07-85
FORM HCFA-2552-84
1518.2

1518.
WORKSHEET D-8 -- APPORTIONMENT OF MALPRACTICE INSURANCE COSTS

In accordance with 42 CFR 405.452(a)(1)(ii) costs of malpractice insurance premiums and self-insurance fund contributions must be separately accumulated and directly apportioned to the program.

The purpose of this worksheet is to compute the amount of malpractice insurance premiums or malpractice insurance fund contributions that are to be included as a title V, title XVIII and title XIX reimbursable cost.

A hospital-health care complex that is able to separately identify both the malpractice loss experience and malpractice insurance premiums for each separately certified component of the complex (e.g., hospital, subprovider(s), skilled nursing facility) may file a separate Worksheet D-8 for each component of the facility.  If separate copies of Worksheet D-8 are filed, indicate at the top of each page the component for which the worksheet is applicable.

Note:
Where the amount of malpractice insurance premiums and/or fund contributions applicable to the HHA, ambulatory surgical center, hospice or composite rate ESRD services can be specifically identified, the lines applicable to the identified components are not completed; rather, these premiums and contributions must be included in the appropriate adjustment on Worksheet A-8.

If a provider pays allowable uninsured malpractice losses incurred by health care program patients, either through allowable deductible or coinsurance provisions or as a result of an award in excess of reasonable coverage limits, or as a governmental provider, such losses or related direct costs are directly assigned to the appropriate health care program in Part III and Part IV.

1518.1
Part I -- Malpractice Losses.--

Lines 1 through 6--Enter on these lines in the appropriate columns the amount of malpractice losses paid by and on behalf of the provider, excluding those amounts applicable to the provider-based home health agency, ambulatory surgical center, hospice and composite rate ESRD services.  Do not enter any amounts for contingent losses, i.e., pending claims or claims that are in dispute.

Note:
For those providers participating in both titles XVIII and XIX column 3 must be completed.  If these data are not supplied, the cost report will be considered incomplete and may be rejected.

1518.2
Part II -- Apportionment to Health Care Programs.--

Line 7--This line only needs to be completed when there are no entries on lines 1 through 6.  Enter for each health care program in the appropriate column, the national ratio of malpractice awards paid to program patients to malpractice awards paid to all patients. The title XIX ratio will be used for title V until a separate title V ratio is developed (title XVIII 5.1 percent; title XIX 7.5 percent).
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Lines 8 through 10--The ratios entered on these lines must be rounded to six decimal places.

Line 11--Enter the amount of malpractice insurance premiums or fund contributions.  This amount is the malpractice insurance premiums and/or fund contributions from Worksheet A-8, column 2, line 37.

Lines 12 through 15--These lines are necessary to compute the amount of malpractice insurance premiums and/or fund contributions applicable to the HHA (line 12), ASC (line 13), hospice (line 14) and composite rate ESRD services (line 15), components of the complex.  Do not complete those lines for which the premiums or fund contributions of the component(s) have been specifically identified and are included on Worksheet A-8, lines 44 through 47, as applicable.

Column 1--Enter on lines 12 through 14 the direct cost of the component from Worksheet B, Part I, column 25, line as applicable.  Enter on lines 15-A and 15-B the cost of outpatient renal dialysis paid under the composite rate system and the costs of home dialysis paid under the composite rate system from the appropriate supplemental worksheet I-2, Part I, column 24, line 34.  (Since the cost of shared services is included in the amounts entered in column 1, lines 15-A and 15-B, no entry is made in column 2 for these lines).

Inpatient ESRD services are not paid for under the ESRD composite rate, nor are services to home program beneficiaries who have elected to deal directly with the program. Accordingly, the costs of both these types of services are treated as normal hospital inpatient and hospital outpatient services.  Therefore, the malpractice premiums or fund contributions applicable to these services are included appropriately as part of the premiums applicable to inpatient and outpatient hospital services.

Column 2--Enter on the appropriate lines the shared ancillary costs of the component as follows:

Line 12 - Home Health Agency--From Supplemental Worksheet H-4, Part II, column 3, line 8. 

Line 13 - ASC--Not Applicable.

Line 14 - Hospice--Enter on this line the cost of shared routine and ancillary services. The cost of shared routine services are determined by adding together the product of the patient days entered on Supplemental Worksheet K, column 4, line 9 and the per diem cost entered in column 5, line 9; and the product of the patient days entered on Supplemental Worksheet K, column 4, line 10 and the per diem cost entered in column 5, line 10.  The cost of shared ancillary services is determined by adding together the cost of the individual shared ancillary services.  The cost of the individual shared ancillary services are determined by multiplying the ratio on Supplemental Worksheet K-5, column 1 by the sum of the charges entered in columns 2 through 5 on the corresponding line.

Line 15 - Composite Rate ESRD Services--No entries are made since shared ancillary costs are included in the amount entered in column 1.

Column 3--Enter in this column, for all lines, the total health care complex costs, from Worksheet B, Part I, column 25, line 103.
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Column 4--Enter on the appropriate lines the ratio of the applicable component cost to the total complex cost, rounded to six decimal places.  This ratio is computed as the sum of the amounts in columns 1 and 2, divided by the amount in column 3.

Column 5--Enter in this column, for each applicable line, the amount of malpractice insurance premiums and/or fund contributions applicable to the identified provider component.  This amount is computed by multiplying the amount on line 11 by the ratio in column 4 for each applicable component.

Transfer the amounts in column 5 as follows:

HHA:  Amount from column 5, line 12 plus the amount from Worksheet A-8, line 44 to Supplemental Worksheet H-4, Part I, column 3, line 1.

ASC:  Not Applicable.

Hospice:  Amount from column 5, line 14 plus amount from Worksheet A-8, line 46 to Supplemental Worksheet K, line 17.

ESRD--Composite Rate:  Amount from column 5, line 15A plus the applicable portion of the amount from Worksheet A-8, line 47 to applicable Supplemental Worksheet I-2, Part I, column 7, line 35.

ESRD-Home Dialysis Composite Rate:  Amount from column 5, line 15B plus the applicable portion of the amount from Worksheet A-8, line 47 to applicable Supplemental Worksheet I-2, Part I, column 7, line 35.

Line 16--Enter on this line the amount on line 11 minus the sum of the amounts on lines 12 through 15, column 5.

Line 17--Enter on this line the total title V malpractice insurance premiums and/or fund contributions.  This amount is computed by multiplying the amount on line 16 by the appropriate title V malpractice ratio in column 1, line 7 or on line 8, as applicable.

Line 18--Enter on this line the total title XVIII malpractice insurance premiums and/or fund contributions.  This amount is computed by multiplying the amount on line 16 by the appropriate title XVIII malpractice ratio in column 2, line 7 or on line 9, as applicable.

Line 19--Enter on this line the total title XIX malpractice insurance premiums and/or fund contributions.  This amount is computed by multiplying the amount on line 16 by the appropriate title XIX malpractice ratio in column 3, line 7 or on line 10, as applicable.

Note:
The charges for ancillary services on lines 20 through 85 must be for provider services only.  Therefore, if the charges entered on the reference worksheets include charges for professional services, they must adjusted to eliminate the professional component before entry is made on Worksheet D-8, lines 20 through 85.  A separate worksheet showing this computation must be attached.
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Lines 20 through 31, column 1--

Line 20--Title V charges for inpatient hospital services consist of the sum of:

a.
The charges for routine services from Worksheet E, Part II, column 1, line 16;

b.
the charges for inpatient ancillary services from Worksheet D, Part I, column 2, line 103;

c.
the charges for the services of interns and residents applicable to inpatient (from provider's records); and

d.
the charges for the services of teaching physicians applicable to inpatients (from provider's records); 

minus any differential in charges from Worksheet E, Part I, column 1, line 23.

Line 21A--Enter the charges for outpatient clinical laboratory services, in accordance with State program instructions.  These charges are for services paid under a fee schedule, are paid in full and no payment is made under the cost reimbursement system.

Line 21B--Title V hospital outpatient charges consist of the sum of:

a.
the charges for outpatient services from Worksheet D, Part IV, column 2, line 103;

b.
the charges for the services of interns and residents applicable to outpatients (from provider’s records); and

c.
the charges for the services of teaching physician applicable to outpatients (from provider’s records);

minus any charges included on line 21A that are included in these charges.

Lines 22 and 23--Title V charges must be transferred from the appropriate Worksheet E, Part II  column 1, sum of the amounts on lines 16 through 18 plus line 21 minus line 23.

Line 24--Swing bed-SNF routine charges must equal the Medicaid average cost per diem times the number of title V swing bed-SNF routine days.  This  amount must be transferred from the appropriate Worksheet D-1, Part II, column 1, line 81 for title V.

Line 25--Swing bed-SNF ancillary charges must be transferred from the appropriate Worksheet D, Part I, column 2, line 103.
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Line 26--Swing bed-ICF routine charges must equal the Medicaid average cost per diem times the number of title V swing bed-ICF routine days.  This amount must be transferred from the appropriate Worksheet D-1, Part II, column 1, line 84 for title V.

Line 27--Swing bed-ICF ancillary charges must be transferred from the appropriate Worksheet D, Part I, column 2, line 103.

Lines 28 and 29--Title V charges must be transferred from the appropriate Worksheet E, line 24.

Line 30--CORF charges must be transferred from Supplemental Worksheet J-2, sum of the amounts on Part I, column 4, line 16 and Part II, column 4, line 25.

Line 31--Total title V charges should equal the sum of the amounts on lines 20 through 30.

Lines 20 through 31, Column 2--Divide the amounts in column 1, lines 20 through 30 by the amount on line 31 and enter the results of the computation in column 2 for each line. The computation must be rounded to six decimal places.  The total of lines 20 through 30 must equal 1.000000.

Lines 20 through 31, Column 3--To obtain the cost, multiply the amount on line 17 by the ratios in column 2, lines 20 through 30.  Enter the results of the computation for all lines in column 3. The cost of malpractice for swing bed-SNF and swing bed-ICF routine days cannot be separately reimbursed.  Reimbursement for swing bed-SNF and swing bed-ICF routine days is limited to the Medicaid average cost per diem.

Lines 32 through 47, Column 1--Lines 32, 36 and 38 - title XVIII Part A charges must be transferred from the appropriate Worksheet E, Part II, column 1, sum of lines 16 through 18, plus line 21 minus line 23.

Line 33A--From provider records, enter the charges for outpatient clinical diagnostic laboratory services furnished on or after July 1, 1984.  These charges are for services paid under a fee schedule, are paid in full and no payment is made under the cost reimbursement system.

Line 33B--Title XVIII Part B charges must be transferred from the appropriate Worksheet E, column 2, line 24 minus the sum of the charges on lines 19 and 20.

Line 34--Pneumococcal vaccine charges are transferred from Worksheet D-10, column 1, line 2.

Line 35--Preadmission testing charges are transferred from Worksheet D, Part IV, column 3, line 103.

Line 37, 39 and 44--Title XVIII Part B charges must be transferred from the appropriate Worksheet E, column 2, line 24.

Line 40--Swing bed-SNF routine charges must equal the Medicaid average cost per diem times the number of Medicare swing bed-SNF routine days.  This amount must be transferred from Worksheet D-1, Part II, column 1, line 81 for title XVIII.
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Line 41--Swing bed-SNF ancillary Part A charges must be transferred from Worksheet D, Part I, column 2, line 103.

Line 42--Swing bed-SNF ancillary Part B charges must be transferred from Worksheet D, Part IV, column 2, line 103.

Line 43--SNF - Title XVIII Part A charges must be transferred from the appropriate Worksheet E, column 1, line 24.

Line 45--CORF charges must be transferred from Supplemental Worksheet J-2, sum of Part I, column 6, line 16 and Part II, column 6, line 25.

Line 46--Part A kidney acquisition charges must be transferred from Supplemental Worksheet D-6, Part III, column 3, line 52.

Line 47--Total title XVIII charges equal the sum of the amounts on lines 32 through 46.

Lines 32 through 47, Column 2--Divide the amounts in column 1, lines 32 through 46 by the amount on line 47 and enter the results of the computation in column 2 on each line. The computation must be rounded to six decimal places.  The total of the amounts on lines 32 through 46 must equal 1.000000.

Lines 32 through 47, Column 3--To obtain the cost, multiply the amount on line 18 by the ratios in column 2.  Enter the results of the computation for all lines in column 3.  The cost of malpractice for swing bed-SNF routine days cannot be separately reimbursed. Reimbursement for swing bed-SNF routine days is limited to the Medicaid average cost per diem.

Lines 48 through 59, Column 1--

Lines 48 and 49--Title XIX charges will be the sum of the following charges, transferred from the indicated references:

Line 48--Title XIX charges for inpatient hospital services consist of the sum of:

a.
the charges for routine services from Worksheet E, Part I, column 1, line 16;

b.
the charges for inpatient ancillary services from Worksheet D, Part I, column 2, line 103;

c.
the charges for the services of interns and residents applicable to inpatients (from provider’s records); and

d.
the charges for the services of teaching physicians applicable to inpatients (from provider’s records); minus any differential in charges from Worksheet E, Part I, column 1, line 23.
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Line 49A--Enter the charges for outpatient clinical laboratory services, in accordance with State program instructions.  These charges are for services paid under a fee schedule, are paid in full and no payment is made under the cost reimbursement system.

Line 49B--Title XIX hospital outpatient charges consist of the sum of: 

a.
the charges for outpatient services from Worksheet D, Part IV, column 2, line 103;

b.
the charges for the services of interns and residents applicable to outpatients (from provider’s records); and

c.
the charges for the services of teaching physicians applicable to outpatients (from provider’s records);

minus any charges included on line 49A that are included in these charges.

Lines 50 and 51--Title XIX charges must be transferred from the appropriate Worksheet E, Part II, column 1, sum of the amounts on lines 16 through 18 plus line 21 minus line 23.

Line 52--Swing bed-SNF routine charges must equal the Medicaid average cost per diem times the number of title XIX swing bed-SNF routine days.  This amount must be transferred from the appropriate Worksheet D-1, Part II, column 1, line 81 for title XIX.

Line 53--Swing bed-SNF ancillary charges must be transferred from the appropriate Worksheet D, Part I, column 2, line 103.

Line 54--Swing bed-ICF routine charges must equal the Medicaid average cost per diem times the number of title XIX swing bed-ICF routine days.  This amount must be transferred from the appropriate Worksheet D-1, Part II, column 1, line 84 for title XIX.

Line 55--Swing bed-ICF ancillary charges must be transferred from the appropriate Worksheet D, Part I, column 2, line 103.

Lines 56 and 57--Title XIX charges must be transferred from the appropriate Worksheet E, column 1, line 24.

Line 58--CORF charges must be transferred from Supplemental Worksheet J-2, sum of Part I, column 8, line 16 and Part II, column 8, line 25.

Line 59--Total title XIX charges must equal the sum of lines 48 through 58.

Lines 48 through 59, Column 2--Divide the amounts in column 1, lines 48 through 58 by the amount on line 59 and enter the results of the computation in column 2 on each line. The computation must be rounded to six decimal places.  The total of the amounts on lines 48 through 58 must equal 1.000000.
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Lines 48 through  59, Column 3--To obtain the cost, multiply the amount on line 19 by the ratios in column 2.  Enter the results of the computation for all lines in column 3.  The cost of malpractice for swing bed-SNF and swing bed-ICF routine days cannot be separately reimbursed.  Reimbursement for swing bed-SNF and swing bed-ICF routine days is limited to the Medicaid average cost per diem.

1518.3
Part III--Directly Assigned Malpractice Costs - Title V and Title XIX.-

Lines 60 through 70--

Columns 1 and 2--Enter on these lines the amounts for paid malpractice losses and related direct expenses from Worksheet A-8, column 2, lines 42 and 43 for title V and lines 40 and 41 for title XIX.  In allocating these amounts to the components of the provider on lines 60 through 70, the ratios in Part II, lines 20 through 30 and 48 through 58, as appropriate, must be used as follows:

Ratio from Part II, Column 2
Part III, Column 1 or Column 2
Title V        
   Title XIX
Line 60 Hospital Inpatient
Line 20
Line 48

Line 61A Hospital Outpatient

   Outpatient Clinical Diagnostic
Line 21A
Line 49A

   Laboratory

Line 61B Hospital Outpatient (Other)
Line 21B
Line 49B

Line 62 Subprovider I 
Line 22
Line 50

Line 63 Subprovider II
Line 23
Line 51

Line 64 Swing Bed-SNF Routine
Line 24
Line 52

Line 65 Swing Bed-SNF Ancillary
Line 25
Line 53

Line 66 Swing Bed-ICF Routine
Line 26
Line 54

Line 67 Swing Bed-ICF Ancillary
Line 27
Line 55

Line 68 Skilled Nursing Facility
Line 28
Line 56

Line 69 ICF
Line 29
Line 57

Line 70 CORF
Line 30
Line 58

1518.4
Part IV -- Directly Assigned Malpractice Costs - Title XVIII.--

Lines 71 through 85--Enter on these lines the amounts for paid malpractice losses and related expenses from Worksheet A-8, column 2, lines 38 and 39.  In allocating the amounts from Worksheet A-8, column 2, lines 38 and 39 to the components of the provider on lines 71 through 85, the ratios in Part II, lines 32 through 46 must be used as follows:

   To Part IV, Line
From Part II, Column 2, Line
Line 71, Hospital Part A
32

Line 72A, Hospital Outpatient Clinical

   Diagnostic Laboratory
33A

Line 72B Hospital-Part B, Other
33B

Line 73, Pneumococcal Vaccine
34
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   To Part IV, Line
From Part II, Column 2, Line
Line 74, Preadmission Testing
35

Line 75, Subprovider I Part A
36

Line 76, Subprovider I Part B
37

Line 77, Subprovider II Part A
38

Line 78, Suprovider II Part B
39

Line 79, Swing Bed-SNF Routine
40

Line 80, Swing Bed-SNF Ancillary Part A
41

Line 81, Swing Bed-SNF Ancillary Part B
42

Line 82, SNF Part A
43

Line 83, SNF Part B
44

Line 84, CORF
45

Line 85, Kidney Acquisition
46

TRANSFER REFERENCING
Title V--Transfer the program’s share of malpractice premiums and directly assigned malpractice cost as follows:

From Worksheet D-8, sum of
Part II,
Part III,
To appropriate

Component
col. 3
col. 1
Worksheet D-1
Hospital Inpatient
line 20   
line 60
Part II, line 49

Subprovider I
line 22
line 62
Part II, line 49

Subprovider II
line 23
line 63
Part II, line 49

SNF
line 28
line 68
Part III, line 100

ICF
line 29
line 69
Part III, line 100

To Worksheet E,
      Part I   
Hospital Outpatient
  line 21B  
line 61B
Col. 1, line 5

Note:
See State program instructions with regard to transfer of lines 21A and 61A.

To Appropriate

Supplemental

Worksheet E-2,
Column 1      
Swing bed-SNF

Ancillary
   line 25   
line 65
line 8

Swing bed-ICF

Ancillary
   line 27   
line 67
line 8

To Supplemental

Worksheet J-3 
CORF
   line 30   
line 70
line 2
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NOTE:
Malpractice costs for swing bed-SNF or swing bed-ICF routine services are not separately reimbursable.  Swing bed days are reimbursed at the Medicaid average cost per diem.

Title XVIII--Transfer the program’s share of malpractice premiums and directly assigned malpractice cost as follows:

From Worksheet D-8, sum of
Part II,
Part IV,
To appropriate

Component
col. 3
col. 1
Worksheet D-1
Hospital Part A
line 32
line 71
Part II, line 49

Subprovider I-


Part A
line 36
line 75
Part II, line 49

Subprovider II-


Part A
line 38
line 77
Part II, line 49

SNF-Part A
line 43
line 82
Part III, line 100

To Worksheet E,
     Part I    
Hospital Part B
line 33 B
line 72 B
Col. 2, line 5

Subprovider I-


   Part B
line 37
line 76
Col. 2, line 5

Subprovider II-


   Part B
line 39   
line 78
Col. 2, line 5

SNF-Part B
line 44   
line 83
Col. 2, line 5

To Worksheet D-10
Pneumococcal Vaccine
   line 34   
line 73
Col. 1, line 5

Preadmission Testing
   line 35   
line 74
Col. 2, line 5

To Appropriate

Supplemental

Worksheet E-2   
Swing bed-SNF

Part A Ancillary
   line 41   
line 80
Col. 1, line 8

Swing bed-SNF

Part B Ancillary
   line 42   
line 81
Col. 2, line 8

To Supplemental

Worksheet J-3   
CORF
   line 45   
line 84
line 2

To Supplemental

Worksheet D-6   
Kidney Acquisition
   line 46   
line 85
Col. 1, line 49
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Note:
Malpractice costs for swing bed-SNF or swing bed-ICF routine services are not separately reimbursable.  Swing bed days are reimbursed at the Medicaid average cost per diem.

Title XIX--Transfer the program’s share of malpractice premiums and directly assigned malpractice cost as follows:

From Worksheet D-8, sum of
Part II,
Part III,
To appropriate

Component
col. 3
col. 2
Worksheet D-1
Hospital Inpatient
   line 48   
line 60
Part II, line 49

Subprovider I
   line 50   
line 62
Part II, line 49

Subprovider II
   line 51   
line 63
Part II, line 49

SNF
   line 56   
line 68
Part III, line 100

ICF
   line 57   
line 69
Part III, line 100

To Worksheet E,
     Part I    
Hospital Outpatient
  line 49B  
line 61B
Col. 1, line 5

To Appropriate

Supplemental

Worksheet E-2,
Column 1      
Swing bed-SNF

Ancillary
   line 53   
line 65
line 8

Swing bed-ICF

Ancillary
   line 55   
line 67
line 8

To Supplemental

Worksheet J-3   
CORF
   line 58   
line 70
line 2

Note:
Malpractice costs for swing bed-SNF or swing bed-ICF routine services are not separately reimbursable.  Swing bed days are reimbursed at the Medicaid average cost per diem.
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1519.
WORKSHEET D-10 - COMPUTATION OF REIMBURSEMENT FOR TITLE XVIII PART B 100 PERCENT  SERVICES

This worksheet provides for the computation and apportionment of reimbursable cost for program services, which are to be reimbursed at 100 percent Part B.

Statistics for pneumococcal vaccines, preadmission testing and home program dialysis equipment will always be reported as rendered in the hospital, even though the actual treatment locations may be in a different component of the hospital health care complex.

Note:
Preadmission diagnostic testing and home program dialysis equipment --100 percent Medicare are not subject to LCC.

Line 1--Enter in column 1, the ratio of cost to charges for drugs charged to patients from Worksheet C, column 7, line 56.

Line 2--Enter in column 1, the total Medicare charges for pneumococcal vaccines from provider records.  Transfer this amount to Worksheet E, Part II, column 2, line 20.  

Line 3--Enter in column 1, the result of multiplying the amount on line 1 by the amount on line 2.  Enter in column 2 the amount from Worksheet D, Part IV, column 5, line 101.

Line 4--Enter in column 2, where the provider is an all-inclusive rate or no charge structure hospital using combined billing, the amount from Supplemental Worksheet D-3, column 15, line 103.  Enter in column 2, where appropriate, the cost of services of teaching physicians, from Supplemental Worksheet D-9, Part III, column 16, line 25.

Line 5--Enter in column 1, the malpractice cost apportioned to Medicare pneumococcal vaccines from Worksheet D-8, sum of Part II, column 3, line 34, and Part IV, column 1, line 73.  Enter in column 2 the malpractice cost apportioned to Medicare preadmission testing from Worksheet D-8, sum of Part II, column 3, line 35 and Part IV, column 1, line 74.

Line 6--Enter on this line for all columns, the sum of the amounts on lines 3 through 5. Transfer the amounts from line 6 to Supplemental Worksheet F-5, Part II, column 3, lines 8 and 9 from columns 1 and 2 respectively.

Line 7--Enter in column 1, reimbursable return on equity capital relating to pneumococcal vaccines from Supplemental Worksheet F-5, Part II, column 4, line 8.  Enter in column 2, reimbursable return on equity capital from Supplemental Worksheet F-5, Part II, column 4, line 9.

Line 8--Enter on this line for all columns, the sum of the amounts on lines 6 and 7.

Line 9--Enter in column 2, the cost of home program dialysis equipment - 100 percent from Worksheet B, Part I, column 25, line 69.
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Line 10--Enter in column 1, the amount on line 8.  Transfer the amount in column 1 to Worksheet E, Part I, column 2, line 9.  Enter in columns 2 and 3, the amounts on line 9, plus the amounts on line 8.  Transfer the amount in column 3, line 10 to Worksheet E, Part III, column 2, line 46.

Rev. 1
15-109

1520.
FORM HCFA-2552-84
04-85

1520.
WORKSHEET E - CALCULATION OF REIMBURSEMENT SETTLEMENT

Worksheet E is used to calculate reimbursement settlement in the following situations:

Title V
Title XVIII
Title XIX
Hospital
X
X
X

Subprovider I
X
X
X

Subprovider II
X
X
X

Skilled Nursing Facility
X
X
X

Intermediate Care Facility
X

X

A separate copy of Worksheet E is used for each of these reporting situations.  Enter check marks in the appropriate spaces at the top of each page of Worksheet E to indicate the component program for which it is used.  When Worksheet E is used for title XVIII, use both column 1 (Part A) and column 2 (Part B).  When Worksheet E is used for titles V or XIX, use column 1 only.  When the worksheet is completed for a component, both the hospital and component numbers must be shown.  Check marks should also be entered in the appropriate spaces to indicate the applicable reimbursement method for inpatient services (PPS, TEFRA, OTHER).

Worksheet E consists of the following three parts:

Part I
--
Computation of Net Costs of Covered Services

Part II
--
Computation of the Lesser of Reasonable Cost or Customary Charges

Part III
--
Computation of Reimbursement Settlement

1520.1
Part I -- Computation of Net Costs of Covered Services. --

LINE DESCRIPTIONS
Line 1--Enter in column 1 the appropriate inpatient operating costs from Worksheet D-1 as follows:

PPS or Cost

Hospital, Subprovider I, Subprovider II--Part II, line 50

Skilled Nursing Facility, Intermediate Care Facility--Part III, line 101.

TEFRA 

Hospital, Subprovider I, Subprovider II -- Part II, line 78

Line 2--Enter the cost of outpatient services in column 1, for titles V or XIX and column 2 for title XVIII.  For title XVIII this amount will also include the cost of ancillary services furnished to inpatients under the "Medical and Other Health Services" benefit of Medicare Part B.  These services are covered in this manner for Medicare beneficiaries with Part B coverage, only when Part A benefits are not available. This amount is obtained from Worksheet D, Part IV, line 101, column 4.
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Note:
Title XVIII Part B services reimbursable at 100 percent will not be included on this line.

Since all outpatient services are considered to be furnished by the hospital component of a health care complex, no such entry is made on line 2 for outpatient services, when Worksheet E is completed for another component of such a complex.  (However, for title XVIII an entry may be made on this line for inpatient Part B services.)

Line 3--Enter in column 1 for titles V or XIX and column 2 for title XVIII the cost of services rendered by Interns and Residents as follows from Supplemental Worksheet D-2:

Title V
Title XVIII
Title XIX
Hospital
Part I,
Part I, col. 9,
Part I, 

col. 8,
line 9 plus
col. 10,

line 9 plus
line 23 or Part II,
line 9

line 23
col. 7, line 33 or
plus

Part III, col. 6,
line 23

line 40

Subprovider I
Part I,
Part I, col. 9,
Part I,

col. 8,
line 10 or Part II,
col. 10,

line 10
col. 7, line 34 or
line 10

Part III, col. 6,

line 41

Subprovider II
Part I,
Part I, col. 9,
Part I,

col. 8,
line 11 or Part II,
col. 10,

line 11
col. 7, line 35 or
line 11

Part III, col. 6,

line 42

Skilled Nursing
Part I,
Part I, col. 9,
Part I,

Facility
col. 8,
line 12 or Part II,
col. 10,

line 12
col. 7, line 36 or
line 12

Part III, col. 6,

line 43

Intermediate Care 
Part I
NOT
Part I,

Facility
col. 8
APPLICABLE
col. 10,

line 13

line 13

Line 4--If the provider is approved as a Certified Transplant Center (CTC), enter in columns 1 and 2, the cost of kidney acquisition from Supplemental Worksheet D-6, Part III line 56, column as appropriate, when Worksheet E is completed for the hospital (or the hospital component of a health care complex).  No entry is made on line 4 in other situations because the Medicare program will reimburse only CTCs or Organ Procurement Agencies (OPA) for kidney acquisition costs for cost reporting periods beginning on or after October 1, 1983.
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Line 5--Enter on line 5, malpractice insurance costs relating to "Medical and Other Health Services," reported on line 2.  The appropriate malpractice insurance costs should be transferred from Worksheet D-8 as follows:

Enter in

     Enter in Column 1
Column 2
Title V
Title XIX
Title XVIII
Hospital
Sum of Part 
Sum of Part
Sum of Part

II, line 21 A
II, line 49
II, line

& B col. 3
A & B, col. 3 
33B, col. 3

and Part III,
and Part III,
and Part IV,

line 61 A
line 61
line 72B,

& B, col. 1
A & B, col. 2 
col. 1

Subprovider I
Not
Not
Sum of Part

Applicable
Applicable
II, line

37, col. 3

and Part

IV, line 76,

col. 1

Subprovider II
Not
Not
Sum of Part

Applicable
Applicable
II, line

39, col. 3

and Part IV,

line 78,

col. 1

Skilled Nursing
Not
Not
Sum of Part

Facility
Applicable
Applicable
II, line

44, col. 3

and Part IV,

line 83,

col. 1

Note:
Malpractice insurance costs reported on line 5, do not include amounts applicable to preadmission diagnostic testing, or pneumococcal vaccine.

See State program instructions with regard to transfer of lines 21A, 49A and 61A for hospital outpatient clinical laboratory.

Line 6--For hospitals or subproviders (I or II) that have elected to be reimbursed for the services of teaching physicians on the basis of cost, enter amounts from Supplemental Worksheet D-9, Part III, line 25 as follows:
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             Enter in Column 1                                      
Enter in Column 2
Title V
Title XVIII
Title XIX
Title XVIII
Sum of cols.
Amount in
Sum of cols.
Amount in

12 and 13
col. 14
17 and 18
col. 15

Line 7--Enter in column 1, only when Worksheet E is used for a hospital-based skilled nursing facility, the applicable program’s share of the reasonable compensation paid to physicians for services on utilization review committees applicable to a skilled nursing facility.  The amount on this line should have been included in the amount eliminated from total costs on Worksheet A-8, line 51 only when Worksheet E is used for a hospital-based skilled nursing facility.

Line 8--In each column, enter the sum of the amounts on lines 1 through 7.

Line 9--When Worksheet E is completed for the hospital component for title XVIII, enter in column 2 on this line, the costs of pneumococcal vaccine including applicable malpractice and return on equity capital, from Worksheet D-10, column 1, line 10.

Line 10--Enter the sum of the amounts on lines 8 and 9.

Line 11--Enter the amounts paid or payable by workers’ compensation and other primary payers where program liability is secondary to that of the primary payer.  There are five situations under which Medicare payment is secondary to a primary payer:

1.
Workers’ compensation,

2.
Automobile, medical or no fault coverage,

3.
General liability coverage,

4.
Working aged provisions, and

5.
Working ESRD beneficiary provisions.

Generally, when payment by the primary payer satisfies the liability of the program beneficiary, for cost reporting purposes the services are considered to be non-program services.  (The primary payment satisfies the beneficiary’s liability when the provider accepts that payment as payment in full.  The provider will note this on no-pay bills submitted in these situations.)  The patient days and charges are included in total patient days and charges, but are not included in program patient days and charges.  In this situation, no primary payer payment is entered on line 11.  In addition, exclude amounts paid by other primary payers for outpatient dialysis services which are reimbursed under the composite rate system.

However, where the payment by the primary payer does not satisfy the beneficiary’s obligation, the program pays--in situations 1, 2 and 3, above--the amount it would otherwise pay (absent primary payer payment) less the primary payer payment, less applicable deductible and coinsurance.  In situations 1, 2 and 3 primary payer payment is not credited toward the beneficiary’s deductible and coinsurance.  In situations 4 and 5, the program pays the lesser of (a) the amount it would otherwise pay (without regard to the primary payer payment or deductible and coinsurance) less the primary payer
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payment; or (b) the amount it would otherwise pay (without regard to primary payer payment or deductibles and coinsurance) less applicable deductible and coinsurance.  In situations 4 and 5, primary payer payment is credited toward the beneficiary’s deductible and coinsurance obligation.

Where the primary payment does not satisfy the beneficiary’s liability, include the covered days and charges in program days and charges, and include the total days and charges in total days and charges for cost apportionment purposes.  Enter the primary payer payment on line 11 to the extent that primary payer payment is not credited toward the beneficiary’s deductible and coinsurance (situation 4 and 5).  Primary payer payments that are credited toward the beneficiary’s deductible and coinsurance are not entered on line 11.

Where the provider is subject to PPS, include the covered days and charges in the program days and charges, and include the total days and charges in the total days and charges for inpatient and pass-through cost apportionment.  Furthermore, include the DRG amounts applicable to the patient stay on line 36.  Enter the primary payer payment on line 11 to the extent that the primary payer payment is not credited toward the beneficiary’s deductible and coinsurance (situations 4 and 5). Primary payer payments that are credited toward the beneficiary’s deductibles and coinsurance are not entered on line 11.

Line 12--Provider components (hospital or subprovider) subject to PPS for inpatient services are not to complete this line.  Enter in column 1 the applicable charge differential between semiprivate and less than semiprivate accommodations.  The amount of the differential is the difference between the provider’s customary charge for semiprivate accommodations and its customary charge for the less than semiprivate accommodations furnished for all program patient days where the accommodations furnished were provided not at the patients request, nor for a reason which is consistent with program purposes.

Line 13--Enter the amount on line 10 minus the sum of the amounts on lines 11 and 12.

1520.2
Part II - Computation of the Lesser of Reasonable Cost or Customary Charges.--Providers will be paid the lesser of the reasonable cost of services furnished to beneficiaries or the customary charges made by the provider for the same services.  This part provides for the computation of the lesser of reasonable cost as defined in 42 CFR 405.455(b) (2), or customary charges as defined in 42 CFR 405.455(b)(1).  However, this provision does not apply to inpatient hospital services furnished under title XVIII, Part A which are subject to the rate of increase ceiling (42 CFR 405.463), or PPS (42 CFR 405.470 through 405.477).  It does apply to all services furnished by providers which are exempt from the rate of increase ceiling or PPS, and to all services furnished under titles V and XIX.

Note:
Even though a hospital or subprovider may be exempt from the lesser of reasonable cost or customary charges provision for title XVIII Part A because it is subject to the TEFRA rate of increase ceiling (42 CFR 405.463) or PPS (42
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CFR 405.470 through 405.477), it must still complete columns 1 and 2, lines 16-32.  This is required by the aggregation provision of 42 CFR 405.455(c) so that any disallowance of cost from Part B is minimized by any Part A excess of charges over cost.

LINE DESCRIPTIONS
Lines 14 and 15--These lines provide for the computation of reasonable cost of program services.

Line 14--Enter the allowable return on equity capital from the indicated line of Supplemental Worksheet F-5, as follows:

                       Enter in Column 1                       
Enter in Column 2
Title V
Title XVIII
Title XIX
Title XVIII
From Col. 2
From Col. 4
From Col. 6
From Col. 4
Hospital
line 6+7
line 6
line 6+7
line 7

Subprovider I
line 10
line 10
line 10
line 11

Subprovider II
line 12
line 12
line 12
line 13

Skilled Nursing
line 17
line 17
line 17
line 18

Facility

Intermediate
line 19
Not
line 19
Not

Care Facility

Applicable 

Applicable

Line 15-- Enter in each column the sum of the amounts on lines 10 and 14 minus the amount on line 12.

Lines 16 through 24--These lines provide for the accumulation of charges which relate to the reasonable cost on line 15.

Do not include on these lines (1) the portion of charges applicable to the excess cost of luxury items or services (See HCFA-Pub. 15-I, §2104.3) and (2) provider charges to beneficiaries for excess costs as described in HCFA-Pub. 15-I, §2570-2577.

Line 16--Enter in column 1 the program inpatient routine service charges from provider’s records for the applicable component.  This will include charges for both routine and special care units.  

The amounts entered on line 16 should include covered late charges which have been billed to the program where the patient’s medical condition is the cause of the stay past the checkout time.  Also, these amounts should include charges relating to a stay in an intensive care type hospital unit for a few hours where the provider’s normal practice is to bill for the partial stay.  In addition, these charges should include the charges for
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semiprivate accommodations of Medicare inpatients which workers compensation and other primary payers paid at the ward rate.  The differential in charges will be deducted on line 23.

Line 17--For title XVIII, enter in column 1, total charges for inpatient ancillary services from Worksheet D, Part I, column 2, line 103.  Enter in column 2, total charges for Medical and Other Services, from Worksheet D, Part IV, column 2, line 103.

For titles V and XIX, enter in column 1, the sum of the appropriate program ancillary charges from Worksheet D, Part I, column 2, line 103 and Worksheet D, Part IV, column 2, line 103.

Note:
If the amounts on Worksheet D, Part I and IV, do include charges for professional services, the amount of the professional component should be eliminated from the charges entered on line 17.  A schedule showing these computations must be submitted with the cost report.

Line 18--Enter in column 1 for titles V or XIX and column 2 for title XVIII the total billed charges from the provider's records for services of interns and residents furnished to program beneficiaries.

Line 19--When Worksheet E is completed for a CTC hospital component for title XVIII, enter in columns 1 and 2, the kidney acquisition charges from Supplemental Worksheet D-6, Part III, line 56, column 3 and column 4, respectively.

Line 20--When Worksheet E is completed for the hospital component for title XVIII, enter in column 2 the charges for pneumococcal vaccine from Worksheet D-10, column 1, line 2. These charges will always be recorded for the hospital component of the complex.

Line 21--Enter the provider charges for the services for which the cost is entered on line 6.

Line 22--Enter the amount of the incentive resulting from the target amount computation on Worksheet D-1, Part II, line 77, if applicable.  DO NOT MAKE AN ENTRY ON THIS LINE WHEN A PENALTY IS ENTERED ON WORKSHEET D-1, PART II, LINE 77.

Line 23--Enter the amount from line 12.

Line 24--Enter in column 1, the sum of the amounts recorded on lines 16 through 22, minus the amount recorded on line 23.  Enter in column 2, the sum of the amounts on lines 17 through 21.

Lines 25 through 28--These lines provide for the reduction of program charges where the provider does not actually impose such charges in the case of most patients liable for payment for services on a charge basis or fails to make reasonable efforts to collect such charges from those patients. Providers which do impose these charges and make reasonable efforts to collect the charges from patients liable for payment for services on a charge basis are not required to complete lines 25 through 27 but should enter on line 28
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the amount from line 24.  (See 42 CFR 405.455(b)).  In no instance may the customary charges on line 28 exceed the actual charges on line 24.

Lines 29 and 31--Enter on line 29 the excess of the aggregate charges over the aggregate reasonable cost.  This is determined as follows:

Aggregate customary charges is the sum of the amounts in columns 1 and 2, line 28.

Aggregate reasonable cost is the sum of the amounts in columns 1 and 2, line 15.

If the amount in each column on line 28 is greater than the amount in the corresponding column on line 15, enter the excess amount in the appropriate column on line 31.

However, if the amount in only one column of line 28 exceeds the amount in the corresponding column of line 15, enter the amount recorded on line 29 in the column on line 31 for which the amount on line 28 exceeds the amount on line 15 and enter zero in the other column.  Transfer the amount(s) on line 31 to Supplemental Worksheet E-4, Part I, line 1, columns as appropriate.

Lines 30 and 32--Enter on line 30 the excess of aggregate reasonable cost over the aggregate customary charges.  This is determined as follows:

Aggregate reasonable cost is the sum of the amounts in columns 1 and 2, line 15.

Aggregate customary charges is the sum of the amounts in columns 1 and 2, line 28.

If the amount in each column on line 15 is greater than the amount in the corresponding column on line 28, enter the excess in the appropriate column on line 32.  However, if the amount in only one column of line 15 exceeds the amount in the corresponding column of line 28, enter the amount recorded on line 30 in the column on line 32 for which the amount on line 15 exceeds the amount on line 28 and enter zero in the other column. Transfer the amount(s) on line 32 to line 39, column as appropriate.

1520.3
Part III--Computation of Reimbursement Settlement.--

Line 33--Enter in column 1 for titles V, XVIII Part A and XIX the sum of the amounts on lines 13 and 14.  Enter in column 2 for title XVIII Part B the sum of the amounts on lines 13 and 14 minus the amount recorded on line 9.

Line 34--For provider components subject to PPS (42 CFR 405.470 through 405.477) enter on this line inpatient operating costs from Worksheet D-1, Part II, line 72.

Line 35--For column 1, enter on this line the amount on line 33 less the amount on line 34. For column 2, enter the amount from line 33 on this line.
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Note:
For provider components subject to PPS, this amount represents the pass-through costs which are subject to cost reimbursement reduced by primary payor payments applicable to DRG amounts and pass-through costs.  (Enter negative amounts in parentheses.)

Line 36--Column 1 of this line is completed only by a hospital component or a subprovider which is subject to PPS for inpatient services.
Line 36A--The amount to be entered in column 1 on this line is computed as the sum of the following amounts which will be supplied by the intermediary:

1.
The combined hospital specific portion and Federal portion (DRG payment) paid for PPS discharges during the cost reporting period,

2.
The DRG payments made for PPS transfers during the cost reporting period, and minus 

3.
The adjustment for patients in the hospital at the beginning of the first cost reporting period under PPS.

Line 36B--Enter the amount of outlier payments made for PPS discharges during the period, on this line.

See HCFA Pub. 15-I, chapter 28 for a discussion of these items.

Note:
The amounts on line 36 should not include the adjustment for indirect medical education (42 CFR 405.477(d)(2)), if applicable, which is reported on line 55.

Line 37--No entry should be made on this line unless the provider has been granted a waiver (42 CFR 489.23) to the unbundling requirements (42 CFR 489.20(d) and 42 CFR 489.21(f)).  Where a waiver has been granted, enter on this line the reasonable charges for non-physician services billed by outside suppliers.  (See HCFA-Pub. 15-I, §2804.D.)

Line 38--Enter in column 1, when Worksheet E is completed for title XVIII, the Part A deductibles billed to Medicare beneficiaries.  Include any primary payor payments applied to Medicare beneficiaries deductibles in situations where the primary payor payments do not fully satisfy the obligation of the beneficiary to the provider.  Do not include any primary payor payments applied to Medicare beneficiaries’ deductibles in situations where the primary payor payment fully satisfies the obligation of the beneficiary to the provider.  When Worksheet E is completed for titles V and XIX, enter any deductible amounts imposed under the State plan in column 1.  Enter in column 2 for title XVIII the Part B deductibles billed to Medicare beneficiaries.  DO NOT INCLUDE on this line deductibles billed to program patients for physicians professional services.

Line 39--For title XVIII, DO NOT COMPLETE column 1, line 39 when the hospital or subprovider component, as applicable, is subject to the rate of increase ceiling (42 CFR 405.463) or PPS (42 CFR 405.470 through 405.477).  In all other cases for title XVIII Part A and in all cases for titles V and XIX, enter the amount, if any, recorded in column 1,
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line 32 on this line.  For title XVIII Part B, enter the amount recorded in column 2, line 32 on this line, column 2.  Transfer the amount(s) on this line to the same column, line 20 on Supplemental Worksheet E-4, Part III.

Line 40--Enter on this line the sum of the amounts on lines 35 and 36, less the sum of the amounts on lines 37 through 39.

Line 41--Enter in column 2, 20 percent of the amount recorded on line 40, column 2.

Line 42--When Worksheet E is completed for title XVIII, enter in column 1 the Part A coinsurance billed to Medicare beneficiaries.  Include any primary payor payments applied to Medicare beneficiaries coinsurance in situations where the primary payor payments do not fully satisfy the obligation of the beneficiary to the provider.  Do not include any primary payor payments applied to Medicare beneficiaries coinsurance in situations where the primary payor payment fully satisfies the obligation of the beneficiary to the provider.  When Worksheet E is completed for titles V and XIX, enter any coinsurance amounts imposed under the State plan in column 1.  Enter in column 2, for title XVIII the Part B coinsurance billed to Medicare beneficiaries.  DO NOT INCLUDE on this line coinsurance billed to program patients for physicians’ professional services.

Line 43--Enter in column 1 the amount recorded on line 40 minus the amount recorded on line 42.  Enter in column 2 the amount recorded on line 40 minus the greater of the amounts recorded on line 41 or 42.

Line 44A--Enter on this line program reimbursable bad debts for deductibles and coinsurance for ESRD services reimbursed under the composite rate method (from Supplemental Worksheet I-4, line 9).

Line 44B--Enter on this line program reimbursable bad debts for deductibles and coinsurance for other services (from provider records), excluding professional services, net of bad debt recoveries.

Line 45--Line 45 should be completed only by all-inclusive rate hospitals or subprovider components using combined billing (See HCFA-Pub. 10, §400).  Enter in column 1 for title V, the amount from Supplemental Worksheet D-3, the sum of columns 11 and 12, line 101. Enter in column 1 for title XIX, the amount from Supplemental Worksheet D-3, the sum of columns 16 and 17, line 101.  Enter in column 2 for title XVIII the amount from Supplemental Worksheet D-3, the sum of columns 13 and 14, line 104.

Line 46--Enter on this line the cost of Part B services reimbursable at 100 percent, including malpractice and return on equity capital, from Worksheet D-10, column 3, line 10.

Line 47--Enter on this line the sum of the amounts on lines 43 through 46.

Line 48--Enter on this line in column 1 for titles V, XVIII and XIX the amount from Supplemental Worksheet E-4, Part II, line 7.
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Line 49--Enter on this line in column 1 the amount from Supplemental Worksheet E-4, Part III, column 1, line 18 for titles V, XVIII Part A and XIX.  Enter on this line in column 2, the amount from Supplemental Worksheet E-4, Part III, column 2, line 18 for title XVIII Part B.

Line 50--Enter 80 percent of the amount in column 2, line 49 on this line in column 2.

Line 51--Where a provider’s cost limit is raised as a result of its request for review, amounts which were erroneously collected on the basis of the initial cost limit are required to be refunded to the beneficiary.  Enter on this line any amounts which are not refunded, either because they are less than $5 collected from a beneficiary or because the provider is unable to locate the beneficiary.  (See HCFA-Pub. 15-I, §2577.)

Note:
The SNF is the only provider component using this worksheet which is still subject to cost limits.

Line 52--Enter on this line the program’s share of any recovery of excess depreciation applicable to prior years resulting from provider termination or a decrease in Medicare utilization.   (See HCFA-Pub. 15-I, §136-136.16.)  Column 1 is used for titles V, XVIII Part A and XIX; column 2 is used for title XVIII, Part B.

Line 53--Enter on this line the program’s share of any net depreciation adjustment applicable to prior years resulting from the gain or loss on the disposition of depreciable assets.  (See HCFA-Pub. 15-I, §132-132.4.)  Enter the amount of any excess depreciation taken in parentheses ( ).

Line 54--Enter on this line for Part A the sum of the amounts on lines 47-49 minus the sum of the amounts on lines 51 and 52 plus or minus line 53, and for Part B the sum of the amounts on lines 47 and 50, minus line 52 plus or minus line 53.

Line 55--For provider components subject to PPS only, enter the amount of the additional payment amounts relating to indirect medical education, 42 CFR 405.477(d)(2).  (See HCFA-Pub. 15-I, §2802G.)

Line 56--Enter on this line the sum of the amounts recorded on lines 54 and 55.

Line 57--For title XVIII, enter interim payments from Worksheet E-1, line 4 as follows:

Worksheet E, Part III
Worksheet E-1, Line 4
Column 1
from
Column 2

Column 2
from
Columns 4 plus 6

For titles V and XIX, interim payments will be obtained from the provider’s records.

Line 58--Enter on this line the amount recorded on line 56 minus the amount recorded on line 57. Enter a negative amount in parentheses ( ).
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Line 59--Enter on this line the program reimbursement effect of protested items.  The reimbursement effect of the nonallowable items should be estimated by applying reasonable methodology which will closely approximate the actual effect of the item as if it had been determined through the normal cost finding process.  (See HCFA-Pub. 15-II, §115.2(B).)  A schedule must be attached showing the details and computations for this line.

Line 60--Enter on this line the sum of the amounts recorded on lines 58 and 59.  Amounts which are recorded on line 59 in parentheses are negative amounts and must be subtracted.  Enter a negative amount in parentheses ( ).

The amount on this line will be transferred to Worksheet S, Part II, line as appropriate, as follows:

From
To
Worksheet E, col. 1 (Title V)
Worksheet S, Part I, col. 1

Worksheet E, cols. 1 & 2(Title XVIII)
Worksheet S, Part I, cols. 2 & 3

Worksheet E, col. 1 (Title XIX)
Worksheet S, Part I, col. 4
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1521.
WORKSHEET E-1 - ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED

This worksheet must be completed for each component of the health care complex which has a separate provider or subprovider number as shown on Worksheet S-2. When the worksheet is completed for a component, both the hospital provider number and the component number must be shown.  This worksheet should be completed for only Medicare interim payments by the intermediary.  It must not be completed for purposes of reporting interim payments for titles V or XIX, for delegated PSRO review or for payments made under the composite rate for ESRD services rendered on or after August 1, 1983.

The following components will use the indicated Supplemental Worksheet instead of Worksheet E-1:

1.
Hospital-based HHA’s will use Supplemental Worksheet H-7.

2.
Hospital-based CORF’s will use Supplemental Worksheet J-4.

The column headings designate three categories of payments:

Columns 1 and 2 - Inpatient Part A

Columns 3 and 4 - Part B 80%

Columns 5 and 6 - Part B 100%

Providers should complete lines 1 through 4.  The remainder of the worksheet will be completed by your intermediary.  All amounts to be reported on this worksheet must be for services, the cost of which is included in this cost report.

Note:
When completing the heading, enter the provider number and the component number which corresponds to the provider, subprovider, skilled nursing facility or swing bed SNF which is checked.

Line 1--Enter on this line the total Medicare interim payments paid to the provider (excluding PSRO review payments and payments made under the composite rate for ESRD services), but including amounts paid under PPS.  The amount entered must reflect the sum of all interim payments paid on individual bills (net of adjustment bills) for services rendered in this cost reporting period.  The amount entered on this line must include amounts withheld from the provider§s interim payments due to an offset against overpayments to the provider applicable to the prior cost reporting periods.  Also, include the total Medicare payments for home program renal dialysis equipment where the provider elected 100 percent cost reimbursement.  It should not include (1) any retroactive lump sum adjustment amounts based on a subsequent revision of the interim rate, (2) tentative or net settlement amounts, or (3) interim payments payable.  If the provider is reimbursed under the periodic interim payment method of reimbursement, enter on this line the periodic interim payments received for this cost reporting period.

Line 2--Enter on this line the total Medicare interim payments (excluding PSRO review payments and payments made under the ESRD composite rate) payable on individual bills.
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Since the cost in the cost report is on an accrual basis, this line represents the amount of services rendered in the cost reporting period, but not paid as of the end of the cost reporting period.

Also, include on this line in column 6 the total Medicare payments payable for servicing home program renal dialysis equipment where the provider elected 100 percent cost reimbursement.

Line 3--Enter on this line the amount of each retroactive lump sum adjustment and the applicable date.

Line 4--Enter on this line the total amount of the interim payments (sum of lines 1, 2 and 3k).  Transfer these totals as follows:

 Column 
                        Transfer to:                    
       2
Worksheet E, Part III, column 1, line 57

4 plus 6
Worksheet E, Part III, column 2, line 57

Note:
For swing bed-SNF, the column 2, line 4 and column 4, line 4 amounts are transferred to Supplemental Worksheet E-2, columns 1 and 2, line 23, respectively.

DO NOT COMPLETE THE REMAINDER OF WORKSHEET E-1.  LINES 5 - 7 ARE FOR INTERME​DIARY USE ONLY.
Line 5--List separately each tentative settlement payment after desk review together with the date of payment.  If the cost report is reopened after the Notice of Program Reimbursement (NPR) has been issued, all settlement payments prior to the current reopening settlement will be reported on line 5.

Line 6--Enter the net settlement amount (balance due to the provider or balance due to the program) for the NPR, or, if this settlement is after a reopening of the NPR, for this reopening.  

Note:
On lines 3, 5 and 6, where an amount is due "Provider to Program" show the amount and date on which the provider agrees to the amount of repayment, even though total repayment is not accomplished until a later date.

Line 7--For other than swing-bed SNF services, the sum of lines 4, 5g and 6, column 2 for inpatient Part A must equal Worksheet E, Part III, column 1, line 56.  Part B, the sum of columns 4 and 6 must equal Worksheet E, Part III, column 2, line 56.  For swing-bed SNF services, the sum of lines 4, 5g and 6, column 2 for inpatient Part A must equal Supplemental Worksheet E-2, column 1, line 22.  The sum of lines 4, 5g and 6, column 6 for Part B must equal Supplemental Worksheet E-2, column 2, line 22.
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1522.
FINANCIAL STATEMENTS - WORKSHEET G, G-1, G-2 and G-3.

These worksheets are to be prepared from the provider’s accounting books and records.  Additional worksheets may be submitted, if necessary.

Worksheets G and G-1 are to be completed by all providers maintaining fund-type accounting records.  Providers, not maintaining fund-type accounting records, should complete the "General Fund" columns only.
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1523.
SUPPLEMENTAL WORKSHEET A-8-3 - REASONABLE COST DETERMINATION FOR PHYSICAL THERAPY SERVICES FURNISHED BY OUTSIDE SUPPLIERS

This worksheet provides for the computation of any needed adjustments to costs applicable to physical therapy services furnished by outside suppliers.  The information required on this worksheet must provide for, in the aggregate, all data for physical therapy services furnished by all outside suppliers in determining the reasonableness of physical therapy costs.  (See HCFA Pub. 15-I, Chapter 14.)

Note:
Any provider furnishing physical therapy services under arrangement with outside suppliers is required to complete this supplemental worksheet.  When reimbursement for such therapy services are subject to the provisions of PPS (42 CFR 405.470 through 405.477) or the TEFRA rate of increase ceiling (42 CFR 405.463) costs will be adjusted subsequently on Worksheet C.

If a provider contracts with an outside supplier for physical therapy services, the potential for limitation and the amount of payment a provider can receive depends on several factors:

1.
an initial test to determine whether these services are categorized as intermittent part-time or full-time services; 

2.
the location where the services are rendered, i.e, provider site or HHA home visit; 

3.
for HHA services, whether detailed time and mileage records are maintained by the contractor and HHA; 

4.
add-ons for supervisory functions, aides, overtime, equipment and supplies;

5.
intermediary determinations of reasonableness of rates charged by supplier compared with the going rates in the area.

1523.1
Part I - General Information--This part provides for furnishing certain information concerning physical therapy services furnished by outside suppliers.

Line 1--Enter on this line the number of weeks that services were performed at the provider site, count only those weeks during which a supervisor, therapist or an assistant was on site.  For services performed at the patient’s residence, count only those weeks during which services were rendered by supervisors, therapists, or assistants to patients of the home health agency.  Weeks where services were performed both at the provider’s site and at the patients home are only counted once.  (See HCFA Pub. 15-I, Chapter 14.)

Line 2--Multiply the amount on line 1 by 15 hours per week.  This calculation is used to determine whether services are full-time or intermittent part-time.

Line 3--Enter the number of days in which the supervisor or therapist was at the provider’s site.  Only count one day when both the supervisor and therapist were at the site during the same day.
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Line 4--Enter the number of days in which the therapy assistant was at the provider’s site. Do not include in the count on this line days when either the supervisor or therapist was also at the site during the same day.

Note:
An unduplicated day is counted for each day of which the contractor has at least one employee on site.  For example, if the contractor furn​ishes a supervisor, therapist and assistant on one day, one therapist day will be counted.  If the contractor provides two assistants on one day (and no supervisors or therapists), one assistant day will be counted.  

Line 5--Enter the number of visits made by the supervisor or therapist.  Only count one visit when both the supervisor and therapist were present during the same visit.

Line 6--Enter the number of visits made by the therapy assistant.  Do not include in the count on this line the visits where either the supervisor or therapist were present during the same visit.

Line 7--Enter on this line the Standard Travel Expense Rate applicable as published in HCFA Pub.  15-I, Chapter 14.

Line 8--Enter on this line the Optional Travel Expense Rate applicable as published in HCFA Pub.  15-I, Chapter 14.  This rate may only be used for home health patient services for which time records are available.

Line 9--Enter on this line and in the appropriate columns the total number of hours worked for physical therapy supervisors, therapists, therapy assistants, and aides furnished by outside suppliers.

Line 10--Enter in each column on this line the appropriate adjusted hourly salary equivalency amount (AHSEA).  These amounts are the prevailing hourly salary rate plus the fringe benefit and expense factor described in HCFA Pub. 15-I, Chapter 14.  These amounts are determined on a periodic basis for appropriate geographical areas, and are published as exhibits at the end of Chapter 14.  Use the appropriate exhibit for the period of this cost report.

Enter in column 1 the supervisors AHSEA, adjusted for administrative and supervisory responsibilities, which are determined in accordance with the provisions of HCFA Pub. 15-I, §1412.5.  Enter in columns 2, 3, and 4 (for therapists, assistants and aides respectively) the AHSEA from the appropriate exhibit found in HCFA Pub. 15-I, at the end of Chapter 14 or the latest publication of rates.  Where assistants’ going hourly rate in the area is unobtainable, no more than 75% of the therapist adjusted hourly salary equivalency amount (AHSEA) may be used.  The cost of services of a therapy aide or trainee will be evaluated at the hourly rate not to exceed the hourly rate paid to the provider’s employees of comparable classification and/or qualification, e.g., nurses’ aides.  (See HCFA Pub. 15-I, §1412.2.)
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Line 11--Enter on this line the standard travel allowance equal to one-half of the AHSEA as follows:  enter in columns 1 and 2, one-half of the amount in column 2, line 10; and enter in column 3, one-half of the amount in column 3, line 10.  (See HCFA Pub. 15-I, §1402.4)

Lines 12 and 13--Enter on these lines, for HHA Services only, the number of travel hours and number of miles driven, respectively, where time records of visits are kept.  (See HCFA Pub. 15-1, §1402.5 and 1403.1).

Note:
There is no travel allowance for aides employed by outside suppliers.

1523.2
Part II - Salary Equivalency Computation--This part provides for the computation of the full-time or intermittent part-time salary equivalency. 

Where the provider furnishes physical therapy services by outside suppliers for health care program patients, but simply arranges for such services for nonhealth care program patients and does not pay the nonhealth care program portion of such services, its books will reflect only the cost of the health care program portion.  Where the provider can "gross up" its costs and charges in accordance with provisions of HCFA Pub. 15-I, §2314, it will complete Part II, lines 14 through 19 and 22 in all cases, and lines 20 and 21 where appropriate.  See the instructions on Worksheet A-8 (§1510 above) with respect to "grossing up" of the provider’s costs and charges.  However, where the provider cannot "gross up" its costs and charges, it must complete lines 14 through 19 and 22.

Line 14 - 19--These lines are to be completed for computing the total salary equivalency allowance amounts by multiplying the total hours worked (line 9) times the adjusted hourly salary equivalency amount for supervisors, therapists, assistants and aides.

Lines 20 and 21--These lines are to be completed if the sum of hours in columns 1-3, line 9 is less than or equal to the product found on line 2.  (See exception above where the provider cannot "gross up" its costs and charges and services are provided to program patients only.)

Line 22--Where there are no entries on lines 20 and 21, enter the amount on line 19, otherwise enter the sum of the amounts on line 18 plus line 21.

1523.3
Part III - Standard Travel Allowance and Standard Travel Expense Computation-Provider Site--This part provides for the computation of the standard travel allowance and standard travel expense for services rendered at the provider site.

Lines 23 - 27--These lines provide for the computation of the standard travel allowance and standard travel expense for physical therapy services performed at the provider site. One standard travel allowance is recognized for each day an outside supplier performs skilled physical therapy services at the provider site.  For example, if a contracting organization sends three therapists to a provider each day, only one travel allowance is recognized per day.  (See HCFA Pub. 15-I, §403.1, for a discussion of standard travel allowance and §1412.6 for standard travel expense.)
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Line 23--Include on this line the standard travel allowance for supervisors and therapists. This standard travel allowance for supervisors appropriately does not take into account the additional allowance for administrative and supervisory responsibilities.  (See HCFA Pub. 15-I, §1402.4.)

1523.4
Part IV - Travel Allowance and Travel Expense - HHA Services--This part

provides for the computation of both the standard travel allowance and standard travel expense and the optional travel allowance and the optional travel expense. (See HCFA Pub. 15-I, §§1402, 1403.1 and 1412.6.)

Lines 28 - 31--These lines provide for the computation of the standard travel allowance and standard travel expense for physical therapy services performed in conjunction with home health agency visits.  These lines will only be used if the provider does not use the optional method of computing travel.  A standard travel allowance is recognized for each visit to a patient’s residence.  If services are furnished to more than one patient at the same location, only one standard travel allowance is permitted, regardless of the number of patients treated.

Lines 32 - 35--These lines provide for the optional travel allowance and optional travel expense computations for physical therapy services in conjunction with home health services only.  The optional travel allowance is computed on lines 32 through 34.  The optional travel expense is computed on line 35. 

Lines 36 - 38--Only one of the options on lines 36-38 may be chosen and completed. However, lines 37 or 38 may only be used where the provider maintains time records of visits.  (See HCFA Pub. 15-I, §1402.5.)

1523.5
Part V - Overtime Computation--This part provides for the computation of an overtime allowance when an individual employee of the outside supplier performs services for the provider in excess of the provider§s standard work week.  No overtime allowance may be given to a therapist who receives an additional allowance for supervisory or administrative duties.  (See HCFA Pub. 15-I, §1412.4.)

Line 39--Enter in the appropriate columns the total overtime hours worked.  Where the total hours in column 4 are either zero or equal to or greater than 2080 the overtime computation is not applicable and no further entries on lines 40-47 are to be made and zero must be entered in each column of line 48.  The sum of the hours recorded in columns 1 through 3 will be entered in column 4.

Line 40--Enter in the appropriate column the overtime rate which is the AHSEA from line 10, column as appropriate, times 1.5.

Line 42--Enter the percentage of overtime hours, by class of employee, which is determined by dividing each column on line 39 by the total overtime hours in column 4, line 39.

Line 43--This line is for the allocation of a provider’s standard workyear for one full-time employee.  Enter the numbers of hours in the standard workyear for one full-time
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employee in column 4 of this line.  Multiply the standard workyear in column 4 by the percentage on line 42 and enter the results in the corresponding columns of this line.

Line 44--Enter in columns 1 through 3 the AHSEA from Part I, line 10, columns 2 through 4, as appropriate.

1523.6
Part VI - Computation of Physical Therapy Limitation and Excess Cost Adjustment--This part provides for the calculation of the adjustment to physical therapy service costs in determining the reasonableness of physical therapy cost.

Lines 53 and 54--Where the outside supplier provides the equipment and supplies used in furnishing direct services to the provider’s patients, the actual cost of the equipment and supplies incurred by the outside supplier, as specified in HCFA Pub. 15-I, §1412.1, may be considered as an additional allowance in computing the limitation.

Line 56--Enter the amounts paid and/or payable to the outside suppliers for physical therapy services rendered during the period as reported in the cost report.  This includes any payments for supplies, equipment use, overtime or any other expenses related to supplying physical therapy services for the provider.

Line 57--Enter on this line the excess cost over the limitation, i.e., line 56 minus line 55.  If negative, enter zero.

Note:
When the amount entered on line 57 only applies to one component, do not complete Part VII, and transfer the amount to Worksheet A-8, line 35, when applicable to the hospital, or line 36, when applicable to the HHA.  But when one or more suppliers provide physical therapy services to the provider and to the HHA, the excess cost must be allocated between the provider and the HHA in Part VII.

1523.7
Part VII - Allocation of Physical Therapy Excess Cost Over Limitation for Non-Shared Physical Therapy Department Services--This part provides for the computation of the excess cost of both hospital services and HHA services over the limitation for outside suppliers.  This part is to be completed only where the physical therapy services provided are not shared by the hospital and the HHA components i.e., only where both supplier’s service costs are recorded on Worksheet A on lines 50 and 73.

Lines 58 and 59--Enter on lines 58 and 59 the total cost of services supplied by the outside suppliers for provider services and HHA services, respectively, from the provider’s records.

Line 63--This line identifies the excess of the supplier’s physical therapy costs for services at the provider over the limitation.  Transfer the amount on this line to Worksheet A-8, line 35.

Line 64--This line identifies the excess of the HHA physical therapy costs over the limitation.  Transfer the amount on this line to Worksheet A-8, line 36.
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1524.
SUPPLEMENTAL WORKSHEET A-8-4 - REASONABLE COST DETERMINATION FOR RESPIRATORY THERAPY SERVICES FURNISHED BY OUTSIDE SUPPLIERS

This worksheet provides for the computation of any needed adjustments to costs applicable to respiratory therapy services furnished by outside suppliers.  The information required on this supplemental worksheet must provide for, in the aggregate, all data for respiratory therapy services furnished by all outside suppliers in determining the reasonableness of respiratory therapy costs. (See HCFA Pub. 15-I, chapter 14).

Note:
Any provider furnishing respiratory therapy services under arrangements with outside suppliers is required to complete this worksheet.  When reimbursement for such therapy services are subject to the provisions of PPS (42 CFR 405.470 through 405.477) or the TEFRA rate of increase ceiling (42 CFR 405.463), costs will be adjusted subsequently on Worksheet C.

If a provider contracts with an outside supplier for respiratory therapy services, the potential for limitation and the amount of payment a provider can receive depends on several factors:

1.
An initial test to determine whether these services are categorized as intermittent part-time or full-time services;

2.
Add ons for supervisory functions, aides, trainees, overtime, equipment and supplies;

3.
Intermediary determination of reasonableness of rates charged by the supplier compared with the going rates in the area.

1524.1
Part I - General Information.--This part provides for furnishing certain information concerning respiratory therapy services furnished by outside suppliers.

Line 1--Enter on this line the number of weeks during which respiratory therapy services were performed at the provider site.  Count only those weeks during which a registered therapist supervisor, certified therapist supervisor, nonregistered/noncertified therapist supervisor, registered therapist, certified therapist or nonregistered/noncertified therapist was on-site.

Line 2--Multiply the amount on line 1 by 15 hours per week.  This calculation is used to determine whether services are full time or intermittent part time.

Lines 3-5--Enter on the appropriate line the number of unduplicated days on which services were rendered on the provider’s site.  The days to be entered for each category are those days on which that category has the highest AHSEA of all supplier respiratory therapy staff on-site that day.  For example, when a registered therapist has a higher AHSEA than a certified therapist, and both are on-site in the same day, one day will be recorded for the registered therapist.  If two certified therapists are on-site in one day, only one day is counted for a certified therapist.
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Line 6--Enter on this line the standard travel expense rate as published in HCFA Pub. 15-I, §1412.6

Line 7--Enter on this line in the appropriate columns the total number of hours worked at the provider’s site for each category.

Line 8--Enter on this line in the appropriate columns the AHSEA for each category.

These amounts are the prevailing hourly salary rate plus the fringe benefit and expense factor described in HCFA Pub. 15-I, chapter 14.  These amounts are determined on a periodic basis for appropriate geographical areas and are published as exhibits at the end of chapter 14.  Use the appropriate exhibit for the period of this cost report.

Enter in columns 1-3 the appropriate AHSEA adjusted for administrative and supervisory responsibility which is determined in accordance with HCFA Pub. 15-I, §1412.5.  Enter in columns 4-6 the AHSEA for those categories from the exhibit in chapter 14 or the latest publication of rates. The cost of services of a respiratory therapy aide or trainee will be evaluated at the hourly rate not to exceed the hourly rate paid to the provider’s employees of comparable classification and/or qualification, e.g., nurses’ aides.  The base hourly rate will be adjusted by the appropriate fringe benefit and expense factor.  (See HCFA Pub. 15-I, §412.2.)  In no case, however, may an aide or trainee be considered as a nonregistered/noncertified therapist (§1403).

Line 9--Enter on this line the standard travel allowance equal to one-half of the AHSEA (see HCFA Pub. 15-I, §1402.4) as follows:  Enter in columns 1-3 one-half of the amounts in columns 4-6, respectively, line 8 (the supervisory allowance does not enter into the travel allowance).  Enter in columns 4-6 one-half of the amounts in columns 4-6, respectively, line 8.

1524.2
Part II - Salary Equivalency Computation.--This part provides for the computation of the full-time or intermittent part-time salary.

Where the provider furnishes respiratory therapy services by outside suppliers for health care program patients, but simply arranges for such services for nonhealth care program patients and does not pay the nonhealth care program portion of such services, its books will reflect only the cost of the health care program portion.  Where the provider can "gross up" its costs and charges in accordance with the provisions of HCFA Pub. 15-I, §2314, it will complete Part II, lines 10-19 and 22 in all cases and lines 20 and 21, where appropriate.  See the instructions for Worksheet A-8, §1510 above, with respect to "grossing up" the provider’s costs and charges.  However, where the provider cannot "gross up" its costs and charges, it must complete lines 10-19 and 22 only.  (See HCFA Pub. 15-I, §1404.)

Lines 10-19--These lines are to be completed for computing the total salary equivalency allowance amounts by multiplying the total hours worked for each category (line 7) times the AHSEA for supervisory registered therapist, supervisory certified therapist, supervisory nonregistered/noncertified therapist, registered therapist, certified therapist, nonregistered/noncerti​fied therapist, aides and trainees.
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Lines 20 and 21--These lines are to be completed if the sum of the hours in columns 1-6, line 7, is less than or equal to the hours on line 2.  (See exception above where the provider cannot gross up its costs and charges and services are provided to program patients only.)

Line 22--Where there are no entries on lines 20 and 21, enter the amount on line 19. Otherwise, enter the sum of the amounts on lines 17, 18 and 21.

1524.3.
Part III - Travel Allowance and Travel Expense Computation.--This part provides for the computation of the standard travel allowance and standard travel expense.

Lines 23-26--These lines provide for the computation of the standard travel allowance for registered therapists, certified therapists and nonregistered/noncertified therapists and the total standard travel allowance, respectively for services performed at the provider’s site.  The travel allowance for supervisors does not take into account the additional allowance for administrative and supervisory responsibilities.  Therefore, supervisory therapists are combined with their category of therapists (e.g., a supervisory registered therapist would be included with registered therapists).

One standard travel allowance is recognized for each day an outside supplier performed skilled respiratory therapy services at the provider’s site.  The allowance is based on the rate for the supplier's staff with the highest AHSEA on-site that day.  (See instructions for lines 3 through 5. See HCFA Pub. 15-I, §1403.1, for a discussion of travel allowance.)

Line 27--Include on this line the standard travel expense for services rendered at the provider’s site. This amount is computed as the sum of the days on lines 3 through 5 times the amount on line 6.

1524.4
Part IV - Overtime Computation.--This part provides for the computation of an overtime allowance when employees of the outside supplier perform services for the provider in excess of the provider’s standard workweek.  No overtime allowance may be given to a therapist who receives an additional allowance for supervisory or administrative duties.

Line 29--Enter in the appropriate columns the total overtime hours worked.  Where the total hours in column 6 are either zero or equal to or greater than 2080 hours, the overtime computation is not applicable and no further entries on lines 30 through 37 are to be made and zero must be entered in each column of line 38.  The sum of the hours recorded in columns 1-5 will be entered in column 6.

Line 30--Enter in the appropriate column the overtime rate which is the AHSEA from Part I, line 8, column as appropriate, times 1.5.

Line 32--Enter the percentage of overtime hours by class of employee, which is determined by dividing each column on line 29 by the total overtime hours in column 6, line 29, in the appropriate column.
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Line 33--This line is for the allocation of a provider’s standard workyear for one full-time employee.  Enter the number of hours in the provider’s standard workyear for one full-time employee in column 6 of this line.  Multiply the number of hours in column 6 by the percentage on line 32 and enter the results in the corresponding columns of this line.

Line 34--Enter in columns 1-5 the AHSEA from Part I, line 8, columns 4-8, as appropriate.

1524.5
Part V - Computation of Respiratory Therapy Limitation and Excess Cost Adjustment.--This part provides for the calculation of the adjustment to respiratory therapy service costs in determining the reasonableness of respiratory therapy cost.

Lines 42 and 43--Where the outside supplier provides the equipment and supplies used in furnishing direct services to the provider’s patients, the actual costs of the equipment and supplies incurred by the outside supplier, as specified in HCFA Pub. 15-I, §1412.1 may be considered as an additional allowance in computing the limitation.

Line 45--Enter the amounts paid and/or payable to the outside supplier for respiratory therapy services rendered during the period as reported in the cost report.  This includes any payments for supplies, equipment use, overtime or any other expense related to supplying respiratory therapy services for the provider.

Line 46--Enter on this line the excess of respiratory therapy cost over the limitation, line 45 minus line 44, and transfer this excess cost to Worksheet A-8, line 34.  If negative, enter zero.
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1525.
SUPPLEMENTAL WORKSHEET D-2 - APPORTIONMENT OF COST OF SERVICES RENDERED BY INTERNS AND RESIDENTS

1525.1
Part I - Not in Approved Teaching Program.--This part is to be used only by providers having interns and residents who are not in an approved teaching program.  (See HCFA-Pub.  15-I, chapter 4.)

Column 1--Enter the percentage of time that interns and residents are assigned to each of the indicated patient care areas on line 1 through 18 and 20 through 23 (from provider records.)

Note:
If a rural hospital with a certified SNF, which has less than 50 beds in the aggregated for both components excluding intensive care type and newborn beds, has made an election to be reimbursed as though it were a swing bed hospital, the SNF patient days will be treated as though they were hospital swing bed-SNF type patient days and will be combined with the hospital adults and pediatrics cost center on line 2 for total inpatient days (column 3).  The percentage of time that interns and residents are assigned to the SNF will be included in column 1, line 2 for Adults and Pediatrics.  The program days will be reimbursed through Supplemental Worksheet E-2 (42 CFR 405.453(d)(5) and HCFA-Pub.  15-I, §2230.5B).

Column 2--Enter on line 1, the total cost of services rendered in all patient care areas from Worksheet B, Part I, column 25, line 70.  Multiply each of the percentages in column 1 by the total cost in column 2, line 1.  Enter the resulting amounts on the appropriate line in column 2.


INPATIENT
Column 3--Enter the total inpatient days applicable to the various patient care areas of the complex as follows:






       Inpatient Days From

Description
Enter in Col. 3

Appropriate Worksheet D-1
Adults & Pediatrics

line 2

            col. 1, line 1

Intensive Care Unit

line 3

            col. b, line 43

Coronary Care Unit

line 4

            col. b, line 44

Other Intensive Care Type Unit

line 5

            col. b, line 45

Other Intensive Care Type Unit

line 6

            col. b, line 46

Other Intensive Care Type Unit

line 7

            col. b, line 47

Nursery

line 8

            col. b, line 42

Subprovider I

line 10

            col. 1, line 1

Subprovider II

line 11

            col. 1, line 1

SNF

line 12

            col. 1, line 1

ICF

line 13

            col. 1, line 1
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Column 4--Divide the allocated expenses in column 2 by the inpatient days in column 3 to arrive at the average per diem cost for each cost center.  

For swing bed - SNF or swing bed ICF, transfer the per diem amount in column 4, line 2 to Supplemental Worksheet E-2, column 1 (for titles V and XIX), or column 2 (for title XVIII), line 4.

Columns 5, 6 and 7--Enter in the appropriate column the health care program inpatient days for each patient care area as follows:

Titles V and XIX.--

Enter in column 5 for 

title V or column 7
From Appropriate

Description
    for title XIX    
 Worksheet D-1  
Adults & Pediatrics

line 2
col. 1, line 9

Intensive Care Unit

line 3
col. d, line 43

Coronary Care Unit

line 4
col. d, line 44

Other Intensive Care Type Unit

line 5
col. d, line 45

Other Intensive Care Type Unit

line 6
col. d, line 46

Other Intensive CareType Unit

line 7
col. d, line 47

Nursery

line 8
col. d, line 42

Subprovider I

line 10
col. 1, line 9

Subprovider II

line 11
col. 1, line 9

SNF

line 12
col. 1, line 9

ICF

line 13
col. 1, line 9

Title XVIII--Enter in column 6, lines 2 through 12 as appropriate, the total number of days in which beneficiaries were inpatients of the provider and had Medicare Part B coverage. Such days are determined without regard to whether Part A benefits were available.  A reconciliation should be submitted with the cost report demonstrating the computation of Medicare Part B inpatient days.  The following reconciliation format is recommended:

 Part A 





Medicare

 Cost
Inpatient
+
 Part B
-
No Part B
=
 Part B

Center
   Days  

Only Days

  Days   

  Days  
Part A Inpatient Days.--Enter in this column the Medicare Part A inpatient days, from the appropriate Worksheet D-1, as follows: 

Cost Center
From Worksheet D-1
Adults & Pediatrics
column 1, line 9

Intensive Care Unit
column d, line 43

Coronary Care Unit
column d, line 44

Other Intensive Care Type Unit
column d, line 45
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Cost Center
From Worksheet D-1
Other Intensive Care Type Unit
column d, line 46

Other Intensive Care Type Unit
column d, line 47

Subprovider I
column 1, line 9

Subprovider II
column 1, line 9

Skilled Nursing Facility
column 1, line 9

Part B Only Days.--Enter in this column the total number of days, from provider records, in which inpatients were covered under Medicare Part B, but did not have Part A benefits available.  Also include those Part B days in which benefits were not received under Part A because the beneficiary elected not to use his/her lifetime reserve days.

No Part B Days.--Enter in this column the total number of days, from provider records, in which inpatients were covered under Medicare Part A, but did not have Part B benefits available.

Columns 8, 9 and 10.--Multiply the average cost per day in column 4 by the health care program days in columns 5, 6 and 7, respectively.  Enter the resulting amounts in columns 8, 9 and 10, as appropriate for each cost center.


OUTPATIENT
Column 3--Enter the total charges applicable to each outpatient service area.  The total charges are obtained from Worksheet C, column 6, lines 60 through 62.

Column 4--Compute the total outpatient cost to charge ratio by dividing costs in column 2 by charges in column 3 for each cost center.

Columns 5, 6 and 7--Enter in these columns, program charges for outpatient services, as follows:

Titles V and XIX--

Enter in col. 5 for 
   Sum of                                               

 title V, or col. 7
Worksheet D
Worksheet D,

Description
  for title XIX   
Part I, col. 2
Part IV, col. 2
Clinic
line 20
line 60
line 60  

Emergency
line 21
line 61
line 61

line 22
line 62
line 62
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Title XVIII--

                      Sum of                     
Worksheet D
Worksheet D
Less Part A

Description
Column 6
Part I, col.  2
Part IV, col. 2
Only Charges
Clinic
line 20
line 60
+ line 60
-  From

Emergency
line 21
line 61
+ line 61
-  Provider

line 22
line 62
+ line 62
-  Records 

Note:
Providers must submit a reconciliation worksheet with the cost report showing the computations used for the charges for column 6.

Columns 8, 9 and 10--Compute program outpatient costs for titles V and XIX and title XVIII Part B cost by multiplying the cost to charge ratio in column 4 by the program outpatient charges in columns 5, 6 and 7.  Enter the resulting amounts in columns 8, 9 and 10, as appropriate for each cost center.

Transfer program expenses as follows:

From Title V (Column 8)/Title XIX (Column 10)
Hospital:  Sum of lines

   9 and 23
TO
Worksheet E, Part I, column 1, line 3

Subprovider I or II:

   Line 10 or line ll
TO
Worksheet E, Part I, column 1, line 3

Skilled Nursing Facility:

   Line 12
TO
Worksheet E, Part I, column 1, line 3

Intermediate Care Facility:

   Line 13
TO
Worksheet E, Part I, column 1, line 3

From Title XVIII (Column 9)
Only if Part II is not Utilized
Hospital:  Sum of lines

   9 and 23
TO
Worksheet E, Part I, column 2, line 3

Subprovider I or II:

   Line 10 or line ll
TO
Worksheet E, Part I, column 2, line 3

Skilled Nursing Facility:

   Line 12
TO
Worksheet E, Part I, column 2, line 3

1525.2
Part II--In an Approved Teaching Program (Title XVIII, Part B Inpatient Routine Costs Only).--This part provides for reimbursement for inpatient routine services which are rendered by interns and residents in approved teaching programs to Medicare beneficiaries who have Part B coverage and who have exhausted or are not entitled to benefits under Part A.  (See HCFA-Pub. 15-1, chapter 4, and §2120.)
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Column 1--Enter the amounts allocated in the cost finding process to the indicated cost centers.  These amounts are obtained from Worksheet B, Part I, column 21.

Column 2--Enter in this column the adjustment for interns and residents cost applicable to swing bed services, but allocated to hospital routine cost.  The amounts is computed as follows:

  Interns and

Total

Swing

  Residents Cost

Swing

  Total

 Bed
=
  Allocated to
X
 Bed
÷
Inpatient

Amount

Adults & Pediatrics

 Days 

   Days  
For line

W/S D-2

W/S D-1

W/S D-1

26 (SNF)
=
Col. 1,
X
Sum of
÷
line 1  

line 25

lines

5 and 6

For line

Col. 1

W/S D-1

W/S D-1

27 (ICF)
=
line 25
X
Sum of
÷
line 1

lines  

7 and 8

The amount to be subtracted from line 25 must equal the sum of the amounts computed for lines 26 and 27.

Column 3--Enter on line 25 the amounts in column 1, minus the amount in column 2. Enter on line 26, the amount from column 2.  Enter on lines 28 through 36, the amounts from column 1.

Column 4--Enter the total inpatient days applicable to the various patient care areas of the complex (see instructions to Part I, column 3).  (For line 25 this is from Worksheet D-1, line 2.  For line 26 this is from Worksheet D-1, column 1, sum of lines 5 and 6.)

Column 5--Divide the allocated expense in column 3 by the inpatient days in column 4 to arrive at the average per diem cost for each cost center.

Column 6--Enter on lines 25, 26, 28 through 32 and 34 through 36, as applicable, the total number of days in which inpatients were covered under Medicare Part B, but did not have Part A benefits available.  Also include those Part B days in which benefits are not received under Part A because the beneficiary elected not to use his/her lifetime reserve days.

Column 7--Multiply the average per diem cost in column 5 by the number of inpatient days in column 6 to arrive at the expense applicable to title XVIII for each cost center.

Transfer the amount on line 26 to Supplemental Worksheet E-2, column 2, line 7.

For columns 1, 3 and 7 the amount entered on line 33 is equal to the amount on line 25 plus the sum of the amounts on lines 28 through 32.

The expenses entered on lines 33, 34, 35 and 36 should be transferred to the appropriate lines on Part III, column 4, whenever both Parts I and II are completed.
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However, when only Part II is completed, transfer the amount entered in column 7, lines 33, 34, 35 and 36 to Worksheet E, Part I, column 2, line 3 as appropriate.

1525.3
Part III - Summary for Title XVIII (To be completed only if both Parts I and II are used).--This part is applicable to Medicare only and is provided to summarize the amounts apportioned to the program in Parts I and II.  This part is completed only if both Parts I and II are used.

Transfer title XVIII expenses as follows:

Description
Column 6
Hospital 
Line 40
TO
Worksheet E, Part I, column 2, line 3

Subprovider I
Line 41
TO
Worksheet E, Part I, column 2, line 3

Subprovider II
Line 42
TO
Worksheet E, Part I, column 2, line 3

SNF
Line 43
TO
Worksheet E, Part I, column 2, line 3
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