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5101:3-2-23 Cost reports. 

(A) For cost-reporting purposes, the medicaid program requires each eligible provider, as 
defined in rule 5 101:3-2-01 of the Administrative Code, to submit periodic reports 
that generally cover a consecutive twelve-month period of the provider's operations. 

Failure to submit all necessary items and schedules will only delay processing and 
may result in a reduction of payment or termination as a provider as described in 
paragraph (H) of this rule. 

Effective for medicaid cost reports filed for cost-reporting periods ending in state 
fiscal year (SFY) 2003, and each cost-reporting period thereafter, any hospital that 
fails to submit cost reports on or before the dates specified by ODJFS shall be fined 
one thousand dollars for each day after the due date that the information is not 
reported. 

The hospital shall complete and submit the JFS 02930 "Hospital Cost Report" in 
accordance with instructions contained in this rule. The JFS 02930 (rev. 
4/2W#U)  for SFY XXWm and its instructions are shown in the appendix to 
this rule. The hospital's cost report must: 

(1) Be prepared in accordance with medicare principles governing reasonable cost 
reimbursement set forth in the providers' reimbursement manual "CMS 
Publications 15, 15-1 and 15-2," available at 
http://www.cms.hhs.gov/Man~~Is/PBM/list.asp#TopOPage dated September 
8,2005. a 

(2) Include all information necessary for the proper determination of costs payable 
under medicaid, including financial records and statistical data. 

(3) Be submitted in accordance with the instructions in the appendix to this rule an 
electronic copy of the medicare cost report, which must be identical in all 
respects to the cost report submitted to the medicare fiscal intermediary. 

(4) Include the cost report certification executed by an officer of the hospital 
attesting to the accuracy of the cost report and to the accuracy of the OBRA 
survey. In addition, all subsequent revisions to the cost report must include an 
executed certification. 

(5) Effective for medicaid cost reports filed for cost-reporting periods ending in 
SFY 2003, and each cost-reporting period thereafter, the executed 
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certification shall require the officer of the hospital to acknowledge that an 
independent patty, a certified public accountant, has successfully verified the 
data reported on "Schedule F" of the cost report in accordance with the 
procedures included in the cost report instructions. In addition, all subsequent 
revisions to "Schedule F" shall also be successfully verified by an 
independent, certified public accountant in accordance with the recertification 
procedures included in the cost report instructions. 
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(B) Hospitals having a distinct part psychiatric or rehabilitation unit recognixd by 
medicare in accordance with the provisions of 42 C.F.R 4 12.25 effective October 
1, 2006, 42 C.F.R. 412.27 effective July 1, 2006, and 42 C.F.R. 412.29 effective 
January 1, 2005, must identify distinct part unit costs separately within the cost 
report as described in paragraph (A) of this rule. 

(C) Ohio hospitals performing transplant services covered under medicaid as described in 
rule 5101:3-2-07.1 of the Administrative Code must identify transplant costs, 
charges, days, md discharges separately within the cost report as described in 
paragraph (A) of this rule. 

(D) Ohio hospitals performing ambulatory surgery within the hospital outpatient setting 
must identifl ambulatory surgery costs and charges separately within the cost 
report as described in paragraph (A) of this rule. 

(E) Ohio hospitals providing services to medicaid managed care plan (MCP) enrollees 
must identi@ MCP costs, charges and payments separately within the cost report as  
described in paragraph (A) of this rule. 

(F) It is not necessary for the hospital to wait for the medicare (Title XVIII) audit in order 
to file the initial cost report for the stated time period. The interim cost report filing 
can be audited by the ODJFS prim to any applicable h a t  adjustment and 
settlement. If an amount is due ODJFS as a result of the filing, payment must be 
forwarded, in accordance with the instructions in the appendix to this mle, at the 
time the cost report is submitted for it to be considered a complete filing. Any 
revised interim cost report must be received withi thirty days of the provider's 
receipt of the interim cost settlement. A desk audit will be performed by the 
hospital audit section on all as filed and interim cost reports. An interim cost 
settlement by ODJFS does not preclude the finding of additional cost exceptions in 
a fmal settlement for the same cost-reporting period. 
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(1) If an amended medicare cost report is filed with the medicate fiscal 
intermediary, a copy of the amended medicare cost report must be filed with 
the hospital audit section. Information contained in the amended medicare 
cost report will be incorporated into the interim cost reporf as originally filed, 
if received prior to interim settlement; otherwise, it is subject to the 
provisions of paregraph (F) of this rule. 

(2) Adjustments may be made to the interim cost report as described in rule 
5 101:3-2-24 of the Administrative Code. 

(G) Out-of-state providers that are not paid on a prospective payment basis and provide 
inpatient andlor outpatient services to eligible Ohio Title XIX recipients will be 
required to file the cost report identified in this rule. 

(H) Hospitals that fail to submit cost reports timely as defined in paragraph (A) of this 
rule will receive a delinquency letter from the ODES and are subject to notification 
that t h i i  days following the date on which the cost report was due, payments for 
hospital services will be suspended. Suspension of payments will be terminated on 
the fifth working day following receipt of the delinquent cost report. Claims 
affected by suspension of payment are not considered to be clean claims as "clean 
claims" are defined in rule 5101:3-1-19.3 of the Administrative Code, At the 
beginning of the third month following the month in which the hospital cost report 
became overdue, if the cost report has not yet been submitted, termination of the 
provider from the program will be recommended in accordance with Chapter 
5101 :3-1 of the Administrative Code. 
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GENERALINSTRUCTIONS 

Please read and follow all Instructions mrefully, In- t t r a C p t a I n  to DRGeuevpt and wtd-5Sale 
hqltals will be h Itah ttrmghout the cosf repwl. Insbuctlwts If you have questions about the Imct lons 
or report please contact Jeff Runkle of the Rate Settlng &Cost Settllng Unlf (614) 752-4427. 

The cwt report schedules should be comfleted In order, from A to I. Wlthln the report, the llne numbers for 
the m n u e  centers are set up to closely match the ClrlS-292-96 In order to allow for easy transfer of data. 

UEW2 revenue center d e s  should be grouped as shown on the attached sheets for Inpatlent and outpatlent 
services. I f  thls Is not possible YOU MUST spedflcaily IdentlfL any differences In groupings on the endosed 
BILLING CODE ALLOCAnON sheat(s) and return them wlth the compl&ed cost report When dlfferenes 
in groupings wist but are ldentlfled by the report fller, ODJR groupings wlll be used at the time of 
settlement. 

Repart only data and discharges occunlng wlthln the ffxal period mered by thls cost report. 

DUNG DEADLINE 

Rule 5101:3-2-09, of the Ohlo AdmlnlsbaUve Code states In part "...any hospital that falls to repwt the 
Informatton requlred under this rule on or before the dates specified In tMs rule and In rule 5101:3-2-23 of the 
admlnlsbathre code shall be flned one thousand dollars ($1,000.00) for each day a h  the dua dab 
that the Information is not teportd." 

The compIeted oost report MU= BE POSTMARKED on w More June 30,2010 for those hoqrltals 
filing wfth a cost reporting period ending between July 1,2009 and Deasmber 31,2009. For 
thow hospitals flIIng with a cost report period endIng between January I, 2010 and June 30, 
2010, the report Is b be postmarked no later than December 31,2010. 

REOUIRED FILINGS 

Your completed as t  report fillng MUST Indude: 

- the completed CMS-2552-96 eledronlc cost report (EC) and prlnt Image (PI) files 
- all completed applicable JE 02930 scheduls 

- Emall the CMS-2552-96 (EC & PI filer) and JFS 02930.~1~ In 
hospital-costcostreports@jfs.ohio.gov 

If UMM~ b3 emall, please contact ODJFS. 

- Maii the following aist report inha t lon  to: 
Via Regular Ma11 (pfdbed) Via Parcel Carrim (not nqulred) 
Ohlo Health Plans O h b  Health Plans 
Rats W n g  L Cost Settling UnR Ratm oatlng & Cost Settlln# Unlt 
P.O. BOX 182709 50 W. Town Stme& Stre 4044 Roor 
Columbus, OH 43218-2709 Columb~, OH 43Zl5-4142 

An orlglnal SIGNED JFS 02930 CertlflwUon Page 
A hard copy of the JFS 02930 schedules and OBRA Sunrey 
A copy of the 5IGNED CMS-2552-96 Cwllflcatlcm Page 

- Rembnw for amounts due with copy of satlament page should b maiied to: 
Ohb Deparhnent of Job and Family Services 
P.O. Sox 182367, Columbus, OH 43218-2367 - Make check payable to: Treasurer of State, State of Ohio (OWFS) 
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FILING EXENSIONS 

Requests for an extendm d the fiMng deadlne, for no more than one 30 day period, must be made In 
advance, In wrltlng, to Ohio Health Piano, eost Reporting Unit P.0. Box 182709, Columbru,OH 43218- 
2709. 

I f  Medlcare grants an extenslon that wwld go beyond the above onlime 30 day extenslar, dmmentatlon 
must be provided. Please subrnlt your request In writing to the above address and Include a copy of the 
Medlcare extenJon letter, The filing deadline will be 30 days aRer the requlred fillng date of the Medare Cost 
Report. No further eximslons will be granted. 

AMENDED FILINGS 

Amended CMS-2552-96 reportt fl led by hospitals wlth the Medlcare lntermedlary must also be filed wlth 
ODJPS. Na amendments to the JF5 02930 will be amepted later than 30 days after the hospital's recelpt of 
the audlted Interim settlement 

IMPORTANT REMINDERS 

Ths Upper UmR Payments (UPL) payments r e p o M  on Schedule H, cd. i, iins S should be 
reabrdsd amss, not net 

The OBRA Sunray must be compieted In its entirety. 

O W - S t a h  providers that am paid on a proqmcdve payment basis are NU'f ncrulnd to flle a 
=st report 

Hospitals am provided wlth In- Paid Clalms data indicating paid Mdleald Fee-br-Servlca 
dalms through the date spedfied on the report. This information is pmvided as a w u r t q  to 
hospitals. Each hospital Is expected tm use its own acoountbrg/patient Information system In 
c o m p h  the cost report. 

CHANGES 
* The cost report I S o n s  and fonns have been updated tm d e c t  dates and filing deadilnes 

relevant to the SW 2010 Reporting Perlad& 
Text has been added to Sdreduies D and I to pnfde guidiaria on when d.hn cltargfs should 
be Induded on those schedules. 
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SCHEDULE A 

MISeELUNEOUS REVENUES 

N o l  - Throughout the JFS 02930 aost report lnrtructi~ns " W o r M d  to Medicam's CMSI 
2552-96 and "Scheduie" refers to the JFS 02930. 

Unes 1 - 24 - Enter ali amounts hduded on Worlrsheet G-2 which are not included on the Worksheet C, 
column 8. Examples may indude, but are not llrnlted to: Home Health, Hospice, Organ Acqulsltion, 
Messlonai Fees (detailed by cost center), etc 

JFS 02930-1 (Rev, 412010) 
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SCHEDULE B 

COST DISIRIBUIXON 

alllumu 
Unes 25-34,37097, and 100 - Enter btal cwt figures from Worksheet C, Part I, wiumn 5 for each 
revenue center. Noh: Report casts for Organ AapbItion, Hospiw, and Home Health Ageney from 
Worksheet B, part I, o~iumn 27. # 

Une 100 - Enkr Observation Bed costs only If these msb are induded both on line 25 and on line 62, 

G Q h u  
Unes 25-34 and 37-97 - Enkr di Interns and Reddents msts that were removed from total ixst reported 
on Worksheet B part I, cdumn 26. Indude drug costs reiated to Renai Dlaiysfs or Home Pmgram Dialysis that 
werealsorwnwedfram~iwsts. 

lmlmL3 
Unes 25 - 97 - Enter the total of columns 1 and 2. 

Gslmwl 
For any revenue center that heo costs but m armspondlng chmrgw, enter a charge of one dollar 
(Sl-OQ)* 

Unes 25-97 - Remrd btai charges from Worksheet C, part I, column 8. 

Une 100 - Enter one doilar ($1.00) if an amount is entered in column 3, line 100. - 
U n e ~  25-34,37197, and 100 - Divide each line amount In column 3 by the awresprkdlng llne amount in 
column 4 and enter the result rounded to six decimal places. 

GQhlLLS 
Lines 25-34 and 37.97 - Enter the total aiiawable Inpatient charges from Worksheet C, part i, column 6 for 
each rwenue center. (Nota: Subpmlder wvlm telrnbursed on a cost basls by Mecbre but reimbursed by 
Medicaid on the DRG system must be induded in this column; i.e., Disllnct Part Fsychiatrtc setvlces. Do not 
enter data for ttrosa revmue centers not eiiglbte for cast reimbursement or DRG payment, e.g. 
Home Heai th  Agency, SNF, H o r p k ,  Ambulance, reddentiat treatment). 

Une 100 - 0 
IkuXmmL 
GQlmtua 
Unes 25-34,37-97, and 100 - MuitJply the charges in column 6 by the corresponding ratio In column 5. 
Enter the result rounded to the nearest dollar. 

cQhlQu 
Unes 25-34 and 37-97 a Enter the total allowable outpatient charges from Worksheet C, wrt I, column 7 
for each revenue enter. Do not indude amaunts those rw&ue centers prevbu& kt eilgibha 
for cost reimbursement I.e, Outpatient Laboratory, S.N.P. Andiiary, Hospice, Home Health 
Agency, and Ambuiance, 

JFS 02930-1 (Rev. 412010) 
TN No. 10406 Approval Date: 
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CQhmu 
Unes 25-34 and 37-97 - Multlpiy the charges in wlumn 8 by the corresponding ratlo in column 5 and enter 
the result rounded to the nearest dollar. 

GQtmmm 
Unes 25-34 and 37-97 - Enter charges for revenue centers that are not eilgtble for cost reimbursement, 
I.&, Outpatient taboram, S.N.F. ~ncilaty, Hospice, Home Heatth Agency, and Ambulance. 

G Q h u a  
Lines 25-34 and 37-97 - Multiply the charge in mlurnn 10 by the con-esponding ratlo In column 5 and 
enter the resuit rounded to the n4rest doiiak 

Une 35 - Enter the total of iine 25 thrwgh 34. 

line 98 - Erik the total of ilnes 37 through 97. 

line 99 - Enkr the totai of lines 35 and 98. 

Une 101 - Enter the total of llne 99 less line 100. 

a 101. Col. 4 

WOV 2 9 LUIJ 
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SCHEDULE C 

CALCULATION OF ROUTINE COSrS 

Column_l -Transfer amounts from Schedule B, cdumn 7, lines 25-33 to the appropriate lines. Enter the sum 
of i lns 25-33 on line 35. 

- Swing Beds -Transfer to line 25 the amount on Wwksheet Dl, patt I, line 26 as negative 
amounts. Enter the sum of lines 25-33 on llne 35. 

- For each line enter the sum of dumns 1 and 2. Enter the sum of ifnes 25-33 on iine 35, 

Enter the total days From Worksheet 53, part I, column 6 to the appropriate lines. K # J J  
6. or 

on W- S - 3 s  in In & P- 
For Obsanration Bed days assigned directly to a subpnwider, thosa days shouid be induded with 
the subprovid&s days rather than in Adults b Pedlatrlc, iine 25. Do not lndude swlng bed days. 

Enter the sun of 
lines 25-33 on ilne 35. 

column - Divide each llne amount In dumn 3 by the corresponding days in dumn 4 for lines 25-33 and 
enter the resuit rounded to two decimal piaces. 

column - For each menue mkr, enter the number OF covered days of sewice rendered to Tltle XIX 
patients discharged durlng the reporting perlod. go not i n d u d e J & & p s  or n o n c o v d  

(Do not 0 
Enter the sum of lines 25-33 an iine 35. 

Column - For each revenue center, muitipiy the per dem calculated In coiumn 5 by the XD( days re- 
In column 6 and enter the result rounded to the nearest dollar. Enter the sum d lines 25-33 on line 35. 

QhmmB - For each revenue center, enter the number of ewered days of sewice rendered to Tltle V 
patients discharged during the reporting period. a - 
Bgy&. Enter the sum of iines 25-33 on llne 35. 

C o I m  - For each revenue cenkr, multiply the per diem calculafed in cdumn 5 by the Tltle V days 
reported in dumn 8 and enter the muI t  rwnded to the nearest dollar. Enter the sum of lines 25-33 on line 
35. 

Column - For each revenue center, enter the number of covered days of senrice rendered to Tltle W( 
transplant patients discharged durlng the reportlng period. -e servfas 

e aost basis. Do not nonava- 
bv DRO. Enter the sum of lines 25-33 on iine 35. 

eoIumn - For each revenue center, mulUply the per diem calcuiakd in column 5 by the Itle Xa( 
transplant days reporled In column 10 and enter the result rounded to the nearest dollar. Enter the sum of 
iines 25-33 an line 35. 

JFS 02930-1 (Rw. 4f2010) 
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SCHEDULE C-1 

DISCHARGE STATISRCS 

As ddned in Ohio Administrathie M e ,  ~ l e  5101:3-2-02 (0)(17): 

A patlent is said to be "discharged" when he or she: 

(a) Is fwmally released from a hospltal 
(b) Dies while hospitaiized 
(c) Is discharged, within the same hospital, ham an acute care bed and admitted to a bed 

in a psychiatric unit dWnd part as described in paragraph(B)(B) of this rule or is 
discharged wittrin the same hospital, from a bed in a psychiatric unit dlstlnct part to 
an acute care bed; 

(d) Signs self out agalnst medical advice (AMA). 

The discharges re- on thIs schedule should also indude the number of patients transferred to 
other fadlities. 

Column_i - Enter, h m  Worksheet: S-3, part I, column 15, the number of discharges for each revenue center. 
Enter the sum of lines 36-39 on line 40. AIthaugh Total Fadllty Numiry DWarges am not detailed 
on Worlesfieet 53, part I, please report Total Fadiity Nursery Discharges as maintained in your 
records. 

- Enter the number of discharges from the fadllty for pmgram patients. lltle XD( services are 
dasslfled by vatlous rate years. Your f i d  year may not indude every category. Only report discharges into 
the category that corresponds with your flscai year. Enter the sum of each cdumn on line 40. 

I i n - - - ; t l o n o r 3 3 ,  besubssuts- 
e4 37.38 & 39, 

Column 2-4. W - Enter your capltal add-on rate for the periods for which you repated discharges. 

I-I 7 & 4 - Enter the number of discharges fmm the fadiity for Medicaid HMO enmiled patients. 
Medicaid HMO services are classified by varfous rate years. Your flwi year may not indude every category, 
Only report discharges Into the category #at corresp~~ds with your flscai year. Enter the sum of each column 
on line 40. 

In -10 C-2  "ttionf._lints.2Sa.b or 33. be sum to rewa 
mpr in s e c t l a  Iln- 37.38 & 39, 

Outpatlent vislts should be counted as the number of flnal outpatlent dalms for which a hwpltal was paid 
and/or scpecD; to recelve payment Sedes'acxrxlnb/cyde Mils should be counted as 1 vkit per claim (not the 
number of dates of service on that daim). Obsmtlon and emergency services dalms should be a n t e d  as 
outpatient vlslts unless these visits turned into inpatient admissions on the same date of senrice. 

Une 42, column 1 - Enter the number of total fadlity outpatlent vlslts. 

Une 42, eoiumn 2 - Enter the number of Medkaid outpatlent vWts on or before 12/31/07. 

TN No. Approval Date: 
tIOY 2 9 2010 

JFS 02930-1 (Rev. 412010) SUPERSEDES 
TN No. 09-027 ERectlve Date: Q7-01-70U 



Attachment 4.19 - A 

Page 10 of 52 

Line 42, dumn 3 - Enter the number of Medlcaid outpatlent dsits on or after 1/1/08. 

Line 43 - Enter as a sum, the number of beds on Worksheet $3, part i, column 1, lines 12 and 14. 

Line 44 - Enter as a sum, the net number of interns and residents in an approved teachfng pmgram on 
Worksheet S-3, part I, column 9, llnes 12, and 14. 

TN No. J0.006 Appmval Date: 
1JOV 2 9 2010 
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SCHEDUE C-2 

MEDICAID HMO INPATIENT DAYS 

Column I - Enter the per dlem amounts from Scheduie C, dumn 5, for each cost center in Unes 25 - 33. 

Column 2 - For each revenue center, enter the number of owered days of senrice rendered to Medkald HMO 
patlents dlscbrged during the reporting perlod. Enter the sum of tines 25-33 on line 35. 

edumn 3 - For esch rewnue center, mulblpiy the per diem akuiakd in column 5 by the Medlcaid HMO days 
reportwl in miumn 3 and enter the result rounded bb the nearest dollar. Enter the sum of llnes 25-33 on llne 
35. 

NOV 2 9 2013 
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SCHEDULE D 

RTLE XlU( COST cAlXlJIA7IONS 

Indude charges for the fallawlng; 
Patients whose primary ameragr was Oh10 Merticald Fee-krServIw and a payment was 
received dl* from the Oh10 Department af Job and FamIIy Senrim 
Patienb whose Ohio Medlanld Fee-forSkwlce oovarage was s ~ o n d a  y b othar 
insurance, (e.g. Biue Cross, Aetna, Ranmad, etc) and a payment was recetved from both 
the Primary Insurer and the Ohlo Department of Job and Family Services. 
Patients whws Ohio Medicaid Fee-for-Senria meraga was secondary to other 
fnsuranw, (e.g. Bius Cmss, Aetna, Railroad, etc) and a payment was tecelvsd from only 
the Primary Insurer and the datm was re- as "pald" on the Ohlo Department of Job 
and Famiiy Senrlces remlttanw advice. 
Patienis for any of the above sltuatlons for which you have s u b m ~  a daim and 
reasonably expect ta receive a payment from the payer. 

Do Not Indude drarge~ far pattents enrolid In Medicam or a Medicare Advantage Plan as Oh10 
Medfcald only pays cost sharing (cainsuranoa and/or deductible) for these daims. 

Hospitals am provided with Interim Pa# Claims data lndlcating pald Mdka id  Fee-Cor-Senlw 
dalms through the date spedfled on the report This Infomation Is pmvlded as a a r u w  to 
happltals. Esctr hbspiraI is expected to usa fts awn aaxruntlng/patlent Infonnatlon systean to 
cornpieta the cost report 

_Column - Enter the ratlo from Schedule 6, column 5, for each rewnue center on the mrrespondlng Ilne. 

l&bulQ2 
Lines 2593 and 37-97 - Enter the charges for anrered lltle XD( Inpatlent sewlces rendered during the 
reporting period. M on a DWk&& - 
Unes 25 -33 -Transfer the cost amounts from Schedule C, column 7, lnes 25 to 33. 

Lines 37-97 - Multiply the charges In column 2 by the meqmnding ratio in column 1. Enter the rearit 
rounded to the nearest dollar. 

GQhmlu 
Lines 25-33 - -es for mvered o m  are &Q - 
Unes 37-97 - Enter the charges for covefed outpatlent sewices. Do not Indude charges for Outpatient 
laboratury SewIas, or any services whlch are not cost saWedI (e.g., Pmgnaney services). 

cahm.Ls 
Mnes 25-33 and 37-97 - Multiply the charges in column 4 by the corresponding ratlo in dumn 1, Enter 
the result rounded to the nearest dollar. 

GQhmnA 
Unes 4144 and 70-97 - Enter the charges b r  Outpatlent laboratory Senrices. 

Columnl: 
Unes 41-44 and 70-97 - Multiply the charges in column 6 by the corresponding ratfo in column i. Enter 
the result rounded to the nearest dollar. 

TN No. Sod06 Apprwal Date: NOV 2 9 
1% 02930-1 (Rev. 4/2010) SUPERSEDES 

TN No. 99-077 Effective Date: 07-01-2QM 
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eahtnrnl 
Lines Z-33 and 37-97 - Report only allowable charges for transplant senrlces that are reimbursed on a 
reasonable cost bask during ~e re.p&lng perfod. 

- 

Cbfumna 
Unes 2593 -Transfer the cost amounts from Scheduie C, column 11, ilnes 25-33. 

Unes 37-97 - Multiply the charges in dumn 8 by the corresponding ratio In dumn 1. Enter the mult 
rounded to the nearest dollar. 

2-5 iend.8-9 
Une 35 - Enter the total of lines 25 through 33. 

Une 98 - Enter the total of iines 37 through 97. 

Line 101 - Enter the total of iines 35 and 98. 

JFS 02930-1 (Rev. 4f2010) 

tjoy 2 9 20lr3 
TN No. 10-006 Approval Date: 
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TN No. 09.027 Effective Dak: 



Attachment 4.19 - A 

Page 14 of 52 

SCHEDULE D-1 

GQImuLa 
Lines 25-33 and 37-97 -Transfer total cost amounts from Scfiedule B, column 3, to the corresponding 
lines. 

m m l u  
Unes 25-33 and 37-97 - Enter the amount of cost asdated with combined billing of provider based 
physldan p r o ~ o n a l  senrlces as reported on Worksheet A-8-2, column 4. 

WImliQ 
Unes 25-33 and 37-97 - Enter the sum of columns 1 and 2. 

c.amwl 
Unes 25-33 and 37-97 -Transfer the total charge amounts from Schedule 8, column 4, to the 
corresponding lines 

GQhunU 
Unes 25-33 and 37-97 - Enter the amount of charges assoelated with the costs of combined Mlling d 
provider based physldan professlanai services that are reported In column 2. 

l&hmQ@ 
Lines 25-33 and 37-97 - Enter the sum of miumns 4 and 5. 

GQhmlu 
Unm 25-33 and 37-97 - Divlde column 3 by cdumn 6 and enter the resuitlng ratlo, rwnded to six dedmal 
places, for & cost center, 

GQlhmLa 
tines 25-33 and 37-97 - Enter the charges for covered inpatient flue V services rendered durlng the cost 
reporblng perlod. 

GflhmU 
Lines 25-33 -Transfer the cost amounts from Schedule C, cdumn 9. 

Line8 37-97 - Multlply the charges in cdumn 8 by the corresponding mUo in dumn 7. Enkr the result 
rounded ta the nearest dollar. 

cQhmuQ 
Unes 25-33 and 37-97 - Enter the oharges (induding Outpatiant Laboratory and Radloiogy services 
for wvered outpatient TIUe V servlm) rendered during the reporting perlod. 

cQhlmm 
Unes 25-33 and 37-97 - Multlply the charges In dumn 10 by the wnespondlng ratlo In column 7. Enter 
the result rounded to the nearest dollar. 

1-u 
Une 35 - Enter the total of lines 25 through 33. 

Une 98 - Enter the total of iines 37 through 97. 

Line 102 - Enter the total d lines 35 and 98. 
TN No. 10-006 Approval Dale 
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SCHEDULE E 

MEDICAf. EDUeAnON COSrS AND MIXELLEANOUS DATA 

MEDICAL EWCAllON COSrS 
Line 1 - Enter the amount fmrn Wadsheet B, part I, mlumn 20 - 20.)0(, llne 95. 
Llne 2 - Enter the amount from Worksheet 0, part I, dumn 21 - 21.XX, ilne 95, 
Llne 3 - Enter the amount fnxn Worksheet 8, part I, columns 22 - 22.)0( and 23 - 23.XK, llne 95. 
Llne 4 - Enter the amount fmrn Worksheet 8, part I, column 24 - 24.XX, ilne 95. 
Line 5 - Enter the total of llnes 1 through 4. 

XIX OUTPATIENT LAll PAYMENTS 
Une 6 - Enter the totai Titie XIX Outpatlent Lab payments recehred that relate b charges repwted on 
Schedule D, column 6, llne 44. 

NFT P A n E M  REVENUES 1 SECIION 1011 PAYMENTS 
Une l a  - Enter the Net Patient Revenue amount from Worksheet 6 3  llne 3. 
Llne 7b - Enter the amount recelwd for senrkes provlded under S d o n  1011 - Federal Reimbursement of 
Emergency Health Seivices Furnished to Undocumenkd Allens. For additional Inbnnatlon regarding Seeblon 
1011, please visit the following websltes; w w w w . -  "' - 1 W W O p f a u I h q x d  or 

Fact !&&Q& 

JFS 02930-1 (Rw, 412010) 

i iOV 2 9 i 

TN No. l ! H O C  Appmal Date: 
SUPERSEDES 
M No. PO77 ERective Date: G7-01-201Q 



Attachment 4.19 - A 

Page 16 of 52 

SCHEDULE F 
HOSPTTAL CARE ASSURANCE UNCOMPENSATED CARE 

OU;T-OFSZAATE HOSPITTALS WOULD NOT C O M M  TH1S SCHEDUL E 
OHIO ACUTE CARE HOSPmALS SHOULD COMPLISE SECiTON I 

PSYCHIATRIC HOSPITALS SHOULD C O M P W  SECTION 11 

INDEPENDENT THIRD PARTY VALIDATION OF SCHEDULE F DATA 

Effective for Medfeaid Cost Reports flied for cost repdng perlods endlng in State Fis~al Year (SFY) 2003, and 
each reporting period thereafter, each hospital, shall be required to have an independent party, wtemal 
to the hospital, verih/ the data reported on Schedule F. me wtemai revlewer shall at  a minimum perform the 
data wrifimtlon based on a set procedure as fdlows. 

1. Verify that patlent lags are maintained for the following categories of patients: 
Dlsabiilty Assistance inpatient charges, with Insurance 
Uncompensated care inpatient charges < 100% federal poverty Income ilmlts (FPL), with insurance 
Disabliity Assistance outpatlent charges, with insurance 
Uncompensated care outpatlent charges c 100% FPL, with insurance 
Dlsabllitv Asslstance inpabient chaw ,  with no insurance 
~ncorn*ted care < 100% FPL,-inpatlent charges, wlth no lnsurance 
Uncompensated care > 100% FPL Inpatlent charges, wlth no insurance 
~isablll& Assistance outpatlent charges, wlth no insurance 
Unmmpensated care c 100% FPL, outpatlent charges, with no insurance 
Uncompensated care > 100% FPL, outpatlent charges, wtth no insurance 

2. Verify that the HwpItai's patlent logs indude a dateof-Ace. Verify that the senrice d a k  for acmunts 
with Disabliity Assistance merage or family tnmme c 100% FPL are recorded in the cost report period in 
which they occurred, and that the write-off dates for a m n k  with famlly incomes >100% FPL, are mrded 
in the cost repofi period in which they were wrltten-off. Verify that each iog enby Includes a unique 
(unduplicated) Identifier for the patient, that is unique to the patlent and not to each vlsit by the patlent 

3. Verlfy that the suppwtlng patient log totals for the data elements listed below agree to each data element 
on the Hospital's JFS 02930 Scheduie F. If any of the elements do not match, return the patient logs to 
Hospltal fw comedon. 

Une 8, Columns 1 and 6 - Disability Asslstance inpatlent charges and receipts, with insurance 
Une 9, Columns 1 and 6 - Uncompensated care c 100% FPL inpatlent charges and receipts, wlth 
insurance 
Une 12, Columns 1 and 6 - Disablllty Asslstame, outpatlent charges and receipts, with insurance 
Une 13, Calumns 1 and 6 - Uncornpensakd care < 100% FPL, outpatient charges and melpts, wlth 
insurance 

r Une 8, Columns 2 and 7 - Disabllity Assldance, lnpatlent charges and recelptq with no lnsurance 
Une 9, Columns 2 and 7 - Uncompensated care c 100% FPL, inpatient charges and recelpk , with no 
insurance 
Une 10, Wumns 2 and 7 - Uncompnsated are > 100% FPl, lnpatlent charges and receipts, wlth no 
insurance 

r Une 12, Cdumns 2 and 7 - Disabflity Asslstance outpatlent charges and red@, with no Insurance 
Une 13, Columns 2 and 7 - Uncompensated care c 100% FPL, outpatlent charges and receipts, wlth 
no Insurance 
Une 14, Columns 2 and 7 - Uncompensated care > 100% FPL, outpatlent charges and receipts, with 
no insurance 

h , r f i \ l  n Q ,,< 111 , iJ11 
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4. Verify the mathematical aecuracy of Hospital's logs, by Wng at least the methodologies described below. I f  
the iogs were totaled manually, request adding machine tapes and match a sample of 10 entrles on two of the 
tapes to the aarrespondlng entries on the patlent iogs, I f  the logs were totaled wlth the use of an electronic 
spreadsheet, verify the accuracy of the formuia(s) used. If the iog entries were taken directly from the 
hospltai's mainframe computer system, select one of the categories in Step 3 and tally the entries. I f  the iogs 
do not foot, return the logs, and, if appropriate, the tapes to Hospital for c o w o n .  

5. From the hospital logs, select a random sample d enbles from each d the ten data dements listed in Step 
3, and verlfy the appropriateness of the writeoff. The apptwprlateness of the wrlteofl for each account 
dected shall be determined In accordance with Ohio Adminisbatlve Code ( O K )  5101:3-2-07.17 and the 
hospital's policies regarding the doarmentation of applicants' incomes. 

The slze of the required sample will valy amording to whlch of three tlers the Hospital is placed in, using data 
from the current emt reporting period. 

r If the hospltai reports tohl unmmpensated care charges for patlents wlthwt insurance that is less 
than $5.0 miliion, the slze of the sample shall be at a minimum, 32 accounts: bur in each of the slx 
data categories identified in Step 3 for patients wlth no Insurance and two in each of the categories 
for patlents with insurance!. 
I f  the hospltai reports total uncompensated care charges fw patients without insuranm that is greater 
than $5.0 miiilon but iess than $10.0 mliilon, the size of the sample shall be at a minimum, 64 
aawnts: elght in each of the sbc data categories identlfled in Step 3 for patlents wlth no insurance 
and four in each of the categwles for patlents wlth insurance. 
If the hospital reports total uncompensated care charges for paUen!s wlthout insurance that is greater 
than $10.0 rnlliion, the size of the sample sfrail be at a minimum, 96 accounts: 12 in each of the six 
data categories identlfled in Step 3 fot pagents wlth no insurance and six in each of the categories fur 
pauenk with insurance. 
In additlon tn the above sample criteria, revlew all amunts for patlents In the unmmpensaW eanz e 
10% FPL, with no insurance categories whlch show redpts. 

6. Obtaln itemized statements from the Hmpltai for each of the patlent accounts identlfled In the random 
selection of data elements IdentlAed in Step 5. Match the itemized statement to Its corresponding enby in 
Hospital's log, Verlfy that patlent accounts wen? correctly logged and entered in Schedule F, based on 
Insurance status. 

From the itemized statement, verlfy the patlenb name, the date@) of service, and whether the accwnt is 
Inpatlent or outpatlent and corresponds with the log entry. Subtract from the ItefnIzed statement any charges 
for servlces that can not be counted as "basic, hospital lev# as described in OAC 5101:3-2-07.17 and OAC 
5101:3-2-02, Appendix A. Veriiy that the sum of any subtraction of non-hmpltal level charges matches or 
does not exceed the witty for gross charges in Haspitars log. Verify that the totai of ail receipts on each 
selected acatunt matches the receipts shown in the Hospltal's log. 

7. Obtain a copy of the Hospltal's i nma l  policy outlining its procedures for documenting appllcatlons for 
HCAP qualiiylng chartty care or write-ofF. 

8. Obfaln copies of the dacumentatlon the Hwpltal used to determine digihlity for each of the patlent 
aaounk identified in the random selection of data elements identlfled in Step 5. Verlfy that the hospital's 
documentation practices are supported by its policy statement, obtained in Step 7, and are in acmrdance wlth 
OAC 5101:3-2-07.17. 

9. From the eligibility documentation outlined in Step 8, verlfy that the patlents were resfdents of Ohlo, and 
not eligible fw Medicaid aaxrrding to OAC 5101:3-2-07.17. Verlfy that the patlent accounts logged as eligible 
for Dlsabillty Assistance (DA) were in fact ellglble for DA on the date(s) of service. For accounts of patlents 
<1W % FPL, verliy that Hospltai used the appmprlate Federal Poverty Imme Guidelines that were in effect 
for the claws) of service. and verify that the wtlenfs inwme and fimilv size on the daMs) of service were 
wrrectfy cal&lated according OAC 5101:3-2-07.17. 

JFS 02930.1 (Rev. 4/2010) 
TN No. 10-006 Approval Date: 
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10. Request a list of pending-Medicald acaiunk from Hospital. Verlfy that no accounts that have been 
approved for Medicaid were induded In any log or Schedule F entry. 

11. fhe external reviewer shall issue a rwlew report to the hospital. 

The hospltal must respond to the extemal reviewer with a wrikten repott whlch lndudes a course of mrrectlve 
actlon hken by the hospital. 

Any hospltal that submits an amended cost report that lndudes changes to data reported on Schedule F shall 
be required to have an independent CPA mrtfU the data reported on Schedule F. The external reviewer 
shall, at a minimum, perform the data verlficatlon as follows: 

1, When making wholesale hanges, lnduding reasslgnlng amounts between write& categories, the 
entire Schedule F data shall be reviewed as spedfied in step 5. 

2. If only new accounts are added and no other changes to Wedule F are made, them the CPA shall 
select and review at least 5% of new acmunts from each category in acoordam wlth the review 
procedures steps 6 through 9. If  the number of acmunts to be r e v l d  under the 5% criteria 
exceeds the original sample slze, then the entlre Schedule F data shall be reviewed as spedfied in 
seep 5. 

Each hospital shall retain ail Schedule F data vaiidatlon review reports for every cost report year, indudtng 
recertification tevlew repotts and hospltal responses b auditor reports, for a period of three years, and shall 
make such report5 avaliabie to the department upon request, within three business days of such request. 

GENERAL INSTRUCTIONS (APPLIES TO ALL OF SECTION I); 

Oniy dlxhargWvlslts and charges for hospital sewices may be induded In Schedule F. M u d e  only "Raslc, 
medically necessary haspitaf level services" which are considered smlces in Appendix A of rule 5101:3-2-02 of 
the Ohio Adrnlnistratlve Code. Do not lndude charges related to physldans' services, transportaaon services, 
or take-home pharmacy Items, and do not lndude visits to free standing dlnics or surgery centers that a= not 
hospital based. Do not indude any pwtlon of a patient amount for a Mediaid redplent, regardless of 
whether the redpent Is enrolled in an HMO or Medicald feefor-service. Do not lndude d l~ rge / v l s i k  and 
charges that have been wrltten off as Medicare bad debts, 

Report uncompensated care Informatton for patlents with Insurance in Column 1. Report uncompensated care 
infwmatlon for patlents without lnsuranoe in Column 2. Schedule F does not lndude a bolumn for reporting 
total uncompensated cam It wi l  be calculated by the department Indude any charges, Inpattent discharges, 
and outpatlent visits for patlenb eligible for "HilCBurton" or covered by a local levy fund. Do not conslder any 
Hill-Burton writeoff or any payment by a local health care levy to be "lnsuranoe." 

In both Column 6 and 7 the amount reported In lines 8 thmugh 15 must equal all payments you have elther 
recetvecl w reasonably expect to receive from these patlents or thdr Insurers. For patients M o w  porn* 
without Insurance, rule 5101:3-297.17 of the Ohlo Admlnkhatlve Code requires that tfieoe 
patients receive care free of charge. Them are vey  h w  drcumstances whlch allow yau to aoeept 
rece~lpb for these accounts. 

The data on uncompensated care tor people on Disablllty Assistance in llnco 8 and 12, and the 
data on uncompensa~ care for padentr wlth famlly Incomes below federal poverty guldellnes 
In lines 9 and 13, may only lndude Inpatient and outpatient awunts wlth dl#harge/vislt da- 
that fall withln your hospital's flscal year. You must sflit-bill any outpatlent acwunts whlch aoss th 

TN No. &Qf@ Approval D a k  
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dates. Uncompensated care for pablents with famiiy Incomes above federal poverty inmme guidelines may be 
induded In lines 10 and 14 regardless of the service dates, so long as the date dthe bad debt w charity care 
writ- fell wlthin your hospltal's fiscal year, and had not been previously written off. 

SECTION I (UNCOMPENSATED CARE FOR ACUTE CARE HOSPITALS) 
Instructions for Column I 

COLUMN Information In tolumn 1 should indude data for patlents who have reeked unmmpensated care 
for some portlon of thelr inpatlent discharge or outpatlent visit that was aiso covered by health insurance for 
the services provided. 

GROSS INPATIENT CHARGES 

Tolal DA C h a m  for Patienb wlth Xnruram - INPATIENT 
Enter the gross charges for Inpatlent discharges by eilgible Disability Asslstanee redpienb, who also had some 
form of insurance for the services delhwed, during your hwpitai's fixai year. 

W TTotal UC Charges for Patlents tlelaw 100% with Insurancm - INPATIENT 
Enter the gross charges far inpatlent dlscharqes for patients not cawred by DisaMilty Assfstance, with family 
incomes at or below the federal poverty income guideiines, who quailfy for free care under rule 5101:3-2- 
07.17 of the Ohio Administratlve Code and who had some form of insurana? for the senrIm dellwred, durlng 
your hospltat's fiscal year. 

bins Total UC C h o w  for Patienb Above 100% wlth Insufanw - INPATIENT 
Enter the gross charges For inpatlent discharges For patlents with family incomes above the federai pow* 
lncome guidelines, and aii others who do not quailfy for free care under rule 5101:3-2-07.17 of the Ohlo 
Admlnistratlve Code and who had same form of insurance for the s d c e s  delivered, but were elther unable or 
unwilling to pay for a pottion of the bill and which were written off during your haspltal's fiscal year. 
Recipients of Medicaid in any state can not be induded on Schedule F. 

Une Total Unarmpensated Care Chargas for Patients wlth Insunnee INPA'IIENT 
Enter the total d lines 8 through 10. 

GROSS OVrPAnENT CHARGES 

Una Total DA Charges for Patients wlth Insurance -OUTPATIENT 
Enter the gross charges for outpatlent visits by eligibie Olsability Assistance reclplents, who also had some 
form of insurance For the services delivered, during your hospltal's fltcal year. 

Une Total UC Charges for Patients Bdow 100% wlth Inswam - OWFAnEMT 
Enter the gross charges for outpatlent visits for patlents not mvered by Msbillty Assistance, wlth family 
Incomes at w below the federal pwetty inmme guidelines, who qualify for free care under rule 5f01:3-2- 
07.17 of the Ohio Administrative Cade and who had same form of Insurance for the services delivered, during 
your hospital's fiscal year. 

Unei4: Total UC Chageo for Patients Above 100% wlth Irwranw - OUTPATIENT 
Enter the gross charges for outpatlent visits for patients with family incomes abwe the federal poverty income 
guidelines and ail others who do not qualfi for free care under rule 5101:3-2-07.17 d The Ohio 
Administrative Code, who had some form of insurance for the senrim delkred, but were elher unable or 
unwilling to pay for a prtlon of the bill and which were written off during your hospital's f lm i  year. 
Mpients of Medicaid In any other state can not be induded of Schedule F. 

Total Unwmpensnted Care Charges b r  Patients wlth Insuranca - OVrPAnEHf . 

Enber the bbl of lines 12 through 14. MOV 2 9 iO l ! i  
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INPATIENT DISCHARGES 

IJna Total DA Inpatient Dlschargeo tar Patients wlth Insurancm 
Enter the number of inpatient discharges for Disability Assistance patients who also had some form d 
Insurance for the sewices delivered during ywr hospltai's fiscal year. 

Una T m l  UC Inpatient Dlschages for Patients Below 100% with Inrurancs 
Enter the number of inpatlent dlscharges for padents not covered by Dlsablilty Assislane, with famlly Incomes 
at or below the federal poverty income guldellnes, who qualify for free care under rule 5101:3-2-07.17 OF the 
Ohlo AdrninIsbatlw Code and who had same form of Insurance fw the senrlce deliwred, during your 
hospital's flscal year, 

Una Total UC Inpatient Dldeharges for Patients Abova 100% wlth Insuranca 
Enter the number OF Inpatlent dlxharges for patients with family Incomes above the federal poverty Income 
guidellnes and aii others who do not qualify for free care under rule 5101:3-2-07.17 of fhe Ohio 
Admln~atfve Code, whkh had some form of insurance for the sewices delivered, but were elther unable or 
unwilling to pay for some portion of the bill, and whlch were wrftten off durlng your hospital's fixal year. 
Recipients of Medicaid In any state can not be induded on Schedule F. 

Une Total UC Inpatient Dlrdrargea tor Patiem wlth Insuranca 
Enter the totai of ilnes 16 through 18. 

Une Tdal DA Outpatient Vldts Tor Patlenb with Iwuranaa 
Enter the number of outpatient vlslts for Disability Assistance patients who also had some form of Insurance 
for the swrlces dell&, durlng your hospital's fl-I year. 

-Total UC Outpathit Visits for Patients Below iOO% with Insuranw 
Entw the number of outpatlent visits for patlents not mwred by DlsabllIty tylstance, with family incomes at 
or below the federal poverty income guidelines, who quallv for free care under rule 5101:3-2-07.17 of the 
Ohla Administrathre Code and who had some Form of insurance for the m l c e  delivered, durlng your 
hospital's fiscal year. 

Une Total UC Outpatlent Vldts for Patients A h  100% with Insuranw 
Enter the number of outpatlent visits for patients with family incomes a h  the federal poverty income 
guklellnes and all others who do not qualify for free care under rule 5101:3-2-07.17 of the OMo Admlnlstratlve 
Code, which had some Form of insunnce for the services delivered, but were elther unable or unwilling to pay 
for some portlon of the bill, and which were wrltten off during p u r  hospital's Rscal year. Redplents of 
Medlcald in any state can not be induded on M u l e  F. 

Une 2 2  Total UC Outpatient VisIk for Patiento with Insurance 
Enter the total OF llnes 20 through 22. 

Instructions for Column 2 

COLUMN IInformatlon In Cdurnn 2 shoukl indude data for patlenk who have recelved uncompensated care 
and do not have any lnsurance for the sewices provkled. 

GROSS INPATIEM CHARGES 

Une Tolal DA Charges for Patients wlthout Insuranw - INPATIENT 
Enter the gross charges for Inpatlent dlscharges by ellglble DIsaMlIty Assistance recipients, who did not have 
insurance for the servlces delivered, during your hospital's flssai year. 

JFS 02930-1 (Rev. 4/2010) 
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UnsS: Total UC Charges for Patlanb Befow 100% without Inwranw - INPATIENT 
Enter the gross charges for inpatlent discharges for patients not c w d  by Disability Assistance, with family 
incomes at or below the federal poverty income guidelines, who quaiify for free care under rule 5101:3-2- 
07.17 of the Ohio Adrnlnistratlve Code and who did not have insurance for the services delivered, durlng your 
hospital's Axal year. 

Uae_59: Total UC Charges for Patlenb Abmm 100% without Insuance - INPATIENT 
Enter the gross charqes for inpatlent discharges for wtlenb with family incomes above the federal wwm 
income guidelines a d  aii o t h k  who do notqualify ;for free care undk rule 5101:3-2-07.17 of the bhio 

' 

Admlnistratlve Code, who did not haw insurance for the swvlces deiivered, but were either unable or 
unwilling tu pay for a portion of the Mil and which were written off during your hospital's flsml year. 
Redplenk of Medicaid in any state can not be induded on Schedule F. 

Total Uncompensated Care Charges for Patients wlthout Insuranw - INPAnENT 
Enter the total of lines 8 through 10. 

GROSS OUTPATIENT CHARGES 

LIna Total DA Charges for Patiem wlthout Insunnee - OUlPAflENT 
Enter the grass charges for outpatlent visits by eligible Disability Assistance redplents, who dld not have 
insurance for the services delivered, during your hospltai's fiscal year. 

Uae..il: Total UC Charges for Patients Below 100% without Insurance - OUTPATIENT 
Enter the gross charges for outpatlent vislts for patlents not coved by Msabliity Assistancet with family 
inmmes at or below the federai poverty income gukleiines, who qualify for free care under rule 5101:3-2- 
07.17 of the Ohio Administrative Code and who did not have insurance for the services delivered, during your 
hospltai's fiscal year. 

Total UC Charges for Patienb Above 100% without I fwan-  - OUTPAIIENT 
Enter the gross charges for outpatlent vlstts fur patlents with family incomes above the federal poverty income 
guidelines and all others who do not qualify for k are under rule 5101:3-2-07.17 of the Ohio Adminlstratlve 
Code, who did not have insurance for the senrfces delivered, but were either unable or unwilling to pay for a 
portion of the MI1 and whlch were written off during your hospital's fiscal year. Redpienki of Medicaid in any 
state can not be induded on Wedule F. 

W Total Unwmpensated Care Charges for Patients without Insurance - OUTPAnENT 
Enkr the total of ilnes 12 through 14. 

INPATIENT DISCHARGES 

Une Total DA Inpatient Discharges for Patients wlthout Insurance 
Enter the number of inpatlent discharges for Disability Aslshnce patlenk who did not have insurance for the 
services delivered during your hospital's fiscal year. 

Una 1-1 UC Inpatlent Dkhagea fur PatIentP Below 100% Wthout Insurance 
Enter the number of inpatlent discharges for patlents not owered by Disability Assistance, with family incomes 
at or below the federal poverty lnwme gulddlnes, who quallfy for free care under rule 5101:3-2-07.17 of the 
Ohio Adminlstratlve Code and who did not have insurance for the setvlce delivered, durlng your hospital's 
flxal year. 

Une.i8: Total UC Inpatient Dlsdrargeo for Patients Abom 106% without Inruranw 
Enter the number of inpatlent discharges for patlents with family Incomes above the federal poverty income 
guidelines and ail others who do not qualiv for free care under rule 5101:3-2-07.17 of the Ohio Adminlstratlw 
Code, which did not have insurance fur the services delivered, but were either unable or unwllllng to pay for 
some powon of the bill and whkh were written off during your hospital's fiscal year. Recipients of Medicaid In 
any other state cannot be Included. 

''- 2 9  ?()(flu 
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Llns.lP: Tatal UC Inpatient Discharges for Patients without Insurance 
Enter the total of fines 16 through 18. 

Une Total DA Outpatient VisltF for Patlenta wlthout Insuranca 
Enter the number of outpatlent vislts for Disability Assfstance patients who did not have insurance for the 
services delivered, during your hospltaf's flscal year. 

Ltna Total UC Outpatient VlsiW for Patlenta Below 100% wlthout Insuanw 
Enter the number of outpatlent visib for patlents not covered by Dfsabiiity Asslslance, with famiiy incomes at 
or below the federal poverty Income guidelines, who qualify for free care under rule 5101:3-2-07.17 of the 
Ohio Administrathe Code and who did not haw insurance for the setvlce deilveml, during your hospitai's 
fiscal year. 

Ldne TOM UC Outpatient VisltP for Patlentr; Above 100% wlthout Insuranca 
Enter the number of outpatlent visits for patlents with famiiy incomes above the federal poverty income 
guidelines and all others who do not qualify for free care under rule 5101:3-2-07.17 of the Ohio AdminMatlve 
Code, which dld not have insurance for the senrites delivered, but were either unable or unwilling to pay for 
some podon of the bill, and which were written off durlng your hospitai's flscal year, Recipients of Medieaid in 
any state a n  not be Induded on Scheduie F. 

Une Total UC Outpatient Visk tor Patienb wlthout Insurance 
Enter the total of lines 20 through 22. 

Instructions for Column 3 

COLUMN 3 Column 3 indudes the Medicaid inpatfent and outpatfent Eost to charge r a t k ~ ~  for your hospital. 

Inpatient Cost b Charge Ratio 
Dhride the sum of the values in column 3, llne 101, of Schedule D and column 3, line 101, of Schedule I by the 
sum of the values fn column 2, ifne 101, of Schedule D and column 2, line 101, of Schedule I to calculate the 
inpatlent cost to charge ratlo. 

Outpatient Cost to Charge Ratio 
Dfvide the sum of the values In column 5, line 101, of Schedule D and column 5, line 101, of Schedule I by the 
sum of the vafues fn dumn 4, llne 101, of Schedule D and column 4, line 101, of Schedule I to caicuiate the 
outpatlent mst to charge ratlo. 

Instructions for Columns 4 and 5 

Calculation of Unwmpensatetl Care Costs for Patients wkh Insuranca 

Wumn 4 
Mulblply the value in column 1 by the value in column 3 for each lfne and subtract the value In column 6. 

UncP Column 5 
Multlply the value In column 2 by the value in column 3 for each ifne and subtract the value In column 7. 

Instructions for Column 6 

COLUMN 6 Information In Column 6 should indude data for patlenk who have received uncompensated care 
fw same potdon of thdr inpatlent discbarge or outp~tlent visit that was also covered by health insurance for 
the servim provided. 1 2 9 ?Ol'j 
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INPATIENT RECEIPTS 
R d p t s  are to indude A U  paymenk received or reasonably expect to recetve on account, from patients or 
their insurers. 

LinsTota l  DA Reaelpta for Patients wlth Insumnee - INPATIENT 
Enter the receipts for inpatlent discharges by ellgibie Disability Assistance recipients, who also had some form 
of Insurance for the services delivered, during your hospital's flml year. 

L h &  Total UC M p t o  tor Patienb Wow 100% wlth Insurance - INPATIENT 
Enter the rdpts  for inpatient discharges for patlents not owered by Disability Assistance, with family 
incomes at or below the federal poverty income guidelines, who qualifi for free care under rule 5101:3-2- 
07.17 of the Ohio Administrative Code and who had some form of Insurance for the services delivered, during 
your hospital's fiscal year. 

tins Total UC Reaelpts for Patienb Abave 100% with Insurance - INPAHENT 
Enter the receipts for inpatlent dlxharges for patlents with family incomes above the federal poverty income 
guidelines, and ail others who do not quaiify for free care under rule 5101:3-2-07.17 of the Ohio 
Adrninistratlve Code and who had some form of insurance fw the servlw delivered, but were dthw U M M ~  or 
unwiiling to pay far a portion of the blll and whkh were written off during your hospital's fi-1 year. 
Redplenk of Medicaid in any state can not be Included on Schedule F. 

Una 1i: Total Inpatient Uncompensated Care Reralpb for Patients with Imuranw - INPATIENT 
Enter the totai of iines 8 thmugh 10. 

OVTPAHENT RECEIPTS 
Receipts are to hdude ALL payments recelved or reasonably expect to mlve on account, from patients or 
thelr insurers. 

Une Total DA Reaipts for Patienb with Insumnw - OUTPAHEW 
Enter the receipts for outpatient visits by eligible DisaMlity Assistance redplents, who also had some form of 
irtsurance for the services delivered, during your hospltal's fiscal year. 

Uns Tola1 UC Reoalpb! for Patients Below 100% with Imuranw - OUTPAHENT 
Enter the recelpts for outpatlent visits for patlents not covered by Disability Aalstance, with family incomes at 
or below the federal poverty income guidelines, who qualifi for free care under rule 5101:3-2-07.17 of the 
Ohio Admlnistrathre Code and who had some form of insurance for the services &lived, during your 

a 

hospltal's fkql year. 

Une TTotai UC Reaalpts for Patienu Above 100% wSth Insurance - OUTPATIENT 
Enter the m i p t s  for outpatlent vidb for patients with family Incomes above the federal poverty income 
guidelines and all others who do not qualify for free care under rule 5101:3-2-07.17 of The Ohio 
Adminirtratlve Cade, who had some form of insurance for the services dell&, but were either unable or 
unwfiiing to pay for a portion of the bill and which were written off durlng your haspitairs flscai year. 
Redpienk of Medlcald In any other state can not be included of Schedule F, 

Una Total UncompcnsaM Care Reu~IptP for Patients with Insunnca - OUTPAHENT 
Enter the tobi d lines 12 through 14. 

UNDUPUCATED INPATIENT DISCHARGES 

Uns_ll: Total DA Undupllcated Inpatient DIschargw for Patiem with Insuranm 
Enter the number of unduplicated inpatlent discharges for Disability Assistance patients who also had some 
form of insurance for the smlces delivered during your hospltal's flscal year. 
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U~QJZ Total UC Unduplicated Inpatlent Dlsdrarges for Palienis Wow 100% wlth Insurance 
Enter the number of unduplicated inpatlent discharges for patlents not mwred by DisaMllty Asslstaml wlth 
farnlly Incomes at or below the federal poverty inmme guidelines, who quaiify for free care under ruie 5101:3- 
2-07.17 of the Ohio Adrninlshtl:ve Code and who had some form of insurance for the service delivered, during 
your hospital's fiscal year. 

Ilne Total UC Undupllcafd Inpatient Discharges for Patienu Atrow 100% w b  I m r a n w  
Enter the number of unduplkated lnpatlent discharges fw patlents with family Incomes a h e  the federal 
poverty income guldellnes and all others who do not qualifi for free care under rule 5101:3-2-07.17 of The 
Ohio Adminisb.atlw Code, which had wme form of Insurance for the services delivered, but were either 
unable or unwiiling to pay for wme portIan of the bill, and whlch were written off during your hospital's fiscal 
year. Redpients of Medlciaid In any state can not be included on Schedule F. 

Une Total UC Unduplicated Inpatlent Disdrarges for Patients wlth Irwranw 
Enter the total of Ilnes 16 through 18. 

UNDUPUCATED OWPATIEMI' VISITS 
Line Total DA Unduplicated Outpatient Visits for PatientP with Insuranw 
Enter the number of unduplicated outpatlent vkits for DWI l ty  Asslstance patlents who alto had some form 
of inwrance for the services dellvered, durlng your hospital's f lm l  year. 

-21:-l UC Unduplkahd Outpatlent Vidb for Patlents Below 100% wlth Insuranca 
Enter the number of undupllcated wtpatlent vislts for patlenfs not covered by Disability Assistance, wtth 
family Incomes at or below the federal poverty income guidelines, who quallfy for free care under rule 5101 :3- 
2-07.17 of the Ohio Administrative Code and who had some form of insurance far the service delhrered, durlng 
your hospital's fiscal year. 

Uns Total UC Unduplkated Outpatient Visits far Patients Abow 100% with I nsuranca 
Enter the number of unduplicated outpatlent visits for patlents with family Incomes above the federal poverty 
income guldelines and ail others who do not quaiify for free care under rule 5101:3-2-07.17 of the Ohio 
Administrative Code, which had some form of Insurance for the sewices dellvered, but were elther unable or 
unwilling to pay for some porhn of the blll, and which were written afT durlng your hospital's Rscal year. 
Redpienk of Medield in any state can not be included on Schedule F. 

Une Total UC Undupllcated Outpatlent Visk for Patients wlth Xnsuranw 
Enter the total of lines 20 through 22. 

Instructions for Column 7 

eQLUMN 7 Information In Column 7 should Include data for patlenls who have r e d v d  ummnpemated care 
and do not haw any Insurance for the services pmvided. 

INPATENT RECEIPTS 
Receipts are to indude ALL payments recelved or reasunaMy expect to recelve on aam.int, from patfenk or 
thelr insurers. 

J.&& Total DA Receipts for Patients without Insurance - INPATIENT 
Enter the redpts for lnpatlent dlschaqes by diglMe Dlsablllty Assistance redplents, who dld not have 
insurance for the services delivered, durtng your hospital's f im l  year. 

j&& Tstal UC Receipts for Patiento M o w  100% wlthout Insurance - INPATIENT 
Enter the receipts for inpatlent discharges for patlents not awered by Disability Assistance, wlth family 
incomes a t  or below the Memi poverty income guidelines, who quallfy fM free care under ruie 5101:3-2- 
07.17 of the Ohlo Adrninlstratlve Code and who dld not have Insurance for the sewices deiivered, during your 
hospital's Rscal year. 
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Una Total UC RFeelpts for Patknts Above 100% wlthout Insurance - INPAnEHT 
Enter the receipts for inpatlent discharges for patlents with famlly Incomes above the federal poverty income 
guidelines and ail others who do not qualify for free care under rule 5101:3-2-07.17 of the Ohio Administrative 
Code, who did not have insurance for the senrlces dellvered, but were elther unable w unwilling to pay for a 
portton d the blll and which were written ofF durlng your hospltal's fiscal year. Redplenk of Medicald In any 
state can not be Induded on Schedule F. 

Una Total Uncompensatd Cam Radpts for Padents Wthout Insuranca- INPATIEW 
Enm the tolal of lines 8 through 10. 

OUTPATIENT RECEIPTS 
Receipts are to indude ALL payments received or rea~0~b ly  expect to metw on aemunt, from patlents or 
thelr insurers, 

Use Total DA Receipts for Patlenb without Insuranw - OUrPATXENT 
Enter the receipts for outpatlent visits by eiiglble Disabillty Assistance redpienk, who dld not have Insurance 
for the sewices delivered, during your hospital's fiscal year. 

ToEd UC Rscrelpts for Patknts Below 100% without Insuranae - OUTPATIENT 
Enter the recdpts for outpatlent vlslks for patlents not mered by Dlsability Adstanc?e, with famliy incomes at 
or below the federal poverty income guidelines, who quailfy for free care under rule 5101:3-2-07.17 of the 
Ohlo Adminlstratlve Code and who did not have insurance for the services delhrered, durlng your haspltal's 
fiscal year. 

-Total UC Receipts for Pabknb Abova 100% without Insurancs -OUTPATIENT 
Enkr the recelpts for outpatlent vlslts for patlents with hrniiy incomes above the federal poverty lnmme 
guidelines and ail others who do not qualify for free care under rule 5101:3-2-07,17 of the Ohio Administrative 
Code, who did not have insurance for the &as delivered, but were either unable or unwliiing to pay for a 
portton of the Wii and which were written ofF durlng your hospital's f b i  year. Redplents of Medlcaid In any 
state can not be induded on Schedule F. 

une &&Total Unoompensated Care Receipts far Patients without Insunnea - OUCPATXENT 
Enter the m l  of iines 12 through 14. 

UNDUPUCATED INPATIENT DISCHAROES 

Lins_lG: Total DA Unduplbbd Inpatiant M a r g e s  for PatSenb wMwt f nsurana 
Enter the number of unduplicakd inpatient discharges for Dlsability Assistance patients who did not have 
Insurance fix the senrlces delivered durlng your hospltal's fiscal year. 

Una Tola1 UC Undupllebed Inpstfent Disdrarges for Patlenb Below 100% wfthout Insumnee 
Enter the number of undupiicated inpatient discharges for patlenk not mered by Disability AsMance, with 
family incomes at or below the Metal poverty income guidelines, who qualify far free care under rule 5101:3- 
2-07.17 of the Ohlo Admlnistrattve Code and who did not have inswam for the swrice ddlvered, durlng your 
hospital's fiscal year. 

bine Total UC Undupllcated Inpatient Dlschargcs for Patfenb Abova 100% without Isuranw 
Enter the number d unduplicated Inpatient dlscfiarges for patlents with family incomes above tfte federal 
poverty income guklellnes and all others who do not qualify for free care under rule 5101:3-2-07.17 of the 
Ohlo Adrninlstratlve Code, which did not have insurance for the senrlces dellvered, but were elther unaMe or 
umvllling to pay for same portton of the blll and whlch were written off durlng your hospital's fiscal year. 
Redpients of Medicaid In any other state cannot be Induded. 

L&mJ& Total UC Undupllcated Inpatient Dlseharges for Patients without Insuranw 
Enter the total d lines 16 through 18. 
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UNDUPUCATED OUTPATIENT 

Une Total DA Undupllcated Outpatient VUIY for Patients wlthout Inwranee 
Enter the number of undupllcated outpatient vidts for Disablllty Asslstanoe patlenk who did not have 
insurance for the servim delivered, during your hospital's fixai year. 

UnaZi:Total UC Unduplicated Outpatient Vislb for Patients Wow 100% without Insuranw 
Enter the number of undupllcated outpatlent vlslts for patients not cbvered by Disability Assistance, wlth 
family Incomes at or below the federal poverty Income guidelines, who quallfy for free care under nrle 5101:3- 
2-07.17 of the Ohio Admlnlstrathre Code and who did not have insurance fcr the senrice delivered, during your 
hospltal's fiscal year. 

Use Total UC Unduplleaaad Outpatient Vfsib for Patients Above 100% wlthout fnsurian- 
Enter the number of undupllcakl outpatient vislk for patlents wlth famlly Incomes abve the federal poverty 
lnmme guidelines and all others who do not quailfy for bee care under rule 5101:3-247.17 d the Ohio 
Administrative Code, which did not have insurance for the services delivered, but were elthw unable or 
unwilling to pay for some portion of the bill, and which were w r i m  OFF during your hospital's fiscal year. 
Reelplents of Medicaid in any stab can not be induded on Schedule F. 

23:-1 UC Undupileated O-tient Vlslts for Patients Wthout Insuranw 
Enter the btal of lines 20 through 22. 

SECTION I1 (FREE-STANDING PSYCHIATRIC HOSPITAL INFORMATION 

UNE 24 Only -standing psychlatrlc hospitals shoukl complete this sectlon. 

column Payments fmm Insurance 
Enter payments reaelved for psychiabtc hospital Inpatient senrlces Mlled to and recdved from all sources other 
than the self-pay revenues in Column 2 and Ohlo Medicaid payments Fepwted on Schedule H. 

Pa~aylnentP horn Self-Pay 
Enkr payments received for psychlabtc hospital inpatient services billed to and &ved fmm elther the 
pemn who received inpatlent psychlablc services or the famlly of the person that recehred Inpatlent 
psychiatrk senrice. 

rolumn Charges tor Charity Cam 
Enter the total chaw= for psychiatric hospital sendces provided b Indigent patients. This lndudes charges 
for servlces pmvided t~ individuals who do not possesshealth insuran& for the services pmvlded. H&, 
this dws not indude bad debts, contractual allowances or unwmmsated care cmts rendered to ~ t l e n t s  
with insurance where the full cost of service was not rdrnbursed because of per dlem caps or &ge 
ilmltations. 

Calumn Government Cash Subddles Reashred 
Enter the amount of ash  subsidies recekd directly from state and loral governments for psychlatrlc hospital 
inpatient services. 

_Column Unwrnpemabed Care Costs For Patlents with Insurance 
Enter the psychiatric hospital inpatlent costs for lndhrlduals that have Insurance coverage b r  the senrloe 
pmvided, but full relmbursemwrt was not retehrtd due to per dlem caps or wverage IlmltaUons. 

Column MMecaId Days Pravlded b Medicaid Wpienta Age 21 and Under 
Enter the tohi Fsychlatrlc hospital inpatlent days provided to Ohlo Medicaid redpients age 21 and under who 
were discharged during the hospital's flscal year. 
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C6lumnl: Medlcald Days PlpVidCd tb MedIcald Redplenb Age 22 to Age 64 
Enter the total psychiatric hospltal Inpatient days pmvlded to Ohio Medkaid reclplents age 22 to age 64 who 
were dixharged during the hospbi's Rscal year. 

Column Medicatd Days h i d e d  to Mdlcaid Redpients Age 65 and Over 
Enter the total psychiatric hospital Inpatient days provided to Ohlo Medlaid redpients age 65 and over who 
were discharged during the hospltai's fiscal year. 
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SCHEDULE G 

TITLE XIX CAPmAl RELATED COST REIMBURSEMENT 

4amu.u 
Lines 25-34 and 37-97 - For each revenue center, transfer the total charges from Schedule B, column 4, 
lines 25 through 34, and 37 through 97. 

GQma2 
Lines 25-34 and 37-97 - For each revenue centerI enter the "old" capital related cost h m  Worksheek B, 
Part 11, mlumn 25. The total d thts column should match Worksheet 0, Part 11, column 25, llne 95. 

Column_J 
Unes 25-34 and 37-97 - For each revenue center, en& the "new" capital relakd cost fmm Worksheet BI 
Part 111, column 25, The total of this column should match Worksheet B, Part 111, mlumn 25, line 95, 

cQhmul 
Uncs 25-34 and 37-97 - Enter the sum of columns 2 and 3. 

GdmQs 
Lines 25-34 and 37-97 - Divide column 4 by column 1. Enter the result rounded to SIX dedmai places. 

Gdmlu 
Lines 25-34 and 37-97 - Enter the charge amounts fmm Schedule D, column 2. 

G Q m l a  
Lines 25-34 and 37-97 - For each revenue center, multiply Edumn 6 by the corresponding ratio In mlumn 5 
and enter the resuit rounded ta the nearest ddlar. 

Llne 102 - Multiply the capital add-on rates in effxt for the cost reporting perlod by the total number of MX 
inpatlent disd.larges on Sctedule C-1, mlumns 2 and 3, line 40. 

Line 35 - Enter the total OF lines 25 through 34. 

Una 98 - Enter the total of llnes 37 through 97, 

Line 101 - Enter the total of lines 35 and 98. 

G d U m u  
Une 103 - Enter the result of line 102 less line 101. 

JW 02930-1 (Rev. 412010) 
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SCHEDULE H 

SEilLEMEM SUMMARY 

SeetionI_ INPATlEM SERVICES 

Une 1, aalumns 1-3 -Transfer amounts fmm Schedule D, column 3, line 101; Schedule Dl, column 9, line 
101; and Scheduie D, column 9, line 101, into the appropriate column, 

Una 2, columns 1-3 - a i r -  the tn dl- - 
9 Do not Include payments reaelved under the Hospital Care Assurana or UPL programs. 
9- 

;. s a w i ~ h l o  Media 

> -r s e w  the dew- 
wlman. 

t 0 o t h e r . A -  
P p R G  m t s  received for --& 

9**farm 

+ - e i n i i b r -  
s&e% 

ee&#&, 
9 pd N M  INCLUDF for M- 

Ohio M W  

Line 3, aaiumns 1-3 - Enter the amount d w  fmm the program (based upon the rdmbument rate in 
effect when the service was rendered) fur servies rendered to eligible recipients during the reporting pdod 
for which reimbursement has nat been received. See instnrctlons for line 2 for the payments to lndude in each 
column. 

Line 4, catumns 1-3 - Enter amwnts redved or recehmbie from other payers fur services rendered b 
eligible program patients during the reporting perlod. 

Llne 5, aaIumns 1 - Enter GROm Inpatient UPL payments redved for discharges occurring durlng this 
reporting period. Columns 24 resewed for JK use. 

Line 6, ooIumn 1 - Enter amount due Program/(Ptovider), using the opposifiEl sign, from Schedule G, 
column 7, line 103. DRGemnj?ta#d wIcofista& hoqdCa4 mteu0. 

Une 7, dumno 2-3 - Enter the sum of lines 2 through 6 (column 1 lndude line 5, mlumn 4). 

Una 8, columns 1-3 -Transfer amounts from Schedule D, column 2, line 101; Schedule Dl, mlumn 8, line 
101; and Schedule D, miumn 8, line 101, into the appropriate column. 

In-Stab and DRG Exempt HaspltaQ move ta Section It, llne 10. DRG O W S t a b  Hospitals 
complete llne 9 before moving to Section XI, ilne 10. 

Une S?, wtumn 1 - Enter &e mutt ofline 7& Ilne 8. athe mu/t k nqatikq en& 0. 

OUTPATZENT SERVICES 

JFS 0293QI (Rw. 4/2010) 
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Une 10, aatumns 1-2 lhnsfer amounts from Schedule DI column 5, line 101 and Schedule Dl, column 
11, line 101 Into the appropriate columns. 

Line 1% caiumns 1-2 - 
QalImMurlna the rewrflnqzxkd. See Instructions for section I, iine 2. 

DON- amounts patd by the programs for the following Items: 

1. Service billed under the At Risk Pregnancy program. 
2. Amounts paid under the Hospltal Care Assurance Program or UPL program. 
3. Laboratory services which should indude Tltle V payments for 
Outpatient Radiology and Laboratory services. 

Une 12, wlumns 1-2 - Enter the amount due from the program (based upon the reimbursement rate in 
effect when the servlce was rendered) for servloes rendered to eligible redplenB during the reporting period 
for which refmbunement has not been recelwd. See I W o n s  for I, llne 2, 

Une 13, columns 1-2 - Enter amounis recelved or receivable fmm other payers for services rendered to 
eligible program patients during the repwtfng period. 

Une 14, wlumrv~ 1 - Enter _OROSS Outpatient UPL payments received for vlslts occurring during this 
feporttng pertod. Caiumn 2 - LEAVE BLANK - reserved for JFS use. 

Une 15, cotumns 1-2 - Enter the sum of Ihes 10 through 14 (column 1 lnciude line 14, column 4). 

Une 16, wlumns 1-2 - Enter amounts from Scheduie D, column 4, line 101 and Schedule Dl, column 10, 
iine 101. 

In-Stab and DRG Exempt Hwpltals mwa tm Sectlon ZII, line 20. DRG Out-of-State Hospltais 
compleba iIm 17 thnr 19 before moving tm W o n  IV, iina 28. 

Urre 18 d m n  1 - Subbact HIE 1615wn //he 10. if the result $ mgattve mkr -D. 

THIS SECllON IS ONLY TO BE COMPWD BY AM, PRO Exempt, and In-Statre DRG Hospitals 

Line 24 columns 1-3 - Combine amounts from each column of Schedule HI Sectlon I, llne 1, and Section IT, 
line 10 into the appropriate column. 

Une 21, caiumns 1-3 - Combine amounts fmm each column of Schedule HI Section I, line 7, and Sectlon II, 
llne 15 Into the appropriate column, 

Une 22, wlumns 1-3 - Combine arnounk from each column of Schedule HI Sectlon I, llne 8, and Man 11, 
line 16 into the appropriate cofumn. 

Une 23, column 1 - Enter U. DRGenmpthspb/sC sublractllne 21 fmm Ilne 20, 

Unr 23, caiumns 2 and 3 - Subtract llne 21 from line 20. 
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Line 24, cofumn 1 - Enter -0-. D R G + m w p t ~ & 4  subfractllne 22 fiom ffm 2d If ctte mdt & nqgatYkq 
enter -07 

Una 24, columns 2 and 3 - Subtract llne 22 from line 20. I f  the m i t  is negativet enter U. 

Urn 25, calumn 1 - Enter the result of line 21 less line 22. If the result is negative, enter 0. D R v  
ho.s;dta& submctllne 23 lFwn In@ 24. 

Une 25, columns 2 and 3 - Subtract line 23 from llne 24. 

Seetfan PROGRAM(S) SUMMARY 

Une 26, caiumns 1-3 - In-Stab DRG and DRG Exempt hospitals enter the amounts from Schedule HI 
Sectlon In, fine 25. Outsf-State DRG hospllals enter combined settlement amounts from Schedule HI Section 
I, line 9 and sd.ledule HI Section 11, line 19. 

Une 27, column 1 - Enter the amount From Schedule GI column 7, line 103. DRG+mnptha@t3& enter 0. 

Line 29, columns 1-3 - Enter the sum of lines 26 and 27. 
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SCHEDULE I 

THLE XM HMO COST UbLCULATZONS 

OW-OFSTATE H ~ T T ~ S H O U L D  NOT CVM- THISSCHEDULE. 

Indude charges for the following; 
Patienb whose prima y awerage was an Ohio Medkald Managed Cara Pian and a 
payment was r e w i d  d i m  from the Medicaid Managed Cam Plan. 
Patienb wfiase Ohio MedicaId Managed Care Pien coverage was seoondaw b other 
Insuranw, (e.g. Biue Crws, Aetna) and a payment was received from M the Prlmay 
Insurer and the Medkaid Managed Care Pkn. 
Patients whwe Oh10 Mdlcaid Managed Care Plan amrage was secondary to other 
insurance, (e.g. Biue C m s ,  Aetna, Raiituad, etc) and a payment was rwrehred from only 
tfw Prlmay Insurer and the daim was reparted as "paid" on the Ohio Medicaid Managed 
Cam Pian remittance advlcs. 
Patienb for any of the above situations for which you haw submitmd a daim and 
reasonably expect to M v s  a payment horn the payer. 

Do Not Indude darges for patients enmiied in Medicare or a Medfcare Advantage Plan as Ohio 
Medicaid oniy pays cbst sharing (coinsuranw and/or deduceibie) tor these daims. 

CQhmnA 
Lines 25-33 and 37-97 - Enter the rath h r n  Scheduie 8, column 5 for each revenue center on the 
corresponding lines 

GQhmu 
Lines 25-33 and 37-97 - Enter the charges for Tltle XIX cwered inpatient M c e s  rendered durlng the 
reporting perlod. 

cdllluu 
Lines 25-33 and 37-97 - Mulblply the charges in dumn 2 by the corresponding ratfo in column 1. Enter 
the result rounded to the nearest dollar. 

!a&unwl 
U n w  25-33,37-40, and 45-97 - Enter the charges for Title XIX covered wtpatlent rervlces. Do not 
indude charges for Outpatient Laboratory Sewices 

lathmms 
Unes 2533,3740, and 45-97 - Multiply the charges in column 4 by the corresponding ratlo in column 1, 
Enter the result rounded b the nearest doiiar. 

Column 6 - This column is reserved. 

Column 7 
Unes 25-33 and 37-97 - Enter the ratio from Schedule G, wlumn 5, for each revenue center on the 
corresponding line, 

Coluntn 8 
Unes 25-33 and 37-97 - MulUply the charges in column 2 by the corresponding ratlo in dumn 7. Enter 
the result rounded to the nearest dollar. 

TN No. DO06 Appmvai Date: 
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Llne 102 - Multlpiy the capltai add-on rates In effece for the cost reporting perlad by the total number of 
Medicaid HMO inpatient discharges on Schedule C-1, wlurnns 7 and 8, line 40. 

Une 35 - Enter the btai of iines 25 through 33. 

Une 98 - Enter the total of Unes 37 through 97. 

Une 101 - Enter the total of lines 35 and 98. 

HMO inpatient enamters should be counted as the number of HMO Inpatlent discharges and the number of 
totai Inpatient days assodated with the reported discharges, for whlch a haspltal was paid and/or apeds to 
redue payment. 

HMO Outpatient encounters should be counted as the number of HMO Outpatient claims for which a hospital 
was paid and/or ex- to recelve payment. Series accountsfcycie Mlls should be wunkd as 1 vislt per daim 
(not the number of dates of service on that claim). 

Une 103, ooiumn 2 - Enter the total XIX inpatient HMO days Scheduie C-2, Coiumn 2, Une 35. 

Une 103, aofumn 4 - Enter the total XD( outpatient HMO visits. 

Une 104, cbtumn 2 - Enter the totai fadiity inpatient HMO days. 

Line 104, column 4 - Enter the totai faditty outpatient HMO visits. 

Line 105, wiumn 2 - Entw the total XD( Inpatient HMO discharges Schedule C-1, column 7, llne 40 plus 
Schedule C-1, column 8, llne 40. 

Uns 106, column 2 - Enter the PMai facility Inpatrent HMO dkcharges. 
Une 107Report all amounk received or rekdvabie as payment for the charges reported in 
-on I. Indude all amounts rewived or ~ e ~ ~ 1 v a M e  from Ohlo Medicaid Managed Care Plans 
diredly as well as those amount received or d v a b h  fmm other payers (~lue~mss, m a ,  
Railroad, etc) for Ohto Medleald Managed Care enrollees. 

Une 107, column 2 - Enter the totai XIX inpatlent YMO payments, 
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Ohlo Deparbnent of Job and Famlly Senrios 
HOSmAL COS REPORT 
STATE FISeAL YEAR 2010 

CERTIFICATION BY OmOER OF HOSPITAL 

In amrrdance with current Medlcald regutations (42aR, 455.10,455.19) all cost reports must ccntaln the follAng: 

T h l s k b e  thdtheioregoing I n f ~ m m  k m  at~lme, and mm. 
1 understand thaC payment of thls Medlcatd dalm wtl be from Federal and State funds, 
and that any falsilkatio~ or eanceelment d a rnaberlal fact, may be pmeaml  under 
Federal and State laws, 

I hereby cerUfl that I IEV@ read the above statanent and that I have emmlned the accompanying cost reart s u m n g  schedules 
prepared for: 

for the cost reporting period beghnlng and endlnq , n d  that to the best of 
my knowledge and belief, k Is a true, m, and camplete statement prepared fm the bmb and records of the prarWer(s) In 
acardance wlth appilcable Instnlctlons ard regulatlolls Indudng Independent certlfkatbnof Scheduk F, and the aau**y d the 
OBRA S u w ,  eap t  as now. 

TN No. 10406 Approval Date: 
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OBRA SURVEY 
MedleM programs must, on an annual basls, detennlne whether hospitals whkh recehre dlqmportlonate share payments under 
Medlcald meet oertaln federally-mandated requlremenb. For Instance, urban nondlldrenb hospitals which reoelvf! dlspmpartlm 
share paymenb and whlch offer non-emergency obstetrtcal setvices must have at least two obskbidans on staff who have agreed to 
service Medreld patients. Rural hospitals whld offer nonomergeney oln&bW servlces must have at least two physktans (not 
necesarily obskbldans) who have agreed to provide obste-I servlces to Medtcald redplents In order to reoehre Medlcatd 
dlsproportlonate share payments. A related requirement Is mat stales must pmvlde dlsprnputnonatc share payments b haspitals wlth 
a law-Income utlllzatlon rate that uEecds 25 percenL 
Cornpb Serflon A and SecHon B for your bdllty fw this cost reporting perlod. 

I k I s m 1  

S d o n  A 
1 Does ywr haspltal predominantly swve patients less than 10 years of age? (If answer b thls qwstlon Is 

Yes, dease Waeed to S#tlon E4.1 . . 

2 As of December 22,1987, did your hoq)ltaI ofkr noncmergtncy obstelrtc senriees to the 
populatlon? (If answer tp thls qugtlon Is No, please prtxeed to Sedon 6, If Yes answer questlon 3.) 

3 Dxs ywr hospltal currently offa nan-emergency obstebic swvlces to the general populatlon? (If answer 
thk question Is Yes, please pmceed to Seetlan 8.) 

4 Answer the one questloq Wow appmprlate to your hospital. If your hosplbl b deemed a rural hoqrltal fw purposes of 
Medlcare rdmbursement, answer question (a). Xf your h~spltll Is an urban hDspltal for putlmsw d Medim 
reimbursement, answer question (b). 

a Rural: DOeS your hosplbl have at least two physidans (may or may not be obstebkians) wlth sta 
prMleges who have a g d  to pmvlde no~mergeney obmtfic Klvrces to MedWd ndplents? 
yau responibd No, pleasa Wain below. 

b Urban: Does yatr hospltal haw at least two obstetrldans wlth staff prMleges who have agmd b 
pmv* non-emergency obskbic sewices to Medlcald redplents? If yw rc~panded NO, plcars 
erplaln Wow. 

Sertion B 
The following section should be completed by hospllals to detumlne If a low-lnmme uullrauon rate (as desatbed below) whlch 

25% edsts. 

'Low-inarme utltlration rateu means, aaording tp federal law, the sum of (I) and (2) below: 

(11 the fraction, mmsed as a percentage: 
(a) the n-br of whkh b the m far a p l o d  of Medieald (OM0 mly) revenues (papwts imdlng HMO payments 

fa paffent senrices plus the amount of cash subsldles (lnddng H W  and UPL paymenk) for patlent services reeehred 
directly from state and local gwernmen&. 

(b) the denomlnabr of which Is the Wal pUent s e w b  revenue - indudlng sueh rash subddles - br the pcrkd. 

(21 the Won, e w s d  as a pmntage: 
(a) the numerator of which Is the total ( g m )  hospttat Inpaltent drams In a period atblbutabk to drarlty care (not 

lndudlng m m d u a l  allowances and dlscounk and bad debts) les the partlan or any subsidies received In the mod 
from state and local governments reasonably attributed lo Inpatlent hospltal services. 

(b) the denomlmtw of whlch Is total (gtusi) hospltal Inpatient charges In the period. 

M d e  the rol ldng lnformatlon from your ffnandal records: 

Fmdon 1 Medlcald Revenues: 
Plus: Gowmment Cash SuQldles: Fmcuon (1) 

Total patient revenues lndudng tzsh subsldles: 0 0 
Fraction 2 Total hospital lnpatlent charges for charlty ~ l r e  

(not lndudtng allowances, discounts and bad debts): 
k s x  Government cash subddles: Fraction (2) 

Total Inpatlent charges: 0 0 
Sum of Fradon (1) and (2) expressed as a perewt:-I 

7N No. 10-W Approval Date: . 
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OHIO DEPARTMENT OF JOB AND FAMILY SERVICES 
SFY 2010 mpAnEm 

BLUING CODE ALLOCATION 

yBIOlng atdes shwld be allocated lntD revenue cenbm as lndlcated abovc. Any deviation fmm Ute above must be Wgnated 
ateve to tndlcabt whem the bllllng codes were allocakd, and why they wen allocated dlfktentty than requested. 
*Do not lndude ohsewatfan bod aasts and charges reported an llne 62 d the JN 2930 and HCFA 2552-96 in revenue eenb 37b. 
*If one revenue center code I5 appllcaMe ID more than one revenue center, please stlow whlch m u e  centers It was allocated ed on the 
fdmng  page 

Please llst the rev- center cDdes allmted bD these revenue cf!ntur 
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OHIO DEPARTMENT W 1OB AND FAMILY SERMCES 
SFY 2010 OUtPATIEHT 

BILLING CODE AUOC4TION 

TN No. 09-027 ERectlve Date: 0701-7u 

25. Adult li Pedbtrlc 

25a. Dlstlnct Part Psychtabk 
25b. Dlsblnct RR RchaMlltatlon 
26. lntertstve Can 
27. Comnery Qn 
28. Bum Unlt 
29. krrgkal Iflturdw 
30. Other Spedal Can 
31. Nursery Intensive Care 
33. Nursery 
37. Operating Room 
37a. Ambulatory Surgery 

U8-92 Revenue mtv Codes 
001,110-113, 116,117, 119,-123,126, 127,129-133, 136, 137,139, 150-153,156,1!7,159, 
160,164,169 
114,124,134, 154 
118,128, 138,158 

170,171,179 
360,361,369 
490 499 

3 

Sb. Cast Room 
37c Treatment or ObwnraUon Room 
38. ReCOvW Room 
39. DeJhfy & bbar Room 
40. Anesthesiology 
41. Radldogy - Dlagnostlc 
41a. CAT Stan 
42b. W-nd 
41c PEr Scan 
41d. MRI 
42. Radldogy - Thempeutk 
43. Radlolsotnpe I Nudear MedMne 
44. Laboratory 
44a. Onarlw 
46. H d e  Blwd a B l d  Omponents 
47. B l d  Recessing, Storing BTransfum 
46. Inbavenous Therapy 
49. Resptrabry Therapy 
49a. Pulmonary Function 
50. fWslcaI Therapy 
50a. Cardlac RdMb 
51. Omrpational Therapy 
$2. S &Hearin Sendm 
52a. Audialouy 
a. n-tdio~~ 
=a. Cardlac G4bkrkaUon 
54. Elechxneephalography 
55. Medlcal S~ppllt?~ 
56. Pharmacy 
57. Renal Malysls 
50. Organ Acqulsltiar 
59. PsyFhiabWkmdopbl W m  
MI. alnic 
61. Emergency 
62.ObsetvaUon W s  
69. GashinWnaI Services 
70. 
71. 
,no 
Please refer to OAC 5101:3-292 for a Ilst of 

760-762,769 
710,719 
726724,729 
37&372,379 
320-324, 329, 400,4011,403,409,790,799,920 
350352,359 
402 
404 
610-612,614-616,610,619 
330333,335,339 
340342,349 
300302,304-307,309-312,314,319,921,923-925,929 
280,289 
380.387,389 
390,391,399 
26&264,269 
410,412,413,419 
460,469 
420424,429,530, Dl, 539,922,940,942,949,952 
943 
430434,439 * 470-472,479 
4aol4az, 4e3,4es,no-n% 739 
481 
740,749 
270-272,276,278,279,621-623 
250-252,254,255,258,2S9, 634-6331 
820,821,829-831,83%841,849-851,859, BBO, 881,869 

900,909-911,934-916,918,919,444, 945 
510-517,~19, no, ni, m 
450452,456,459 
c 

750,759 
c 
t 

lnpatlwt and outpatk~~t awwcd senrlces. 
Folkw the same proadurer as outllned on the lnpatlent Billing Code Allogtlon Sheet 


































