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MEDICARE COST REPORT
UPDATE

* Agenda
» Regulation Changes Impacting Cost Reporting
» Recent Cost Reporting Changes
* Hospital
* Provider-based Hospice and FQHC changes
 Skilled Nursing facility
* Home Health Agency
» Federally Qualified Health Center
+ CMHC
* Rural Health Clinic

REGULATION CHANGES
IMPACTING COST
REPORTING

- ltems with potential Cost Report Impact

- Electronic Signature and Submission of the Certification and
Settlement Summary Page of the Medicare Cost Report

- Uncompensated Care — Calculation of Proposed Factor 3 for
FFY 2018

- Expiration of MDH Program
- Expiration of Temporary Low-Volume Payment Adjustment
» Rural Community Hospital Demonstration Program




ELECTRONIC SIGNATURE AND SUBMISSION
OF THE CERTIFICATION AND SETTLEMENT
SUMMARY PAGE OF THE MEDICARE COST
REPORT

- Currently

* Provider submits Cost Report to MAC electronically
- CD/USB Drive
- MAC Portal
- Email

- Certification Statement
- Must contain original signature

- Facsimile or stamped copy of signature unacceptable

- Must be mailed to MAC

ELECTRONIC SIGNATURE AND SUBMISSION
OF THE CERTIFICATION AND SETTLEMENT
SUMMARY PAGE OF THE MEDICARE COST
REPORT

* Proposed
- Allow electronic signature
- Placed on the signature line of the Certification statement

- Any format of the original signature that contains the first and last name of
the provider’s administrator or CFO (for example, photocopy or stamp) or

- An electronic signature that must be the first and last name of the
provider’s administrator or CFO entered in the “providers electronic
program”

- Cannot be “a symbol, numerical characters, or codes.”

8/11/2017



ELECTRONIC SIGNATURE AND
SUBMISSION OF THE CERTIFICATION AND
SETTLEMENT SUMMARY PAGE OF THE
MEDICARE COST REPORT

- Where electronic signature is elected:

+ CMS will add an electronic signature checkbox on the
certification page
- [ 11 have read and agree with the above certification statement. |

certify that | intend my electronic signature on this certification
statement to be the legally binding equivalent of my original
signature.

- Completion of both the electronic signature checkbox and the
electronic signature, placed on the signature line by the
provider’s administrator or CFO under the certification
statement, would together constitute an accepted electronic
signature

ELECTRONIC SIGNATURE AND SUBMISSION
OF THE CERTIFICATION AND SETTLEMENT
SUMMARY PAGE OF THE MEDICARE COST
REPORT

- Where electronic signature is elected:

- Provider may submit the Certification and Settlement Summary
page to the MAC using same method/timing of EC and Pl file
submission
- CD/USB Drive
- MAC Portal
+ Email

- Could still choose to sign the certification statement and mail to
MAC.
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ELECTRONIC SIGNATURE AND SUBMISSION
OF THE CERTIFICATION AND SETTLEMENT
SUMMARY PAGE OF THE MEDICARE COST
REPORT

* Final Rule Comments
- Proposed effective date cost reporting periods beginning on or
after October 1, 2017
- Option to use for cost reporting periods ending on or after
December 31, 2017
- HFS anticipates the ability to electronically sign and submit
certification for 12/31/2017 cost report period end providers
- Considerations
- “Signing" process within SaFE
- Possible that non-preparer to "sign"
- HFS software submission to MAC or CMS portals

ELECTRONIC SIGNATURE AND SUBMISSION
OF THE CERTIFICATION AND SETTLEMENT
SUMMARY PAGE OF THE MEDICARE COST
REPORT

- Comment: Many commenters supported the utilization of
technology to allow for the electronic signature of the Certification
and Settlement Summary page of the Medicare cost report and
further stated that this has been long awaited in the industry. The
commenters stated that allowing providers the option to
electronically sign the Certification and Settlement Summary
page will make the process easier, more efficient, and allow for
fewer errors than the current paper process. Commenters also
supported allowing facilities an option to continue using the
current paper process to manually sign the Certification and
Settlement Summary page.

- Response: We appreciate the commenters’ support.

8/11/2017



ELECTRONIC SIGNATURE AND SUBMISSION
OF THE CERTIFICATION AND SETTLEMENT
SUMMARY PAGE OF THE MEDICARE COST
REPORT

- Comment: One commenter suggested that CMS’ proposal was to
change the title of the signatory to the certification statement from
the provider’s administrator or “officer” to the provider’s administrator
or “chief financial officer” and disagreed with this alleged change,
n?fjting that many smaller providers do not have a chief financial
officer.

- Response: We disagree with this commenter’s characterization of
our proposal. Our proposal to allow providers the option to
electronically sign the certification statement on the Certification and
Settlement Summary page of the Medicare cost report, did not
include a proposal to change the title of the person required to sign
the certification statement. Section 413.24(f)(4)(iv) of the regulations
requires that the certification statement be signed by the “provider’s
administrator or chief financial officer.” We did not propose to change
the title of the person required to sign the certification statement. The
requirements pertaining to the title of the person required to sign the
certification statement remain the same.

ELECTRONIC SIGNATURE AND SUBMISSION
OF THE CERTIFICATION AND SETTLEMENT
SUMMARY PAGE OF THE MEDICARE COST
REPORT

- Comment: One commenter suggested that CMS change the title
of the person required to sign the certification statement on the
Certification and Settlement Summary page of the Medicare cost
report, citing that often the signor is someone other than the
provider’s administrator or chief financial officer.

- Response: We consider this comment to be outside the scope of
the policies we proposed in the proposed rule. We note that
§413.24(f)(4)(iv) of the regulations requires that the certification
statement be signed by the “provider’s administrator or chief
financial officer.”

8/11/2017



ELECTRONIC SIGNATURE AND SUBMISSION
OF THE CERTIFICATION AND SETTLEMENT
SUMMARY PAGE OF THE MEDICARE COST
REPORT

- Comment: One commenter suggested that CMS change the title
of the person required to sign the certification statement on the
Certification and Settlement Summary page of the Medicare cost
report, citing that often the signor is someone other than the
provider’s administrator or chief financial officer.

- Response: We consider this comment to be outside the scope of
the policies we proposed in the proposed rule. We note that
§413.24(f)(4)(iv) of the regulations requires that the certification
statement be signed by the “provider’s administrator or chief
financial officer.”

UNCOMPENSATED CARE —
CALCULATION OF PROPOSED
FACTOR 3 FOR FFY 2018

- FFY 2017 CMS did not ultimately use S-10 data
- Why?
- Perceived lack of clarity in the S-10 instructions
- Data should be subject to audit

- FFY 2018 CMS is proposing to use S-10 data
- Why?
- High correlation between S-10 Data and IRS Form 990

2010 71
2011 77
2012 .80
2013 .85

8/11/2017
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EXPIRATION OF MDH
PROGRAM

- MDH Program will expire 9/30/2017

- Previously extended by
- ACA
- ATRA
- Pathway for SGR Reform
- PAMA
- MACRA

EXPIRATION OF MDH
PROGRAM

- MDH Program will expire 9/30/2017
- MDHs will be paid based on the IPPS Federal Rate effective
10/1/2017
- MDH can apply for SCH status (under certain conditions)
- MUST apply for SCH status by 9/1/2017
- MUST request effective date of 10/1/2017

- If not requested by 9/1/2017 then effective date 30-days after CMS
written notification of approval

Urban s Sta s B o G




EXPIRATION OF MDH
PROGRAM

- Comment: Several commenters indicated that hospitals in
their States would experience payment decreases as a
result of the expiration of the MDH program. One
commenter urged CMS to work with Congress to
permanently extend the MDH program. Another commenter
indicated that it would continue supporting congressional
efforts to protect the MDH program.

- Response: We appreciate the commenters’ concerns about
the expiration of the MDH program. However, CMS does
not have the authority under current law to continue the
MDH program beyond the September 30, 2017 statutory
expiration date.

EXPIRATION OF TEMPORARY
LOW-VOLUME PAYMENT
ADJUSTMENT

- ACA modified LVA for FYs 2011 and 2012

- Extended through FY 2017 by MACRA

- More than 15 miles from another subsection (d) hospital
- Less than 1,600 Medicare discharges

- Sliding scale adjustment factor

- Will revert to previous policy 10/1/2017
* More than 25 miles from another subsection (d) hospital
- Less than 200 discharges (not just Medicare)
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EXPIRATION OF TEMPORARY
LOW-VOLUME PAYMENT
ADJUSTMENT

- Will revert to previous policy 10/1/2017
* More than 25 miles from another subsection (d) hospital

- Less than 200 discharges (not just Medicare)

- Hospital MUST request in writing prior to 9/1 of FFY

- That it meets discharge requirements (under 200 discharges) in
most recently submitted cost report

- That it meets mileage requirements

- 25% payment adjustment will be applied within 30 days of
the MAC’s low volume determination

EXPIRATION OF TEMPORARY
LOW-VOLUME PAYMENT
ADJUSTMENT

- Comment: One commenter questioned whether CMS would
be making any claims processing or cost report changes in
light of the expiration of the temporary changes to the low-
volume hospital payment adjustment.

- Response: With regard to the comment regarding revisions
to claims processing or the cost report, any such changes
will be addressed through subregulatory guidance or other
avenues, as appropriate.

8/11/2017
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RURAL COMMUNITY
HOSPITAL DEMONSTRATION
PROGRAM

- Qualifications
- Located in rural area
- Fewer than 51 beds
+ 24-hour ER care
- Not designated as CAH
- Located in States with low population densities

- Provisions of the 21st Century Cures Act
- Extended for an additional 5 years
- Will solicit additional hospitals

- Reimbursed at reasonable costs subject to a Target limit

MEDICARE COST REPORT
UPDATE

* Agenda
» Regulation Changes Impacting Cost Reporting
» Recent Cost Reporting Changes
» Hospital
* Provider-based Hospice and FQHC changes
 Skilled Nursing facility
* Home Health Agency
» Federally Qualified Health Center
+ CMHC
* Rural Health Clinic
* Hospice

8/11/2017
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2552-10 TRANSMITTAL 10
GENERAL

- 2552-10 T-10

- Effective for cost reporting periods beginning on or after 10/1/2015
(Same as T-9)

- Some provisions retroactive

- CMS Published T-10 on November 17, 2016

- https://www.cms.gov/Regulations-and-
Guidance/Guidance/Transmittals/2016-Transmittals-
Iltems/R10P240.html?DLPage=1&DLEntries=10&DLFilter=R10&DLSort=
1&DLSortDir=descending

- HFS was approved by CMS for Transmittal 10 on January 30, 2017
- HFS released Transmittal 10 on February 3, 2017

23

2552-10 TRANSMITTAL 10
GENERAL

- 2552-10 T-10
- Major provisions of T-10
- New Worksheet N series for hospital-based Federally Qualified 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

- CMS Clarification — O Series effective for cost reporting periods beginning on or
after 10/1/2015 AND ENDING ON OR AFTER 9/30/2016.

24
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2552-10 TRANSMITTAL 10

- Worksheet S — As with other form sets CMS is adding the
OMB expiration date.

AND

[PART I - COST REPORT STATLS

DRAFT FORM CMS-2552-10 4090 (Cont.)
This tepoet is pequired by bew (42 USC 1394g 42 CFR 413 200b)). Fadwre 1o sepoet can vl in oll interi. FORM APPROVED
payments made since the beginning of the cost reporting period being deemed overpayments (42 USC 13955 OMB NO. 0935-0050
EXPIF 753
HOSPITAL AND HOSPITAL HEALTH CARE | PROVIDER CO™ [ PERIOD [ WORKSHEET 5
[COMPLEX COST REPORT CERTIFICATION FROM PARTS 111 & 0T
| TO

SETTLEMENT SUMMARY

Provider use oaly

Electronically filed cost neport Date: Time:

L[]

2. [ ] Manually submnuitted cost report

3. [ ] If this s an amended repon enter the number of times the provider resubmitted this cost report
1]

4 Medicare Utilization. Emter “F~ for full o “L" for low.

Contractor 51 1Cost Report Stams 6. Date Recenved: 10, NPR Date: _ ]

use only (1) As Submsitted 7. Contracior No.:. 11 Contractor's Vendor Code:
(2) Settled without sudit £ [ ] Initild Report for this Provider CON 12.[ ]1fline %, column 1 s 4: Enter mamber of
(3) Settled with audst 9. [ ] Final Report for this Provider CCN times reopened = 0-3.
(4) Reopened

{5) Amended

PART 11 - CERTIFICATION

25

2552-10 TRANSMITTAL 10

- Worksheet S-2, Part |:
- Added line 171, column 2 to capture section 1876 Medicare days.

- These days will be reported on Worksheet S-3, Part |, line 2, column
6 BUT are not reported on PS&R 118 report.

171.00|Ifline 1675 "Y", does this provider have any days for individuals enrolled in section 1876 Medicare cost plans reported ¥ 140
lon Wkst. 5-3, Pt. I, line 2, col. 62 Enter *Y" for yes and ™N” for no in column L. If column 1is yes, enter the number of
lsection 1876 Medicare days in column 2. (see instructions)
26
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- Worksheet S-3, Part Il:

2552-10 TRANSMITTAL 10

- Effective for cost reporting periods beginning on or after 10/1/2015,
lines 14.01 and 14.02 replace line 14.

[OTHER WAGES & RELATED COSTS
11,00 |Contract labor: Direct Patient Care 350,000 [ 350,000 7,000.00 50.00| 11.00
12.00 (C : Top level nt and other d 0 L] 0 0.00 0.00| 12.00
ladministrative services
13,00 |Contract labor: Physidan-Part A - Administrative 0 0 0 0.00] 0.00] 13.00
14,00 |Home office andjor related orgainzation salaries and wage-related costs 0 L] 0 0.00 0.00| 14.00
4.01|Home office salaries 0 0 0 0.00 0.00| 14.0
4.02 |Related organization salaries 0 L] 0 0.00 0.00| 14.03
IS0 [Fome othice: Physican Part A - Adminsoatve T T T (L) U005
16.00 [Home office and Contract Physicians Part A - Teaching 0 0 0 0.00 0.00| 16.00
27

- Worksheet S-3, Part Il:

2552-10 TRANSMITTAL 10

- Effective for cost reporting periods beginning on or after
10/1/2015, wage related costs reported on lines 25.50 —
25.53 and not combined above.

OTTIR WAL I
10,00 [Conract kabwor: Dwect Pasern Care 390,000 [ 350,000] 7,000.00] 0.0
12,00 [Coniract iaber: Tog level management and other management and | [ af .00 (X
facbrarmab e seroers
1200 ot babor: Phicion-Pard & - Admrisbrater of 8| a| X
1400 bome efice andjor related orpanzation salanes and wage related costs 9 o o 9.00)
14,01 pome office ealanes 9 of o 0.00]
14.07 Ririabed orgarsraton salares. L [ al .00
15,00 Home office: Phscen Part & - Admnstrstve Ll o | 2.00]
1600 praome office and Con act Phivecians Part A - Teadwy L] of a 0.00
WAGE RELATED CO5TS. |
17.00[Wnge reinted coats {rore) {soe rsTuctons) 2.257,063] 0| 2.257,063
£ costs fother) E12,5H of L2514
10,00 Exchaded aress 40,075 o 20,073
20,00 on pivysican aneathetst Pret A [ [ 0
21,00 pion-physican anesthatist Part 8 5,307 of w7
72,00 Prepscian Part A - Admirsstr abion [ [ ]
22,01 Phsdan Part A - Teaching 73,47 [ 7340
2000 Phipscen Pt B 124,393 [ 124,752
4,00 (Minge eelated et JHCFGHT) 25,305 [ 25,108
intes &residents (n an soproved program) ]| | 54,502
25,50 rome office wage related [l [ 0
Firkatesd or s ator: wage triatrd 8| [ ]
iome office: Fhipsicien Part A - Admnsiratve - moge-related L o |
friome céfice & Corrbiact Fvyicians Part A - Teaching - wageselated [ [ ]

8/11/2017

14



8/11/2017

2552-10 TRANSMITTAL 10

- Worksheet S-3, Part |V:

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/AcutelnpatientPPS/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.

Lines 8 8.01, 802, and 8.03--Effective for cost reporting periods beginming prior to

9|

August 1, 2 complete line 8 if the hospital has purchased or self-funded insurance. Effective
Jor cost reporting periods beginning on or after August I, 2016, compiete line 8.01 if the hospital
has self-funded insurance without a TPA. Coamplete line 8.02 if the hospital has self-funded
insurance with a TPA. Complete line 8.03 if the hespital purchases health insurance. (See the
instructions under Worksheet S-3, Part II, regarding health insurance as a wage-related cost for
the wage index). 29

2552-10 TRANSMITTAL 10

- Worksheet S-3, Part |V:

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/AcutelnpatientPPS/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.

|HEALTH AND INSURANCE COST |
8,00 [Health Insurance (Purchased or Self Funded) ol 8.0
8.01[Health Insurance (Self Funded without a Third Party Administrator) o 8.0
8,02 [Health Insurance (Self Funded with a Third Party Administrator) o 8.0
8.03[Health Insurance (Purchased) 524,125| 8.0
9,00 [Prescription Drug Plan 75,8496 9.0

30
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2552-10 TRANSMITTAL 10
WORKSHEET S:5

=
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2552-10 TRANSMITTAL 10

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.

32
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2552-10 TRANSMITTAL 10

Worksheet S-10:

Line 20--

Eor cost reporting periods beginning prior to October 1. 2016

Enter the total initial payment obligation, measured at full charges. of patients who are given a full or partial discount based on the hospital's charity care
criteria for care delivered during this cost reporting period for the entire facility. Include charity care charges for all senvices except physician and other
professional services. Do not include charges for patients given courtesy allowances. Charges for non-covered services provided to patients eligible for
Medicaid or other indigent care programs (including charges for days exceeding a length of stay limit) can be included, if such inclusion is specified in
the hospital's charity care policy and the patient meets the hospital's charity care criteria. Do not include charges of uninsured patients who do not
meet the hospital's charity care criteria for a full or partial discount.

Enter in column 1, the full charges for uninsured patients and patients with coverage from an entity that does not have a contractual relationship with the
provider. Enter in column 2, the deductible and coinsurance payments required by the payer for insured patients covered by a public program or private
insurer with which the provider has a contractual relationship that were written off to charity care. Do not include in column 2 amounts of deductible and
coinsurance claimed as Medicare bad debt

Eor cost reporting periods beginning on or after October 1. 2016:

Enter the actual charge amounts for the entire facility, except physician and other professional senices that were: (1) determined in accordance with the
hospital's charity care criteria/policy, and (2) were written off to charity care during this cost reporting period, regardless of when the senices were
provided. Do not include charges for patients given courtesy discounts or charges for uninsured patients with or without full or partial discounts who do
not meet the hospital's charity care criteria. Charges for non-covered semvices provided to patients eligible for Medicaid or other indigent care program
(including charges for days exceeding a length of stay limit) can be included, if such inclusion is specified in the hospital's charity care policy and the
patient meets the hospital's charity care criteria.

Enter in column 1, the total charges, or the portion of the total charges, written off to charity care, for uninsured patients, and patients with coverage
from an entity that does not have a contractual relationship with the provider. The portion of total charges is the amount the patient is not responsible for
paying (e.g., 100% of charges if the patient qualified for 100% discount or 70% of charges if the patient qualified for a 70% partial discount). Enter in
column 2, the deductible and coinsurance payments required by the payer for insured patients covered by a public program or private insurer with which
the provider has a contractual relationship that were written off to charity care. Do not include in column 2 amounts of deductible and coinsurance
claimed as Medicare bad debt

2552-10 TRANSMITTAL 10
WORKSHEET A

Wage index clarifications
- Report Contract labor costs in column 2 “other”

- And report in appropriate cost center where possible

Column 2-Report in each cost center the cost incurred for contract labor, both wage and wage-related contract labor cost, for senices
contracted by the hospital. the home office. or related organizations. If necessary, reclassify contract labor costs to the cost center benefiting
from the contract labor services (see column 4 instructions). In addition, all other costs not reported in column 1 must be reported in column 2.

34
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2552-10 TRANSMITTAL 10

Worksheet A-8-1 — Correct placement of contract costs (also on
A)

Part A--Cost applicable to home office costs, services, facilities, and supplies furnished by
organizations related to vou by common ownership or control are includable in vour allowable
cost at the cost to the related organizations. However, such cost must not exceed the amount a
prudent and cost conscious buyer pays for comparable services, facilities, or supplies that are
purchased elsewhere. Costs for services provided by a home office or related party, including
employvee or contract labor, must be assigned to the most closely matched cost centers on
Worksheet 4, (lines 4 through 17). When portions of home office or related party costs, including
employee or contract labor costs, pertain to movre than A&G, assign the applicable costs to the
corresponding most closely matched cost centers on lines 4 through 17 of Worksheet A. For
example, if the home office cost included contracted housekeeping services, the contract labor
costs must be reported on Worksheet A, line 9, and reflected on Worksheet A-8-1, referencing
Worksheet A, line 9, in column 1.

35

2552-10 TRANSMITTAL 10
WORKSHEETS B — D SERIES

- No significant changes

36
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2552-10 TRANSMITTAL 10

Worksheet E, Part A— New line for Islet Isolation add-on
Payment. Previously in new technology payments

Line 54-Enter the special add-on payment for new technologies (see 42 CER §§412.87 and 412.88). Include in the add-on payment for new
technologies payments associated with Model 4 BPCI

Line 54.01-Enter the special add-on payment for islet isolation cell transplantation (see CR 9570)

e 0635 lerod
CALCLLATION OF REIMIURSEMENT ST TUIMENT N P Warkshest L, Part A
o [T T
it XViLL Heaoit | =
[ 1.00 L0 | 20

54.00[50ecial add-on payments for new technologes 000 00
54,01 skt wolation add-on payment wo
S5.00 Pt crgan aceuition eost (Wist, DA PL T, eal. 1, bne 54) 11,506 5.00
.00 4 phy  sericesin s f ) 15419 86,00 37

2552-10 TRANSMITTAL 10

Worksheet E-1, Part Il — HIT Payment

4031.2  PartII - Calculation of Reimbursement Settlement for Health Information Technology-

THIS PART IS COMPLETED BY THE CONTRACTOR FOR STANDARD COST
REPORTING PERIODS AND BY THE CONTRACTOR FOR NONSTANDARD COST
REPORTING PERIODS. Do not complete this worksheet for cost reporting periods beginning
on or after October 1, 2016.

38
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Worksheet E-3, Part IV

Line 1-Enter the net Federal LTCH PPS payment including short stay outlier payments. Obtain this information from the PS&R and/or your

records.

Complete lines 1.01 through 1.04 for discharges occurring in cost reporting periods beginning on or after October 1, 2015, See 42 CFR

412.522. These amounts may be obtained from the PS&R and/or your records

2552-10 TRANSMITTAL 10

lines 1.01 through 1.04, and must reconcile to line 1

NOTE:  The amounts on lines 1.01 through 1.04 are for informational purposes only. The amount on line 1 above includes the amounts on

Line 1.01-Enter the full standard LTCH PPS payment
Line 1.02-Enter the short stay outlier standard payment amount

Line 1.03-Enter the cost-based site neutral payment amount.

Line 1.04-Enter the LTCH PPS comparable site neutral payment amount, which may include high cost outlier payments

39

Worksheet E-3, Part IV

2552-10 TRANSMITTAL 10

frov 9 192007 |period
[CALCULATION OF REIMBURSEMENT SETTLEMENT erom: 1ojo1/2015 | WorksheetE-3, Partv
To: 08/31/2016
Title XVIIT Hospital PPS
100

PART IV - MEDICARE PART A SERVICES - LTCH PPS

1.00 [Met Federal PPS Payments (see instructions)

4,773,370 L.00

1.01 |Full standard payment amount

1.02 |Short stay outlier standard payment amount
1.03 |Site neutral payment amount - Cost

1.04Site neutral payment amount - IPPS comparable
2.00|Outlier Payments

3.00 |Total PPS Payments {(sum of lines 1 and 2)

2,617,280 1.01
927,863 102

94,960| 103
437,770 1.04]
301,973| 2.00]

5,075,343| 3.00

40
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8/11/2017

2552-10 TRANSMITTAL 10

Worksheet |-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 |, for cost reporting periods
beginning prior to October 1, 2015, and on or after October 1, 2015.

- Revised edit 10050I.

Worksheet I-2 and |-3:

- Clarified instructions for lines 14 and 15 to include all ESA costs on
I2|r(1)e1 14 for cost reporting periods beginning on or after October 1,
6.

- Modified line 14 description and shaded line 15.

41
2552-10 TRANSMITTAL 10
Poser  jaoes [pevind
ANALTSLS OF RENAL DIALYSLS DEPARTMENT COGTS Tom: WO Worksheet [-1
frmponent 143530 fro: 093012016
fienal Dialysis
Tatal Cesls Bass Statislics S o i
100 00 300 400
1.00 RECISTERED MURSES 150, 000 (HOURS OF SERVICE 7,700 .74 o0
2.00 | ICENSED PRACTICAL NURSES G[HCURS OF SERVICE 0.00 ace 200
200 PRURSLES AIDES 26, 130|HOURS OF SCRVICL 100 0.8 Jm
400 [TRCHMICTANS 45,000 | HOURS OF SERVICE 544000 2.62] 400
.00 BOCIAL WORKFRS 25,000 | HOLRS OF SERVICE 2,700 134 5.00
6.00 PIETICIANS 16,412{HCURS OF SERVICE 2,178.00 105|600
F.00 PHYSICIANG 155, 509 | ACCUMULATED (o5 100
B00 NON PATIENT CAAE SALARY 18,000 ACCLMULATED COST A.00
9.00 [SUBTOTAL (LM OF LINES 1) 435,051 5.00
10,00 EMPLOYEL DENCFITS DisaLaRY 10.00
VLONEATITAL RELATED ECETS OGS | preyioysly ESAs were subtracted from PKANIE FEET 03
12.00 {EAPTTAL RELATED COSTS -0V, B ) |PERCENTAGE OF TIME 12,00
13.00 MACHINE COSTS & REPAIRS Worksheet B pharmacy allocation 370, 573|FERCENTAGE OF TIME 13.00
1400 SUPPLIES (sometimes resulting in negative QUIESITICNS o0
s i amounts on line 25). With T-10 ESA’s will —3"“’ AERHTIRG A
16.00 {OTHER ) - . 300,500 [ACCUMULATED COST 16,00
1700 A s or Lnes 9-i5+ | De included on line 15 and specifically L1190 1700
1m0 CantTa rRATED CosTsAnGs. [ excluded on the 1-3 allocations. 15,315|SOUARS FEET 1800
18,00 {CAPTTAL RELATED CESTS 40V, 13, ™E 19,00
20,00 EMPLOYEL BENLF TS DEPARLTMENT 15,000 | SALARY 20.00
2100 ADMINISTRATIVE & GENERAL 20, L35 ACCUMULATED Q05T 2100
22.00 MAINT, REPAINS CPER HMOLEFKEEPING 35,915 |SQUARE FEET 3200
23.00 MEDICAL EDUCATICN PROGRAM COSTS o 10
24.00 ICENTRAL SLRVICE 5 SUPFLILS 17, &7 7| REQUESITIONS 24.00
25,00 PHARMACY | A, EAREQUISTTIONS. 25.00
26.00 [STHER, ALLCCATED COSTS CMULATED COST %0
Z7.00 FUSTOTAL (SUM OF LINES 17-26)* 1,275,913 2rm
2800 L ABCRATORY (SEF TNSTRUCTTONS) 15,064 | CHARCES 25,250 B.00
29.00 RESPIRATORY THERAPY (SEF INSTRUCTIONS) 3,708 (CHARCES 6,500 .00
30,00 [OTHER ANCILLARY o|cHARGES 0 30.00
FLO00[TOTAL COISTS {508 OF LINES 27-30) 1,234,215 nm
*Line 17, coluren | sheuld agree vash Werksheet &, colamn 7 for Ine 74 or Ine 94 25 appropriate,
and Ine 27, column 1 should sgres wath Part I column 24, less the sum of columns 21 and Z2_for Ine 74 or kne 94 a5 aporoonate.
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2552-10 TRANSMITTAL 10

Worksheet [-1:

Modified instructions for lines 10 through 16, revising the effective

Te0as
B o PEPARTHENT COSTS T m LT Worlaheet 1
omponent 00143540 [ 03302015
el s
amirer s e risen e Sy e b PR [N | il bt rill IR Ll AL
s | e T -
T ] T ] [ [ T [ ] ) ]
el e ot ot (| =LA 80,000 I 15050 X0 A e AN 000 [T
| manmmancy . . ,
| 200 pemodsies [ Z064] '.'.s.u:n] s.‘.us| |.4a1[ oa.-!l :.::o] 3| 574 T 196,468 [
| 00 ptermerint perines 6457 2.7 15,004 0,054) Lan] s00) 5] Loos] R ST el e
TRARING
| 4t oot T 0. T e [E o) =X 1059 oL X X
B e [ o o [ [ o o [ [ o [
| selewo 4 o o I 4 o o I o ol &
oo 4 o o I 4 o o I 8 o ol
o
F q ol ol ql q o] ol ql q ol o s
s @ 9 9 [ @ 9 9 [ @ 9 0 s
2 @ 9 9 [ @ 9 9 [ @ 9 o =
ol 9 9 9 g 9 9 2 9 i
v v 7 ; ; v Note that ESA  [i=
o of o u/ of w
e H H "
] not included in
4 9 o 9 8 o o . ol
s | w000 pree 150 oo wan) «+ total allocation |
o
| 900 ot el Conts e 37 + o 281 T I T | o

Modified line 14 description and shaded line 15.

43

2552-10 TRANSMITTAL 10

Worksheet M series:

- Modified instructions to convey that the Worksheet M series no longer a%plies to hosg%tial-
c .

based FQHCs, effective for cost reporting periods beginning on or after October 1, 2
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 separatel%aduate medical education (GME) payment is calculated for the
hospital-based RHC or FQHC.

Worksheet N series:

- Effective for cost reporting periods beq\llnning 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:

- Moadified 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.

b

8/11/2017
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MEDICARE COST REPORT
UPDATE

* Agenda
» Regulation Changes Impacting Cost Reporting
» Recent Cost Reporting Changes
* Hospital
 Provider-based Hospice and FQHC changes
 Skilled Nursing facility
* Home Health Agency
» Federally Qualified Health Center
+ CMHC
* Rural Health Clinic

PROVIDER-BASED
HOSPICE

- O series added for Provider-based hospice reporting
effective for cost reporting periods beginning on or after
10/1/2015 and ending on or after 9/30/2016

- Hospital — 2552-10 Transmittal 10

- HHA — 1728-96 Transmittal 17

+ SNF — 2540-10 Transmittal 7

- Hospice Identification Worksheets also added Parts Il
and |V to replace | and Il for cost reporting periods
beginning on or after 10/1/2015 and ending on or after
9/30/2016

 Hospital — 2552-10 Worksheet S-9

- HHA — 1728-96 Worksheet S-5

- SNF — 2540-10 Worksheet S-8

46

8/11/2017
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PROVIDER-BASED
HOSPICE

- 2552-10, 2540-10 and 1728-96 all use similar Hospice

forms:

- Worksheet O — Analysis of -Based Hospice Costs

- Worksheet O-1 — Analysis of -Based Hospice Costs for Continuous Home
Care

- Worksheet O-2 — Analysis of -Based Hospice Costs for Routine Home Care

- Worksheet O-3 — Analysis of -Based Hospice Costs for Inpatient Respite Care

- Worksheet O-4 — Analysis of -Based Hospice Costs for General Inpatient Care

- Worksheet O-5 — Cost Allocation — Determination of -Based Hospice Net
Expenses for Allocation

- Worksheet O-6, Part | — Cost Allocation - -Based Hospice General Service
Costs

- Worksheet O-6, Part Il — Cost Allocation - -Based Hospice General Service
Costs Statistical Basis

- Worksheet O-7 — Apportionment of -Based Hospice Per Diem Costs

- Worksheet O-8 — Calculation of - Based Hospice Per Diem Costs

47

PROVIDER-BASED
HOSPICE

Hospice Identification Data, Parts | - IV:

- Effective for cost reporting periods beginning on or after
October 1, 2015, hospital-based hospices will no longer
complete Parts | and I, but will complete the new Parts Ill and
V.

48
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PROVIDER-BASED
HOSPICE

Worksheet S-9, Parts | - |V:

Provider CONe 14-0635 [Periad
HOSPITAL AASET HOSPICE INENTIFICATION DATA [erom: 1200 w"hf.:ll:;z'l ':".“Ts 1
Hongucm CONL: 14-1580 [T: 09/30/20 16
Fowgce T
rupicated Days
0
T XV ] T KT | et [ e = i ] Mot [Tl ok
| 1.00 | 100 | 3.00 | 400 1 5,00 | .00
[_Jeanta- BEFORE OCTUBER 1, 2015
1.00 Hempice Contirunus Home Care Loo
2,00 Haspeee Routive Home Care I | | I ] 2.00

.00 Morspicr: Snpartienst Alespite Care: 2,00

o oo Appropriate Parts will -

Parl 11 - CENSUS DATA FOR COST REPORTING PERIODS

e e e |OCK” bDased on cost i

.00 average Length of Stay ine S [line 6) a.00

rti iod .
INOTE: Parts 1 and L1, colurns 1 and 2 s ndude the days repor! repo Ing perlo .
ART TT1 - FNROLLMENT DAYS FOR COST REPORTING PERTONS REGTNNTNG ON OR AFTFR DCTORER 1, 3015
Trte Xt Tite XX Other ‘°?‘J\(’;“g%’k
10,00 Hospos Contruous Home Care ) [] = e 10.00
1100 Hospos Houtrs Home Care 0 0 2m 50 1100
1200 st Inpatient descite Care El 0 1] w 1200
13.00 Hosmios General inpatent Care 4 0 9| % 13.00
ol Bespice Dy 3 [ 250 3 14.00
PART IV CONTRACTED STATISTICAL DATA FOR COST REPORTING PERTO0S BEGENNTNG ON OR AFTER OCTORER 1, 2015
15.00 Homace brmaber Hesoile Care 12 u| 4 w] 15.00
16,00 Hosee. J Inoabent Care o o of o 16.00
[rovider coN: 140635 fpernd
AL VSIS OF S -BASED HOSRICE COSTS roe: 0o Werkehent O
Momice OO 141590 fre: 0
I Home |
| SALARES | oner '“‘hﬂ :_L‘; 1 | ERAETY SETOTAL | ADNETMENTE Ym‘("‘[_';'“
| L 1 P .00 1 400 5.0 | 6.00 .00
SENERAL SERVICE COST CENTERS,
0100 [CAP AEL COSTS DG B FDT™ 9] 5,481 0 5481 1.0
| 0200 [CAF AEL COBTS-MVILE ECUIR= 13,71 [ 13,751 [ nm| zoo
0300 [EMP O RENEFTTS DERARTMENT™ 7,5%) o) 1M o 611 100
(400 [ADMINETRATIVE A GENERAL® 5,423 4 12,778 o 2 40
0500 PLANT OPERATION & MASNTENANCE 3,65 4 b 9 n688| .00
0600 [LALPORY & LTNEN SERICE™ ™5 o) 2,34 g 234| E0
G700 PROUSDEERING* 500 L L544| L] L 7o
a0 [otETARY™ il 4 3 o w3 nw
900 PARETHG ADMIMISTRATION™ 1777, o) 5,377 0 s3m| a0
1000 [ROUTDVE MEDICAL SUPRLIES® 906 4 3,401 o 3,402 10.00
1300 MEDICAL RECORDS 432 4 1,233 o 1233|100
1200 [STAFF TRANSPORTATION® 144 0l = 0 Bss| 12.00
1300 [VOLUNTESR SERVICE CODRDINATION® =2 ) 4 o 7| 100
1400 PHARMACY™ 1,38 o 2,77 0 1,767 1400
1500 PHYSICIAN ADMINISTRATIVE SERVICES® o) 9 9| 9 o 1500
1600 [OTHER GENIAAL Siaces ol o 2l A o o .00
170 17,00
swcrmmorowes] © VW B
25,00 2800 [IeaTIET CARE-C . . : . o
| me pemomesng © Direct Patient Service Costs will flow from Worksheets H
27.00| I PURSE PRACTTTION 01 through O-4 L)
20.00| 2800 FEGISTERED o
00| 900 ket [ [ of o
30.00| W00 PHYSICAL THERAPY™" 8.3F 4002 9l »R 0
3100 OCCLEATIONAL THESAET*= o o 9| 0| 8
T2.00] 100 (SPEECHAANGLIAGE PATHOLOGY™ [ 0 ol of o
33.00| 3300 MEDICAL SOCIAL SERVICES®® 2,542 518 9| 3057 o
34.00| 300 [SERITUAL COUPGELING ™ | o) 0 0| 0
35.00] 100 [PIETARY COUNSELDG™" [ ol of o
36.00| 300 |COUPEELDNG - OTHER™® 9 9 9| )
37.00| 3700 PROSFICE ADE & HOMEMARER SIRVICES 4120 1,574 9| 5,791 o
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PROVIDER-BASED HOSPICE

02 Hospee |

_WORKSHEET O-1 - 0-4

Tl ]|

Lo}

0.1 Mousien | -
L

Aciabpa of Motsts Sand v
3

120 e AT P 0TI PO T PATENT BT o

T I T T — .

prve )

—

WTB for Direct Patient Service Costs

Results will flow to Worksheet O, lines 25 — 26

Any A-6 or A-8 adjustments impacting Hospice direct
patient care must be manually entered in columns 4
and 6

0O-1 — Continuous Home Care

0O-2 — Routine Home Care

0-3 — Inpatient Respite care

0O-4 — General Inpatient Care

sETEE

51
WORKSHEET O-5
Frovider
bern: 140638 [Prrind
jcosT 8BF EXPENSES FOR ALLOCATION)| [From; 1012015 Wrksheet C-5
fogpice i 4
leon: 14-1550 Ta: 09/ 30{2015
Hnspire [
LMEE?ST TOTAL EXFLNSES
Desorpbons rstructions) (m of cols, 14+ 2
] 1 ] 30
tmmu SERVICE COST CENTERS
1o REL COSTSEUDG B FIT F=R 31 A0 x,3 100
2.00|CAP REL COSTS-MVELE EQUDS 13,751 4, 163] 17,914 00
3 M1 300
B w 4 " M H P
smppmerneswea | o “Bridges the Gap” between Hospice Direct 2z a0
5.00 PLANT OPERATION & MAINTENAM 17,073 00
S0 NAE AL Sy e costs and HHA overhead. i g
8,00 [CIETARY . NO |npUt 03| e0o
9,00 HURSTNG ADMINISTRATION 15,434 o0
10,00 ROUTINE MEDICAL SUPPLIES 3,818 10.00
1100 MEDICAL RECORDS - 28351 1100
12,00 [STAFF TRANSPORTATION BA5 855) 1200
13,00 [VOLUNTEER SERVICE COORDINATION ™7 M7 13.00
14.00 PrHaRMACT A 1,2 5149] 1400
15.00 PHrSICTAN ADMINISTRATIVE SERVICES a aj 1500
15.00 |OTHER. GENERAL SERVICE a 0 al 16.00
17.00PATIENT RESIDENTLAL CARE SLRVICLS 241 2411 17.00
LEWFL OF CARF
50,00 paCSPICE CONTINUOUS HOME CARE 13,6590 15,696] 50000
51.00 POSRICE ROUTINE HOME CARE 10,955 10,956] £1.00
52.00 HOSPICE INPATIENT RESPITE CARE G404 G,404] S200
53.00 (HOSPICE GENERAL INPATIENT CARE 19,256 19,256 53.00
NONRLIMBURSABLL COST CLNTLRS

60,00 VEMENT PROGRAM 1,135 1,135| 60.00
G100 VOLUNTEER PROGRLAM L o s100/2
£2.00 FUNDRAISTNG i} 0] EL00

8/11/2017
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Worksheet O-5 combines the Hospice Direct

costs (Worksheet O) with the facility overhead

costs (Worksheet B)
0-5 2552-10 2540-10 | 1728-94 | O-5 2552-10 | 2540-10 | 1728-94
Line B, Line B, Line |B, Line |Line B, Line B, Line |B, Line
1 1 1 1 10 14 10 N/A
2 2 2 2 11 16 12 N/A
3 4 3 N/A 12 N/A N/A 4
4 5, 11 and 4 5 13 N/A N/A N/A

12
5 6and 7 5 3 14 15 11 N/A
6 8 6 N/A 15 N/A N/A N/A
7 9 7 N/A 16 18,20and 15 and N/A
23
14

8 10 8 N/A 17 17 18

PROVIDER-BASED HOSPICE
WORKSHEET O-6 PARTS |

* Part|-Stepdown of overhead costs
* Part Il - Statistics for the stepdown
* Note:

* No provision for basis changes or
v subscripts hospita-Based Hospce Geners Serce Co

1
a t.;ts ALLOCATION - 94 SASED HOSHCE GENERAL
¥ICE COSTS

27



PROVIDER-BASED HOSPICE
WORKSHEET O-7

[Presider CON: 140835 Peried
T — , ;
benice cosTs me e oF cane o Rr f" ;:":'m Workaheet 07
et
From what, €, Pat| Cost to e Charges by LOC {from Provider Records) ‘Shared Service Costs by LOC
Cott Corte Demtergtors L Col Hiew Mabia — | — — — | Jrec foal 3 x ol [t ‘_cnhm.-lmwku Taen,
a 3 9 5
D % % % = o 7 oy
n.sz«[@! s,d )| =17 500
LeE0s [ 0| 0| [
055053 | L] 0| 0| [}
0.516428 9 L] 0| 0
063760 2.395) L180) 7 L]
o..rm L | o [}
0,B50467 | L o| o
.00 MEDICAL SUPPUIES CHARCED TO PATIENT 0. 440725 | 2040 1.455) o| s
pgproan o o o q
2.0 Pt (e o et 7231 5,4 3,5 1
e Purpose —To allocate Hospital ancillary costs
to Hospice if applicable
» Allcharges are “total” charges, not charges
from PS&R
55
E’C”;" e 140635 [Period
ICALCULATION OF SNF-BASED HOSPICE PER DIEM COST [From: 10/01/2015 Worksheet 0-8
!gﬁfi‘e 141590 [To: 09/30/2016
Hospice T
TITLE XVIIT TITLE XIX
MEDICARE MEDICAID TOTAL
1.00 | 2,00 3.00
IHOSPICE CONTINUQUS HOME CARE
1.00[Total cost (Wkst. -6, Part I, col. 18, line 50 plus Wkst. 0-7, col. 5, ine 11) 39,102| 100
2.00{Total unduplicated days (Wkst. 5-, col. 4, line 10) 40| 2.00
3.00{Total average cost per diem (ine 1 divided by line 2) 977.55| 3.00
4.00|{Unduplicated program days (Wkst. 5-3 col. as appropriate, line 10) 0 0 4,00
5.00|Program cost {ine 3 times line 4) 19,551 0 5.00
HOSPICE ROUTINE HOME CARE
6.00{Total cost (Wkst. O-6, Part I, col. 18, line 51 plus Whst. 0-7, col. 7, line 11) 34,583 6.00
7.00{Total unduplicated days (Wkst. 5-3, col. 4, line 11) 480| 7.00
8.00 |Total average cost per diem (ine & divided by . . . 72.08 8.00
.0 Undpicstec program days (st 53, 0.y © PUrPose —To compute Medicare and Medicaid 500
10.00 |Program cost {ine 8 times line 9) 10.00
HOSPICE INPATIENT RESPITE CARE cost by LOC
11.00Total cost (Wkst, O-6, Part I, col. 18, ine 52 w " . 33,088| 11.00
.
12.00 Total undupiated days (Whst, $9, <ol 4 I No “Settlement” for Hospice payments 20| 1200
13.00Total average cost per diem (iine 11 divided b: 634.80| 13.00
14,00 |Unduplicated program days (Wkst. 5-9, col. a¢ 14.00
15.00|Program cost (ine 13 tmes Ine 14) | 31,740] o 15.00
HOSPICE GENERAL INPATIENT CARE
16.00Total cost (Wkst. 0-6, Part I, col. 18, line 53 plus Whst. 0-7, col. 9, line 11) 121,592| 16.00
17.00 Total unduplicated days (Wkst. 5-3, col. 4, line 13) 40| 17.00
18.00|Total average cost per diem (ine 16 divided by line 17) 3,039.80| 18.00
19.00 |Unduplicated program days (Wkst. 5-9, col. as appropriate, line 13) 40 0 15.00
20.00 [Program cost (ine 18 times line 15) 121,592 0 20.00
[TOTAL HOSPICE CARE
21,00 |Total cost (sum of line 1 +line & +line 11 +line 16) 233,371 21.00
22.00 Total unduplicated days (Wkst. 5-9, col. 4, line 14) 620| 22.00
23.00 |Average cost per diem (ine 21 divided by line 22) 376.40| 23.005

8/11/2017
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PROVIDER- BASED
FEDERALLY QUALIFIED
HEALTH CENTER

- Hospital-Based, effective for cost reporting periods beginning on or
after 10/1/2014
- Worksheet S-11 replaces Worksheet S-8
- 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).
- SNF and HHA-Based, effective for cost reporting periods beginning
on or after 10/1/2014

- SNF and HHA-Based FQHCs must file as free-standing FQHC on Form
CMS-224-14

57

MEDICARE COST REPORT
UPDATE

* Agenda
» Regulation Changes Impacting Cost Reporting
» Recent Cost Reporting Changes
* Hospital
* Provider-based Hospice and FQHC changes
« Skilled Nursing facility
* Home Health Agency
» Federally Qualified Health Center
+ CMHC
* Rural Health Clinic

8/11/2017
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2540-10
TRANSMITTAL 7

- The Skilled Nursing Facility, 2540-10 was updated to Transmittal
7 by CMS, on August 19, 2016. Transmittal 7 is effective for cost
reporting periods beginning on or after October 1, 2015.

- The primary purpose of the Transmittal was to incorporate
Statutory reporting requirements to facilitate hospice payment
reforms pursuant to Section 3132 of the Patient Protection and
Affordable Care Act (ACA). In addition, this Transmittal requires
SNF facilities with FQHC units to file a separate Form 224-14
cost report for cost reporting periods beginning on or after
October 1, 2014.

- HFS was approved for Transmittal 7 on October 21, 2016

- Transmittal 7 software was distributed in our October 28, 2016
software update

59

MEDICARE COST REPORT
UPDATE

* Agenda
» Regulation Changes Impacting Cost Reporting
» Recent Cost Reporting Changes
* Hospital
* Provider-based Hospice and FQHC changes
 Skilled Nursing facility
» Home Health Agency
» Federally Qualified Health Center
*« CMHC
* Rural Health Clinic

8/11/2017
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1728-94 TRANSMITTAL 17
SYSTEM CHANGES

- Published on CMS Website 10/7/2016

- Effective for cost reporting periods beginning on or after
10/1/2015 and ending on or after 9/30/2016
- CMS Clarifications
- Providers that include provider-based hospices must complete the O
series worksheets for cost reporting periods beginning on or after
October 1, 2015, and ending on or after September 30, 2016.
- HFS approved 1/30/2017

- Software available for download 2/10/2017

61

FORM 1728-94 T-17
MAJOR CHANGES

- 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 Il & 1V to replace Parts | & Il

- Added O Series of Worksheets to replace the current K series

- HFS CHANGE — Transmittal 17 software introduced the “new”
HFS software platform to the HHA cost report.

62

8/11/2017
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FORM 1728-94 T-17
HFS UPDATED PLATFORM

* Most changes transparent to users

- New platform systems
- 25652-10

- 2540-10

+ 265-11

- 1984-14

+ 224-14

- 216-94

* Future Updates
-+ 222-92
- 2088-92

63

FORM 1728-94 T-17
HFS UPDATED PLATFORM

* File naming — Other MCRX changes
- MCRX file not an “index” file so more stable
- Restore/Reorganize tool will not repair file

- “Catastrophic” error? Send file to support@hfssoft.com for
recovery of data.

- Can occur during calculate on unstable network drives.
- Fs~ file

64

8/11/2017
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FORM 1728-94 T-17
WORKSHEET S-2-1

pprrerzeyn

¥ OH ¥ B ENE 3 EIRES

e feee
HIOME MEALTH AGIHCY RIBMILESIMINT QUESTICHNAIT (- oy worahwet 531
ra %
| I K T T3
[] ) I EE) E)
traction: for afl colemn | revponues, eater ¥ for YIS or "N for 80 Enter al dates n the fomat (sm )/ dd/vvvy]
CRSFLETED BY ALL s
d Operaticn
W w00}
ke L1 e, v e cate of the hrarge i ok 2. (see reucsone)
. " 200}
iV yor T for mvskprary.
3 X ¥ 2.0}
fermmes e, .t or
s oftces, meckl st . o members of
L] Tipe | Date. 1
o = g O EoeT
o L v, e 4 bbnd, o Comle o - fr S ot et 20 o
¥ s.00)
iy s Wl L1y
T
o er = ¥ =
Iy, W 704
" e
Desgon T Tate
20w Ewww«m g Ee T a0
binte ot L1 Eapcrt camd 1 ke . e Prbustorn]
e F——1 W £
[t 11 ves, enter the pac-Svough date in ok 2. e Pstructons]
1000 e Sor 108 yes, acion W 1000)
8 yes, '
e, " x200)
[rapert rformationd o yes, see macons.
1 e, reore " 1.00)
1 [ ]

FORM 1728-94 T-17
WORKSHEET S-2-1

B e m e -

-

HYE Y

BE

¥ OH ¥ B ENE 3 EIRES

o T Peras
M ML TH AGTHCY RITMILESMINT QUESTICHART (- oy Workahaet5-3-1
[ra: osem
| I ] Date [T
e I 2 )

____| ]
tmtrection: for afl colemn | revponues, eater “Y for YIS or "W for 80 Erter al dates n the fomat (sm )/ dd/vvvy]
CRSPLETED BY ALL Hitas

d Operation

fosmn L yes, et e

= o Worksheet S-2-1 replaces the

| p== CMS-339

==="5+ |f applicable Bad Debt Listing -
available under “Tools|CMS 339 E
- Questionnaire — -

8/11/2017
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FORM 1728-94 T-17
WORKSHEET S-5

147100 - HOME CARE SERVICES, INC.

x5 v| % 52-mm % 52e1-HrA 56 - M | - Mo Identéeation Dats
a1 [} c [ E E g H 1 3 )
il | frove’ e Prricat
3 HHABASED HOSFICE IDENTIFICATION DATA e Tom: 100105 Worksheet 5-5
3 g” 141500 fro: AN
4 mgnce |
5 Tithe XVIL
oo e m:“?n:“*“ﬁfo:“
& Uncuplieated Days | Nursng Fackty
Days
7 1.00 1 200 3.00 am
il FART 1 05T ROPORT OCTOBER 1. 2015
Ll 100 piosrece Continuous Home Care o o o o L.00]
0 200 Howguce Rotine Home Care o o o o .00
u 3000 pospice Inpatent fespite Care 0 [ 0 o 3.00
B Seohomiregete ’ ] ; o oo
" FART 11 - CENSUS DATA FOR COST RIPORTING PLRIOOS DEGINNING BEFORE OCTOBR 1, 3015
15 Cermus Data Tide XV ;‘;x‘;m Gt Tesd L:.;n;fm.
16 | 600 Phumber of Pasents Recsing Hesore Care 0 9 9 T
17 700 Total Mumber of Undupicated Contruous Care Hours Billable to Medcare 0.00 .| 1.00]
] ng! Sty (ine ¥ 0.00 QuOD)| 0.00) 0| 8.00|
L] .00 undupkested Census Count 0 0 0] o| 9.00
2 ROTE: Parts | & T, cobamn 1 ako inchades the da beedd i cohamn 3.
21 PART T11 - EMROLLHENT DAYS FOR COST REPORTING PERIODS BEGINNING ON OR AFTER OCTOBER 1, 2015
F-3 Urshplcated Days
a [Tithe XVIE Medhcare | Tide xIx Medkcad Orher Totsl
Fal 10200 rosace Contrueas Home Lare 14 o L I 10.00|
=] 11.00 pospice Routine Home Care 7%, o 2 58| 10.00]
» 12,00 prosece Innatent Respite Cane 7 o 4 41| 12.00|
k- 100 Howgicn Germral Inpatent Care | o o 27| 13.00|
F ] 14,00 Tosal Hospice Deys 154 0 Eal 153 14.00)
3 T YT Ty =
0 [Tithe X111 Medkcare | Troe XX Medicad G I Tol |
147100 - HOME CARE SERVICES, INC.
x 5 v| = 52-rem * 521t 55 - Hogpice | - Mospece [dentricaton Dats
a1 [} c [ E E g 1 3 )
il | R paring ot
3 HHABASED HOSFICE IDENTIFICATION DATA F?N r:x'\: 10012005 Worksheet 5-5
2036
. ——+ Worksheet S-5
s » Parts 1&ll for (full) cost reporting NN (A
. . e (s of cols.
: periods ending before 9/30/2016 RO T
—— » Parts llI&IV for (full) cost reporting 1% w
s | Loopemea Conmun periods ending on or after 9/30/2016 Z ol oo
u cepmerssel o CMS added multiple level one edits for 3 o
L e datareview : 2
. . o of cols.
i | + For Part lll, for every LOC identified [ o= "5
b ] .00 Prumber of Paven] . . 0 o .00
17| 2onftoruber of costs will be required 00
] gt 0.00) 0| 8.00|
5| sotndsandc » For Part IV, contracted days must be . o s
i —’ﬁ less than days in Part IIl. =
a Orher Totsl
Fal 10200 rosace Contrueas Home Lare 14 o L I 10.00|
=] 11.00 pospice Routine Home Care 7%, o 2 58| 10.00]
» 12,00 prosece Innatent Respite Cane 7 o 4 41| 12.00|
k- 100 Howgicn Germral Inpatent Care | o o 27| 13.00|
F ] 14,00 Tosal Hospice Deys 154 0 Eal 153 14.00)
= I T T T T =
0 [Tithe X111 Medkcare | Troe XX Medicad G I Tol |
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FORM 1728-94 T-17
WORKSHEETS A-1/A-2/A-3

%) MICRIF32 - 1728-54 - Version 1701583
Fle Lt Wew Foms Optons Tods Windom el

= 13 U &% | & TREE: B = =
A - et %] e e G ta | Gose | oo | ErePom e Fom (.:u = OpenEarm jfines Qe Ures
147900 - HOME CARE SERVICES, INC.
T IE
L} A1 - Salaties and Wages
',
A B 4 -3 13 £ 3 H 1 Fl I3 L L’}
1 Prveder OON: 141300 | ]
F} Renet Fro=: p oot WorkaPet A3
3 3 Ll ol
. | ACHINESTRATORS DEICTORS CONGULTANTS SPIRVISORS LRSS THIRAFISTS AT &L OTR TOTAL (1
$ ] | L00 | 200 | 300 | A0 500 1 £.00 .00 | A0 900
: w
L] 200
) 200
] AN
" 500
"
i1 o
" b
L] o
- P
1000 03000 MEDICAL SOCTAL STRVIES 10.00
HE ) 1100 D130 HOME HEALTH ATE 1008
" 1200 00200 S iEs 1200
0 10.00] 01300 Pucs 13.00
[ 31 13391 00330 K0T OF ACMPASTERRYG WACCRES e
s ope 1a0g]
| A ORI EMBURAABLE SRYI(ES
3 15001500 e oL vs Ace svaces 100
Ead 100, 0M00 RESFIATORY THERAPY 18001
= | 1r00}orme pamireenmmmsse eyl
| 27| 100 oms0n fnoer oo
L] = 19.00) 01900 HEAL THMOMOTION ACTIVITIES. g
DI S 2o fooanwmmmcsrmosu b
A1 3200102000 MOMIMAKER: SERYICE 200
%) MCRIF32 - 1728-54 - Viersion 17.0.159.3
Fie [t Wew Foms Optons Toos Window Help
= J @ U &% | & TREE: B = =
A - Corneact Sk %] i e G ds | Gore | Godei | P e Fom (.:u ] OpenEarm jfires Qeiete Ures
14TIE0 - HOME CART SIRACTS, INC.
% AL | x
L=} A1 - Salaties and Waaes
"5_'__ : » Old issue but we still get inquiries
3 L3 & ]
: . [ E WorkePast A-1
2 * HFS Note: Per the Worksheet A Section 3206 Supepiie
— ot instructions, for cost reportin iods beginni oe | more | e
5 ’ p g periods beginning 700 | ] 800
s Lo sewnce soor o on or after October 1, 2000, do not cor_nplete =
8| 200 oo foapre cosrsee Worksheets A-1, A-2 and A-3. Enter directly on o
| D000 [FRANC AT 1 a
7 [P oo ekl Worksheet A the total expenses for Salarles and P
CR T Wages (column 1), Employee Bengﬂts (column .
il rojome paa s | 2) _and Contractgd/Purchased Services (column )
00| 00900 BPEECH PATHOLOGT (L
5 B b it 4) in the appropriate cost center. R
B 1000103390 HOME REALTH A 1o
o 1200 01200 PO 1208
E 100 0300 PRUGS 1200
31 1330 DA330 [O0ST OF ADMIESTIRIG VACCTMES et
n |loc'-_nmogg 1400
n A NeCmR| EMBURSABLE 511
M 1800 0M00 OLALYSIS AN SERVECES 110
-] 1600, 03600 RESPTATORY g
3 17.00] 500 PRIVATE CUTY HURSRG fer
00 DE00 O e
L a 19.00] 0FI00 MEALTH PR:OMOTION ACTIVITIES. 19.00
¥ 2000 0000 DAY CARE MROGRAM 058
—l_ W TLO0] 02300 HOME DELIVERED MEALS MIOGRAM 2ro0
Lo mxic o 0.
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FORM 1728-94 T-17
WORKSHEETS RF-1
THROUGH RF-5

5 RELRHC L RACRGHE Gt | % 5.2 .o Merhoatin

ATI03 - HOME CARE STRVICES, INC.

A L] < -] £ F 5 H 1 o L -
1 Fravder CON: AT Feriad
3 ANALYEIS OF HOSPITAL BASED RHCFOHE COSTS [From: 10012015 Worksheet BF. 1
3 HC COM: 14978 To: Lk 0a L
5 | s Irkulbmhx] Teanaportatin l Seericid] i ’I o adm(.s_'r':’ sty
O I e
6 [ e | ww T mw I m cw | Tm am | %
r
B [ [ [ [ B3,008) []
) 35,756 0 o @ [l 28,55 [
» 3 0| of of [ 0 33,654 0
i 00 Wty Murse o L) Ll L L L 9
12 £.00 [oshar Mrse 0447 L Ll L L a0 0
fi3 6 00 Ol Fevcholopst 14,604 bl o) b q 19,103 0|
4 .00 [hrewcal Socal Warker £,919) L L L a 10,4 0
15 800 Laberatory Tedacun 5.5 L Ll o L LEt 0
3 | %00 [Ceher Fackey Health Care Staff Coste 37 of of o 9| 15639 o
7 30,00 Subiekal (sum of res 1-9] 535,440 o o L 10 219,789 0
] [COSTS UNDER AGREEHENT
Ll 21,00 Phrpsician Services Lingker [] [ [ [ ALAN A3,49| [ 43,43 [ 43| 1103
F-] 22,00 Phrpscion Sugrvion Under Agreement o L Ll L 04N w,an a 10,477 0 A7 1200
n 13,00 fother Costs Uinder Agresment o Ll Ll e a9 4 a 1 Il o 1308
n 14,00 [Subtotal (sum of Wnes 11-1%) o o o L 53,500 53,500) 10 51,510] 0 51510 1400
A
» 15,00 Medcal Scpples 5,034) o of [ 4,481 [ 13,517] 0 13,517 1500
F 25,00 [Tramspertaten (Health Care S1aff) o L) Ll o 178 L L7 9 LY 2600
x® 17,00 Blapracisbon-Madcnl Baupmant o L o L 40240 L 4424 L 4424 12.00
m 35,00 Frofessaral Latdity Insurance o o o b 6706 q 6, 786 0 67| 3800
n 15,00 ther Health Care Costs. o o 8 e b H 3,202 L 3,202 0 3,22 15.00
-l 20,00 pilomnsiie GME Couts Paes Through Coets o L Ll o L L ) 0 0 o] 300
= o : : : 0 . I . |
n AT L) Ll o 109,132 303,606 L 303,505 0| 300,606 1200
2
3 S hA| 9 ) EEE [ 15,001 [] 19000 00
" 4T of [ 6,546 0 16,009 0 16,019 2400
] 3 ] . 3 3 . o
FORM 1728-94 T-17
ATION - HOME CARE SIRACES, INC.
APl RHC L RRCFQHEConls | x 5.2« HHA Mervifcation
& [ I < 3 N ] g W 1 1 " L “
1 vider COH; AT
3 ANALYEIS OF HOSPITAL BASED RHCFOHE COSTS
-
« Effective for cost reporting periods
A o o o
beginning on and after October 1, 2014, ——
FQHCs cannot file as an HHA-based w
) . by
FQHC, and must file as a free standing or g s
19,100 &0
_294.- e e
CH I ol independent FQHC on the form CMS-224 o B
3 | %00 [Ceher Fackey Health Care Staff Coste 1 1563 %00
37 | 3.00[Subtstal suee afees 1.9 4 210.789( 10,00
]
Ll 21,00 Phrpsician Services Urder Agreement [] [ [ [ ALAN [ [ 43| 1103
F-] 22,00 Phrpscion Sugrvion Under Agreement o L Ll L 04N a 0 A7 1200
n 13,00 fother Costs Uinder Agresment o Ll Ll e a9 a Il o 1308
n 14,00 [Subtotal (sum of Wnes 11-1%) o o o L 53,500 0] 0 51510 1400
A
» 15,00 Medcal Scpples 5,034) o of [ 4,481 [ 13,517] 0 13,517 1500
F 25,00 [Tramspertaten (Health Care S1aff) o L) Ll o 178 L L7 9 LY 2600
x® 17,00 Blapracisbon-Madcnl Baupmant o L o L 40240 L 4424 L 4424 12.00
m 35,00 Frofessaral Latdity Insurance o o o b 6706 q 6, 786 0 67| 3800
n 15,00 ther Health Care Costs. o o L] e b H L 3,202 0 3,22 15.00
-l 20,00 pilomnsiie GME Couts Paes Through Coets o L Ll o L ) 0 0 o] 300
= o : : : . I . |
n 22.00| AT L) Ll o 109,132 L 303,505 0| 300,606 1200
2
3 S hA| 9 ) EEE [ 15,001 [] 19000 00
" 4T of [ 6,546 0 16,009 0 16,019 2400
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FORM 1728-94 T-17

* Previously addressed:

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

- Added Worksheet S-5, Parts Il & IV to replace Parts | & Il
- Added O Series of Worksheets to replace the current K series

MEDICARE COST REPORT
UPDATE

* Agenda
» Regulation Changes Impacting Cost Reporting
» Recent Cost Reporting Changes
* Hospital
* Provider-based Hospice and FQHC changes
 Skilled Nursing facility
* Home Health Agency
» Federally Qualified Health Center
*« CMHC
* Rural Health Clinic

37



FQHC PROVIDERS

- New FQHC PPS system effective for cost reporting periods
beginning on or after 10/1/2014

- FQHCs will no longer be using 222-92

* Form 224-14 to be used by FQHCs for cost reporting
periods beginning on or after 10/1/2014

- Edits in place to ensure completion of correct forms.

75

FORM CMS 224-14
WORKSHEET S-1, PART |,
EDITS

- Consolidated report

Eaaciariad Cost Repork Th z | Date Adroved | tumber of ircs

43001z the FQHC fly  cansoldaned estremoriow U b K04, ok 5, 3087 ¥ 1 1
tor ™ for ves or N or o coun L. 1 coluen 115 ves, complet columrs £ frough
4, and ne: 14, beginning weh subsipted Ine 1401 oo\.r-r-l no, lesve Ire 14
fmrrn.cm

et toame. =1 A e fegested | Dae Aopra

Tan Iriarmanon: |
St btz Frcmuscams e | R |

- Line 13 — filing consolidated report

- IF CERTIFICATION DATE OF MAIN OR SUB UNIT ON OR
AFTER 10/1/2014 — Must provide dates of request and
approval for consolidation

- Note — additional entities entered on subscripts of line 14
and data entered on Worksheets S-1, Part Il

76

8/11/2017
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FORM CMS 224-14
WORKSHEET S-1, PART |,
EDITS

- If FQHC received a grant must report grant number and
date.

FQHC Operations

15.00 [What type of organization is this FQHC? If you operate as more than one sub-type of an |1 - Organization receiving a grant(s) v/ = ABD
lorganization enter only the applicable alpha characters in column 2. (see instructions)

16.00 |Did this FQHC receive a grant under §330 of the PHS Act during this cost reporting Y

lperiod? If this is a consolidated cost report, did the FQHC reported on line 1, column 2
receive a grant under §330 of the PHS Act during this cost reporting period? Enter ™™ for
'ves or "N” for no. (complete line 17)

17.00 [If the response to line 16 is yes, indicate in column 1, the type of HRSA grant that was 1 - Community Health Center 12/01/2014 330-PHS-20
awarded (see instructions). Enter the date of the grant award in column 2 and enter the
grant award number in column 3. If you received more than one grant subscript this line
laccordingly.

77
WORKSHEET S-1, PART |,
Medical Malpractice
18.00|Did this FQHC submit an initial deeming or annual redeeming application for medical Y 01/01/2005
malpractice coverage under the FTCA with HRSA? Enter ™Y for yes or "N” for no in column
1. If column 1is yes, enter the effective date of coverage in column 2.
19.00 |Does this FQHC carry commercial malpractice insurance? Enter ™ for yes or "N” for na. Y
20.00 s the malpractice insurance a daims-made or occurrence policy? Enter *17 for claims-made 2
or "2 for occurrence policy.
Premiums Paid Losses Self Insurance
21,00 |List amounts of malpractice premiums, paid losses or self-insurance in the applicable 45,825 12,000
columns.
22,00 |Are malpractice premiums, paid losses or self-nsurance reported in a cost center other N
than Administrative and General? Enter ™" for yes or ™" for no. (see instructions)
78

8/11/2017
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FORM CMS 224-14
WORKSHEET S-1, PART Il

- Separate S-1, Part Il for each consolidated facility identified
on S-1, Part |, subscripts of line 14

520 30 o s e s e 1 e ke B
P dammeie T sonrencn oy

kcntin

79

FORM CMS 224-14
WORKSHEET S-1, PART Il

- Separate S-1, Part Il for each consolidated facility identified
on S-1, Part |, subscripts of line 14

=1 What if single grant or malpractice
-:| premium for consolidated entities? Repeat
=] information for each additional facility. —

38 e e P e date 0

520 30 o s e s e 1 e ke B
P dammeie T sonrencn oy

CE ‘.00
kcntin
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FORM CMS 224-14
WORKSHEET A SERIES

- Only the following cost centers can be subscripted.

ELECTRONIC REPORTING SPECIFICATIONS FOR FORM CMS-224-14
TABLE 5 - COST CENTER CODING

TABLE 5 - NONSTANDARD COST CENTER DESCRIPTIONS AND CODES

CODE USE
GENERAL SERVICE COST CENTERS
Other General Service (specify) 1200 (20)
OTHER FQHC SERVICES
Other (specify) 6800 (20)
NONREIMBURSABLE COST CENTERS
Other Nonreimbursable (specify) 7900 (20)

81

FORM CMS 224-14
WORKSHEET A SERIES

- Descriptions can (must) be changed and 19 subscripts
available.

=] Cost Center and Statistic Set Up - o IEN

v
Iu-e 1200
Cost Centers
1200 OTWDA GEINGRAL SERVICE [SPOCIFY) -
Line-
Code: 120 Lines 1250 Code:
add Celete e
Eancel

8/11/2017
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FORM CMS 224-14
WORKSHEET B

ALCULATION OF FEDERALLY QUALIFIED HEALTH

ENTER COSTS
Direct Cost by Total Medical & | Other Direct Care | General Service
From ';’klf:‘:’ Ol | oo ctitioner from [Mental Health Visits| | Costs see Cost (see T‘;:z';z:‘:;" VT;ELEQS:S‘?‘:::;
1 lnes Wkst, A by Practitioner instructions) instructions) ¥
Accumulated cost type allocation of 200 300 00 500 500
| Other direct and General Service cost [z I ToaE 073 e £
2.00 o i) o i) o 0.00
centers.

3.00 33,348 2,600 17,228 73,655 284,231 10932}
4.00 91,401 7,634 51,908 53,092] 336,401 42,94
5.00 . . 35,528 7,963 52,795 72,055 260,379 32.68
s No allocation basis Changes 01,612 3,747, 24,828 48,377 174,817 46.66
7.00 47,388 3,085 20,441 25,952 93,781 30,40
5.00 accommodated. 62,035 1,900 12,589 28,552 103,176 54.30)
9.00 |CLINICAL SOCIAL WORKER. 31.00 116,074 4,400 29,154 55,566 200,794 45.64
10.00|REG DIETICLAN/CERT DSMT/MNT EDUCATOR 33.00 35,133 800 5,301 15,470 55,904 52.38

11.00{TOTALS 1,362,747 57,993 384,260 668,422 2,415,429

12.00 [UNIT COST MULTIPLIER 6.625972 0.382610
13.00|TOTAL COST PER VISIT 4165
PART II - CALCULATION OF ALLOWABLE
Total Cost (from Alowable Titie
Title XVIL 1 &R | Ratio of Title XvIII :
Wkst. Aq(;)L 7, line Total I &R Visits Visits Visits to Total Visits XVIIT glcr:ét GME

Column 3.—-Use this column to allocate costs associated with other direct care costs, sum of Warksheet A, column 7. lines 9. 32, and 34 through 36. Calculate the unit cost multiplier (|
related to other direct care costs by dividing the sum of Workshest A, column 7, lines 9, 32, 34, 35, and 36, by Worksheet B, Part |, column 2, line 11, total medical and mental health
and enter the result on line 12. Calculate the costs for lines 1 through 10 by multiplying the visits on each corresponding line, column 2, times the UCM on line 12.

Column 4 --Use this column to allocate general service costs, on Worksheet A, column 7. line 13, minus line 9. Calculate the UCM by dividing Worksheet A column 7, line 13, minus line
Worksheet A, column 7, line 100, minus line 13, and enter the result on line 12. Allocate the general service cost attributable to each practitioner on lines 1 through 10, by multiplying the

imes the sum of the amounts in columns 1 and 3, for each comresponding line.

FORM CMS 224-14
WORKSHEET B

8, Parts [ 411 - Vesta and GVE Conts | 53, Part [ - Statwscnl Data

B B Parts | & Il - Visits and GME Costs

TN Sy —————— ’ ’ ’ ’ ’ ' ’rwa"f F'.
*| | Just a reminder, visits must agree paee | Smmnim | mscanty |dewecatre i e |
; o | e N =T b et ey
.| | between Worksheet S-3, Part | and o = T e = r =
* | Worksheet B (CMS Level One Edits). £z ) —
i[ 4 Worksheet S-3, Part | days from the oo == = ==
=| ¢« PS&R but detail for Worksheet B not o a “ E q
«| 3| available on PS&R. o . e ‘
.: 1 l:::us | | T3] w.m} »‘{f

20| 1290 rora cos sen s [

ks

A L 4 o

i

) A

3|k v e e s s

[ ] [Mechkcal Vists [14- 5851 - POHC PLUS CARD)

.01 Parmber of s P formed by It e sty (141851 - SGHC ML

ey
55 |00 fons tuamber of v Pestormnd by i
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MEDICARE COST REPORT
UPDATE

* Agenda
» Regulation Changes Impacting Cost Reporting
» Recent Cost Reporting Changes
* Hospital
* Provider-based Hospice and FQHC changes
 Skilled Nursing facility
* Home Health Agency
» Federally Qualified Health Center
* CMHC
* Rural Health Clinic

DRAFT FORM 2088-17

- Draft 2088-17 cost report notice published in July 20, 2017
Federal Register

- Will replace previous 2088-92
- 2088-17 for CMHCs ONLY

- No proposed effective date

8/11/2017
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WORKSHEET S

FOMMUNITY MENTAL HEALTH CENTER COST REPORT PROVIDER COX- PERIOD: WORKSHEET §
FERTIFICATION AND SETTLEMENT SUMMARY FROM PARTSLI &I
] 10
ART 1. COST REPORT STATUS
1. [ ] Electromeally fled cost report Date Teme:
2. [ ] Masually submitted cost report
5[] Hahisis the mumber of tmes costreport
4[] Medicare Utlization. Eater "F* for full
5. [ ]CestRepon Starus 6. Date Recsived: 10, NPR Dae;,
s onty (1) As Submitted 7. Contractor No- Contractors Vendor Code:
(2) Sertled without sudit 8 [ ] Initial Repont for this Provider CCN | 12.[ ] fline , column 1 is 4 Enter number of
(3) Settled with audit 9. [ ] Final Report or this Provides OON times reopened = 05
(4) Reopened
5) Amended

PART Il CERTIFICATION

|MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BE PUNISHABLE BY CRIMINAL
TVIL AND ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW. FURTHERMORE, IF SERVICES IDENTIFIED IN
JrE1S REPORT WERE PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKBACK OR WERE OTHERWISE
[LLEGAL. CRIMINAL, CIVIL AND. TIVE ACTION, FINES AND/OR MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

[have examined the accompanying electronically filed or manually

IHEREBY CERTIFY that sbove certificat
E prepared by {Provider Name(s)
and be and ending and that to the best of my knowledge and belief,
this report are true, comect, comp the books and records of ider in aceordance with applicable
instructions, except as noted. I further certify that | am famiiar with the laws and regulations regarding the provision of health care services, and that
i st report ith such i

Officer or A dministrator of Provider(s)

Title

Date

[PABT I . SETTLEMENT SUMMARY

TITLE XV
PARTB

1|conpan [ENTAL HEALTH CENTER 1

DRAFT FORM 2088-17

Cost report status
data consistent with
other form sets
Instructions state that
Low Utilization
“requires prior
contractor approval,
see CMS Pub. 15-2,
chapter 1, §110”

DRAFT FORM 2088-17
WORKSHEET S-1, PART |

4590 (Cont.) FORM CMS-2088-17 DRAFT
COST REPORT IDENTIFICATION DATA PROVIDER CCN: PERIOD: rmsmns,i
FROM PARTS1& 1
0
[FART I - IDENTIFICATION DATA
[ ormmrmity Mental Health Conter Address
Provider it Type of control
oeN Cetified fsee
1 2 4 <
1
PO Boy 3
St ZIP Code [Comty i
1| Cont Reporting Period (mm dd vivy) [From: 'TD g
41 this ©MHC part of a chain orgamization 2 defined in §2150 of CMS Pub. 1421 that claims bome office costs ina 4
Home OHfice Cost Statement? Enter *Y fior ves or ™ for no in column 11 yes,_enter the chain elow
| Name of Chais € o)
[P0 Bax |Home Office CCN 7
E|City |State Zip Code | §
B
q
| Paid Losses Eelf Ivsmrance.
1]
12

* Worksheet S-1 Part |
» Street address required (Lines 1-5 previously on Worksheet S)
+ Lines 5-8 Chain Identification
» Entity will allocate costs to facilities
» FEntitv that files 2 Home Office Cost Statement

8/11/2017
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DRAFT FORM 2088-17
WORKSHEET S-1, PART Il

PART I - STATISTICAL DATA

VISITS PATIENT DAYS
REIMBURSABLE Medicare Other
COST CENTERS Whst. Patients Patients Total Medicare Otber Total
A 1 2 3 4 s [
1| Drugs & Biclogi 23
2| Occupational Therapy b1}
3| Behavioral Health Treatment/ Services 25 X
3| ndiadial Therapy : » Data previously reported on

Worksheet S, Part IV -
e Visits
» Patient Days i
- FTEs I

[SRARNRARAE

k

FIE ON PAYROLL

REIMBURSABLE Staff Social
COST CENTERS Whst. Therapists Physicians Workers Otlsers.
A 7 I 8 I ) r 10
1] Drugs & Biologicals Fi] 1
2| Oecupational Therapy 24 2
3| Behnioral Health Treatment Services 5 3
4| Indridual Therapy L] 4
27 0
28 [
29 7
30 &
31 £l
32 10
11| TOTAL {sum of lines I through 10) 1
12 [Unduplicated Cemsus 12

DRAFT FORM 2088-17
WORKSHEET S-2

oart FORM CMS-2088:17 . 4350 (Cors §
[COST REPDAT FERMBURSEMENT QLESTINNAFE lmﬁcm lsmm WORRSHEET 52

-.-u [T
FROVOER CRGAMZATION 440 CPERATION v :

a
z 3
0 T
[epTep— [T - 2
{limcanmeny

grarn? Erter =1~ for s or ¥ for r ol
Wy - -+
b vty

140, chisn homa offioss, g o MebBcal SEEhy Sompirm] Tl mare ralated 1o e primacder o s officae
bl slt o b o ool o
hortups ? Erter " bor yws o 1

¢ Worksheet S-2
O — , S * Replaces Form 339

o Coumet arhea Pt Erver 1 for v o ) I '
ok ¥ pom, erter i coburrn & *A° for dueitec, " for Commpalec cr T for P Sbarat corrgie
3

o Pl aarrares 20 [rp——

oy 0 W ¥y e

BAD DEETS k]
Iy e proaches yeshireg et pormeed for b debin T ke 1~ bt vy or bt W e pe epinchor | []
7 Wirmin o s e [ Sy T Spey ey e pp—
0| € 1y, v gt cech b, s co-pagrmeris mrvect? Eroer “1~ for yma oo W for .0 yma, vew rimcharn. 1 []

) Tatt
PEAR FEPORT DuTa i v

'I]u‘th}mmm.‘uﬂl'nll'mﬂ‘lﬂ\l'\'M;ﬂM‘lenmﬁml ¥ i arbes i cobarrn | £l

W e P whasabon? Lries 1~ Pt v 0 ] 0

Erter ™1 For yos or W For rus ¥y, sow irrustiorn.
wher PELA. Erver =" o Ll

0. s, St s o PP sogert s b Covas? Eries 1 bor s 30 37 v o

adsimerts
T e L T T W
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DRAFT FORM 2088-17
WORKSHEET A

4450 {Com ) FORM CMS-2088-17 DRAFT
FETLASSRCATION D ADIS THENT OF TRAL BALAACE OF EFOEES [PRORERTON laiil=d WORFSEET A
FROM
o
FECLAGE | FECLASSPRD | ADJGTENTS | FETEFERGES |
TOTaL e TRUAL B AHCE [ FORALLOCATION
5T CENTIRES (O Corts) S OTER | fod 1e ool Wi A Lok 3 4 col 4 whu A oot S b ool B
H T [} ] (3

» Working Trial Balance — Similar to 2088-92
* Only CMHC Cost Centers from 2088-92
* Lines 1-13 — General Service (Overhead) costs
* Lines 23 — 32 — Reimbursable Cost Centers
* Lines 42-58 — Nonreimbursable Cost centers
* Lines 40 — 48 — Overhead
* Lines 60 — 68 — Administrative
* Lines 75— 80 — Non RHC services
* Lines 87 — 89 — Non Allowable

i ~
= 5
& i
—i] i
= et | apeify L]
T TOVAL | of G TEvg £
4690 ( Cont. ) FORM CMS-222-17 DRAFT
STATEMENT OF COSTS OF SERVICES CCN: PERIOD: WORKSHEET A-8-1
FROMRELATED ORGANIZATIONS AND FROM:
HOME OFFICE COSTS TO

PART1-COSTS INCURRED AND ADJUSTMENTS REQUIRED AS A RESULT OF TRANSACTIONS WITH RELATED
ORGANIZATIONS OR. CLAIMED HOME OFFICE COSTS

Amount of Amount mcluded | Net Adjustments
Allowable in Wkst A, (col. 4 minus
e col 5 col 5) *

3 6

Line Cnct Cant, 5: | .

* Worksheet A-1 — Now A-6

* Worksheet A-2 — Now A-8

* Worksheet A-2-1 — Now A-8-1

s + Part | “Are there any costs....” eliminated as now
. e o on Worksheet S-2, line 3

Positive amonnts increase cost and negative amounts decrease cost For related organization or home office cost which have not
been posted to Worksheet A, columns 1 and/er 2, the amount allowable should be indicated in column 4 of this part.

[ S [

g [ s [ =

PARTII - INTERRELATIONSHIP TO RELATED ORGANIZATIONS AND/OR. HOME OFFICE
The Sarratary b irie of the anthamite orantad ymder saction 18140V nf tha Samal Sammite Art ranmites the
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DRAFT FORM 2088-17
WORKSHEET A-8-2

GENERAL SERVICE COST CENTERS

4590 (Cont.) FORM CMS-2088-17 DRAFT
PROVIDER-BASED PHYSICIANS ADJUSTMENTS PROVIDER CCN. PERIOD- WORKSHEET A-8-2
FROM
TO
Cost Center) Phvsican 5 Percent of
Physician Total Professional Provider RCE Provider Unadjusted Unadyusted
Identifier Component Component Amount |Component Hours|  RCE Limit RCE Limit
2 3 4 3 [] 7 8 [
1
2
» RCE adjustment applied to physician salaries for :
. . 3
s provider services ;
8 8
9 9
10 10
1 11
100] TOTAL 100
Cost of Provider Physician Provider
Cost Center’ Membershps Component Costof Component
Whst A Physician & Continuing Share of Malpractice Share of Adyusted RCE
Line # Identifier Education col 12 Insurance col 14 RCE Limit Disallowance .mrmem
10 11 12 13 4 15 16 17 13
1 1
2 7
3 3
4 4
] E]
[] 3
B T
9 9
10 10
11 1
100| TOTAL 100
DRAFT FORM 2088-17
WORKSHEET B/B-1
[PRAFT FORM CMS-2085-17 4590 (Comt]
COST ALLOCATION GENERAL SERVICE COSTS PROVIDER CCN PERIOD. WORKSHEET B
FROM
TO
Net C Related i
(from Wist A, &nbd.nn[?.;m Wovable Emploves Subtotal Administrative | Maistenance Upﬂ::lw
COST CENTERS Col.7) Fixtures [,quigmm Benefits {cols. 0.3) & General & !efuin Plant
r 1] i - I i BA 4 r 3 [

1 :'.pml(\m..a&nr—m
2 [Cap Rel Coun [ Equip

[Fomp e
Gzl

LU

Similar

to

2088-92
CMHC Cost Centers O

nly

b= =i

8/11/2017
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DRAFT FORM 2088-17
WORKSHEET C

DRAFT FORM CMS-2088-17 4591

APPORTIONMENT OF PATIENT SERVICE COSTS PROVIDER CCN: PERIOD: WORKSHEET C
FROM
TO

From Wkst.
B, col. 14, Ratio of Cost Medicare
REIMBURSABLE COST CENTERS Reimbursable Total to Charges Medicare Cost
Costs Charges (col. 1+col 2) Charges (col. 3 = col. 4)
1 2 3 4 5

23 |Drugs & Biologicals

24 |Occupational Therapy

25 |Behavioral Health Treatment/Services

3 va{ 1] kol 1)
Slalels

26 [Tndividual Therapy + Simplified

27 |Group Therapy

28 |Activity Therapy . NO A/B IineS
29 |Family Therapy

30 [Psychiatric Testing

31 |Education Traming

2 |Other (specifv)
50 [TOTAL (Lines 23 through 32)

hy

| wof sl ] 3w v
ol

DRAFT FORM 2088-17
WORKSHEET D

4590 (Cont.) FORM CMS-2088-17 DRAFT
"ALCULATION OF REIMBURSEMENT PROVIDER CCN: PERIOD: ‘WORKSHEET D
[SETTLEMENT FROM
TO

DESCRIPTION

[Gross APC/PPS payments

Outlier payments

(Outlier i amount (transfer from line 54)

S0 e

i Aq
x|+ Similar to 2088-92
3
4
|Primary payer payments 5 : ”
fibles billed to program patients (do not include coinsurance) 5 * No “TOPs
) 7
.
Subtotal (line 4 minus lines 5. 6, and 7) 8 No LCC
bad debts (see ions) 9
[Reimbursable bad debts for dual elipible beneficiaries (see instructions) 11 added for Out“er
12 |Subtotal (line 8 plus line 10) 12
14 |Amount due prior to the (line 12 plus line 13) 14
15 |Sequestration adjustment (see instructions) 15
17 |Interim payments 17
18 |Tentative settlement (For contractor use only) 18

Gross rei (sum of lines 1 through 3) O Simplified
billed to program patients (see
[ 10 [Adjusted reimbursable bad debts 10 * Lines 50 — 54
| 13 [Other adjustments (specify) (see instructions) 13 reconciliation
| 16 |Amount due after sequestration adjustment (see instructions) 16

19 |Balance due provider/program (line 16 minus lines 17 and 18) (indicate in brackets) 19
20 [Protested amounts (nonallowable cost report items) in accordance with CMS Pub. 15-2, chapter 1, §115.2 20

TO BE COMPLETED BY CONTRACTOR
|_50 | Original outlier amount (see instructions) 50
51 | Outlier reconciliation adjustment amount (see instructions) 51
| 52 | The rate used to calculate the Time Value of Money 52

53 | Time Value of Money (see i 53
| 54 | Total (sum of lines 51 and 53) 54

8/11/2017
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DRAFT FORM 2088-17

WORKSHEET D-1

DRAFT | FORM ("?Is-:ma-l‘ 4550 (Cont )
' e e
'I ::.:":“r*““:“f“‘x:'f:“" :‘
i llﬂnp“w'ﬂh':o:(.\“:p“\:w m— 1l
Progra
wamanewar o Previously Worksheet S-1 — :
* Line 5, tentative o [
settlement payments, - 4 -
[SUBTOTAL (Sum of lves N | .

Tt

T [Link ety e et

e ik prnes v

can only be input by
providers on Amended |
reports (Not in draft) o

paymens. ¥ none, wnte “NONE" o setm Frosan i
& s (1} [Pravaten 0]
e 51
Fropm ]
| " | s
0 [Fropm
st st et (EE TESTRLICTIONS), (1} e
Pt o o
Prader
Frogre a s

TOTAL MEDICARE PROGIAM LLAREITT (bt Intmmrmons]

1) Cm e 5, 3 and

DRAFT FORM 2088-17

WORKSHEET F

* Similar to 2088-92
* Was Worksheet G

DRAFT FORM CMS-2088-17 4590 (Cont )
ETATEMENT OF REVENUES AND EXPENSES | PROVIDER CCN: PERIOD: WORKSHEET F
FROM
TO
1 [Total patient revenne 1
2 [Less: Allowance and discounts on patients’ accounts 2
|3 |Net patient revenues (ine | minus line 2) 3
4 |Less: Total operating expenses (per Worksheet A, column 3, line 100) 4
5 |Net mcome from service to patients (kne 3 mmus kme 4) 5
OTHER INCOME
6 |Grants, gifts, and income designated by donor for specific expenses ]
7 |Payments received from specialists 7
8 imcome on funds 8
9 [Trade, quantity, time and other discounts on purchases s
10 [Rebates and refunds of expenses 10
11 [Income from laundry and kmen service 1
12 [Income from cafeteria - employess, guests etc 12
13 |Sale of medical supplies to other than patients 13
14 |Sale of workshop products or services 14
15 [Coffee shops and canteen 15
16 [Vending machines 16
17 |Rental of buiding or office space to others 17
18 |Sale of scrap, waste, etc 18
19 |Sale of medical records and abstract:
20 [Other (Specify) 20
21 [Total other income (sum of lines 6 through 20) 21
|22 [Total (ine 5 plus e 21) 0
OTHER EXPENSES
23 [Fund raising
| 24 [Gift, coffee shops, and canteen
25 property
26 |Other (specify)
27 | Total other expenses (sum of lines 23 through 26)
28 [Net income (or loss) for the period (kne 22 minus line 27)

8/11/2017
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MEDICARE COST REPORT
UPDATE

* Agenda
» Regulation Changes Impacting Cost Reporting
» Recent Cost Reporting Changes
* Hospital
* Provider-based Hospice and FQHC changes
 Skilled Nursing facility
* Home Health Agency
» Federally Qualified Health Center
+ CMHC
» Rural Health Clinic

DRAFT FORM 222-17

- Draft 222-17 cost report notice published in July 19, 2017
Federal Register
- Comments due prior to 09/18/2017

- Replaces Previous 222-92
-+ 222-92 for RHC/FQHCs
- 224-14 issued for FQHCs
- Effective for cost reporting periods beginning on or after 10/1/2014
- Implement's FQHC PPS
+ 222-17 for RHCs ONLY
- No proposed effective date

8/11/2017
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WORKSHEET S

DRAFT FORM CMS5-222.17 4690
TES ropen & requred by b (32 USC, L3905 CFR 1 30051, Fadios oo ragost cam e FORM AFFROVED.
=al - wads Sy USC 1350 OMB 100 S9380507

EXPIRATION DATE e9307030
FUBAL FEALTH CLIW COST REPCRT r (=02 Fﬁon [NORKEREET §
CERTIFICATION AMD SETTLEMENT SUMMARY ROM. PaxTsLEAm

H

FAKT 1 COST REPOKT STATUS
Fronsdas uze ooy Tactroamially B cost awgont Tans =

CRIMEHAL

3 -
= T8, PR Dot
1 i 11, Careracror: Vesdar Code
1 Kapart for then Fronder O3 12 [ §1Fin 5, pabummn § 5 4: Fovten tha mummber of
8 | ] Pl Kapon for tha Provedes €3 [ ———)

MISREFRESENTATION OR FALSIFICATION OF ANY DNORMATION CONTARID IN THIS COST REPORT MAY BE FUNISHADLE BY CRIMINAL CIVIL
AND ADMESSTRATIVE ACTIOH. FINE AND OB DMFRISCUMENT UNDER FEDERAL LAW,. FURTICLRM! i TIES
REFORT WERE FROVIDED O PROCURED THROUGH THE PAYMENT DIRECTLY OR ENDIRECTLY OF A KICKBACK OF WERE OTMERWISE ILLEGAL,

OB, IF SERVICES ERENTERID T
EIVIL AND ADMINISTRATIVE ACTION, FINES ANDOR IMPRISONMENT MAY RESULT

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF FROVIDER(S)

IHEREBY CERTIFY that ] Rave susd tha 38 ‘ Ik Atk ad 2t maznilly

ubuntied cvl pepert seed e Bisiance Sheet and Statement of By d L. b {Pruvaben Hammis)
‘] Hramvuri=)} ot ot ruprting pariced bugissing e 3t bt bt o =y kol acad bulael
s papert e statamt 1oa Praa, coeact, compl 2 2 recie & sceeedansa o
[y todl T furthar carify shoe ] acn i wih fha oo a2 e g Ak sarvices, sad dhat

e cervicns sestifind i this et report wse provided i compbance with e b and pepalstres

(Sigad)
T or Admemares of Fravdarts)

)

TITLE XV

DRAFT FORM 222-17

e Instructions state that
Low Utilization
“requires prior
contractor approval,
see CMS Pub. 15-2,
chapter 1, §110”

e Title XVIII settlement
amount added to
Worksheet S

DRAFT FORM 222-17
WORKSHEET S-1, PART |

T ATION DATA s FIRIOD: TORRGHEET 5.1
FROM: PARTI
I0
PART 1. RURAL HEAL TH CLINIC IDENTIFICATION DATA
Frovider Tare Tope of comel
CCN CHEA Contifsnd (e
1 3 5 ] H
Sate Nage: 1
Sareer PO Box k4
Cary Seate: Zsp Code: | Counry: I 3
| vy} From o [l
= Ee s PG part of an entiry that wis, Weases of coatrels adtiphe FHCS! Loser "V for yes or ' fox 00, 3
if ves enter the eahify's unfomation bebow.
7[R o Exmiry | =
il T [P0 Box JHREA Avwsed Number: ! 1 T
T [Cotv | 2 | Code I =
v Iu e FUFC pont of 8 ol cxpamratson ar defiused = 51190 of VIS Pulb 15, Part 1 (st cbrms boe olfiew conts m 8 v
Home Office Cost Stasement? Exser Y™ for ves or "N™ for po in column 1. I ves, enter the ch infornation below, I I
[ = | | T
11 et FO B [Hemne Offsce CON | T
(553 e i T =

Worksheet S-1 Part | completed for Primary RHC if consolidated

» Street address required
* Lines 5-8 Owning or Controlling entity
* Lines 9-12 Chain Identification
» Entity will allocate costs to facilities
» Entity that files a Home Office Cost Statement

8/11/2017
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DRAFT FORM 222-17
WORKSHEET S-1, PART |

TN Date sted Date Approved Number of RHCs
Consolidated Cost Report 1 2 3 4
13 | this REC filing a consolidated cost report per CMS Pub. 100-02. chapter 13, 3
§80.27 Enter ™Y for yes or "N for no in column 1. If columm 1 is yes.
complete columms 2 tixough 4, and line 14, beginning with subscripted line
14.01. If columa 1 is no, leave line 14 blan (see instructions)
Site Name TCN CBSA Date Requested Date Approved
1 2 3 H
14 [Tist of Consolidated Poviders 14
201 1201

» Worksheet S-1 Part | lines 13 — 14, for consolidated reports
» Line 13 — Are you filing consolidated and if so when did you request and
when did you receive approval for consolidation.
» For 224-14 the Approval dates were only required where the Certification
date was after the effective date of the form (10/1/2014)
» Line 13, column 4 will drive subscripting of line 14.
» Line 14 subscripts
» Main facility data not reported (thus line 14 shaded)
» Each additional facility reported on subscripts
» Subscripts will drive creation of applicable Worksheets S-1, Part lIs

DRAFT FORM 222-17
WORKSHEET S-1, PART |

Wrdical Magmacnce
15 JDices this O cary T Tosurance? Fater 'V for ves or N for oo 5
15 JIF e 1% s ves, is the b ‘insurance a chims-made or occumence policy? Enter "1” for claims-made of "2 for occurmence policy. 16
Preuusms | Fawd Lowes el Lussams e
17 izt nmomnts of nalpes T i Bovses o self- e the applicabie cotms | 17
(1] |_m ‘malpeactics premivms, pasd losses or self-imsarance reported in 2 cost cemter other than the Malractice Fremiums cost center] 18
[Ectes V" for ves o "N for mo. (see i
Fhscellmeou:
T thes RESC andor ay consobaared FITCs imvolved i WAMIng rendents i ac approved GOE program i accordance Witk 42 LI 403 24680517 I
Eter ™Y fio ves on "N” for o, {vee ustructio
0 vl fior n exoephion bo the prodectaty studard’ ]
1 |Does the Eacibiy opevale as othes Gim a FHG? Eober "1 fox yes on "0 for o i)
73 |[F e 71 i3 ¥"_specify rvpe of operasica, (i ¢ phvsicims offier_ndrpradem laboantory_ric ) 2]
75 [iemmify davs and bours by lsting the tinse the faciliry operates as a BIIC next to the applicable day_ i)
Fiors of Operstice

Frow To

1 3
BEX]
2305
FELT]
1303
23.06
507

o of Cpeos
Trom To
T 3

I
T

Lines 15 — 18, Malpractice Information
Lines 19 — 23, Approved I&R training
Lines 23 and 24 Hours of Operation

8/11/2017
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DRAFT FORM 222-17

WORKSHEET S-1, PART |

IN

Demonstration Type

75 |Did tts facikity parcipale i aay payment demonsiration G (s cosl feportiug peniod? Eater 'Y for yes or ‘N for o
1 cotumn 1 is ves. enter the type of incolumn 2.

15|
)

26 |Are there any costs included in Worksheet A that resulted from transactions with related organizations as defined n
CMS Pub_15-1, chapter 107 If yes, complete A-8-1

Line 25 — Payment Demonstration Information
Line 26 — Are there costs from Related Organizations
* If no related organization costs on Worksheet A, “N”

DRAFT FORM 222-17

DRAFT ORM CMS-222-17

WORKSHEET S-1, PART Il

4600 (Cont.)

KURAL HEALTH CLINIC IDENTIFICATION DATA CCN: PERIOD: WORKSHEET 5.1
FROM: PARTI
CENTER CCN TO:
PART 1 RURAL BEALTH CLINIC CONSOLIDATED COST REPORT IDENTIFICATION DAT
Type of conmrl Date Daweof
Date Certified Decertified Vi1 D CHOW
1 p) 3 1 5 5
T 5o N T
2 [Sueet: 70 Box 2
3 |Catve State. Zip Cods. | County- 3
Tedical Malpractice
T [Does s RHC cany ] malpractics mowance? Eoter ¥~ for ves o "N for o T
5 | line £ s ves = claims made or occumence policy? Enter "1 for claims-made or -2 for pecumence policy 5
I Premiums I Paid Losze: ‘Self Insurance
& [Lect mounss premims. paid losses or self mrance i fhe Spplicable colmme: | | 3
T -
7 [Does the facil 7

1+ Part Il completed for each additional consolidated entity
- * No Part Il completed for main facility

=1« Line 1

* Column 1 - Date Certified

* Column 4 — Date Decertified

— 3 » Column 5 — (V)oluntary or (l)nvoluntary

Lo + Column 6 — Date of CHOW

Irf==1+ Lines 7-10.07 — Malpractice information and hours.

[Wednesdsy

=  If 1 malpractice premium for full entity repeat

[Frday
T information

|

To

HEEE

To

10,07

FORM CMS 22317 (DATE) (NNSTRUCTIONS FOR THIS WORKSHEET ARF PUBTISHED IV CMS PUS 157 SECTION 36043

8/11/2017
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8/11/2017

DRAFT FORM 222-17
WORKSHEET S-2

A680 (Cont ) FORM CMS-222.17 DRAFT
RURAL REALTH CLINIC REIMBURSEMENT (£ FERIOD HEET 5.7
QUESTIONNAIRE O
LOMPLETED BY ALL REC
Wi Daze i
vidder Oveanizavion aged Oper 1 F 1
1 [ s the RIC changed Pt i of e comt 3 T
1 vey, suten the dote of e chanpe o cobvem
T H.\ thr RHC |m..m|nl.mmm=.. e Medurirs puoms? [F ven, eases o colim 3 i bt T
ermeation aod w colume 3V for volugtaey or T for gvobentaey
¥ ]\\k PHC wiolved in business mansacuos. wnchdinr . with indraduals of eaunes 3
{e.p., chun beme effices, Srug oo medsea] vopply compazses) than are related b the provudes of it officers, medieal
salf,sasagacal el o Samlers of the bowd of dwecters Gaoush v, ool 2 Sy st
cthe sl relaticile e tions)
N Time Dhace TN
Figagei) Dues s Beporrs 1 2 i !
4] Cobimm 1. Weas the famcanl iabesests geepievd b 8 Crvibed Publs Accoustast? Eole ¥ or M. 1 ]
M, see instractions
Cenmn 2 If s, enier “A fo Andned, "C” for Gempied. or "R for Revewed. Subot ecenlet copy o emer
diste svaclable w ¢ )
Cobann 4. Aaw the cout veport |_|.|n1.u.u.-1 tal peennss effmmest fromm Ehuou cu the Geld finsecial datmnents?
16 yes, sub

* Worksheet S-2
* Replaces Form 339
* Lines 17 — 19 — Cost Report Preparer
 Individual that will be contacted regarding cost

report BT

[ W e e \mwerntewunzxmimmem‘ Treohm= T3 ves, eomer ¢ 1T
gecueb e 2 bz

(e wmatrachons)

T or 12 13 ves, i made 10 - =
blled b ae gt cingied on the PSAR Report wred uo e the com sepor? I ves, 262 insrections
SEN BT I o B L e ol o S E3

DRAFT FORM 222-17
WORKSHEET S-3

DRAFT FORM CMS-222-17 4690 (Cont.)
RURAL HEAITH CLINIC DATA CCN PERIOD: WORKSHEET S-3
FROM:
TO:
RURAL HEALTH CLINIC STATISTICAL DATA
Total
CENTER Title Title All
CCN Title V XVIIT XIX Other Patients
0 1 2 3 4 5
1 |Medical Vists 1
2 |Total Medical Visits 2
3 |Mental Health Visits 3
4 |Total Mental Health Visits 4
5 |Number of Visits Performed by Inferns and Residents 5
6 |Total Number of Visits Performed by Interns 6

and Residents
7 |Total Visits (sum of Lines 2 and 4)
e Lines1,3and5
» Subscripted for each consolidated RHC
* Line 1 — Medical Visits
* Line 3 — Mental Health Visits
* Line 5 - I&R visits
» Not reported on PS&R
» Also reported on lines 1 or 3 as applicable

-
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WORKSHEET A

DRAFT FORM 222-17

DRAFT FORM CMS-222.17 650 (Comt
I‘lrm}-n. D ADTCS TRERTOF TR T O TOCRSHIT
BALANCT OF EXPINSES TROM
0.
WET
RLCLASSIT RECLASSITIID LXPINSES FOR
COST CENTER SALAPRITE OTHER, TOTAL L i ANCE | ADJUSTMINTS ALLOCATION
13 ry 3 1]

* Lines 40 — 48 — Overhead

* Lines 60 — 68 — Administrative
* Lines 75 — 80 — Non RHC services
* Lines 87 — 89 — Non Allowable

» Working Trial Balance — Similar to 222-92
» Lines 1-10 — Staff costs (by position)
* Lines 15— 16 - “Under Arrangement”
» Lines 25-32 - “Other Health Care Costs”

DRAFT FORM 222-17

4690 ( Cont. ) FORM CMS-222-17

DRAFT
STATEMENT OF COSTS OF SERVICES CCN: PERIOD: WORKSHEET A-8-1
FROM RELATED ORGANIZATIONS AND FROM
HOME OFFICE COSTS TO

PART1-COSTS INCURRED AND ADJUSTMENTS REQUIRED AS A RESULT OF TRANSACTIONS WITH RELATED
ORGANIZATIONS OR. CLAIMED HOME OFFICE COSTS

[ S [

‘ Amount of Amount included | Net Adjustments
Allowable in Wkst A {col. 4 minus
Tiiis Lot Cant, L. Teamss Lzt col 5 col 53 *
-+ Worksheet A-1 — Now A-6 : g
- * Worksheet A-2 — Now A-8
p? * Worksheet A-2-1 — Now A-8-1
e + Part | “Are there any costs....” eliminated as now
e on Worksheet S-1, Part |, line 26.

Positive amounts increase cost and negative amounts decrease cost. For related orgamzation or home office cost which have not
been posted to Worksheet A, columns I and/or 2, the amount allowable should be indicated in column 4 of this part.

PARTII - INTERRELATIONSHIP TO RELATED ORGANIZATIONS AND/OR. HOME OFFICE

The Sarratary b irie of the anthamite orantad ymder saction 18140V nf tha Samal Sammite Art ranmites the
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DRAFT FORM 222-17
WORKSHEET B, PART |

DRAFT FORM CMS-222-17 4690 (Cont.)
VTSITS AND OVEREEAD COST FOR RHC SERVICE oic ¢
PARTSI & IT
PARTI- VISITS AND PRODUCTIVITY
j— py— Creater of
FTE Total Productivity Visits Col 2 or
Personuel Visits Standard (1) | (col 1xcol3)|  Cold
Positions i B 3 f 5
1 | Physicians 4200 L
2 | Physician Assistants 2100 2
3 | Nucse Practitioner 2100 3
1 | conified Nurse Midwife 2100
5 | Subtotal (sum of lines 1 through 4) i
6 [Registered Nusse §
7 |Licensed Practical Nurse §
o | clen Pstotogit * Similar to 222-92 L *
e i i s
9 f Clinteal Soctal Worker » Productivity exception reported on Worksheet S-1, .
. 10
10 | Total Staff Part I, line 20 L
11 | Physician Services Under Agreement I I I 1

(1) Productivity standards established by CMS are: 4200 visits for each physician and 2100 visits for each nos
practitioner. [£an exception to the productivity standard has been granted (Wkst. S-1, Part L, line 20, equals "¥"), input
incol 3, lines 1 through 4, the productivity standards derived by the confractor.

DRAFT FORM 222-17
WORKSHEET B, PART Il

- Similarto222-92 |

PART II - DETERMINATION OF TOTAL ALLOWABLE COST APPLICABLE TO RHC SERVICES

Amouat
12 | Cost of REC services - exclnding overbead and allowable GME costs 12
(Worlsheet A, columa 7, line 39, minus Worksheet A, columm 7, line 29)
13 | Cost of other than RHC - excluding overbead (Worksheet A, column 7, sum of lines 36 and 90) 13
14 | Cost of all services - excluding overhead - (sum of lines 12 and 13) 14
15 | Ratio of RHC (line 12 divided by Ene 14) 15
__16 | Total overhead - (Worksheet A. colunn 7. line 74) 1§
17 | Overhead applicable to RHC services (line 15 times line 16) (see instructions) 17
18 | Total allowable cost of RHC services (sum of lines 12 and 17) 13

8/11/2017
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DRAFT FORM 222-17
WORKSHEET B-1

4690 { Cont.) FORM CMS-222-17 DRAFT

TOMPUTATION OF T FERIO WORRSHEET B-1
PNEUMOCOCCAL AND INFLUENZA [FROM:
VACCINE COST TO:

PREOMOCOCCAL IRTLUENZA
T y-

T [Healih care Sl cost (om Worksheet A column 7, Tine T9) T
T |Fano of pocumococcal and MIIEnTa VACCInE SIAT [NE 10 1001 BEAll cafe stall tme Ed

3 |Pneumococcal and influenza vaccme health care sfaff cost (hae T mulfiphed by hine T 3

T [Vaccimes and related medical supplies cod T
(from Worksheet A column 7. lines 30 and 31 respectively)

S [Drect cost of poeumococcal ang IIGenEs vaccine T o TS T I 5

& |Total durect cost of the Aty (from Worksheet A cobumn 7, line 39) (]

Total Tacality overhead (lrom Worksheet A, columm 7, ine 73}

T50 OF POCUMOCOCCA] A IMIIBENTa VACCIne T 08T 10 108l Quect con ° Slm”ar to 222'92 T
{line 5 divaded by line &)
U [Overhead cost - pneumococcal and miluenss vaccme (hne 7 maiiphed by Tine 57 T
10 Total p and wileenza vaccwe cost and (sum of hoes 5 and 9} 10
TT | Tomal number of pacumococcal and InIlBenza VACCIE 18] ections (Hom provider Tecords) T
TT [Coa per § T and mfuenta vaccine inechion (hine 10 drded By Tme 117 T
T3 [Number ol p Tand miluenza vaccme myechons adumnieed T
1o Medscare beneficianes

T3 [Fledicaze cost of paeumococcal and miuenza vaccine And AENEUSTon 5!
(lie 12 multiphied by line 13)

T5 [Total cost of preumaococeal and mfluenza vaccne and adnsnistration 5

{zum of columns 1 and 2 line 10 ) Transfer to Workshest © Part T line 2
TG [Total Medicare cost of puesmococcal and mnilienza vaccme and adounrsranon 1%

(sum of celumas 1 and 2. hine 14) Transfer to Wosksheet €, Pan I line 23

DRAFT FORM 222-17
WORKSHEET C, PART |

4690 (Cont. ) FORM CMS-222-17 DRAFT
B ICARE CCN:- PERIOD: WORKSHEET C
PAYMENT FROM: PARTSI&II
TO:
TART [ DETEEMINATION OF FATE FOR RHC SERVICE AMOURT
1 [Total allowable costs (Workeheet B, Part I, Tine 18) T
T 7 [Cost of pneumococcal an Wenza vaccine and a Tration (from Worl TB1 Ime 13) )
3 | Total allowabl Texcludmg p ang miluenza === = E]
T [Greater oF MUmTmmm VisHs of acroal Vit by hiealih care sl © Similar to 222-92 T
| PEySrers Vs e sEreas (Hom W 7= * Lines 8-9 — Two columns printed but a third
—seemeesmemmey | provided in the instructions if applicable 3

X djusted cost per visit (Tme 3 drvided by Tme 6

Calculaton of Lt (1]

[ Payment Lot |
Period 1 Period 2
THTE pet VISt (568 MSuChons) ¥
T | FAte Tor Medicare covered vists ([essor of hne 7 o7 Loe 5] T
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DRAFT FORM 222-17
WORKSHEET C, PART I

RN - DE TEREIIATION O TOTALFRTNERT Ty et

Pensed | Fenied T

L =y =T 7 ™
™ T = T T
T

™ TR TR TIT T
™ TR TR TFT 0]
o T ST T
= =

™
[l 14w e 13}

T[=m= . Similar to 222-92
i - * New Lines
il + Line 29 “Other demonstration payment

adjustment amount before sequestration”

=T

~ * Line 33 “Other demonstration payment
T - adjustment amount after sequestration”
e -
- wery -
—— -
I S TR TR IRRIRT 2

DRAFT FORM 222-17
WORKSHEET C-1

ANALYSIS OF PAYMENTS TO THE RURAL HEALTH CLINIC FOR SERVICES RENDERED CON PERIOL: WORKSHEET C-1
FROM:
TO:
Descripton Pat B
man/ S Y I Amcust
1 2
1 | Total intenim pavenests pasd 10 RMC | 1
7 | aterim paymests payable oo mdivedual bills, eitber 5| @ NeW WOI'kSheet 3
7 [Litsepaately each remoacane * Analysis of Payments required on all FT
buemp s adiustmens amonar based 302
oo sbseuea sevsion of he other form sets 10
isenian rase fior the cout reporting period. . . 3.04
T —— » Line 5, tentative settlement payments, S0
1 noee, write "NONE” or enter a zere (1) A o .50
can only be input by providers on i)
3.52
Amended reports 35
T T 1354
| Subtotal (s of buwes 301 3 49 nmmus s of koes 3.50.3 98) [99 i
4 | Total interim paymests (van of mes 1, 2, and 3.99) 4
(trmnafer 00 Wient © Part [T, me 35
TO BE COMPLETED BY CONTRACTOR
5 [List separately each tentative settlensent Program te. o1] 501
[yt afler deok review Alus chow Pacrader E' 502
date of pack pavaent 03l 103
If nome, write "WONE" or enter a zero. (1) 50) 550
Provider 1o 51 5.51
Pweam 52| 352
[Subtatal (s of bes §01.5 49 mems sm of bmes § 50.5 98 &0 599
[Program 1 provider 0 401
Pwndenoﬂﬂzn 0, 602
7 [ Total Madsc are guograsn bal 7
£ |Conmncios spproving official sipmamie Date: 1
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MEDICARE COST REPORT
UPDATE

* Agenda
» Regulation Changes Impacting Cost Reporting
» Recent Cost Reporting Changes
* Hospital
* Provider-based Hospice and FQHC changes
 Skilled Nursing facility
* Home Health Agency
» Federally Qualified Health Center
+ CMHC
* Rural Health Clinic
» Hospice

HOSPICE
1984-14 TRANSMITTAL 2

- Major Hospice cost reporting changes effective for cost reporting periods
beginning on or after 10/1/2014.

- This is the second year 12/31 Hospice providers are filing under the
revised forms

- Major changes from the previous 1984-99 and the new 1984-14 include:

- Data previously reported on the Provider Cost Report Reimbursement
Questionnaire, Form CMS-339, has been incorporated into a
Worksheet S-2.

- The Worksheet A and B series will now require the separate
identification and reporting of patient care service costs by level of
care (Continuous Home Care, Routine Home Care, Inpatient Respite
Care and General Inpatient)

- HFS has a recorded WebEXx detailing the Hospice cost reporting
changes

- https://www.hfssoft.com/doc/Hospice%201984-14.zip 118
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