COMMONWEALTH OF KENTUCKY

Cabinet for Health Services

Department for Medicaid Services

COST-BASED FACILITY

COST REPORT

Edition 4/00



-

ANNUAL COST REPORT PAGE L
SCHEDULE A
CERTIFICATION AND OTHER DATA

»

VENDOR NAME: VENDOR NUMBER: B
Far The Pecied (e Status
to LeapYear 0 365 O
A. Type of Control . -
1. Valuatacy Noo-lrafit 2 Praprictacy 3.  Gaverument
Church a Idivided (O 0 sae -
Other(Specity) (0 Patneship (O O County ]
Corcpacation a ciy
Othee(Specify (0 [0 Othed(Specify)
B. Statement of casts of services fram Related Orcganizations
L fn the amount of costs ta be reimbursed by the MEDICAID Program, ace
any costs included which arc the result of transactions with a
« eclatod ocganizatioa?
Ves 0 Ne [  (fYes" completc parts C & D). All Vendors arc
[ tlA. E&-F.if.r"' 'R}
C. Costs incurred as the result of transactions with related erganizations. «
Schedule Linc £, ltem Amount
D. Name & percent of divect oc indirect awnership of the related organization.
Name of Ovact Name of Related Oreanization Perccat
E. Stat t of Comy tion of Owners
Percent of Pacners Cacp. O(L
Customary % of *af
Tide Work Week Operating Vendods .
. & . Devated 0 Profit oc Stock Total
Naae . Functi Busincss Loss QOvwned  {Componsation




ANNUAL COST REPORT

. N PAGE2
)’-' o T .
» O , SCHEDULE A
Al
f ) CERTIFICATION AND OTHER DATA
VENDOR NAME: VENDOR NUMBER:
Far Thie Period fcom - -
ta”
F. Statement of Cumpcnsation Paid ta Administrators and/ac
Assistaat Admisisteatacs (Other than Ownecs).
“Percent ol
Customary Peroent Tataf
Work Week of Compensatica
Devoted to Period for the
Name Title Bust Emploved Period
!
G. Has the facility had a change of ownership in the past fiscal yeac?
* Achange ol o hip is delined as the transfoe of asscts of 2
l'acduy The sale of stock in a facility docs aot constitute 2 change
of ownership.
Yes (] Ne (O
1 yex, ndicate the new owners and the peroent owned. (If corporate
— owwned, listindividuals)
Name Percent Owned
H. Certification by Officer of Facility
THEREBY CERTIFY that [ have cxamined the p: cky Medicaid Cast Report foc
the period ended
mmwmcbcao[mylmowlcdgcu\dbeﬁe(d\cymmudm .
statemonts poepaed fram the books snd recoeds of
wa d with applicable pragram dicectives, exegpt as noted.,
- (Signed)

Oflicer or Adinistrator of Facility

FAitina AINN
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ANNUAL COST REPORT
SCHEDULE B

STATEMENT OF INCOME AND EXPENSES

VENDOR NAME:

ENDOR NUMBER

FYE

1. Tatal Paticit Revenues

2, Less: Allowaaccs and disceunts an paticn(s* accounts

3. Net Paticat Revenues

4. Less: Total apccating expenses

S, Net incomic from services ta patients

OTHER INCOME
Ga. Unresteicted caatribiutioas. donations, hequests, ete.

Gh. Restricted coatributions. donations, heguests, ete

7. lacome from unrestricted investments

7h. lncome from restricted investments

8. Vending machine commission

9. Revenue fram meals sold to emplovees and sucsts

10, Revenuc from sale of druss, supplics, ctc., sold to noa-paticnts

11. Reveauc from telephone aand telesraph service

12. Revenue from rental of aoa-patient {acilities

13. Revenue framt Beauty/Barher Shop

14, Purchase discounts

15. Other (specify)

16.

{7

18.

19.

20,

2L

22,

23.

24.

28, .

26.

27. f
23, .-

29.

30,

31, Tatal ather income

32, Tatal of line § and line 31

OTHER EXPENSES (Spccify)

3.

34

3s.

36,

I

34,

39.

44,

41,

42

43.

44.

45,

4G.

47,

44,

&

49. Tutal ather expenscs

s, NET INCOME FOR THE PERIOD (fine 32 less tinc 49)

Fditinn 4/00
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ANNUAL COST REPORT

SCHEDULE C
BALANCE SHEET AND COMPUTATION OF EQUITY CAPITAL

VENDOR NAME:

VENDOR NUMBER:

PACE({

FYE

LN AR 4 o

10..
1.
v
13.
14
15.
1. .
1.
18
0.
20.

2L

22,
23.

24,

ASSETS

Current Asscts

Cash
Notes aad Accounts Reccivable
Other Receivables

Less: Allowance for Uncolicctable Accouats
[aventory
Prepaid Expenses
Tuvestments
Othcr (Specify)

-

Q)

Q.

R E)

Pcr Baoks

Adjustments

~Balance .

Total Current Assets
Fixed Asscts

Land
Building and Lcaschald Irmprovements

Less: Accumulated Depreciation
Fixcd Equipmeat

Less: Accumulated Depreciation
Major Movable Equipment

Less: Accumulated Dcpreciation
Matac Vehicles

Less: Accumulated Depreciation
Miaac Equipment

Less: Accumulated Depreciation

Total Fixed Asscts
Othce Assets -
[avestments

Lcasc Dcpasits
Duc from Owucrs oc Oﬂi_ccu (Specify)

73 17 U P A A 3 U U P U 1% £

7 U P P G U U R D U

(7]

Othicr (Specify)

Total Other Assets
Total Assets

o g, 2 I~

A u|lun|uin]ujuvjun|uignluiviuin
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ANNUAL COST REPORT
SCHEDULE C (coat.)
BALANCE SHEET AND COMPUTATION OF EQUITY CAPITAL
VENDOR NAME: VENDOR NUMBER: FYE
' Q) Q)
LIABILITIES
Cucrent Liabilitics Pcr Baoks Adjustments Balance
23. Accouats Payable S -
29. Notes Payalle
34, Curreat Portion of Loag Term Debit
31, Salaries and Fees Payable
32. Payroll Taxes Payable
33. Income Taxcs Payable
34. Deferred Income Payable
35, Other (Specify)
36, - Total Curreut Liabilities -1s -
Long Term Liabilities
37, Mortgage Payablc S -
38. Notes Payablc
39. Tatal Long chl;l Liabilities S -
40, Total Liabilities -1s -
CAPITAL AND OWNERS' EQUITY
41. Commoa Stack ) S -
42, Preferred Stack
43, Treasury Stock
4. Rctained Eacnings
45, Othier (Specify)
4. Total Capital and Owaners' Equity -1s -
47.  Total Liabilities and Capital -Is -

Edition 4/00
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ANNUAL COST REPORT

SCHEDULE C-1

BALANCE SHEET AND EQUITY CAPITAL ADJUSTMENTS

VENDOR NAME:

VENDOR NUMBER:

FYE

ITE

EXPLANATION

AMOUNT

CLASSIFICATION
ADJUSTED ACCOUNT

.LINE .

cofws|mnern]safudfos]

2

Py
=

—
—

-
b

-
[

—
do

-
(%)

16§ °

17

18

v

2

21

22

24

26

27

29

30

34 .

32

33

34

35

37

38

39

44

41

42

43

44

45

46

T 4T

48

49

51

52

S4

S§§| -

TOTAL

Edition 4/00
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2
3
34

VENDOR NAME:

e

Director of Nursing Salary
R.N. Salaries
L.P.N. Salarles
C.M.A, Salaries
Aldes Salarles
Other Sataries
Other Safaries,
Othet Salarfes_

Subtotal-Sularies
Employee Benefits Reclassification
Nursing Contracted Services
Medicat Records Salaries
Medical Director Fees
Pharmacy Consultant Fees
Physiclan Services
Nursing Education & Training
Nursing Trave! Expense
Medical Supplies .
Adult Diapers & Underpads
Nursing Equipment Rental
Nursing Small Equip. Purchases
Other Expense_
Other Expense,_
Other Expense_
Other Expense_
Other Expense_
Other Expense,_
Othet Expense_
Othet Expense,_
Other Expense
Othet Expente_
Othet Expense
Othet Expense,_

Total

ANNUAL COST REPORT -- SCHEDULE D-1

.- NURSING SERVICES COSTS

VENDOR NUMBER: :
. . _ FYE
@ )] ) KO (6) (7) ®
‘ Direct Certified Non-Certified &
Per Reclass- Adjust- Adjusted Costor| Nursing Facility Non-Nursing Fac,
Books {fications ments Balance Alloe, Alloe, of Costs Alloe. of Costs

~
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ANNUAL COST REPORT -- SCHEDULE D-

)
VENDOR NAME:
(1)
Care Related

Actlvitles Salaries
Soclal Services Salaries
Other Salarles_
Other Salarles,,
Other Sajarfes_
Subtotal-Suturles
Employee Beneflts Reclassification
Activities Supplies
Social Services Supplles
Training & Education Expense
Travel Expense
Other Expense_
Other Expense,
Other Expense_
Other Expense_
Other Expense_
Othet Expense_
Other Expense_
Other Expense_
Other Expense_
Other Expense_
Other Expense
Other Expense_
Other Expense_
Othet Expense,
Other Expense
Other Expense
Other Expense_
Othet Expense
Other Expense,_
Raw Food
Total

I

2 - OTHER CARE RELATED COSTS

VENDOR NUMBER: ’
FYE
(2) 3) “ ) 6) O] ®
Direct . Certified Non-Certified &
Per Reclugs- Adjust- Adjusted | Costor | Nursing Fucllity Non-Nursing Fuc,
Books ffications ments Bitlnnce Alloe. | Alloen, of Costs Alloca, of Costs
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14
124
24
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VENDOR NAME:

()]

« L2 e
ANNUAL COST REPORT -- SCHEDULE D-3 -~ OTHER OPERATING COSTS PAGE 2
: VENDOR NUMBER:
. FYE
2 3) O] (5 (6) N o )]

) Direct Certified Non-Certified & Anciflary
Per Reclass- Adfusts Adjusted Costor | Nursing Facitity Non-Nursing Fac, Hospitul-Based
Books ifications ments Balance Alloe, | Alloen. of Costs Alloen, of Costs Fueility Onty

Repairs & Malntenance-Equipment
Repairs & Maintenance.Grounds
Small Equipment Purchases

Gas |

Electricity

Water & Sewage

Garbage Plck-up

Contracted Services

Pest Control Services

Property Taxes
insurance-Property, Plant & Equip.
Other Hskg. & Plant Op._

Other Hakg. & Plant Op._

Othet Hskg. & Plant Op._

Other Hskg. & Plant Op.

" Other Hskq. & Plant Op.,

Other Hskg. & Plant Op._
Other Hskg. & Plant Op._
Othet Hskg. & Plant Op...
Othar Hskg. & Plant Op._
Other Hska. & Plant Op._
Other Hskg. & Plant Op._
Other Hekg. & Plant Op._
Othet Hskg. & Plant Op._
Totual Honsekeeptng & Plant Oper.

Lawndey -
Laundry Salaries
Other Satarles_
Other Salatles
Other Salatles_

SubtotalsSuliuries
Employee Benefits Reclassification
Laundry Supplies
Linens & Bedding
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20
—

" VENDOR NAME:

w

fERy ~ '
) )
ANNUAL COST REPORT -- SCHEDULE D-3 -- OTHER OPERATING COSTS PACE
VENDOR NUMBER: .
' FYE
2) 3 “ ®) (%) %) ) )
. Direet _ Certified Non-Certified & Ancillury
Por Reclnss- . Adjust- Adjusted Cost or | Nurstng Fneitity Non-Nursing Fuc. HospitulBased
Books ifications ments Balince Alluc, Alloen, of Costs Alloen, of Costs EFacitity Only

Laundry Contracted Services
Other Laundry Expense_
Other Laundry Expense
Other Laundry Expense_
Other Laundry Expense
Other Laundry Expense_
Other Laundry Expense_
Other Laundry Expense_
Other Laundry Expense_
Other Laundry Expense
Totul Latmdry Expense
{ strative & General
Salaries-Officers
Salarfes-Administrator
Salaries-Office Staff
Other Salatles_
Other Satarles
Other Salarles
SubtotalSalurtes
Management Fees
Home Offica Costs
Board of Directors Fees
FICA
Workmen's Compensation
Unemployment Insurance
Medical Insurance
Life Insurance
Tetephone
Dues & Subscriptions
Office Supplles
Equipment Rentat
Printing & Postage
Legal Fees
Accounting Fees
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ANNUAL COST REPORT -- SCHEDULE D-3 -- OTHER OPERATING COSTS

VENDOR NAME:

98
99
100
101
102
103

. 104

105
106
107
108
109
110
111
112
113
114
118
116
117
118
119
120
121
122
123
124
128
12¢
127
128
129
130
131

n

Contracted Services

Utitization Review

Travel & Seminars

Advertising-Help Wanted

Advertising-Other

Small Equipment Purchases

Licenses & Fees

Interest Expense-Non-Capital

Other Expense,_

Other Expense_

Other Expense_

Other Expense_

Othet Expense_

Other Expense_

Other Expense

Other Expense_

Other Expense

Other Expense__

Other Expense

Other Expense_

Othet Expense_

Other Expense_

Other Expense_

Other Expense_

Othet Expense_

Other Expense_

Other Expense_

Other Expense_

Other Expense_

Other Expense_

Other Expense_

Other Expense_

HEALTH CARE PROVIDER TAX
Total Admin, & General Exp.

PAGE 4
VENDOR NUMBER:
FYR :
) (&) C)) () (6) O ) v)
S Direct Certified Non-Certified & Ancittary
Per Reelngs- Adjust- Adjusted Cost or | Nursing Facility Non-Nursing Fuc, Hospital-Bused
Books ifieations ments Balance Alloe, | Alloea. of Costs Alloca, of Costs Faellity Qnly
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WO DN

24
25
26
27
28

)

VENDOR NAME:

(1

Depreclation-Bullding
Depreclation-Equipment
Interast Expense-Capital Related
Rent

Land improvements
Leasehold Improvements
Amortization of Start.up Costs
Other Capltal Costs_

Othet Capltal Costs_

Other Capltal Costs_

Other Capltal Costs_

Other Capltal Costs_

Other Capital Costs_

Othet Capltal Costs_ -

Other Capital Costs_ -

Other Capital Costs .

Other Capital Costs_
Othet Capital Costs_
Other Capital Costs _
Other Capital Costs_
Other Capital Costs
Other Capital Costs_
Total

Grand Totuls

Totals of Schedules D-1 through D4
Total of Schedule D-§, Column 8
Total Routine CNF Cost

Totals from Schedule D-5

Total Cost

: ) \
) J
ANNUAL COST REPORT -- SCHEDULE D-4 -- CAPITAL COSTS
VENDOR NUMBER:
. - . FYE
(4] 3) <) )] @ . ) )
Direct Certified Non-Certifled & Anelitary
Per Reclngs- Adfust- Adjusted Cost or | Nursing Facllity Non-Nursing Fac, Hospltul-Based
Boolks ifications ments Balance Altoe. | Alloca, of Costs Alloen, of Costs Fucitity Only
(2) (3) ) (5 - +(6) 0] (1) )
{ |
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Do~ D AW

A e
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13
14
18
16
17
18
19
20
21

ANNUAL COST.REPORT -- SCHEDULE D-5 -- ANCILLARY COSTS PAGE 1
VENDOR NANME: . : VENDOR NUMBER:
: FYE
(1) (2) 3 ‘) Q) (6) M )
' CNF
Per Reclass- Adjust- Adjusted Direct Tndtrect Indirect
Books ifications ments Bulance Costs Costs- Costs
Phystead Thepany
Physical Theraplst Salacies
Physical Therapist Asstnts, Salaries
Physical Therapist Aides Salaries
Other Salaries_ -
Subtotul.-Sulurtes
Employee Benefits Reclassification
Contracted Services
Equipment Depreciation
Other Expenses_
Other Expenses_ '
Hospital-Based Indirect Ancillary (Sch. D-4, Line 24, Col. 8 X Sch. F, Section B, Line 3, Col. 4)

Total

" A

Professional Salaries .
Other Satarfes_
Subtotal-Sularivs
Employee Benefits Reclassification
Suppties )
£quipment Depreclation
Other Expenses
Hospital-Based Indirect Anclillary
) Total
) )
Professional Salarles
Other Safaties
Subtotal-Sulurtes
Employee Benefits Reclassification
Supplies
g£quipment Depreciation
Other Expenses_
Hospltal-Based Indirect Ancillary
Tutul

(Sch, D4, Line 24, Col. 9 X Sch. F, Section B, Line 4, Col. 4)

(Sch, D4, Line 24, Col. 9 X Sch, F, Section B, Line 5, Col. 4)
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ANNUAL COST REPORT -- SCHEDULE D-5 -- ANCILLARY COSTS

* VENDOR NAME:

3
32

34
35
36
37

38
40
41
42

m

Oxvpen/Resplratory Theruny
Resplratory Theraplist Salaries
Respicatory Therapist Assistant Sal
Raspiratory Therapist Aides Salarles .
Othet Salarles_

Subtotal-Saluries
Employee Benefits Reclassification
Supplles :
Equipment Depreciation
Othet Expanses_
Other Expenses_
Hospltal-Based Indirect Ancillary

‘ Total

§l)c¢§!l

Professional Salarles
Othet Salarlas ’
Subtotul-Suluries
Employea Benefits Reclassification
Equipment Depreciation
Other Expenses,
Other Expenses_
Hospital-Based Indirect Ancillary
‘otul
Qther '
Professional Salarles -
Other Salaries_
Subtotal-Suluries
Employee Benefits Reclassification
Equipment Dapreciation
Othet Expenses_ .
Other Expenses_
Hospital-Based Indirect Ancillary
Tota!

VENDOR NUMBER:

FYE

PAGE 2

&)

Per
Books

&)

. Reclngs-
ifientlons

@

Adjust-

&)

Adjusted
Balance

)

Diceet
Costs

™.

lndirect
Costs

(8)
CNF
Indirveet -
Custy

ments

h, D4, Line 24

Col. 9 X Sch. F, Section B, Line §, Col. 4)

(Sch. D-4, Line 24, Col. 9 X Sch. F, Section B, Line 7, Col. 4)

(Sch, D4, Line 24, Col. 9 X Sch. F, Section B, Line 8, Col. 4)

I S
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Total

~

|

|

72 )
. ANNUAL COST REPORT -- SCHEDULE D-5 -- ANCILLARY COSTS PAGE 3
VENDOR NAME: VENDOR NUMBER:
. FYE
(6)] (2) €)) (£)] ®) (6) ™ (8)
. : CNF
Per Reelnss- Adjust- Adjusted Direct Indirect Indirect
Books ifications ments Balance Costs Costs - Costs
Pharmicist Salaries
Other Salarles_ .
Subtotal-Salartes
Employee Benefits Reclassification
Drugs
Equipmant Depreciation
Other Expenses_
Other Expenses,
Other Expenses_
Other Expenses .
-Hospital-Based Indlrect Ancillary {Sch. D4, Line 24, Col, 9, X Sch. F, Section B, Line 9, Col, 4)




SCHEDULE D-6

RECLASSIFICATIONS OF EXPENSES

\’ENDOR NAME: . VENDOR NUMBER:

FYE

™ Q)

{acreasc
Linc Explanation Amouant

(&1]

Decrcase

Amount

)
Cast Center Affected
(Schicdule & Linc £ Aflected)
(c.e. D3-1)

O 00 O th &N =&

61 Tatal

Edition 4/00
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SCHEDULE D-7
ADJUSTMENTS TO EXPENSES

VENDOR NUMBER:

FYE
@ (8)) (8}
* Basis foc Sch. &
Adjustment Linc # Affected
{A) or (B) Amaount (c.e. DI-1)

Py

VENDOR NAME:
Q)
Linc Explaaation
1 Laundry & Linea )
2 Employee & Guest Meals
3 Gift, Flower & Coffee Shop
4 Grants, Gifts & lncome Designated
by the donor for a specific purpose
] Beauty & Barber Shop **
6 Excess Owners Comgensation
7 Telephone Serv.(Pay Serv, Excluded)
8 Radio & Television Service
9 Vending Machine Commission
10 Sale of Drugs to other than Patients
11 Sale of Medical & Surgical Supplies
" to other than Patients
12 Sale of Medical Record & Abstracts
13  Sale of Scrap, Waste, Etc.
14 Rental of Quarters to Emp. & Others
15  Rental of Facility Space .
16 Trade, Qty, Time & Other Discounts
17  Rebates & Refunds of Expenses
18 Interest Not Allowed .
19  Recovery of Insured Loss
20  ODepreciation .
21 Gain or Loss on Disposition of Assets
22
23
24
25
26 .
27
28
29
30
31
32
33
34
35
36
37
33
39
40
.41
42
43
44 .
45
46
47
43
49
50
51
§2
s3 Totul

*(A) COST (B) REVENUE

** Beauty & Bucber Shap Revenues in excess of Beauty & Barber Shap
supply & personucl cost is to be adjusted in au Adudnistrative &
CGieneral cast center.

Edition 4/00
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VENDOR NAME:

m

Physical Therapy
X-Ray
Laboratory

ANNUAL COST REPORT -- SCHEDULE E -- ANCILLARY SETTLEMENT

Oxygen/Respiratory Therapy

Speech
Other
Drugs

T;aml

VENDOR NUMBER:
FYE
@) 3) ) %)
. Recelvible
Direct Medieaid Medieaid From KMAP
(¥rom Sch. D-5, Col.6) Direct Payments (Payable To KMAP)

TENTATIVE  ANCILLARY
ANCILLARY SETTLEMNT

—



ANNUAL CUd L KEruKi

SCHEDULE F
. ALLOCATION STATISTICS
VENDOR NAME: . FYB FYE
Status VENDOR NUMBER: DAYS MONTHS
A. NURSING SALARIES - Leap Year O 365 (]
{. CERTIFIED NURSING FACILITY :

2. OTHER ‘ .
3. CERT. NURSING FAC. PERCENTAGE -
ALLOCATION METHOD:

PATIENT DAYS [ VALID TIME STUDY (]
DIRECT COST (] DIRECT HOURS (]
OTUER APPROVED METHOD (]
B. SQUARE FOOTAGE (LY ) (&) 6]
SQ. FT. PERCENT HOSPITAL-BASED
L. CERT. NURSING FACILITY SQ. FT. PERCENT
2. OTHER
3. PHYSICAL THERAPY *
4. X-RAY *

5. LABORATORY *
6. OXYGEN/RESP. THERAPY *
7. SPEECH ¢+ :
8. OTHER *
9. DRUGS *
14. TOTAL
* Far Hospital-Based Certificd Nursing Facility Oaly

C. DIETARY () @
' MEALS PERCENT

1. CERT. NURSING FACILITY

2. ALLOTHER
3. TOTAL
ALLOCATION METHOD:
MEAL COUNT: (] . 3 * INPATIENT DAYS:[]
D. ANCILLARY CHARGES 1) @) 3) Q)] &)

. . TOTAL CNF CNF % MEDICAID |MEDICAID %
. PHYSICAL THERAPY . :

2. X-RAY _

3. LABORATORY

4. OXYCEN/RESP. THERAPY
S. SPEECH

6. OTHER

7. DRUGS

8. TOTAL

E. OCCUPANCY STATISTICS (¢)) ) Q)
CERTIFIED OTHER ACUTE
NURSING | LONG-TERM CARE
FACILITY CARE

1. LICENSED BEDS AT
BEGINNING OF PERIOD

2. LICENSED BEDS AT

. END OF PERIOD
3. BED DAYS AVAILABLE
4. TOTAL PATIENT DAYS
S. % OCCUPANCY
6. KMAP PATIENT DAYS
7. % KMAP OCCUPANCY

F. _ADDITIONAL STATISTICS

L. DIRECT ROUTINE NURSING HOURS - CERTIFIED
NURSING FACILITY ONLY

2, TOTAL DIRECT DIETARY HOURS

3. TOTAL DIRECT HOUSEKEEPING H{OURS

Edition 4/ 00
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KHIAP.2 SUPPLEMENTAL MEDICAID SCHEQULE DAYS
COMPUTATION OF DUAL LICEMSED ANCILLARY COST FYn FYE
VEMOOR NAME: VENDOR NUMBER:
\ A Lesp Yeor ] 365 (] )
TOTAL TOTAL DIRECT TOTAL INDIR._ RATIO DIRECT MEDICAID INPATIENT IMDIRECT MEDICAID DUAL IPATIENT
ANC, DIRECT cosT INDIR. CoSsT of COST TO DUAL DIRECT COST TO CHARGE IHOINECT
cosT COST o cosT % cosT CHG RATIO | IMPATIEMT cost CHG. RATIO (BILLAGLE & - COST
_ANGCILLARY COST CEMTERS cot. 1 coL. 2 coL3 coL. 4 coL. 5 T0 CHG coL. 7 CHARGES coL. 8 coL. 10 MON-BILLABLE coL, 12
21y tan) coL.6 (6%3) {BILLED) (7X8) {6 X 59 UMDER SMF) Hoxin
: cot. 8 coL. 11
41, RADIOLOGY-DIAGHOSTIC
42. RADIOLOGY-THERAPEUTIC
43, RADIOISOTOPE
44, LABORATORY .
45, £8P CLINIC LAB SVC-PRG. OMLY —
46, WHOLE BL. & PK. RED BL, CELLS %3 B B Y AT PR .3
48, IV THERAPY
49. RESPIRATORY THERAPY
$0. PHYSICAL THERAPY .
51. OCCUPATIONAL THERAPY
82. SPEECH PATHOLOGY
83, ELECTROCARDIOLOGY T EIRL R R AR T Y
84, ELECTROEMCEPHALOGRAPHY sgrd! st Bboidin i s
85, MED, SUPPLIES CHG. TO PT. $ L i | LAY
56. * DRUGS CHARGED TO PATIENTS
101 TOTAL

104 AMOUNT RECEIVED FROM THE MEDICAIO PROGRAM
(FRONM PROGRAM PAID CLAIMS LISTING)
INSTAUCTIONS

1. TOTAL ANCILLARY COSTS FROM HCFA.25562-83, WORKSHEET C, COLUMN 3

3, COLUMN 2 DIVIDED BY COLUMNM 1
S. COLUMN 4 DIVIDED BY COLUMM 1
7. COLUNIN 8 MULTIPLIED 8Y COLUMN 3
3. COLUMN 7 MULTIPUED 8Y COLUMN 6

- &

»

105. AMOUNT DUE PRQGRAM/PROVIDER
{LINE 101, COL, 9 LESS LINE 104)

2. ALL COST ALLOWABLE UNDER MEDICAID IC/SNF RULES AS DIRECT COST
4, ALL OTHER ANCILLARY COST (COLUMM 1 LESS COLUMN 2)
8. RATIO OF COST TO CHARGES FROM HCFA-2582-89, WORKSHEET C, COL. 8

8. DUAL LICENSED CHARGES BILLED TO THE MEDICAID PROGRAM

10. COLUMN 6 MULTIPLIED BY COLUMN §

* COST AND CHARGES PRIOR TO OCTOBER 1, 1990 ONLY

. ALL DUAL LICENSE CHARGES INCLUDING THOSE CHARGES BILLABLE AND NON-BILLABSLE TO THE MEDICAID IC/SNF PROGHAM. SHOULD MOT INCLUDE TIHOSE CHARGES
CONSIDERED TO O NON-ALLOWABLE COST FOR SERVICES IM A LONG TERM CARE SETTING
. COLUMM 10 MULTIPLIED 8Y COLUMM 11, TRAMSFER THIS AMOUNT TO KMAP-3, LINE 13



KMAP-3 SUPPLEMENTAL MEDICAID SCHEDULE

CALCULATION OF REIMBURSEMENT SETTLEMENT FOR DUAL LICENSED BEDS

o~ :
’ ) VENDOR NAME:
—
VENDOR NUMBER: v .
FYe * EYE DAYS

*1. Dualdicensed f.‘lF-type Medicaid inpatient days
2. Dua(-licensed. SMF-type Medicaid inpatient days ’
3. DOuallicensed ICF.-tvpe Medicaid inpatient days
-4, Medicaid‘rate for dual-licensed NF ?ed secrvices
§. Medicaid rate for dual-licensed SNF bed services

6. Medicaid rate for duallicensed ICF bed secvices

-

-*7. Medicaid paymeats focr dual-licensed NF-type services (Line 1 x Line 4}

8. Medicaid payments for dualicensed SNF-type services {Line 2 x Line 5)

Py ' 9. Medicaid payments for dual-licensed ICF-type secvices {Line 3 x Line 6}

10. Total Medicaid payments for duallicensed services (Line 7 + Line 8 + Line 9)

11. Total Medicaid dual ficensed inpatient routine service cost

12. Medicaid dual licensed inpatient routine service cost net of dual-licensed
_payments {tine 11 - Line 10}

13. Indicect cost for ancillary secvices rendered to dual-liceased patients

14. Total unreimbursed Medicaid duat license inpatient secvice cost {Line 12 + Line 13}

INSTRUCTIONS

Line &

1. From the Medicaid program’s Paid Claims Ustings
2. From the Medicaid Program’s Paid Claims Listings

3. Fiom the Medicaid Pragram's Paid Claims Listings

. 13. Traasfer from KMAP-2 Line 101, Column 12

— 14. e 12 plus line 13. Teaasfer this amouat to HCFA 2552-89,
g workshect £-3, Pact UL, line TA

* Effective for scovices provided aftec October 1, 1990

Edition 4/00

as




DISCLOSURE SECTION

¢ VENDOR NAME: FYE
VENDOR NUMBER:
A: STATEMENT OF ORGANIZATIONS CONTRACTED WITH
TYPE OF BUSINESS DATE OF CONTRACT

NAME

B: PROTESTED AMOUNTS (NON—ALLO\VABLE COST REPORT ITEMS)

{TEM_

AMOUNT

SCHEDULE AND LINE

Edition 4/00






