6)

1 2 3 4 5 6 7
 GENERAL SERVICE COST CENTERS        

1  Cap Rel Co s ts -Bldg and F ix 1
2  Cap Rel Co s ts -Mvble  Equip 2
3  Emplo yee  Benefits 3
4  Adminis tra tive  and Genera l 4
5  P lant Opera tio n and Maintenance 5
6  J anito ria l 6
7  Medica l Reco rds 7
8  Subto ta l - Adminis tra tive  Overhead 8
9  P harmacy 9

10  Medica l Supplies 10
11  Trans po rta tio n 11
12  Other Genera l Service  12
13  Subto ta l - To ta l Overhead 13

23  P hys ic ian 23
24  P hys ic ian Services  Under Agreement 24
25  P hys ic ian As s is tant 25
26  Nurs e  P rac titio ner 26
27  Vis iting Regis te red Nurs e 27
28  Vis iting Licens ed P rac tica l Nurs e 28
29  Certified Nurs e  Midwife 29
30  Clinica l P s ycho lo gis t 30
31  Clinica l So c ia l Wo rker 31
32  Labo ra to ry Technic ian 32
33  Reg Die tic ian/Cert DSMT/MNT Educa to r 33
34  P hys ica l Therapis t 34
35  Occupatio na l Therapis t 35
36  Other Allied Health P ers o nnel 36
37  Subto ta l - Direc t P a tient Care  Services 37

 DIRECT CARE COST CENTERS

Form 2552‐10 T‐10
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• Trial Balance
• Lines 1‐13 General Service Costs
• Lines 23‐37 Direct Care Cost Centers
• Lines 47‐49 Reimbursable Pass‐through Costs 

(Vaccines)
• Lines 60‐70 Other FQHC Services
• Lines 77‐79 Non‐Reimbursable cost Centers



4090 (Cont.)  FORM CMS-2552-10 D
 CALCULATION OF HOSP ITAL-BASED FQHC COST P ER VISIT  P ROVIDER CCN:  P ERIOD: WORKSHEET

 __________________  FROM: ___________
 COMP ONENT CCN:  TO: ___________
 __________________

Other Direc t
Direc t Co s t To ta l Medica l Care  Co s ts  & Genera l

Fro m by & Mental Hea lth P harmacy Co s t Service  Co s t To ta l Co s ts Average  Menta l Menta l Menta l
Wks t. N-1, P rac titio ner Vis its (s ee (s ee by Co s t P er Vis it Medica l Vis its Hea lth Vis its Medica l Vis its Hea lth Vis its Medica l Co s t Health Co s t

co l. 7, fro m Wks t. N-1 by P rac titio ner ins truc tio ns ) ins truc tio ns ) P rac titio ner by P rac titio ner by P rac titio ner by P rac titio ner by P rac titio ner by P rac titio ner by P rac titio ner by P rac titio ne
P o s itio ns line : 1 2 3 4 5 6 7 8 9 10 11 12

1  P hys ic ian 23
2  P hys ic ian Services  Under Agreement 24
3  P hys ic ian As s is tant 25
4  Nurs e  P rac titio ner 26
5  Vis iting Regis te red Nurs e 27
6  Vis iting Licens ed P rac tica l Nurs e 28
7  Certified Nurs e  Midwife 29
8  Clinica l P s ycho lo gis t 30
9  Clinica l So c ia l Wo rker 31

10  Reg Dietic ian/Cert DSMT/MNT Educa to r 33
11  To tals
12  Unit Co s t Multiplie r
13  To tal Co s t P er Vis it

To ta l Vis its Title  XVIII Vis its Title  XVIII Co s ts

Form 2552‐10 T‐10
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• Other Direct (Pharmacy, Lab, PT OT Other) costs 
allocated on per visit UCM

• General Service (All overhead but pharmacy) allocated 
on accumulated cost UCM

• Total costs allocated to Title XVIII based on visits
• Medical
• Mental Health
• Notice Medicare visits identified by practitioner 

type – This split not available on PS&R
• If applicable I&R costs allocated based on I&R visits



DRAFT FORM CMS-2552-10 4090 (Cont.)
 COMP UTATION OF HOSP ITAL-BASED FQHC P NEUMOCOCCAL  P ROVIDER CCN:  P ERIOD:  WORKSHEET N-3
 AND INFLUENZA VACCINE COST  ________________  FROM: ____________

 COMP ONENT CCN:  TO: ____________
 ________________

P NEUMOCOCCAL INFLUENZA
1 2

1  Health ca re  s ta ff co s t (fro m Wo rks hee t N-1, co lumn 7, s um o f lines  23, and 25 thro ugh 36) 1
2  Ratio  o f pneumo co cca l and influenza  vacc ine  s ta ff time  to  to ta l 2

 hea lth care  s ta ff time
3  P neumo co cca l and influenza  vacc ine  hea lth care  s ta ff co s t (line  1 x line  2) 3
4  Vacc ines  and re la ted medica l s upplies  co s t (fro m Wo rks hee t N-1, co lumn 7, lines  47 and 48, res pec tive ly) 4
5  Direc t co s t o f pneumo co cca l and influenza  vacc ine  (line  3 + line  4) 5
6  To ta l direc t co s t o f the  ho s pita l-bas ed FQHC (fro m Wo rks hee t N-1, co lumn 7, line  100, minus  6

 Wo rks hee t N-1, co lumn 7, line  8)
7  To ta l adminis tra tive  o verhead (fro m Wo rks hee t N-1, co lumn 7, line  8) 7
8  Ratio  o f pneumo co cca l and influenza  vacc ine  direc t co s t to  to ta l direc t 8

 co s t (line  5 / line  6)
9  Overhead co s t - pneumo co cca l and influenza  vacc ine  (line  7 x line  8) 9

10  To ta l co s t o f pneumo co cca l and influenza  vacc ine  and the ir 10
 adminis tra tio n (s um o f lines  5 and 9)

11  To ta l number o f pneumo co cca l and influenza  vacc ine  injec tio ns  11
 (fro m yo ur reco rds )

12  Co s t pe r pneumo co cca l and influenza  vacc ine  injec tio n (line  10 / line  11) 12
13  Number o f pneumo co cca l and influenza  vacc ine  injec tio ns  adminis te red 13

 to  Medicare  benefic ia ries  
14  Co s t o f pneumo co cca l and influenza  vacc ines  and the ir 14

 adminis tra tio n co s ts  furnis hed to  Medicare  benefic ia ries  (line  12 x line  13)
15  To ta l co s t o f pneumo co cca l and influenza  vacc ines  and the ir adminis tra tio n co s ts . 15

 (s um o f co lumns   1 and 2, line  10)  
16  To ta l Medicare  co s t o f pneumo co cca l and influenza  vacc ines  and the ir adminis tra tio n co s ts  (s um 16

 o f co lumns  1 and 2, line  14)  (trans fer this  amo unt to  Wo rks hee t N-4, line  2)

Form 2552‐10 T‐10
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• Calculation of Vaccine costs



4090 (Cont.) FORM CMS-2552-10 DRAFT
 CALCULATION OF HOSP ITAL-BASED FQHC REIMBURSEMENT SETTLEMENT  P ROVIDER CCN:  P ERIOD:  WORKSHEET N-4

 ________________  FROM: ___________
 COMP ONENT CCN:  TO: ___________
 ________________

1  FQHC P P S Amo unt (s ee  ins truc tio ns ) 1
2  Medicare  co s t o f pneumo co cca l and influenza  vacc ine  and adminis tra tio n (Fro m Wo rks hee t N-3, line  16) 2
3  Medicare  advantage  s upplementa l payments  (fo r info rmatio n o nly) 3
4  To ta l (s um o f lines  1 thro ugh 2) 4
5  P rimary payer payments 5
6  To ta l amo unt payable  fo r pro gram benefic ia ries  (line  4 minus  line  5) 6
7  Co ins urance  billed to  pro gram benefic ia ries 7
8  Net Medica re  re imburs ement exc luding bad debts  (line  6 minus  line  7) 8
9  Allo wable  bad debts  (s ee  ins truc tio ns ) 9

10  Adjus ted re imburs able  bad debts   (s ee  ins truc tio ns ) 10
11  Allo wable  bad debts  fo r dua l e ligible  benefic ia rie s  (s ee  ins truc tio ns ) 11
12  Subto ta l (line  8 plus  line  10) 12
13  Other adjus tments  (s pec ify) (s ee  ins truc tio ns ) 13
14  Amo unt due  ho s pita l-bas ed FQHC prio r to  the  s eques tra tio n adjus tment (s ee  ins truc tio ns ) 14
15  Seques tra tio n adjus tment (s ee  ins truc tio ns ) 15
16  Amo unt due  ho s pita l-bas ed FQHC afte r s eques tra tio n adjus tment (s ee  ins truc tio ns ) 16
17  Inte rim payments  (fro m Wo rks hee t N-5, co lumn 2, line  4) 17
18  Tenta tive  s e ttlement (fo r co ntrac to r us e  o nly) 18
19  Balance  due  ho s pita l-bas ed FQHC/pro gram (line  16 minus  lines  17 and 18) 19
20  P ro tes ted amo unts  (no na llo wable  co s t repo rt items ) in acco rdance  with CMS P ub. 15-2, chapte r 1, §115.2 20

Form 2552‐10 T‐10
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• Settlement includes
• FQHC PPS Payment
• Vaccine costs
• Bad Debts



 ANALYSIS OF P AYMENTS TO HOSP ITAL-BASED FQHC FOR SERVICES RENDERED  P ROVIDER CCN:  P ERIOD:  WORKSHEET N-5
 ________________  FROM: ____________
 COMP ONENT CCN:  TO: ___________
 ________________

Des criptio n P art B
mm/dd/yyyy Amo unt

1 2
1  To ta l inte rim payments  pa id to  ho s pita l-bas ed FQHC 1
2  Inte rim payments  payable  o n individua l bills , e ither s ubmitted o r to  be  s ubmitted to  the  co ntrac to r 2

 fo r s e rvices  rendered in the  co s t repo rting perio d.  If no ne , write  "NONE" o r ente r a  zero
3  Lis t s epara te ly each re tro ac tive   .01 3.01

 lump s um adjus tment amo unt bas ed .02 3.02
 o n s ubs equent revis io n o f the  P ro gram to  .03 3.03
 inte rim ra te  fo r the  co s t repo rting perio d.  P ro vider .04 3.04
 Als o  s ho w da te  o f each payment. .05 3.05
 If no ne , write  "NONE" o r ente r a  zero . (1) .50 3.50

.51 3.51
 P ro vider to  .52 3.52
 P ro gram .53 3.53

.54 3.54
 Subto ta l (s um o f lines  3.01- 3.49 minus  s um o f lines  3.50-3.98) .99 3.99

4  To ta l inte rim payments  (s um o f lines  1, 2, and 3.99) 4
  (trans fe r to  Wks t. N-4, line  17)

TO BE COMP LETED BY CONTRACTOR
5  Lis t s epara te ly each tenta tive  s e ttlement  P ro gram to .01 5.01

 payment a fte r des k review. Als o  s ho w  P ro vider .02 5.02
 da te  o f each payment. .03 5.03
 If no ne , write  "NONE" o r ente r a  zero . (1) .50 5.50

 P ro vider to  .51 5.51
 P ro gram .52 5.52

 Subto ta l (s um o f lines  5.01-5.49 minus  s um o f lines  5.50 -5.98) .99 5.99
6  Determine  ne t s e ttlement amo unt (ba lance  P ro gram to  pro vider .01 6.01

 due) bas ed o n the  co s t repo rt (1)  P ro vider to  pro gram .02 6.02
7  To ta l Medicare  pro gram liability (s ee  ins truc tio ns ) 7

 (1) On lines  3, 5, and 6, where  an amo unt is  due  ho s pita l-bas ed FQHC to  pro gram, s ho w the  amo unt and da te  o n which the  ho s pita l-bas ed FQHC agrees  to  the  amo unt o f repayment
 even tho ugh to ta l repayment is  no t acco mplis hed until a  la te r da te .

Form 2552‐10 T‐10
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• Analysis of Payments



Form 2540‐10 T‐7

• Effective date 
– Cost reporting periods beginning on or after 
October 1, 2015. 

– Primarily for SNF‐based ACA Hospice reporting 
requirement changes

– Short period reports?

• Currently at CMS for approval.
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Form 2540‐10 T‐7
Worksheet S

• CMS has started adding OMB Expiration dates 
to new transmittals:
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07-16 FORM CMS-2540-10 4190 (Cont.)
This  repo rt is  required by law (42 USC 1395g; 42 CFR 413.20(b)).  Fa ilure  to  repo rt can res ult in a ll inte rim FORM AP P ROVED

payments  made  s ince  the  beginning o f the  co s t repo rting perio d be ing deemed o verpayments  (42 USC 1395g). OMB NO. 0938-0463

Expires : 6/30/2018
SKILLED  NURSING  FACILITY  AND SKILLED NURSING  P ROVIDER CCN:  P ERIOD:    WORKSHEET   S
FACILITY  HEALTH CARE  COMP LEX  COST  REP ORT  FROM  10/01/2015    P ARTS  I,  II & III
CERTIFICATION AND SETTLEMENT SUMMARY 14-5000

 TO  09/30/2016

P ART I - COST REP ORT STATUS
P ro vide r 1.       [    ] Elec tro nic  filed co s t repo rt Date :____________ Time:____________
  us e  o nly 2.       [    ] Manually s ubmitted co s t repo rt

3.       [    ] If this  is  an amended repo rt enter the  number o f times  the  pro vide r re s ubmitted this  co s t repo rt.
Co ntrac to r 4.       [    ]   Co s t Repo rt S ta tus 5.     Date  Received  _____________
us e  o nly: [ 1 ] As  Submitted: 6.     Co ntrac to r No .  _____________

[ 2 ] Se ttled witho ut audit 7.     [   ]  F irs t Co s t Repo rt fo r this  P ro vider CCN
[ 3 ] Se ttled with audit 8.     [   ]  Las t Co s t Repo rt fo r this  P ro vider CCN
[ 4 ] Reo pened 9.     [   ]  NP R Date : __________
[ 5 ] Amended 10.   [   ]  If line  4, co lumn 1 is  "4":  Ente r number o f times  reo pened

11.    Co ntrac to r Vendo r Co de  ________



Form 2540‐10 T‐7
Worksheet S

• Use of IID – “Individuals with Intellectual Disabilities”
• New OMB footer
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P A R T  III  -   S ETTLEM EN T S UM M A R Y

A B TITLE XIX  
1 2 3 4  

1 SKILLED  NURSING  FACILITY 7,621                                      1

2 NURSING FACILITY 100,220                                2

3 I C  F  / IID 3

4 SNF - BASED  HHA -                                         4

5 SNF - BASED  RHC 27,108                                   5

6 SNF - BASED  FQHC 6

7 SNF - BASED  CMHC 17,117                                     7

100 TOTAL 51,846                                   100,220                                100

The  abo ve  amo unts  repres ent "due  to " o r "due  fro m" the  applicable  P ro gram fo r the  e lement o f the  abo ve  co mplex indica ted.

Acco rding to  the  P aperwo rk Reductio n Act o f 1995, no  pers o ns  a re  required to  re s po nd to  a  co llec tio n o f info rmatio n unles s  it dis plays  a  va lid OMB co ntro l number.  The  va lid OMB c
number fo r this  info rmatio n co llec tio n is  0938-0463.  The  time required to  co mple te  this  info rmatio n co llec tio n is  es timated 202 ho urs  per re s po ns e , inc luding the  time to  review ins truc
s earch exis ting re s o urces , ga ther the  da ta  needed, and co mple te  and review the  info rmatio n co llec tio n.  If yo u have  any co mments  co ncerning the  accuracy o f the  time  es timate (s ) o r s
fo r impro ving this  fo rm, pleas e  write  to :  CMS, 7500 Security Bo ulevard, Attn: P RA Repo rt Clearance  Officer, Mail S to p  C4-26-05, Baltimo re , Maryland 21244-1850.
P leas e  do  no t s end applicatio ns , c laim s , paym ents , m edical reco rds  o r any do cum ents  co ntaining s ens itive  info rm atio n to  the  P R A  R epo rts  Clearance  Office .  P leas e  no te  that
any co rres po ndence  no t pertaining to  the  info rm atio n co llec tio n burden appro ved under the  as s o c iated OM B  co ntro l num ber lis ted o n this  fo rm  will no t be  rev iewed,
fo rwarded, o r re tained. If yo u have  ques tio ns  o r co ncerns  regarding where  to  s ubm it yo ur do cum ents  , pleas e  co ntac t 1-800-M EDICA R E.

TITLE   XVIII
TITLE  V

29,206                                

-                                       

29,206                                
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• Minor text changes, major change :
• Effective for cost reporting periods beginning on and after October 1, 2014 SNF‐

based FQHCs must complete a free standing FQHC cost report Form CMS‐224‐14.
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07-16 FORM CMS-2540-10 4190 (Cont.)
 S NF-B A S ED R HC/FQHC S TA TIS TICA L DA TA P ROVIDER CCN: P ERIOD:

14-5000  FROM  10/01/2015 WORKSHEET S-5
 R HC/FQHC CCN:  TO  9/30/2016
14-3975

Check applicable  bo x: [  X  ]  RHC [     ]  FQHC
Clinic  Addres s  and Identifica tio n:

1 Street:  100 Main S t Co unty:  Co o k 1
2 City:  Little to wn Sta te :  IL Zip Co de :  60611 2
3 Des igna tio n (fo r FQHC's  o nly) - "U" fo r urban o r "R" fo r rura l 3

So urce  o f Federa l funds : Grant Award Date

4 Co mmunity Hea lth Center (Sec tio n 330(d), P HS Act) 4
5 Migrant Hea lth Center (Sectio n 329(d), P HS Act) 5
6 Hea lth Services  fo r the  Ho meles s  (Sec tio n 340(d), P HS Act) 6
7 Appalachian Regio nal Co mmis s io n 7
8 Lo o k - Alikes 8
9 Other (s pec ify) 9

1 2
10 Do es  the  fac ility o pera te  as  o ther than an RHC o r FQHC? Enter "Y" fo r yes  o r "N" fo r no  in co lumn 1.   If yes , indicate  the  number o f o ther o pera tio ns  in co lumn 2. N 10

Fac ility ho urs  o f o pera tio ns  (1)
Sunday Mo nday Tues day Wednes day Thurs day Friday Saturday

fro m to fro m to fro m to fro m to fro m to fro m to fro m to
0 1 2 3 4 5 6 7 8 9 10 11 12 13 14

11 Clinic 700 1600 700 1600 700 1600 700 1600 700 2000 1100 1500 11
(1) Ente r c linic /center ho urs  o f o pera tio n o n line  11 and o ther type  o pera tio ns  o n s ubs cripts  o f line  11 (bo th type  and ho urs  o f o pera tio n).

Lis t ho urs  o f o pera tio n bas ed o n a  24 ho ur c lo ck.  Fo r example :  8:00am is  0800, 6:30pm is  1830, and midnight is  2400.

1 2
12  Have  yo u received an appro va l fo r an exceptio n to  the  pro ductivity s tandard? N 12
13  Is  this  a  co ns o lidated co s t repo rt in acco rdance  with CMS P ub. 100-04, Chapte r 9, §30.8?   Enter "Y" fo r yes  o r "N" fo r no  in co lumn 1. 13

 If yes , enter in co lumn 2 the  number o f R HC/FQHC's  inc luded in this  repo rt.  Lis t the  names  o f a ll R HC/FQHC's  and numbers  be lo w. N
14  R HC/FQHC  Name: CCN Number: 14

Type Operatio n

27,000$                    4/1/2011



Form 1728‐94 OMB Revision
Draft for comments

• Form S‐2‐1 added and replaced Form CMS‐
339

• Hospice form changes (effective for cost 
reporting periods beginning on or after 
10/1/2015)  

• Added Worksheet S‐5, Parts III&IV to replace Parts I & II
• Added O Series of Worksheets to replace the current K 
series
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Other Issues FFY 2017 UCC

• Change in methodology for computing Factor 3
– Move to a 3‐year “average” Factor 3 
– FFY 2017

• 2012 SSI/2011 Medicaid days
• 2013 SSI/2012 Medicaid days
• 2014 S‐10 data (changed to 2014 SSI/2013 Medicaid days 
in final)

– FFY 2018
• (To be addressed in subsequent rulemaking)
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Other Issues FFY 2017 UCC

• Total Uncompensated Care Pool
– FFY 2014 – 9,046,380,143
– FFY 2015 – 7,647,644,885
– FFY 2016 – 6,406,145,534
– FFY 2017 – 5,982,495,714
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Other Issues FFY 2017 UCC

• With change in methodology for computing 
Factor 3 CMS issued CR 9648
– Requiring MACs to

• Accept within 30 days of receipt amended cost reports 
from IPPS hospitals whose FY 2014 report is not settled 
(If request made before 9/30/2016)

• For settled reports issue a RNPR for newly submitted S‐10 
data by 10/31/2016 (If request prior to 9/30/2016)

• Amended or RNPR reports submitted to HCRIS within 10‐
days of acceptance or RNPR no later than 12/1/2026
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