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Except as othewisc pro~ided in Chaprer 5 1013-3 ofthe Administrativ- Code: 

(A) "A!lowabie costs" xre those costs incurred ior certified beds in a kcility as 
determined by the Ohio dtpartment of joh and famiiy services (ODJFSj to be 
reasonable, as set fonh under paragraph (AA) of this rule, and do not irtclude fines 
paid under sections 5 i  i 1.35 to 51 11.62, 51  i 1.683. and 51 13.99 oftire Revised Code. 
. , ~ n l e s s  orhewise enumerated in Chhaprcr 5iOi:.3-3 of the Adminisvarivc Code, 
aiiowahle costs arc also determined in accordance with the following refererice 
material, as c u ~ e n t i y  issued and updated. in the fo!lowing priority: 

( I )  T ~ t l e  42 Code of Federai Regulations (C F R ) Chapter IV (10 1 2005); 

(2) The provider reimbursement manual (CMS Publication 1 5- 1. 
i~ww.cms.hhs.gov~mmilals); or 

(3) Generaily accepted aceouriring principles in accordance with standards prescribed 
by the "American Institute of Certified Public ,%ccountants" (AICPA) as in 
effect on the effective date of this rule. Thcse siandards can be obtained at 
uww.aicpa.org. 

(£4) ''Anciliary and suppofl costs" meals costs for NFs other than the cosis listed under 
the direct cam, iaX9 or capital componms in the ? J J  echasi of accounts. Anciliary arid 
suppoe costs include; but are not limized to. the following: dietary payroll tares, fringe 
benefits; stafidcvciopment: medicul,%abiiilaLion. phdmiacii-urical and ioconiincncc 
supplies; activity and ha~i&ariowiirehahiiiution; medicat minar qulprnerix; utility 
expenses; administrative and general services; home office costs; rnzintenance and minor 
equipment; equipment acquired by operating lease; axci?larysuppor? pa;~o!i taxes, k n g c  
benefits, staff developnea:; and non-reirnbursahlc expenses. 

(C) "Xnnuai facility average case-mix score" is the score used to caiculate tihe facility's 
cost per case-nix uni:. 

iDj "Cap~ral cosis" means costs ahwiiership and noncxtenslic renovation. 

. . (a) Dtprec~ation and interest on any items capilaiirien rnciiidiny the fi?iinii-ing: 
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(v) Tra?sprzttion equipment; 

( \ I )  Replacement beds; 

jb) Amoni~ation and interest on land improvements and lzasehold 
improven~ents; 

(c) Amomration of financ~ng cosis. 

jd) Except as provided under paragraph (,21) of this rille. lease and rent of land, 
building, and equipment. 

(2) "Costs of nonextensive renovation" means the actual expense incurred for 
depreciation or an~ortizarion and interest on renot~ations that are not extensive 
renovations. 

(E) "Capital iease" and "operating lease" shall be construed in accordance with generally 
accepted accounring principlts. 

(F) "Case n ~ i x  score" means the measnrc of the relatire direct-care resources needed to 
provide care and rehabilitation to a resident of a nursing facility jNFs) or 
intemediale care facility for tke menraily reradzd {ICFs-kR). 

(G) "C:ost of cons~wciion" mems the costs incurred for the coris?n:crior? of beds 
originally conrained in the NF or I f  F-MR and the costs incurred for ihe consiniciion 
of beds added to &e UF or ICF-MR a2eiri the cons:rwtion ofrhe oziginai beds. In the 
case of YFs or iCi-s-MR which ~xirnsi\ely renovate, "cost of construction" includes 
the costs izicurred for the ex:ensi.dc reiaovarion. 

(Fi) "Cost per case mix lin/t'' Cost per case mix ::nit ibi iCFs-tiR is deilmieed annually. 
l'h- c "cost per CZSG mix uni:~' is caicuia~cd by dvidiny ihe facility's desk-reviet+ed, 

actual; allowable, per diem dit-ect carz cusi% b r  the appiicabie saienda year 
prtxdicg me fiscai yea: in ~vlricii rare will be i;& by the facility's atjma! 
averaoi: ; r s ~  mix for the anD]icable ~ a l e n @ ~  \<ear, a . ~ 

:" , s "Date of  iica~stirc." for a i 'xiliiy origizally iiceos,-d as ;: nursins home under Chapie;. 
372 1 .  of the Revised C d e .  means the date spezific hpedili WCTC: originally licensed as 
nursing home beds und~? Lhat chapte: reg&!ess of whether they w ~ i c  subscyuenil:d 
iicmsed iesidcniiai facii i ty bds.  For facility ofiginai:y i1ctnsc.d as a 

,- , . fXiiit), ''date or ::cens.iie" . . ineans tic &ire spwifi; beds -,+ere ilnrinai;) iicenjed as - 
rciidcniiil fiic!Iity beds uiijder that criizln~, 



(1) If nursing home beds iice~~sed under Chapter 3721. of the Revised Code or . . -- rrsidenriai faciiiry becis licensed under section r ? i ~ ~ . i . i  0T ilie Revised Code 
were nor tmMuired by law to be licensed \$hen they were originally used to 
provide nursing home or residential facility ser\*ices, 'dare of licensure" means 
the datc riie beds first were used to provide nursing home or residential facility 
services, regardless of the date the present provider obtained licensure. 

( 2 )  I< a racility adds nursing home or residential faci1iiy beds or in the case of an 
ICF-MR with more than eight beds or 3 KF. it extensively renovates the faciiity 
after its original date ofiicensurc, ii will haw a different datc of licensure ior the 
additional beds or for the extensively renovated facility, unless, in the case of 
the addition of beds. the beds are added in a space that was constnicted at the 
same time as the previously licensed beds but was not licensed under Chapter 
3721. or section 5 123.19 of the Revised Code at that time. The Iicensurr date for 
additional beds or facilities which extensively renovate shall he the date the beds 
are placed into service. 

( J )  "Desk reviewep means that costs as reporied oil a cost repon have heen subjected to 
a desk review and preliminarily determined to be ailowabie costs. 

(K) "Direct care costs" means costs as defined under ruies jIUi:3-3-42 and jiO1:3-3-7i 
ofthe Administrative Code. 

(L} "Fiscal year" means the fiscal year of &is stare. as specified in section 9.34 of the 
Revised Code, 

(M'j "tn&ri,c: care c o ~ t ~ "  means costs as defined uniier pule jiOi:3-3-7L of she 
c\dminisaative Code. 

(N) "Inpatient days" means all days during which a resident, rega:d!css of p a p e n $  
source, a bed in a NF or ICF-'IIX :ha: is included in the faciiity's certified 
capacity under Title XIX of the "Social Security .4ct.~' 49 stat. 620 11935). 42 
C.S.C.A. 301. as amended. Therapeutic or hospital iczse days ior ~vhjch p t m e n t  :i 
made under section 51 11.33 of the Revised Code are considered inpatient days 
pmpc~iunare :o fne percentage of  the faciiiqJs per resident per day mxe paid for 
those days. 

((J) *lnterncdiate care facilitj fix fne me~~ta l l v  retade&' [,lC:F-hfR) mean& an 
Intemiediafe care facac:ii:\~ for the mc11ia.ilyrei3;dei certified as in comptisnce with 
appilcable slz?darcis For the medical assistance program by the direcror of health in 
accordance with Titic XIX ofthe "Social Seziriry Act.'' 
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norm3Jly efiicicn! working contiifion and that do not extend the useful life of the 
asset two years or more. Mainteniince and repairs espei~sc may include, but are not 
1. . . . 
itiinizd to, iiic iosi ~f uidiiiz7 ripairs stick, as painting and i;a!!papering. 

(QI "Minimum data set'' (MDS) is the resident assessment instrliment approved by the 
centers for medicare and medicaid senices (CMS). Thc ?ADS provides the resident 
assessment data which is used to classify the resident into a resource utiiiration 
group in the RUG case-mix classificarion system, is the foundation for planning and 
delivering care to nursing Faciiiry residents. and is used in the calculation of nursing 
facilitq reimbursement rates. 

(R) "Nursing Sacility" (KF) means a facility, or a distinct par. o f a  facility, that is eeztiiied 
as a nursing facility by the director of health in accordance wifh Titie X1X of the 
"Social Security Act," and is not an intermediate care facility for the mentally 
retarded (1CF-MR). "Nursing facility" includes a Facility, or a distinct part of a 
facility, that is certified as a nursing facility by the director of health in accoruance 
with Title XIX of the "Social Security Act," and is certified as a skilled nursing 
facility by tile director in accordance with Title XIX of the "Sociai Security Aci." 

(Sj "Other protected cosrs" means cosrs as defined under ruie 5101:3-3-71 of the 
Administrarive Code. 

(Tj "Outlier" means residents who have special care needs as defined under ruie SlOl :?  
1- 1 7 of'the Administrative Code. 

it;) "Ouner" nreans any person or government entity that has at least five per cent 
oiinersh:p or inieresi. either directiy* indirecti.;. or in any combination: in a N F  or 
ICF-54R. 

pV~) "p-f , 
1 , i t i ~ t "  ii~ciudes resident or indisidiial 

(W) "Proviiier" means a person or governn:enr enti+ h a t  operates 2 KF or ICF-b.iR 
under a prcvider agreement. 

(xi uprouj der agrecmmi'~meslrs a i.uiiirzi betwcm OUJFS md an operator o f t  NF a? 

ICF-MR for Che provision of ZiF or LCF-MR services tinder the medical assistance 
program. The signature of ihe operator or ?he operator's authorized agent binds tihe 
operator to Lke terns of the ageemen;. 

jY i "Purchased nursing s e ~ c e i "  mows srr, ice$ ihar are proviiicd by rcg~srered nuses, 
3 . -  itienseii practical nurses, or nurse aides who are tempuia"~ yersonnei ftrnished by a 

nursing p o l  on behalf of the f;ic:iity. These personnei arc nor considered to be 
ernpioyces of the faoilit!. 



{Z) "Quarzerly facility average cnse-mix score" is the hci/iiy average case-mix score 
based 011 dara suhmirted Lor oiic repofling quarter. 

(.at\) "Reasonahie" nieans that a cost is an actual cost rhar is appropriate and heipfui to 
dcveiop and maimain the operafion of patient care Facilities and activities. inchiding 
norniai siandby costs. and that does not exceed \+-ha8 a pn~deni buyer pays for a given 
item i>r services. Reasonable costs may vary from provider to provider and &om time 
to time for the same provider. 

(BB) "Reiated parfy" means an individual or organiration that. to a sign:licant cxtcnt, has 
coinmoil ownership iviih. is -associated or afiliated uitlr, has control of* or is 
controlled by. the provider. as detailed below: 

i 1 j An individual who is a relative of an owner is a related party, 

(2 )  Common ownership exists when an indiviciuzi or individuais possess significant 
ownership or equity in both provider and the other organization. Significant 
ownership or equity exists when an individual or individuals possess five per 
cerit owriership o: eyuiry in both the provider and a supplier. Significant 
ownership or equity is presumcd to exist tvhen an individual or individuals 
possess ren per cent ownership or equity in both the provider and another 
orgar~izalion frorrl uhieh the provider ptirchases or leases real property. 

( 3 )  Control exists when an individual or organization has the power, directly or 
indi~cr iy ,  to significantly influence or direct rhe acrioiis or policies of an 
organization. 

($1 An individual or organization char supplies goods or sew* ~ L L S  .-- ,, to a p r ~ \ i d c r  sildiI 
not be considered a reiaied p a ~ y  if all the fo!lcwing corzditions are met: 

(a) A suppiiei i s  a separate bona fide orgiuqization; 

(b) A subsfmtial pasi of the supplier's business activity of the type cdned  on 
u:iih the 1s rrznsacred with others than the provider and there 1s ar: 
openri. compeiirive market br h e  t>ws of giillds or s e ~ i c i r i  the supplier 
$dmisRes; 

, . ,.. , c j  1 fie type5 i . fym& or sc~2.zi.s c(>mmunlb &tam& other NFs or IC;Fs- 
% ~ i . . i ~  fro-m oti&i;ide f>rgmi;5&o;is 57e: 2xe nat a basic . - ~ ~ ,  $I*" , . -. vatien~ care 
ordinrwily hrnished directly ?n patienis by the iaciiiries: 

(dj  i h r  charge to the provider is in line with ;he charge for the goods or seniiccs 
in the opm n~arker and no tnxre rhm the charge made under ciimpaiabie 
circilrniiances to othms by the iiippiier. 
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( 5 )  The amount of indirect ownership is determind by miiliipiying lh t  percentage of 
oktnership interest at each level je.g.. forty per cen: ii~teresr i r i  co,orporation "4" 
uhich otvns fifty per cenr ctfcorpoiation "t3" resrllrs in a twenry per cenr indircci 
interest in corporation "B"). 

(6 )  !f a provider !i-rransfers a2 inreresf or leases an interest in a facility to another 
provider who is a related party, the capital cost basis s11aIl be adjusted for a sale 
of a facility to or a iease to a provider that is nor a reiated party if all of the 
following condiiions arc? met: 

(a) For a S F  transfer. 

( i )  The related party i s  a relative of owner. 

(iij The provider making the transkr retains no interest in the facility except 
though the exercise ofthe creditor's rights in the event of defauit. 

(iii) ODJFS determines that the transfer is an arm's !:en@th transaction if ail 
the follo\ving apply: 

ru,i Once ihe traqsfer goes into effect, the provider that made the 
transfer has no direct or indirect interest ir, the provider thar 
acquires the facility or the facility itself, including interest as an 
owner, officer, director, employee, independent contractor* o i  
consultam, but excluding inieresr as a creditor. I f  the provider 
making the trans.feer maintains an interest as  a creditor, the interest 
rare ofthe creditor shaii not crceed the ieiiser o i  

irj ?he prime rate. as published by the "Wail Street .~ournal'\oil the 
first business day d r h :  cal2n:ndar year. plus h u r  per cent. or 

(IZJ Fifirm per cent 

(hi The prutider that made ;he irzirrsf~r does con reacquire ijnfercsl~n 
:he facility except ihu;igh the exercise of a c?ed.di;ois @Its in the 
event of a default. If the prouider -i;"xcjuir:es an interest in the 
faci!i:y in ~5.k manner. C>TZSl;S shail ireai £he fac5iciii:y am if the 
+__* uaisfcr .- :rfler .y:currej C)l)iLS caiciiiares its rer&l;rse-ric:i 
'"reS -'.- 
x &. Z.,~ capital costs. 

(ci T:I p~avider ;raqsfe~ing their faciliiy shall provide C;T)JFi: with 
ccriified appraisaiis;) at ileast ninety 6aqs pncr co ?he xtua! change 
<if provider agreementis). The crrrifid appra?i?sai($j shall be 
zoi;d.:cied no ea~lier than one hundred erghty days prior icy tkc 
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actual change of provider a@eemmt(sj for each facility transierred 
to a relared party. 

( i ~ )  Except in the case of hardship caused by a catastrophic even:, iis 

detcrnlined by ffDJFS, or in the case o f a  provides iilaking [he transfer 
who is at lcast sixty-the years of age. not less than twenty years ha\e 
elapsed since, for the same faciliry, the capiial cosr basis ~vas  
determined or adjusted most recently: or actual, allowabie cosr of 
ownership was determined most rrecenriy. 

(b) For a Nf: [rase: 

(I) The related parry is a relative oioxtner 

(ii) The lessor retains an ownership interest in only real property and any 
improvements on the real propeny except when a lessor retains 
ownership interest through the exercise of a lessor's rights in the event 
of default. 

(iii) ODJFS determines that the lease is an arm's length transaction if ail the 
fotlowing apply: 

i i l j  Once the lease goes into effect, the lessor has no direct or indirect 
interest in the lessee or; except as provided in this rule. the facility 
itself, including interest as azz owner. officer, direcror, employee, 
independent contractor; or conmiltant: but excluding interest as a 
icssor. 

ih,! The lessor does not reacquire an interest in the facility except 
through the exercise of a lessor's rights in the event of a default. !f 
the lessor reacquires an interest in :he facility in this manner, 
ODJFS shall treai the facility as if ihe tease never occurred when 
ODES caiculates its reimbursement raics ihr capital costs, 

(c) A lessor &at proposes to lease a facility to a relarive of owner shall 
obtain a ceriified appraisalis) for each facility leased. The lessor of 
!he faciiity sbdir provide CYDJFS with c-rtified appraiualisi at icas 
ninety days p n ~ r  10 the &ual change or pr-wider agrzemrrnijs,. 
The certified  appraisal!^) shall be coaducred no earlier :tian otir: 

hundred eigkktyckdays prior ti i :he actual changs- of provider 
a &reem cnr(sj for each facililY *. lea& .O a -..l-red i i d x .  5.j. 

i iv)  Encepr in the case of hardship izused by a catasisimphic event. as 
de?em!r:eri by ODJFS. or in the casc of a lessor who is at leas: sixiy- . . - .  five ?;ars (if2ge. nor :ess :-.-niy years &psetj j~me. ior 

TN i<!LGQz Approval D 
~ x ~ < r $ 2 & " '  
Tx (J(j~01 (, Ef.fec[i~e [jalc .l,@?j~i~.iJ-<j 
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same Cacilirt;. the capkal cost basis was deierrr!iiled or adjtisied most 
recrrltly: or actual, allowah!e cost of ownership was derenrrined nwsr -'. l u ~ c n ~ i ) .  . 

(.vj The provisions set forth in  ihis paragraph do nor apply ro leases of 
specific iteiris of eyitipmeiit. 

[ c j  For an ICF-MR vransfcr: 

(i) Tlze rciareti party is a relative ot'o\%ner. 

(ii) The provides making the tralsfer retains no interes; in the faciIirq- escept 
vhrongh the exercise of the creditor's rights in the evenr ofdeiaulr. 

(iii) ODJFS derermines rhai the transfer is an arm's length transaction if all 
rhe foliowing apply: 

!ClJ Once the transfer goes into effect, the provider that made ihe 
rransler has no direct or indirect interest in the piovider rbat 
acquires the facili?y or the fr;cilit)- itself, including interest as ail 
owner, officer, director, ernpioyee, independent contracfor. or 
consuitanr, bur esciudirig ititri-cst as a erediroi I f  the provider 
making the transfer maintains an interest as a creditor, the interest 
rare of the creditor shali not exceed the lesser o t  

0 Tile prime rate, as published by the "iVaIal! Sheet Journal" on the 
'- rlrs: bilsimss day of !kt. calendar year plus four per cent: or 

iiii F~fieen per cent 

!& The provider that made the transfer does not P--. cd~quire an inieresr in 
the facility except through the exercise of a creditor's righthis in Ihe 
event of' a default. if the pmvider reacquires an interest in the 
.taeiliiity in ihis manner: ODJT-S siiaii !rear ltre fai-ijiix as if the 
ti-an.ifer never occurred >when O D E S  c~iciiares its rei-iibursemirnlt 
rates for caprial casts. 

. ~ k ,  "he ppav'idcr wAnsfemiig helr ;ac:iir; prw&r oijJ1s -i,i?)i 
. - 

ccriij2cd af~praxa?(sj i g  <:in&? days piti.; 10 &.e jcr;:al chiii~oc C 

ci providrx agreement(s) The certified appraisa!~~) shall be 
conducted no itar1it.r ihafi onc hundred ci&j days prior :u the 
actual chimge :i.r:fproiidrr aarermenris) %. fijr each facility trmsferrcd 
to a reiaied pan?. 
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(,iv) Except in the case o i  hardship caised by a catastrophic cvcnt. as 
detemineci by ODJFS, or in the case of a provider making the traitsfer 
who is at icrasi stxiy-five jears erase ,  i i o i  icbb iildti iYV~tiiy yeais hiiit 
elapsed since, for the same facility, ihe capital cost basis was 
de~ermined or adjusted most recently; or actual, allowable cost of 
ownership was detemiined niost ri-centiy. 

(8) For an ICF-MR Iease: 

(1) The relaxed party IS a reiaine oi:;.u,ncr 

(ti) The iessoi retains an ownership irlteresr in oniy real property and any 
improvements on the real property except when a lessor retains 
ownership interest through the exercise of a lessor's r ights in the event 
of defaulr. 

(iii) ODJFS determines that the !ease is an aim's len-@h transaction if all the 
following apply: 

('7) Once the lease goes into effect, the iessor has no diiec! or indirect 
interest in the iessec or. except as provided in this rule, the facility 
itself, including interest as an owner, officer, direcror, employee, 
independent contractor, or consultant, but excluding interest as a 
!essor. 

(hi The lessor does nor reacquiie an interest in the facility except 
through the exercise of a lessor's rights in the event of a defaui:. If 
tile lessor reacquires an inlercsr in the facility in this manner* 
ODJFS shall treat the faci1it:i as if the lease never occiin& when 
ODjFS caicuiates its rcimhursernc~r rates for capital costs. 

(CJ .A lessor thar proposes to izase a facility to a relative ofowzner shall 
okain a certified appraisalis) for each faciiity leased. lessor of 
the inciiity shal1 pro\-ide WSFS with cenified appraisalis) at least 
ninety days prior io ilie aciod change of provider agreetnent(s). -~ 
I l;r: certified apjpraisali;) shell be conducted no earlier than one 
hundred eighty days prior to ihe muai change of provider 
apemcx? is i  for cach faciciiity icasd to a reiaied pafly, 

( i : !  i-,xcepr 1x1 the rase of hardship carused by 2 iatasirophic erznr  :is 
deremincd by O D E .  or ifi the case of a ?es-r who rs at ieasi s?s:y- 
five years of age, noi less than twenty years have ciapwd sine-. for the 
same heflity, the capital cost h a j s  was determined or adjusted 
ieierit!~: or acicli~ul. aliowahie coi7 ,?f iwnrrship was deiem~ined n~ost 
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(v! The provisions set fbnh in this paragraph do not apply to leases of 
spciiiic !ii.i;'ts of 2ijiiipiiiiiii. 

( e j  The provider shall notify ODJFS in writing and shall supply sutiicient 
docun~entation demonstraling con~pl ia~ce  with the provisions of this rule 
no less than ninety days before the anticipated date of completion of the 
transfer or tease. In the case of a wasaction cornple~cd before December 
28,  2itm and subject to CLIS approval the provider shall slipply suficierit 
iiocumentation demonstrating conrpliaice with the provisiotts of this rule 
within thiny days of the effective date of this :uk. if ?he provider does not 
suppiy any of the required infam~ation, the provider sshali not qualify for a 
rate adjustment. ODJFS shall issue a writren decision determining whether 
rhe transfer meets the requiremenis of this ruie within sixty days after 
receiving complete information as detennined by ODJFS. 

(0 Subject to approval by CMS of a stare plan amendment authorizing such, the 
provisions of paragraph (BB)(b) of this ruie shall apply to any transfer or 
lease that meets the requirements specified in paragraph (BB){6) of this rule 
thar occurred prior to December 28, 2000. Any rate adjustments which 
result from the provisions contained in paragraph (BB)J6) of this rule shall 
take effecr as speciiied in rule 5iGi:3-3-24 of the .Administrative Code, 
hilowing a determination by ODjFS that the requirements of paragraph 
(BB)(6) of this rule are met. A provider seeking a determination 'om 
OgjFS rhat a transaclion occurring prior to Decenlber 28, 20007 meets the 
rqtiremeiits of this ruie shall submit the necessary documentation under 
paragaph (BBjj6)iej ofr'nis rule no later than thirty days a h  ihe effective 
date ofthis mle. 

(CC? "Rsiative of oiwer" rnevrs an individual tvho is reiatcd to an owner of a NF or ICF- 
?i?R by one of ihe following relationships: 

f . i i  a r - n -  mother-jn-im. son-in-iarc. daughter-in-law. brother-in-law, u i  
sister-in-law; 
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(7) Fosrer parent. l'osier child. foster brother. or foster sister 

* 
(T IT) )  "Exrcnsiv.~ renovation" means a reno-;ation !h8t CO$~;!S more :hm SLxty-:I~.c p c ~  ccn; 

m d  no more than eighty-five per cent ofthe cost of constructing a neu bed and that 
extends :he useful iife of the assets ibr at irasr ten years. To calculate the per-bed 
cosi of a renovation projeet for puvoses of deicrmining whether it is extensive 
renovation, the ailowable cost of dte project shali be divided by the number of beds 
in the facility certified for participation in the m ~ i e a !  assistance program, even ifthe 
project does nor affect all medicaid-cextified beds. Allowable extensiw renovations 
arc considered an inieyal pan of cost of ownership as set forth under paiagraph 
(Diof this rule. 

j l )  For pulposes of peagraph {Dm of this rule, the cosi of constructing a new bed 
shall be considered to be forty thousand dollars, adjusted for inflation from 
January 1, 1993 to the end of the ealenda year during which the renovation is 
cow,pleted usirig ille consumer price irxdex for shelter costs Coi all urban 
consumers for tlie north central reyion, as published by the LWed States bureau 
of iabor statistics. 

(2) ODJFS may treat a renovation that costs more than eighty-five per cent of the 
cosi of conswdcting new beds at; an extensive renovation if ODJFS determines 
chat the rel~ovation is more prudenr than conswaction of new beds. 

(EEI "?;onextensive renovation" means the betterment, improverncrtl, or rosioraiion of an 
ICF-MR beyond its current funcrionai capacity thmugh a smcrura: change &at costs 
at least Eve hundred doilars per bed. To calculate the per-bed cost of a renovation 

. ~ 

projeci for puqmses of determining whether 1; IS a nanexte~sive renovation. the 
aiiowabie cosi of the  project shali be divided by the number of beds in the faciliiy 
certified for pan!cipaxion in the mrdicai assisiance program. even if the project does 
nor afl'ecl ail medicaid-cefiiiied bds.  '4 nanerlensive renobarion ma) inc!ude 
bezement, improvemenr, restoration, or replacement of assets rhac xe affixed to the 
building and have a usehi life of at iczsi five years. A nonexiensive renovarion may 
includi: costs that othcwise would be considered maintenance and repair expenses if 
they are included as pa t  of the n o ~ x i e r s i v e  :emvation project m d  itre an intsgzii 
pan o i  the srriicr&ral change lira makes up the nonoxrcnsi:~e renovariot; project. 
Xonexrcnsivc renovation does nut mean consmucrion of  addiounai space for beds 
::fiat U;ifi be to a fa~bylS p ~c~.~-ui: - .,.-.-.' crr certified capacity. AIloiw&le 

C nilnexre!islve rcns;atio;rs are nor considered L.~:IYI of jiwnecihip J_S set zonb undn 
paragraph (13) of this mie 

(FFj The definitions csrablis5cd in paragraphs (DD) and IEE; of  :his rdie apply to 
"extensive renovations" anand "nonexrmsive rcn.xor*a!lons" approved by ODJFS on or 
after July 1. 1993. Any bcrtcrmcnis, Improvcmenri, or rcsrsrations of SFs or ICFs- 
"vlK for avhich iiznsiruci;on is sraried before Iiily I .  !993. and :hat meet the 
dzfintllons of rxrensliz reac>vationc 6.. gtini.tr-tnsive r;noi.arjons zs;ab;hlisXc<i by Cne 



rules of ODJFS in effecr on December 21. 19'12. shall be considered cxrsnsiuc 
r e ~ ~ o ~ a t i o n s  or nonextensive renovations. Fcir purposes of renovarions approved by 
ODjl'S, " io i i s l~d i i i~~  is ~ a r t c d "  titearib i i i ~  ia ic  in ~vhicit die aciuai consinicrioi~ 
u~ork begins at the faciliry site. 

(GG) "Repiacemeni beds" are beds which are relocated to a new buiiding or portion of a 
building attached to andjor constructed outside of the original licensed structure of a 
UF or ICF-MR. Replacement beds may originate %om within the licensed strt~eture 
of a t'F or ICF-'tfR from another VF or ICF-LIK. Replacement beds are eiigibie for 
the cost of ownership eEdctrcy incentive coiling which cornsponds to the period 
the beds were replaced. 

( t iHj  "RUGS" is the resource utilization groups system of elassihing NF residents into 
case-mix groups. 





 

 

5101:3-3-18          Inpatient services: application of medicare upper payment limit 
calculation (MUPLC) for nursing facilities (NFs) and intermediate 
care facilities for the mentally retarded (ICFs-MR). 

 
 
Prospective per diem rates calculated under rules 5101:3-3-43 and 5101:3-3-78 of the 
Administrative Code for NFs and ICFs-MR which participate in the medical assistance 
program shall not exceed, in the aggregate by scope specified in this rule, the amount that 
can reasonably be estimated to have been paid under medicare payment principles. The 
MUPLC for inpatient services provided by NFs and ICFs-MR is calculated as follows: 
 
 
 
(A) The MUPLC applies to rates set by the Ohio department of job and family services 

(ODJFS) to pay for inpatient services furnished by  NFs and ICFs-MR within one of 
the following categories: 

 
(1) State government-owned or operated facilities i.e., all facilities that are either 

owned or operated by the state. 
 

(2) Non-State government-owned or operated facilities i.e., all government facilities 
that are neither owned nor operated by the state. 

 
(3) Privately-owned and operated facilities. 

 
(B) Aggregate Medicaid payments to a group of facilities within one of the categories 

described in paragraph (A) of this rule may not exceed a reasonable estimate of the 
amount that would be paid for the services furnished by the group of facilities under 
Medicare payment principles. 
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5101 3-3-19 i Relationship of other covered medicaid services to intermediate 
care facifitv for the mentaih retarded (ICF-MRI services. 

This rule identifies covered services generally available to medicaid recipients and 
describes the relationship of such services to those provided bv an ICF-MR. Whenever 
reference is made to reimbursement of services through the "facilitv cost report 
mechanism." the provisions h e  such reimbursement are set forth in sections 
5101:3-3-20. 5101:3-3-71. 5101:3-3-71.1. 5101:3-3-71.2. 5101:3-3-71.3. and 5101:3-3- 
71.4 of ICF-MR Supplement 2. Attachment 1.19D of the state plan. A11 references to 
"ICFs-MR" in parafsa~hs (A) to (I) of this rule do not include stare-operated ICFs-MR 
for which reimbursement is made in accordance with section 5101:3-3-99 of Attachment 
4.19D of the state plan. 

[Ai Dental services. 

All covered dental services provided by licensed dentists are reimbursed directiv 
to the provider of the dental services in accordance with Attachment 4.19B of the 
state plan. Personal hvtlene servlees provided bv fac~litv staff or contracted 
personnel are reimbursed through the facitrty cost reDort mechanism 

Laboratory and x-ray services. 

-incurred for the purchase and administration of tuberculin tests. and for 
drawing svecimens and forwardine specimens to a laboratory. are reimhursabie 
thou& the faciiitv's cost report. All laboratory and x-rav procedures covered 
under the medicaid promam are i e i m b w s e ~ e c t l v  to the laboratory or x-ray 
provider in accordance eitb Aiixhment 4.l9B of the siaie pian. 

($1 Medlcar supplier services 

Ceriiun medical suppirer services are rezmhursable through the Cac~liWs cost 
reoon mechanism and others direcily to the medical suppi% pro-cldrr as follows. 

[ I )  Items tsa? must be reimbursed kotrou& the facilitkJs cost report mchde 

ia) Costs Incurred for "seeded rndicai and a r o m m  su~plies" defined 
as Close iiems that have a very iin~ited life exgectann. 9ic.h as, 
atomizers. nebulizer~~...~~~-~-.g~&.-catheteis , electric pads, 
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hwodermic needles, syringes. incontinence pads, splints. and 
disposable ventilator circuits. 

fbi Costs incurred ibr "needed medical equiument" (and repair of such 
eauipment~. defined as items that can stand repeated use. are 
primarily and customarily used to serve a medical pumose, are not 
useful to a uerson in the absence of illness or iniurv, and are 
wropnate  for the use in the facility. Such medical equipment 
items include hospital beds, wheelchairs, and intermittent positive- 
pressure breathing machines. cxceat as noted in paraaaah (CM2) 
of this rule. 

icl Costs of equipment associated with oxyzen administration, such 
as. carts. remlatorsihumidifier~, cannutas. masks. and demwarre. 

( 2 )  Services that are reimbursed directly to the medical su~plier provider, Fn 
accordance with Attachment 4.198 of the state plan. include: 

jal Certain durable medical equipment items. specificalIy, ventilators, 
and custom-made wheelchairs that have Darts which are actually 
molded to fit the recipient. 

@i "Prostheses." defined as devices that replace all or  art of a body 
organ to prevent or correct ahvsical deformity or malfunction. such 
a~~ir t i f ic iai  ams or legs, electro-iarwxes. and b w t  prostheses. 

jc) "Orthoses," defined as devices that assist in correcting or 
stren,Bhenina a distorted om. such as. arm braces. hearing aids 
and batteries, abdominai binders. and corsets. 

id) Contents of oxygen cylinders or tanks. inciudine iisuid oxygen, 
except emergencv stand-bv ox.ieqg...;vhich is reimbursed throu& 
the facility cost reetort mechanism. 

iri  Oxwen aroducine machines iconcentraton) for specific use by an 
individual recipient. 

i l l  Over-the-counter d r ~ r s  nor I~sted in append~x A of rule 5iOi 3-9-12 ofthe 
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Administrative Code, for which prior authorization was reauested and 
denied. and nutritional su~~lements  arc reimbursable only througb the 
facilitv cost-report mechanism. 

( 2 )  Pharmaceuticals reimbursable directly to the pharmacy provider are 
subiect to the limitations found in Attachment 4.19B of the state plan. the 
limitations established bv the Ohio state board of pharmac~ and.&e 
followinv conditions: 

La) When new prescriptions are necessary followinr expiration of the 
last refill. the new prescription mav be ordered onlv after the 

(bl A copy of all records rerarding prescribed dmgs for all patients 

facility representative at the time of delivery and a copy retained 
bv the pharmacy. 

(Ei Phvsical therapy, occu~ational therapy. speech therapy, audiologv services, 
psycholoejst services, and respiratory therapy services. 

For ICFs-ha, the costs incurred for physical therapv, occupational therapy, 
speech therapy. audiolow services. psychoiogv senices and respiratorv therapy 
services provided by licensed therauists or therapv assistants or provided by 
iicensed psvchojLU10~5sts or psycho lo^ assistants and that are covered for ICF-MR 
residents etther bv medicare or medicaid. are reimbursable throu& the facllity 
cosr report mecharrism. Reasonable costs for rehabilitative, restorative, or 
maintenance therapy services rendered to faciiitv residents bv contracted staff or 
facility staff and the overhead costs to suovort the orovision of such services are 
reimbwsabie through the rate determined in accordance with Attachment 4.19D 
of the state olan. Costs incurred for the senzices of a licensed psvchoioeist are 

commun~lv mental heaith center certified bv the Ohio department of mental 
health Services aro-cided bv an emulo\ee of the communriy mental health center 
must be bri:rd iiirectiv to rnedicard by the eomunrrv mental health center Costs 
incurred for ahyslcran ordered zh~nss?rarion of aerosol therapv &at 1s rendered 
bv a licensed resoiratarv care ~rofe~sionai are re~mbwsable lhrnurh the facriitk 
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cost reDon mechanism. No reimbursement for respiratory therapy services shall 
be made to a provider other than the ICF-MR. 

[F) Phvsician se- 

i l l  A ~hvsician may be directly reimbursed for the following services 
provided to a resident of an ICF-MR by a physician: 

la) All covered diagnostic and treatment services in accordance with 
Attachment 4.19B of the state plan. 

ibi All med~callv necessary phvs~c~an v~sits in accordance with 
Attachment 4.19B of the state plan. 

fcl All required physician visits as described in this rule when the 
services are billed in accordance with Attachment 4.19B of the 
stale olan. 

(i) Physician visits must be provided to a resident of an ICF- 
MR and are considered timely if they occur not later than 
ten days after the date the visit was required. 

fii) For reimbursement of the rewired physician visits. the 
phvsician must: 

(ai Review the resident's total promam o f  care 
including medications and treatments, at each visit 
rewir- 

ibi Write, sign. and date oromess notes at each visit; 

[ ~ j  Sim ail orders: and 

(di Fersona~iv visii-lsee) the&xceur as provided 
in paarrauh (Fii 1 iiciiiii) of this mle. 

m-"it the ontion of :he C;hvsician, required visits aiier the 
initid visit maq/ be delegated in accordance with uarawmb 
(Fgl tcc)[ivl of this mie and a i t e m a t a w e e n  ohvsician 

p 4  
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and visits by physician assistant or certified nurse 
practitioner. 

iiv) Physician delegation of tasks. 

(a) A phvsician may delegate tasks to a physician 
assistant or certified nurse practitioner as defined by 
Chaoter 4730. of the Revised Code and Chaotg 
4730-1 of the Administrative Code for phvsician 
assistants. and Chapter 4723. of the Revised Code 
and Chapter 4723-4 of the Administrative Code for 
certified nurse practitioners who are in comoliance 
with the foliowine criteria: 

h) Are acting within the scooe of oractice as 
defined by state law: and 

hi) Are under suoetsision and empioment of 
the billinir ohvsician. 

ibi A physician may not delegate a task when 
regulations specify that the ohvsician must verform 
it aersonallv, or when delenation is prohibited bv 
state la%$ or the facility's own policies. - 

( 2  j Services directit re~mbursabie to the ~hvsician must 

La) Be based on medieai necessity. as defined in ruIe jiOi:3-l-Gi of 
the Administrative Code, and requested bv the ICF-MR resident 
with the excention of the required visits defined in pangraph 
(F)i i lic j of this rule; and 

[bi Be documented bv entries in the resident's medical records a t J  
with any smatoms &&n&g&s. Evew en~g.ggst&ees&&& 
dated bv the phvsicim. 

Q! Serr'ices orirvided in the caoacitv of overail medical direction are 
reimbursable onlv to an ICF-MR and may not be direcilv reimbursed to a 
physician. 
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{G) Podiatrv services. 

Covered services orovided bv licensed podiatrists are reimbursed directly to the 
authorized oodiatric orovider in accordance with Attachment 4.19B of the state 
plan. Pasment bv ODJFS is limited to one visit oer month for residents in an ICF- 
MR settin& 

(HI Transoortation services. 

Costs incurred by the facility for transportin. residents by means other than 
covered ambulance or ambuletie servlces are reimbursable through the facility 
cost report mechan~sm. Payment is made d~rectlv to authorized oro\lders for 
covered ambulance and ambulette servlces as set forth m Attachment 4.198 of the 
state plan. 

(1) Vision care services. 

All covered vision care services. including examinations. disoensin~~ and the 
fitting of eveplasscs, are reimbursed directly to authorized vision care oroviders in 
accordance with Attachment 4.19B of the state plan. 
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As a condition of participation in the Title XIX medicaid program, each S F  and ICF-MR 
shall file a cost report with the Ohio department of job and family services (ODJFS). The 
cost report, JFS 02524N "Medicaid Nursing Facility Cost Report" (-2W?j(Rev, 
1/2010 as  found in appendix A rule 5101:3-3-42.1 of the Administrative Code for NFs, 
and JFS 02524 "Medicaid ICF-MR Cost Report" (Rev. 01/2007) as found in appendix A 
rule 5101:3-3-71.1 of the Administrative Code for ICFs-MR, including its supplements 
and attachments as specified under paragraphs (A) to (L) of this rule or other approved 
forms for state-operated ICFs-MR must be filed electronically within ninety days after 
the end of the reporting period. Except as specified under paragraph (E) of this rule, the 
report shall cover a calendar year or the portion of a calendar year during which the NF 
or ICF-MR participated in the medicaid program. In the case of a NF or ICF-MR that has 
a change of operator during a calendar year, the report by the new provider shall covcr 
the portion of the calendar year following the change of operator encompassed by the 
first day of participation up to and including December thirty-first, except as specified 
under paragraph (G) of this rule. In the case of a NF or ICF-MR that begins participation 
after January first and ceases participation before December thirty-tirst of the same 
calendar year, the reporting period shall be the first day of participation to the last day of 
participation. ODJFS shall issue the appropriate software and an approved list of vendors 
for an electronically submitted cost report no later than sixty days prior to the initial due 
date of the cost report. For reporting purposes NFs and ICFs-MR, other tlsan state- 
operated facilities, shall use the chart of accounts for NFs and ICFs-MR as set forth in 
rules 5101 :3-3-42 and 51 01 :3-3-71 of the Administrative Code respectively, or relate its 
chart of accounts directly to the cost report. 

(A) For good cause, as deemed appropriate by ODJFS, cost reports may be submitted 
within fourteen days after the orignal due date if written approval from ODJFS is 
received prior to the original due date of the cost report. Requests for extensions 
must be in writing and explain the circumstances resulting in the need for a cost 
report ex tension. 

(1)  For purposes of this rule, "original due date" means each facility's cost report is 
due ninety days after the end of each facility's reporting penod. L'nless waived 
by ODJFS, the reponlng period ends as follows: 

(a) On the last day of the calendar year for the health care facility's year end cost 
report, except as provided in a patab~aph (G)(2) of this rule; or 
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(b) On the last day of medicaid participation or when the facility closes in 
accordance with rule 5 I01 :3-3-02(A)(1) of the Administrative Code; or 

(c) On the last day before a change of operator; or 

(d) On the last day of the new facility's or new provider's first three full calendar 
months of participation under the medicaid program which encompasses the 
first day of medicaid participation. 

(2) If a facility does not submit the cost report within fourteen days after the original 
due date, or by the extension date granted by ODJFS or submits an incomplete 
or inadequate report, ODJFS shall provide immediate written notice to the 
facility that its provider agreement will be terminated in thirty days unless the 
facility submits a complete and adequate cost report within thirty days of 
receiving the notice. 

(3) During the thirty day termination period or any additional time allowed for an 
appeal of the proposed termination of a provider aaeement, %for each day . . 
h a  complete and adequate cost report is a n o t  - 
received, the provider shall be assessed a late file penalty. The late file penalty 
shall be determined using the prorated medicaid days paid in the late file period 
multiplied by the pcnalty. The penalty shall be two doilars pet patient day 
adjusted each July first for inflation during the preceding twelve months as 
stated in division (A)(2) of section 51 11.26 of the Revised Code. The late file 
penalty period wiI1 begn @the date ODJFS 
issues its written notice and continue until the complete and ade~uate  cost report 
is received by ODJFS or the facility is terminated from the medicaid program, 
The late file penalty shall be a reduction to the medicaid payment. No penalty 
shall be imposed during a fourteen-day extension granted by ODJFS as specified 
in paragraph (A) of this rule. 

(B) An "Addendum for Disputed Costs" shall be an attachment to the cost report that a 
NF or ICF-MR may use to set forth costs the facility believes may he disputed by 
ODJFS. The costs stated on the xldendum schedule are to have been applied to the 
other schedules or attachments as instructed by the cost report andlor chart of 
accounts for the cost report penod in questron (either In the reimbursable or the 
nonreimbursable cost centers) Any costs reported by the facllrty on the addendum 
may be cons~dcred by ODJFS in establishing the fac~lity's prospective rate 
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(C) ODJFS shall conduct a desk review of each cost report it receives. Based on the desk 
review, the department shall make a prelim~nary determination of whether the 
reported costs are allowable costs. Before issuing the determination ODJFS shall 
notify the facility of any information on the cost report that requires further support. 
The facility shall provide any documentation or other information requested by 
ODJFS and may submit any information that it believes supports the reported costs. 
ODJFS shall notify each NF and ICF-MR of any costs preliminarily determined not 
to be allowable and provide the reasons for the determination. 

(1) The desk review is an analysis of the provider's cost report to determine its 
adequacy, completeness, and accuracy and reasonableness of the data contained 
therein. It is a process of reviewing information pertaining to the cost report 
without detailed verification and is designed to identify problems warranting 
additional review. 

(2) A facility may revise the cost report within sixty days after the original due date 
withotit the revised information being considered an amended cost report. 

(3) The cost report is considered accepted after the cost report has passed the desk 
review process. 

(4) Afier final rates have been issued, a provider who disagrees with a desk review 
decision may request a rate reconsideration. 

(D) During the time when a cost report is open for audit, the provider may amend the cost 
report upon discovery of a material error or matenal additional ~nformation~ && 
&%- 

,,,,,,t OD3FS shall not charge interest under division (B) 
of section 5 1 1 1.28 of the Revised Code based on any error or additional information 
that is not required to be reported under t h ~ s  paragraph. ODJFS shall revlew the 
amended cost report for accuracy and notlfy the provider of its determination .II 
accordance w ~ t h  section 51 11.27 of the Revzsed Code. S~nce  the audit detemlnes 
reasonable and allowable costs, a cost report cannot be amended once an audit has 
been completed. I-Iowever, should subsequent events occur or infornlat~on become 
available to the provider after the audit is completed that affects the costs for the cost- 
reporting penod, such -information may be submitted to ODJFS if the final settlement 
of the cost report penod has not been adjudicated. 
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(E) The a n ~ ~ u a l  cost report submitted by state-operated fac~lities shall cover the twelve- 
month perrod ending June thirt~eth of the preced~ng year, or portion thereof, if 
medicaid participation was less than twelve months. 

(F) Cost reports submitted by county and state-operated facilities may be completed on 
accrual basis accounting and generally accepted accounting principles unless 
otherwise specified in Chapter 5101 :3-3 of the Administrative Code. 

(G) Three-month cost reports: 

(1) Facilities and providers new to the medicaid program shall submit a cost report 
pursuant to paragraph (A)(l) of this rule for the period whch  includes the date 
of certification and subsequent three full calendar months of operations. The 
new provider of a facility that has a change of operator, on or after the effective 
date of this amendment shall submit a cost report within ninety days afler the 
end of the facility's first three full calendar months after the change of operator. 

(2) If a facility described in paragraph (G)(l) of this rule opens or changes operators 
on or after October second, the facility is not required to submit a year end cost 
report for that calendar year. 

(H) Providers are required to identify all known related parties as set forth under 
paragraph (BB) of rule 5 101 :3-3-01 of the .4dministrative Code. 

(I) Providers are required to identify all of the following: 

( I )  Each known individual, group of individuals, or organization not otherwise 
publicly disclosed who owns or has common ownership a s  set forth under 
paragraphs (BB) and (CC) of rule 5 101 :3-3-01 of the Administrative Code, in 
whole or in part, any mortgage, deed of m s t ,  property or asset of the faciliiy. 
When the facility or the common owner is a publicly owned and traded 
corporation, this information beyond basic identifying criteria is not required as 
part of the cost report but must be available within two weeks when requested. 
Publicly disclosed information must be available at the time of the audit; and 

(2 f Each corporate officer or  director, if the provider is a corporation; and 

(3) Each partner, if the provider is a partnership; and 
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(4) Each provider, whether participating in the medicare or medicaid program or not, 
which IS pan of an organization which is owned, or through any other device 
controlled, by the organization of which the provider is a part; and 

( 5 )  Any director, officer, manager, employee, individual, or organization having 
direct or indirect ownership or control of five per cent or more [see paragraph 
(H) of this rule], or who has been convicted of or pleaded guilty to a civil or 
criminal offense related to his involvement in programs established by Title 
XVIII (medicdre), Title XTX (medicaid), or Title XX (social services) of the 
Social Security Act, as amended (through 1/1/07); and 

(6) Any individual currently employed by or under contract with the provider, or 
related party organization, as defined under paragraph (H) of this rule, in a 
managerial, accounting, auditing, legal, or similar capacity who was employed 
by ODJFS, the Ohio department of health, the office of attorney general, the 
Ohio department of aging, the Ohio department of mental retardation and 
developmenta1 disabilities, the Ohio department of commerce or the industrial 
commission of Ohio within the previous twelve months. 

(J )  Providers are required to provide upon request all contracts in effect during the cost 
report penod for which the cost of the service from any individual or organization is 
ten thousand dollars or more in a twelve-month period; or for the services of a sole 
proprietor or partnership where there is no cost incurred and the imputed value of the 
service is ten thousand dollars or more in a twelve-month period, the audit provisions 
of 42 C.F.R. 420 subpart (D) (effective 12/30!82), apply to these contractors. 

(1 )  For purposes of this rule, "contract for sewice" is defined as the component of a 
contract that details services provided exciusive of supplies and equipment. It 
includes any contract which details services, supplies and equipment to the 
extent the value of the service component is ten thousand doliars or more w~thin 
a twelve-month period. 

(2) For purposes of this rule, "subcontractor" is defined a s  any ent~ty, ~nclud~ng an 
ind~vidual or individuals, who contract wlth a provider to supply a service, etther 
to the prowder or directly to the beneficiary, where rnedlca~d reimburses the 
provlder the cost of the servlce This includes organizat~ons related to the 
subcontractor that have a contract with the subcontractor for uhrch the cost or 
value IS ten thousand dollars or more In a twelve-month pertod. 
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(I() Financial, htistical and medical records (whlch shall be available to ODJFS and to 
the U S ,  department of health and human services and other federal agencies) 
supporting the cost reports or claims for services rendered to residents shall be 
retained for the greater of seven years after the cost report is filed if ODJFS issues an 
audit report, or six years after all appeal rights relating to the audit report are 
exhausted. 

(1) Failure to retain the required financial, statistical, or medical records, renders the 
provider liable for monetary damages of the greater amount: 

(a) One thousand dollars per audit; or 

(b) Twenty-five per cent of the amount by which the undocumented cost 
increased the medicaid payments to the provider, during the fiscal year. 

(2) Farlure to reta~n the required financial, statist~cal, or medical records to the extent 
that filed cost reports are unaud~table shall result In the penalty as spec~fied in 
paragraph (K)(l) of thls rule. Providers whose records have been found to be 
unauditable will be allowed sixty days to provide the necessary documentation 
If, at the end of the sixty days, the required records have been provrded and are 
determ~ned audltable, the proposed penalty will be withdrawn. If ODJFS, after 
revlew of the documentation submitted dur~ng the slxty-day per~od, determines 
that the records are still unauditable, ODJFS shall impose the penalty as 
specified tn paragraph (K)(l) of this rule. 

( 3 )  Rehsing legal access to fmancial, statistical, or medical records shall result in a 
penalty as specified In paragraph (K)(l) of this rule for outstand~ng medical 
sewlces until such time as the requested ~nformatlon is made available to 
ODJFS. 

(4) All requested financial, statisttcal, and medical records supporting the cost 
reports or cIa11ns for servlces rendered to residents shall be ava~labre at a 
location in the state of Ohio for facilities certified for participatton in the 
medicaid program by thts state wrthin at feast sixty days aiter request by the 
state or its subcontractors. The preferred Ohio Iocatlon is the facillry ~tself, but 
may be a corporate office, an accountant's office, or an attorney's office 
elsewl-rere in Ohlo This requirement, however, does not preclude the state or ~ t s  
subcontractors from the optzon of conducting the audlt andlor a revlew at the slte 
of such records ~f outside of Ohlo. 
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(.L) When completing cost reports, the following guideIines shall be used to properly 
classify costs: 

(1)  All depreciable equipment valued at five hundred dollars or more per item and a 
useful life of at least two years or more, is to be reported in the capital cost 
component set forth under the Administrative Code. The costs of equipment 
acquired by an operat~ng lease, including vehicles, executed before December 1, 
1992, may be reported in the ancillary!support. cost component for NFs and 
ind~rect care cost component for ICFs-MR if thc costs were reported as 
administrative and general costs on the facility's cost report for the reporting 
period ending December 3 1, 1992, until the current lease term expires. The costs 
of a n y  equipment leases executed before December 1, 1992 and reported as 
capital costs, shall continue to be reported under the capital cost component. The 
costs of any new leases for equipment executed on or after December 1, 1992, 
shall be reported under the capital costs component. Operating lease costs fbr 
equipment, which result from extended leases under the provision of a lease 
option negotiated on or after December 1, 1992, shall be report.cd under the 
capital cost component. 

(2) Except for employers' share of payroll taxes, workers compensation, employee 
fringe benefits, and home office costs, allocation of commonly shared expenses 
across cost centers shall not be allowed. Wages and benefits for staff ~rtcludlng 
related part~es who perform duties directly related to functions performed in 
more than one cost center which would be expended under separate cost centers 
if performed by separate staff may be expended to separate cost centers based 
upon documented hours worked, provided the facility maintains adequate 
documentation of hours worked in each cost center. For example, the salary of 
an aide who is assigned to bathing and dressing chores in the early hours but 
works m the kitchen as a dietary aide for the remainder of the shift may be 
expended to separate cost centers provided the facility maintains adequate 
documentat~on of hours worked in each cost center. 

(3)  The costs of resident transport vehicles are reported under the capital cost 
component. Maintenance and repairs of these vehicles is reported under the 
anciliary/suppurt cost component for NFs and the indlrect care cost component 
for ICFs-MR. 
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5101:3-3-21          Audits of nursing facilities (NFS) and intermediate care facilities 
for the mentally retarded (ICFS-MR). 

 
 
(A) The Ohio department of human services (ODHS)job and family services (ODJFS) 

may conduct audits of the  ODHS 2524JFS 02524 medicaid NF and ICF-MR cost 
report in accordance with Chapter 119. of the Revised Code, and shall notify the NF 
or ICF-MR of its audit findings. 

 
(1) Until an audit is conducted or until three years have elapsed since the cost report 

was filed with ODHSODJFS, whichever is earlier, a facility may amend the cost 
report as set forth in the final rate recalculation provision pursuant to section 
5111.28 of the Revised Code and rule 5101:3-3-20 of the Administrative Code. 
The amended cost report shall be submitted to ODHSODJFS in duplicate on the 
appropriate ODHS 2524JFS 02524 cost report forms. 

 
(2) ODHSODJFS may establish a contract for the auditing of facilities by outside 

firms. Each contract entered into by bidding shall be effective for one to two 
years. ODHSODJFS shall establish an audit manual and program which shall 
require that all field audits, conducted either pursuant to a contract or by ODHS-
ODJFS employees: 

 
(a) Comply with applicable rules prescribed pursuant to title XVIII and XIX of 

the "Social Security Act," 49 Stat. 620 (1935), 42 U.S.C.A. 301, as 
amended; and 

 
(b) Consider generally accepted auditing standards prescribed by the American 

institute of certified public accountants; and 
 

(c) Include a written summary as to whether the costs included in the report 
examined during the audit are allowable and are presented fairly in 
accordance with generally accepted accounting principles and ODHS-
ODJFS rules, whether in all material aspects, allowable costs are 
documented, reasonable, and related to patient care; and 

 
(d) Are conducted by ODHSODJFS employees or accounting firms who, during 

the period of the professional engagement or employment and during the 
period covered by the financial statements, do not have nor are committed 
to acquire any direct or indirect financial interest in the ownership, 
financing, or operation of a nursing facility or intermediate care facility for 
the mentally retarded in this state; and 

 
(e) Are conducted by ODHSODJFS employees or accounting firms who, as a 

condition of the contract or employment, shall not audit any facility that has 
been a client of the firm or an ODHSODJFS employee; and 
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(f) Are conducted by ODHSODJFS employees or auditors who are otherwise 
independent as determined by the standards of independence established by 
the American institute of certified public accountants; and 

 
(g) Are completed within the time period specified by ODHSODJFS; and 

 
(h) Provide to the facility complete written interpretations which explain in 

detail the application of all relevant contract provisions, regulations, 
auditing standards, rate formulae, and ODHSODJFS policies, with 
explanations and examples, that are sufficient to permit the facility to 
calculate with reasonable certainty those costs that are allowable and the 
rate to which the facility is entitled. 

 
(B) ODHSODJFS shall prepare a written summary of any audit disallowance set forth in 

paragraph (A) of this rule. Where the facility is pursuing judicial and administrative 
remedies in good faith regarding the disallowance or finding,  ODHSODJFS shall not 
withhold from the facility's current payments any amounts the department claims to 
be due from the facility set forth in the final rate recalculation provision pursuant to 
section 5111.28 of the Revised Code. 

 

snodgr
Attachment 4.19D
Supplement 2
Page 2 of 2

HOGANA
Text Box
5101:3-3-21

HOGANA
Text Box
TN#  02-010           Approval Date  9/24/02
Supersedes
TN#  94-07              Effective Date 7/4/02

HOGANA
Line

HOGANA
Line

HOGANA
Line

HOGANA
Line



                                                                                                                                            
                                                                                                                            Page 1 of 2 

    TN# 06- 010      Approval Date 05/17/07 
                                   Supersedes 
         TN#    02-010      Effective Date 07/01/06 

5101:3-3-22 Rate recalculations, interest on overpayments, penalties, 
         repayment of overpayments, and deposit of repayment of 
         overpayments for nursing facilities (NFs) and intermediate 
         care facilities for the mentally retarded (ICFs-MR). 

 
(A) If the provider properly amends its cost report under rule 5101:3-3-20 of the 
Administrative Code, the Ohio department of job and family services (ODJFS) 
makes a finding based on an audit under rule 5101:3-3-21 of the Administrative 
Code, or ODJFS makes a finding based on an exception review of resident 
assessment information conducted under section 5111.27 of the Revised Code after 
the effective date of the rate for direct care costs that is based on the assessment 
information any of which results in a determination that the provider has received a 
higher rate than it was entitled to receive, ODJFS shall recalculate the provider's 
rate using the revised information. ODJFS shall apply the recalculated rate to the 
periods when the provider received the incorrect rate to determine the amount of 
the overpayment. The provider shall refund the amount of the overpayment. In 
addition to requiring a refund under this rule, ODJFS may charge the provider 
interest at the applicable rate specified in this rule from the time the overpayment 
was made. 
 
(1) If the overpayment resulted from costs reported for calendar year 1993, the 
interest shall be no greater than one and one-half times the average bank 
prime rate. 
 
(2) If the overpayment resulted from costs reported for subsequent calendar years: 
 
(a) The interest shall be no greater than two times the average bank prime rate 
if the overpayment was equal to or less than one per cent of the total 
medicaid payments to the provider for the fiscal year for which the 
incorrect information was used to establish a rate. 
 
(b) The interest shall be no greater than two and one-half times the average 
bank prime rate if the overpayment was greater than one per cent of the 
total medicaid payments to the provider for the fiscal year for which the 
incorrect information was used to establish a rate. 
 
(3) ODJFS shall determine the average bank prime rate using statistical release 
H.15, "Selected Interest Rates," a weekly publication of the federal reserve 
board, or any successor publication. If statistical release H.15, or its successor 
ceases to contain the bank prime rate information or ceases to be published, 
ODJFS shall request a written statement of the average bank prime rate from 
the federal reserve bank of Cleveland or the federal reserve board. 
 
(B) ODJFS also may impose the following penalties: 
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(1) If a provider does not furnish invoices or other documentation that ODJFS 
requests during an audit within sixty days after the request, no more than the 
greater of one thousand dollars per audit or twenty-five per cent of the 
cumulative amount by which the costs for which documentation was not 
furnished increased the total medicaid payments to the provider during the 
fiscal year for which the costs were used to establish a rate; 
 
(2) If an owner fails to provide notice of sale of the facility closure, voluntary 
withdrawal or voluntary termination of participation in the medical assistance 
medicaid program, or change of operator as required by rules 5101:3-3-51.6 
and 5101:3-3-84.5 of the AdministrativeRevised Code, no more than the 
current average bank prime rate plus four per cent of the last two monthly 
payments. 
 
(C) If the provider continues to participate in the medical assistance medicaid program, 
ODJFS shall deduct any amount that the provider is required to refund under this 
rule, and the amount of any interest charged or penalty imposed under this rule, 
from the next available payment from ODJFS to the provider. ODJFS and the 
provider may enter into an agreement under which the amount, together with 
interest, is deducted in installments from payments from ODJFS to the provider. 
 
(D) ODJFS shall transmit refunds and penalties to the treasurer of state for deposit in the 
general revenue fund. 
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5101:3-3-24.1          Rate adjustments for nursing facilities (NFS)(NFs) and 
intermediate care facilities for the mentally retarded (ICFS-MR)-
(ICFs-MR): government mandates. 

 
 
A NF, ICF-MR, or a group or association of facilities may request adjustment of a 
prospective rate established under rules 5101:3-3-01 to 5101:3-3-99 of the Administrative 
Code to account for the reasonable, additional costs that must be incurred by a facility or 
facilities to comply with the requirements of a government mandate. 
 
(A) A government mandate includes and is limited to the following: 
 

(1) Federal statutes, rules, or policies enacted or amended after January 1, 1992; and 
 

(2) State statutes, rules or policies enacted or amended after January 1, 1992; and 
 

(3) Orders issued by the state of Ohio fire authorities; and 
 

(4) Orders issued by the applicable local fire authorities. 
 
(B) For orders issued by state or local fire authorities, the following provisions shall 

apply: 
 

(1) A rate adjustment shall be requested in accordance with the following 
procedures: 

 
(a) The request for a rate adjustment shall be filed in writing; and 

 
(b) The request for a rate adjustment shall be filed before the end of the fiscal 

year in which the rate is paid; and 
 

(c) The request for a rate adjustment shall be addressed to long term care, office 
of medicaid, rate adjustments"Ohio Department of Jobs and Family 
Services, Ohio Health Plans, Bureau of Long Term Care Facilities, 
Reimbursement Section"; and 

 
(d) The request for a rate adjustment shall include a copy of the order of the state 

or local fire authorities; and 
 

(e) The request for a rate adjustment shall include appropriate documentation of 
the costs that are incurred as a result of the government mandate. A three-
month cost report covering the applicable cost center and reflecting the 
additional costs to be incurred must be filed in accordance with the 
following requirements: 

 
(i) The three-month cost report filed must include a trial balance; and 
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(ii) If the requested rate adjustment affects cost of ownership or renovations 

reimbursement, actual cost data for the three- month period 
immediately preceding the date the assets are placed in service must be 
reported on the three- month cost report. Capital costs must be restated 
to reflect the impact of the capital additions, using actual depreciation 
and amortization tables. The depreciation and amortization tables that 
support the information on the cost report shall be filed with the cost 
report. The computation restating capital costs shall be filed with the 
cost report; and 

 
(iii) If the cost increase affects any other cost center, actual data must be 

filed on the three-month cost report. 
 

(2) A rate adjustment will not be granted if the additional costs to be incurred should 
have been incurred previously to comply with existing licensure and 
certification standards unless the facility can demonstrate a change in the on-
going interpretation of the applicable standard; and 

 
(3) ODHSODJFS shall respond in writing to each request for a rate adjustment 

pursuant to paragraph (B) of this rule within sixty days of the receipt of the 
written request. If ODHSODJFS requests additional information to determine 
whether a rate adjustment is warranted, ODHSODJFS shall respond in writing 
within sixty days of the receipt of the additional information; and 

 
(4) The effective date of a rate adjustment pursuant to paragraph (B) of this rule shall 

be determined at the discretion of ODHSODJFS, but no later than the first day 
of the first month after the reimbursable expenses begin to be incurred. 

 
(C) For government mandates which affect a specific class of NFSNFs or ICFs-MR 

operating in the state of Ohio, the provisions set forth under paragraph (C) of this 
rule shall apply. For purposes of this rule, a "specific class of NF'sNFs or ICF's-MR-
ICFs-MR" is a group of facilities with a common characteristic or set of 
characteristics that is the focus of the government mandate. 

 
(1) A rate adjustment shall be requested in accordance with the following 

procedures: 
 

(a) The request for a rate adjustment shall be filed in writing; and 
 

(b) The request for a rate adjustment shall be filed before the end of the fiscal 
year in which the rate is paid; and 

 
(c) The request for a rate adjustment shall be addressed to long term care, office 

of medicaid, rate adjustments"Ohio Department of Jobs and Family 
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Services, Ohio Health Plans, Bureau of Long Term Care Facilities, 
Reimbursement Section"; and 

 
(d) The request for a rate adjustment shall include appropriate documentation of 

the legal requirement necessitating the rate adjustment. If the legal 
requirement is the result of a new federal or state statute or rule, a complete 
citation to the applicable provision or provisions shall constitute appropriate 
documentation of the legal requirement; and 

 
(e) The request for a rate adjustment shall include appropriate documentation of 

the costs that are incurred as a result of the government mandate. This 
documentation shall detail actions to be taken in response to the government 
mandate, the relationship of these actions to the government mandate, and 
the costs of these actions. 

 
(2) A rate adjustment will not be granted if the additional costs to be incurred should 

have been incurred previously to comply with existing licensure and 
certification standards unless the facility can demonstrate a change in the on-
going interpretation of the applicable standard; and 

 
(3) ODHSODJFS shall respond in writing to each request for a rate adjustment 

pursuant to paragraph (C) of this rule within sixty days of the receipt of the 
written request. If ODHSODJFS requests additional information to determine 
whether a rate adjustment is warranted, ODHSODJFS shall respond in writing 
within sixty days of the receipt of the additional information; and 

 
(4) The effective date of a rate adjustment pursuant to paragraph (C) of this rule shall 

be determined at the discretion of ODHSODJFS. 
 
(D) The decision of the ODHSODJFS in response to a request for rate adjustment is 

subject to appeal to the director of ODHSODJFS within thirty days of notification to 
the provider or group of provider's of the decision made by ODHSODJFS. The 
decision of ODHSODJFS is not subject to appeal pursuant to Chapter 119. of the 
Revised Code. 
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5101:3-3-26          Nursing facilities (NFs) and intermediate care facilities for the 
mentally retarded (ICFs-MR): implementation of timely rates. 

 
 
(A) The department of human services (ODHS)job and family services (ODJFS) shall 

make its best efforts each year to calculate rates under Chapter 5101:3-3 of the 
Administrative Code in time to use them to make the payments due to NFs and ICFs-
MR by the fifteenth day of August. If ODHSODJFS is unable to calculate the rates 
so that they can be paid by that date, ODHSODJFS shall pay each NF or ICF-MR the 
rate calculated for it under Chapter 5101:3-3 of the Administrative Code at the end 
of the previous fiscal year. If ODHSODJFS also is unable to calculate rates to make 
the payments due by the fifteenth day of September and the fifteenth day of October, 
ODHSODJFS shall pay the previous fiscal year's rate to make those payments. -
ODHSODJFS may increase by five per cent the previous fiscal year's rate paid to 
any NF or ICF-MR pursuant to this rule at the request of the NF or ICF-MR. ODHS-
ODJFS shall use rates calculated for the current fiscal year to make the payments due 
by the fifteenth day of November. 

 
(B) If the rate paid to a NF or ICF-MR pursuant to this rule is lower than the rate 

calculated for it for the current fiscal year, ODHSODJFS shall pay the NF or ICF-
MR the difference between the two rates for the number of days for which the NF or 
ICF-MR was paid pursuant to this rule. If the rate paid to a NF or ICF-MR pursuant 
to this rule is higher than the rate calculated for it for the current fiscal year, the NF 
or ICF-MR shall refund to ODHSODJFS the difference between the two rates for the 
number of days for which the NF or ICF-MR was paid pursuant to this rule. 

 

HOGANA
Text Box
TN# 03-017       Approval Date 4/5/04
Supersedes
TN# 98-19         Effective Date 9/12/03

HOGANA
Line

HOGANA
Line

HOGANA
Line

HOGANA
Line

snodgr
Attachment 4.19D
Supplement 2
Page 1 of 1



Attachment 4.19D 
Supplement 2 

Page 1 of 2 

5101:;-3-71 Intermediate care facilities for the mentally retarded (ICFs-MR): 
chart of accounts. 

(A) The Ohio department of job and family services (ODES) requires that all facilities 
file cost reports annually to comply with section 5 1 1 1.26 of the Revised Code. 

(1) The use of the chart of accounts in table 1 to table 8 of appendix A to this rule 
is recommended to establish the minimum level of detail to allow for cost 
report preparation. 

( 2 )  If the recommended chart of accounts is not used by the provider, it is the 
responsibility of the provider to relate its chart of accounts directly to the cost 
report. 

(3) Where a chart of accounts number has sub-accounts, it is recommended that 
the sub-accounts capture the information requested so that the information 
will be broken out for cost reporting purposes. 

(4) For example, when revenue accounts appear by payor type, it is required that 
those charges be reported by payor type where applicable; when salary 
accounts are differentiated between "supervisory" and "other", it is required 
that this level of detail be reported on the cost report where applicable. 

(B) While the chart of accounts facilitates the level of detail necessary for medicaid cost 
reporting purposes, providers may find it desirable or necessary to maintain their 
records in a manner that allows for greater detail than is contained in the 
recommended chart of accounts. 

( I )  The recommended chart of accounts allows for a range of account numbers 
for a specified account. 

(2) For example, account 1001 is Iisted for petty cash, with the next account, 
cash, beginning at account 1010. Therefore, a provider could delineate sub- 
accounts 1010-1, 1010-2, 1010-3, 1010-4, to 1010-9 as separate cash 
accounts. Providers need only use the sub-accounts applicable for their 
facility. 

(C) Within the expense section (tables 5, 6,  and 7), accounts identified as "salary" 
accounts are only to be used to report wages for facility employees. 
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(1) Wages are to include wages for sick pay, vacation pay and other paid time 
off, as well as any other compensation to be paid to the employee. 

(2) Expense accounts identified as "contract" accounts are only to be used for 
reporting the costs tncurred for services performed by contracted personnel 
employed by the facllity to do a service that would othenvise he performed by 
personnel on the facility's payroll. 

(3) Expense accounts identified as "purchased nursing services" are only to be 
used for reporting the costs incurred for personnel acquired through a nursing 
pool agency. 

(4) Expense accounts designated as "other" can be used for reporting any 
appropriate non-wage expenses, including contract services and supplies. 

(D) Completion of the cost report as required in section 51 11.26 of the Revised Code 
will require that the number of hours paid be reported (depending on facility type 
of control, on an accrual or cash basis) for all salary expense accounts. Providers' 
record keeping should include accurnulatlng b u r s  paid consistent with the salary 
accounts included w i t h  the recommended chart of accounts 
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TABLE 1 
BALANCE SHEET ACCOUNTS-ASSETS 

CURRENT ASSETS 

1001 Petty Cash 

1010 Cash in Bank 

1010.1 - General Account 
,1010.2 - Payroll account 
1010.3 - Savings account 
1010.4 - Imprest cash funds 
1010.5 - Cert~ficates o f  deposlt 
1010.6 - Money market 
1010.7 - Resident funds 

These cash accounts represent the amount of cash deposited in banks or 
financial institutions. 

1030 Accounts Receivable 

1030.1 - Private 
1030.2 - Medicare 
1030.3 - Medicaid 
1030.4 - Other Payors 

'The bdances rn these accounts represent the amounts due the LTCF for 
sen  ices del~vered andlor supplies sold. 

1040 Allowance for tJncoIlectlble Accounts Keceivabte 

This account represents the estimated amount of uncollect~ble receivables. 
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1050 Notes Receivable 

This account represents notes receivable due on demand, or that portion of 
nates due within twelve (12) months of the balance sheet date. 

1060 Allowance for Uncollectible Notes Receivable 

This account represents the estimated amount of uncollectible notes 
receivables. 

1070 Other Receivables 

1070.1 - Employees 
1070.2 - Sundry 

1080 Cost Settlements 

1080.1 - Medicare 
1080.2 - Medicaid 

These accounts represent amounLs due provider from current or prlor 
unsettled cost reporting periods. 

1090 Inventories 

1090.1 - Medical and program supplies 
1090.2 - Dietary 
1090.3 - Gift shop 
1090.4 - Housekeeping suppl~es 
1090.5 - 1,aundx-y and linen 
1090.6 - Maintenance 

These accounts represent the cost of unused I-TCF suppkies. 
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1 1 OO Prepaid Expenses 

1100.1 - Insurance 
1100.2 - Interest 
1100.3 - Rent 
1100.4 - Pension plan 
1100.5 - Service contract 
1100.6 - Taxes 
1100.7 - Other 

These accounts represent payments for costs which will be charged to 
future accounting periods. 

1 1 10 Short - Term Investments 

1110.1 - US.  Government securities 
1110.2 - Marketable securities 
1 t 10.3 - Other 

1 120 Special Expenses 

1120.1 - Telephone systems 
1120.2 - Prior authorized medical equipment 

LJnamortized cost of telephone systems and prior authorized medical 
equipment. Amortized cost of telephone systems acquired before 12/1/92, 
if the costs were reported as administrative and general on the facility's 
cost report for the period ending 12i3 1/92, should be reported in account 
7225. 

_ . . . . . .. .- 
i sT/rr E . . , .O e,! % ~,-~-~- . . -  ---. ! 

r--- -----: 
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1200 Property, Plant and Equipment 

- Land 
- Land improvements 
- Building and building improvements 
- Equipment 
- 'I'ransportation equipment 
- Leasehold improvements 

Financing cost - cost of issuing bonds, underwriting 
fees, closing costs, mortgage points, etc. 

- Assets under capital lease - prior to 5/27/92 
- Assets under capital lease - on or after 5/27/92 

1250 Accumulated Depreciation and Amortization - Prop., Plant & Equip 

- Land lmprovements 
- Bullding and budding lmprovements 
- Equipment 
- Transportation equipment 
- Leasehold improvements 
- Financing cost-cost of issuing bonds, undenvrrting 

fees, closing costs, mortgage points, etc 
- Assets under capital lease - prior to 5/27/92 
- Assets under capital lease - on or after 5/27/92 

1300 Renovations 
As defined in the Ohlo Revised Code (ORC). 

1300.1 - Building and building improvetner~ts 
1300.2 - Equipment 
1300.3 - 1,easehold improvements 
1300.4 - Financing Cost - cost of issuing bonds, 

underwriting fees, closing costs, mortgage points, 
etc. 

1300.9 - Assets under capital lease - prior to 5i27i92 
1300.10 - Assets under capital lease - on or after 5/27/92 

. .-_. .__." ..*- ---.,. - 1 - 1 - 4 + - - - - 9  ~ ~ ~ ~ ~ ~ : . -  O-H I C) .,--.-.-.- 1 
% 3 DATE REG L) =----,.---.,--.-- 

- ,, 
T~ATE App\j,ni IJ(.L('~ - 6 --.= ----- -., ---.- A 

I 
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1350 Accumulated L>epreciation and Amortization - Renovations 

1350.1 - Building and building improvements 
1350.2 - Equipment 
1350.3 - Leasehold improvements 
1350.4 - Financing cost - cost of issuing bonds, underwriting 

fees, closing costs, mortgage points, etc. 
1350.9 - Assets under capital lease - prior to 5/27/92 
1350.10 - Assets under capital lease - on or after 5/27/92 

OTHER ASSETS 

1400 Non-Current Investments 

1400.1 - Certificates of deposit 
1400.2 - U.S. Government securities 
1400.3 - Bank savings account 
1400.4 - Marketable securities 
1400.5 - Cash surrender value of insurance 
1400.6 - Replacement reserve 
1400.7 - Funded depreciation 

1410 Deposits 

1410.1 - Workers' compensation 
1410.2 - Leases 
1410.3 - Other 

1420 Due From Owners!Offrcers 
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1430 Deferred Charges and Other Assets 

l430.1 - Escrow accounts 
1430.2 - Deferred loan costs and finance charges except 

property, plant and equipment 
1430.3 - Organization expenses 
14304 - Cioodwill 
1430.5 - Start-up costs 

1440 Notes Receivable - Long Term 

'This account represents notes receivable or portion thereof due more than 
twelve (12) months from balance sheet date. 

,- ,..- ,,- i I T i -  . . - i I 
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TABLE 2 
BALANCE SHEET ACCOUNTS - LIABILITIES 

CURRENT LIABILITIES 

20 10 Accounts Payable 

2010.1 - Trade 
2010.2 - Resident deposits-private 
2010.3 - Resident funds 

These accotlnts represent amounts due to vendors, creditors, and residents 
for services and supplies purchased, which are payable within one ( I )  year 
of the balance sheet date. 

2020 Cost Settlements 

2020.1 - Medicare 
2020.2 - Medicaid 

'l'hese accounts represent amounts due to rnedlcare or rned~ca~d from 
current or prior unsettled cost reporting periods 

2030 Notes Payable 

2030.1 - Notes payable - vendors 
2030.2 - Notes payable - bank 
2030.3 - Notes payable - other 

These accounts represent amounts due vendors and banks, evidenced by 
promissory notes, payable on demand, or due avith~n one year of the 
balance sheet date. 
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2040 Current Portion of Long Term Debt 

This account represents the principal of notes, loans, mortgages, capital 
lease obligations or bonds due within hvelve (12) months of the balance 
sheet date. 

2050 Accrued Compensation 

2050.1 - Salaries and wages 
2050.2 - Vacations 

'2050.3 - Sick leave 
2050.4 - Bonuses 
2050.5 - Pensions - retirements plans 
2050.6 - Profit sharing plans 

2060 Payroll Related Withholding and Liabilities 

Federal income 
FICA 
State 
Local income 
EmpIoyer's portion of FIC'A/medicare taxes or 
OPERS 
Group Insurance premium 
State unemployment taxes 
Federal unemployment taxes 
Worker's compensation 
Union dues 

HCFA 779 ............... 1 - .. ............ ---.. ........................ 
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2080 Taxes Payable 

2080.1 - Real estate 
2080.2 - Personal property 
2080.3 - Federal income tax 
2080.4 - State income taxifranchise tax 
2080.5 - Local income tax 
2080.6 - Sales taxes 
2080.7 - Other taxes 

2090 Other Liabilities 

2090.1 - Accrued interest 
2090.2 - Dividends payable 
20C)0.3 - Other 
2090.4 - Franchise permit fee 

I.ONG TERM L,IABILITlES 

24 I0 Long Term Debt 

2410.1 - Mortgages 
2410.2 - Bonds 
2410.3 - Notes payable 
2410.4 - Construction loans 
2310.5 - Capital lease obligations 
2410.6 - Life insurance policy loan 

These accounts reflect Irabllitwx that have matinty dates extend~ng 
beyond one ( 1 )  year after the balance sheet date 
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2420 Related Party Loans 
Interest allowable under medicare guidelines. 

2430 Related Party Loans 
Interest non-allowable under medicare guidelines 

2440 Non-Interest Bearing Loans From Owners 
See the "Centers for Medicare and Medicaid Services (CMS) Publication 
15-1," section 1210 (REV. 11/05). 

2450 Deferred Liabilities 

2450.1 - Revenue 
2450.2 - Federal income taxes 
2450.3 - State income taxes 
2450.4 - Local income taxes 
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TABLE 3 

BALANCE SHEET ACCOCrNT-CAPITAL 

This account represents the difference between total assets and total liabilities for 
the reporting entity. This account includes capital of for-profit entities and not- 
for-profit entities (hnd balance). It also represents the net effect of all the 
kansactions within account balances, including but not limited to contributions, 
distributions, transfers between funds and current year profit or loss. In addition, 
it represents capital s twk and associated accounts. 

3000 Capital 

. . .  
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TABLE 4 
KEVENlJE ACC:OUNTS 

ROUI'INE SERVICE REVENUES 

5010 Room and Board - Private 
50 1 1 Room and Board - Medicare 
5012 Room and Board - Medicaid 
50 13 Room and Board - Veterans 
5014 Room and Board - Other 

ANCILL,ARY SERVICE REVENUES 

5020 Physlcal Therapy 
5030 Occupat~onal Therapy 
5040 Speech Therapy 
5050 Audiology Therapy 
5060 Respiratory Therapy 
5070 Med~cal Supphes - Med~care 

Items whlch arc blflable to medicare regardless of payor type 

5070 1 - Medicare %Medicaid 
5070.2 - Medicare B-Other 
5070.3 - Private 
5070.4 - Medicare A 
5070.5 - Veterans 
5070.6 - Other 
5070.7 - Medicaid 

5080 MedicaI Supplies - Routine 
Medicaid allowable supplies which are not bi1Iable to medicare regardless 
of payor type. 

____l,."__ _ . _" -_-*_-,. ,. ,. L. ....- - L - J  i ..- .- - - -.. * i [ STAT t -.. -. .o t\.\~)- ~ ......-- . ; 1 
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5090 Medical Minor Equipment - Medicare 
Items which are billable to medicare regardless of payor type. 

5090.1 - Medicare R-Medicald 
5090.2 - Medicare B-Other 
5090.3 - Private 
5090.4 - Medicare A 
5090.5 - Veterans 
5090.6 - 0 ther 
5090.7 - Medicaid 

5100 MedicaI Minor Equipment - Routine 
Medicaid allowable equipment which are not billable to medicare 
regardless of payor type. 

51 10 Enteral Nutrition Therapy - Medicare 
[terns which are billable to medicare regardless of payor type. 

5110.1 - Medicare B-Medicaid 
5110.2 - Medicare R-Other 
5110.3 - Private 
5110.4 - Medicare A 
5110.5 - Veterans 
5110.6 - Other 
5110.7 - Medicaid 

5 120 Enteral Nutrition Therapy - Routine 
lLledicaid allowable enterals which are not billable to medicare regardless 
of payor type. 

5 130 E-fab11itatlon Supplies 
5 140 Incontrnence Supply 
5 150 Personal Care 
5 160 I aundry S e w ~ c e  - Rout~ne , . , . . . - . . . - .  ." 
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OTFIER SERVICE REVENIES 

?hest: accounts represent other charges for services as well as for certain services 
not covered by the medicaid program. 

Dry Cleaning Service 
Communications 
Meals 
Barber and Beauty 
Personal Purchases - Residents 
Radiology 
Iaboratory 
Oxygen 
Legend Drugs 
Other, Specify 

NON-OPERATING REVENUES 

Management Senllces 
Cash Discounts 
Rebates and Refunds 
Gift Shop 
Vending Machlne Revenues 
Vending Machrne Commissions 
Rental-Space 
Rental-Equ~pment 
Rental-Other 
Interest Income - Working f aprtal 
Interest Income - Restricted Funds 
Interest Income - Funded I>epreciat~on 
Interest Income - Related Party Revenue 
Interest Income - Conn~butrons 

5630 Endowments 
__l_l__,_ ,_ _,_ _ _ _  __ -. _ . . --.._-. -l-..l---- ----- 

5640 CiainiI,oss on Disposal of Assets \ 

5650 GainiZ,oss on Sale of Investments STATE ._.- .. Q PI IO .----..- -.-. , i 
I 

I i 
".. . , 

5670 Unrestricted C'ontributions [ I A T t  RQC ! ' i .  -.._.,.--A-p... ---- --.-. 1 I :  
i 
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DED'LJC'I'IONS FROM REVENUES 

57 10 Contractual Allowance - Medicare 
5720 Contractual Allowance - Medicaid 

5730 Contractual Allowance - Other 
A single account which is the sum of 5710,5720 and 5'30 can be 
maintained by those LTCFs that do not record contractual allowances by 
payment source. Detail supporting this singIe account must be available. 

5740 Charity Allowance 

........ "- . . _ . . . . _ . . . . . . . . .  .... 
i 
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TABLE 5 
OTHER PROTECTED COST 

MEDICAL SUPPLIES 

Medical supplies - items which are disposable, or have a limited life expectancy, 
including but not limited to: a t o m i ~ ~ r s  and nebulizers, catheters, adhesive backed 
foam pads, eye shields, hypodermic syringes and needles. Routine nursing supplies 
such as: isopropyl alcohol, analgesic rubs, antiseptics, cotton balls and applicators, 
elastic support stockings, dressings (adhesive pads, abdominal pads, gauze pads and 
rolls, eye pads, stockinette), enema administration apparatus and enemas, hydrogen 
peroxide, glycerin swabs, lubricating jellies (Vaseline, KY Jelly, etc.), plastic or 
adhesive bandages (e.g. Band-Aids), medical tape, tongue depressors, tracheotomy 
care sets and suction catheters, tube feeding sets and component supplies, over the 
counter drugs, etc. (excludes incontinence supplies, entcrals, and all itenis that are 
directly billed by supplier to medicare and medicaid.) 

For those facrlities partlclpating in medicaid and not in medicare, all medical 
supplles are to be classified in account 6001. For those facilities participating in both 
the medicare and rned~caid programs, medical supplies must be categorized and 
classified as follows: 

6000 Medical Supplies Billable to Medicare 
Medical supplies for facilities participating in medicare which are billable to 
medicare regardless of payor type. 

600 1 Medical Supplies Non-Billable to Medicare 
Medical suppIies for facilities not participating in medicare, as well as 
medical supplies for facilities which are not billable to medicare regardless 
of payor type. 

6003 Oxygen 
Oxygen defined as emergency stand-by oxygen only; all other oxygen should 
be directly billed by supplier to medicaid 
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MEDICAL !MINOR EQUIPMENT 

Medical minor equipment limited to: enteral pumps, bed cradles, headgear, heat 
cradles, hernial appliances, splints, traction equipment, hypothermia or hyperthemia 
blankets, egg crate mattresses, and gel cushions.'Medical equipment that does not 
qualify for the facility asset capitalization policy and is not included in this group 
should be reported in minor equipment, account 7350. 

For those facilities participating in medicaid and not in medicare, all medical minor 
equipment should be classified in account 6006. For those facilities participating in 
both the medicare and medicaid programs, medical minor equipment must be 
categorized and classified as follows: 

6005 Medical Minor Equipment Billable to Medicare 
Medical minor equipment for facilities participating in medicare which are 
billable to medicare regardless of payor type. 

6006 Medical Minor Equipment Non-Billable to Medicare 
Medical minor equipment for facilities not participating in medicare, as well 
as medical minor equipment for facilities which are not billable to medicare 
regardless of payor type. 
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UTI1,ITY EXPENSES 

6020 Heat, Light, Power 
Services provided to furnish heat, light and power. ('Ihis account does not 
include costs associated with on-site salaries or maintenance of heat, light, 
power.) 

6030 Water and Sewage 
Services provided to furnish water and sewage treatment for facilities without 
on-site water and sewage plants. For facilities which have on-site water and 
sewer plants, this account includes the costs associated with the maintenance 
and repair of such operations, including the EPA test. The supplies are 
limited to: expendable water and sewage treatment and water softener 
supplies, which are used on the water and sewer system. Payroll taxes and 
fringe benefits should be reported under accounts 6054 and 6056, 
respectively. 

6030.1 - Water and sewage salary 
6030.2 - Water and selvage other 

6040 Trash and Refuse Removal 
Services provided to furnish trash and refuse removaf, including grease brap 
removal fees. (This excludes housekeeping items such as trash bags.) 

6050 Hazardot~s Medical Waste Collection 
Contract semces provided to furn~sh hazardous waste collection bags, 
containers and removal service. 
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PAYROLL, 'FAXES, FRINGE BENEFITS, AND S'I'AE'F DEVELOPMENT 

6054 Payroll Taxes 
Other protected payroll related expenses incurred which are: employer's 
portion of FICA taxes or Ohio Public Employees Retirement System 
(OPERS); state unemployment taxes or self insurance fitnds for 
unemployment compensation as stated in "CMS Publication 15-1," section 
21 22.6 (REV. 1 1/05); and federal unemployment taxes (excludes purchased 
nursing). 

6055 Workers Compensation 
Other protected premiums incurred by the facility for state of Ohio Bureau of 
Workers' Compensation or self insurance program as stated in "CMS 
Publication 15-1," section 2 122.6 (REV. 1 1/05) (excludes purchased 
nursing). 

6056 Employee Fnnge Benefits 
Other protected fringe benefits such as. medical and life Insurance premiums 
or self Insurance funds, employee stock option program, pension and profit 
shanng, personal use of autos, employee moculat~ons, employee assistance 
program, and employee meab, as defined In "CMS Publ~cation 15-1," sectlon 
2144 (REV. 11/05) If fringe benefits are d~scrrminatory to owners and 
related parties, they are cons~dered part of cornpensatton (This account 
excludes purchased nurs~ng as well as vacat~on and s ~ c k  pay salary ) 

6057 EAP Administrator 
An ind~vtdual who performs the dut~es of the employee assistance program 
administrator for other protected personnel. 

6057.1 - EAP adrntn1stratc)r other protected salary 
6057.2 - EiZP administrator other protected contract 

I . . .  
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0058 Self Funded Program Administrator 
An individual who performs the administrative functions of the self insured 
programs. (Report only the portion related to other protected.) 

6058.1 - Self funded admin. other protected salary 
6058.2 - Self funded admin. other protected contract 

6050 Staff Development 
Other protected continuing training that enables the employee to perform his 
or her duties effectively, efficiently, and competently. Includes travel costs 
for individual's own vehicle, associated with other protected personnel for 
attending training. This account does not include expenses incurred for the 
use of a fac~lify's own vehicle, or dues, subscriptions and licenses. "Salary" 
includes only the trainer wages. "Other" costs include reg~stration fees. travel 
actd per dietn expenses, training supplies and contract trainer fees. 

6059.1 - Staff development other protected salary 
6059.2 - Staff development other protected contract 

PROPERTY TAXES 

6060 Real Estate Taxes 
Real property tax expense incurred by the provider. 

6070 Personal Property Taxes 
Personal property tax expense incurred by the provider 

6080 Franchise Tax 
Allowable portion of franchise tax as defined in section 2 122.4, of the "CMS 
Publication 15-E ." (REV. 1 1/05) 

6085 Commercial Activ~ty Tax (CAT) 
PLnnua1 buslrtes~ privilege tax; begun July, I ,  2005. 
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FKAN('tI1SE PERMIT FEES 

609 1 Franchise Permit Fee 
Franchise permit fee incurred by the provider. This is the franchise permit fee 
assessed by the Ohio department of job and family services (ODJFS) to 
intermediate care facilities for the mentally retarded (ICFs-MR) pursuant to 
the Ohio Administrative Code (OAC). ICFs-MR shall report one hundred 
percent of the ICFs-MR franchise permit fee in account 609 1. 

Franchise taxes are to be reported in account 6080, Franchise Tax 

HOME OFFICE COSTS 

6095 Home Office CostsiOther Protected 
Other protected expenses of a separate division or entity which owns, leases 
or manages more than one facility (home office). 'Ihese costs rnust be related 
to patient care and are limited to: utilities, reat estate taxes, personal property 
tax, and franchise tax, and are allocated to the facility in accordance wirh 
"CMS Publication 15-1 ," section 21 SO thru 2 150.3, "Home Office C:osts" 
(REV. 11/05). 
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'TABLE 6 
DIRECT CARE COST CENTER 

These accounts include costs that are spec~fied and represent expenses related to the 
delivery of nursing and habilitatiodrehabiiitation services. The term "licensed" 
refers to state of Ohio Iicensure. 

NURSING AND HABILITATION/REHABILITATION 

6 100 Medical Director 
A physician licensed under state law to practice medicine, that is responsible 
h r  the implementation of resident care policies, and the coordination of 
medical care in the facility. 

6100.1 - Medical director salary 
6100.2 - Medical director contract 

6 105 Director of Nursing 
A full time registered nurse who has, in writing, administrative authority, 
responsibility, and accountabiIity for the functions, activities and training of 
the nursing services staff. {ICFs-MR are not required to have a full-time 
director of nursing.) 

6105.1 - Director of nursing salary 
6105.2 - Director of nursing contract 
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6 1 10 RN Charge Nurse 
A registered nurse (KN) designated by the director of nursing who is 
responsible for the supervision of the nursing activities in the facility. 

6110.1 - RN charge nurse salary 
6110.2 - RN charge nurse contract 

6 115 LPN Charge Nurse 
A licensed practical (voc,ational) nurse designated by the director of nursing 
who is responsible for the supervisionofthe nursing activities in the facility. 

6115.1 - LPN charge nurse salary 
6115.2 - LPN charge nurse contract 

6 120 Registered Nurse 
Salary of registered nurses providing direct nursing care to residents. ?'his 
account does not include registered nurses from a nursing pool agency 
(purchased nursing). 

6120.1 - Registered nurse salary 
6120.2 - Registered nurse contract 

6125 Licensed Practicai Nurse 
Salary of licensed practical nurses providing direct nursing care to residents. 
This account does not include licensed practical nurses from a nursing pool 
agency (purchased nursing). 

6125.1 - Licensed practical nurse salary 
6125.2 - Licensed practical nurse contract 
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6 130 Nurse hides 
Salary of individuals, other than licensed health professionals, directly 
providing nursing or nursing-related services to residents in a facility and 
non-technical personnel providing support for direct nursing care to 
residents. Their responsibilities may include, but are not limited to: bathing, 
dressing, and personal hygiene of the residents, as well as activities of daily 
living. This account does not include nurse aides from a nursing pool agency 
(purchased nursing). (Excludes housekeeping and laundry duties.) 

6135 Activity Director 
A professional, as required by the code of federal regulations, who oversees 
and is responsible for the activity program. 

6135.1 - Activity director salary 
6135.2 - Act~vity director contract 

6140 Activity Staff 
Personnel providing services reIated to the activity program. 

6140.1 - Activity personnel salary 
6140.2 - Activity personnel contract 

6 150 Program Specralist 
Individuals who have a bachelor's degree, or course work, in areas of 
speciaity such as recreation, art, dance, behavior management, music or 
physical education. 

6150.1 - Program speclalist salary 
6150.2 - Program special~st contract 
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6 155 Program Director 
An individual to carry out and monitor the various professional interventions 
in accordance with the stated goals and objectives of every individual 
program plan; must implement the active treatment or specialized service 
program defined by each resident's individual program plan; works directly 
with residents and with paraprofessional, nonprofessional and other 
professional program staff who work with residents. 

6155.1 - Program director salary 
6155.2 - Program director contract 

6 I65 I-labilltation Supervisor 
Supervisor with experience, training and background in habilitation. 

6165.1 - Habilitation supervisor salary 
6165.2 - I-iabilitation supervisor contract 

41 70 Habilitation Staff 
Personnel trained in habilitation who provide habilitation services. 

6170.1 - Habilitation staff salary 
6170.2 - Habilitation staff contract 

6 175 Psychologist 
A professional licensed under state law to practice psychology 

6175.1 - Psychologist salary 
6175.2 - Psychologist contract 

6 1 XO Psychology Assistant 
An individual trained in psychology to assist the psychologist. 

6I8ci.l - Psychology assistant salary 
6180.2 - Psychoiogy assistant contract 
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6 185 Respiratory Therapist 
A professional licensed under state law to render respiratory care. 

6185.1 - Respiratory therapist salary 
6185.2 - Respiratory therapist contract 

6 190 Sockal Work/Counseling 
A professional llcensd under state law to practlce soclal work orcounseling. 

6190.1 - Social worMcounse1ing salary 
6190.2 - Social work/counseIing contract 

6 195 Social Services/Pastoral Care 
Personnel providing social services andor pastoral services. 

6195.1 - Social senrices/pastoral care salary 
6195.2 - Social servicesipastoral care contract 

6200 Qualified MentaI Retardation Professional 
h prokssional with at least one year of experience working directly with 
persons with mental retardation or other desrelopmental disabilities; and is 
one of the following: 

(i) A doctor of medicine or osteopathy 
(ii) A registered nurse 
(iii) .4n individual who holds at least a bachelor's degree in a professional 

category specified in 42 CFR, Section 483.430; Paragraph (b)(5). 
( 10- 1-03 edition http:i/www.gpoaccess.gos~/cfriindex,htmI) 

For QMWs funct~onrng as a QMRP and an admrn~strator tn an ICF-MR, 
report only the port~on related to the cost of a QMRP 

6200.1 - QMRP salary 
6200 2 - QMZEP contract 
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6205 Quality Assurance 
Individuals providing the quality assurance functions in the facility, as 
overseen by the committee established under 42 CFR, Section 483.75 (0) 
(1 0- 1-03 edition http:l/www.gpoaccess.gov/cfrlindex.htrnl). (Supplies are 
incIuded in program supplies.) This account includes costs previously 
reported as utilization review personnel. 

62 10 C'onsulbng and Management Fees 
Direct care consultmg fees paid to a non-related entity pursuant to the OAC, 
necessary pursuant to CMS Pub 15- 1, Sectlon 2 135 (REV 1 1/05), and that 
do not dupl~cate services or functions prov~ded by the fac~l~ty 's  staff or other 
provider contractual services. 

62 15 Active Treatment Off-site Day Programming Services 
Active Treatment Day Programming Services are those services provided 
directly or through contract at a physical location other than in an area not 
certified by the director of health as an ICF-MR under 'I'itle XIX and 
regardless of whether or not the area in which the day programming is 
provided is less than two hundred feet away from the ICF-MR or whether or 
not the day programming is provided by an individual who, or organimtion 
that, is a related party to the provider of the IUF-MR. Active Treatment Day 
Programming Services are services that are part of a resident's individual 
plan that was developed by the resident interdisciplinary team under the 
supervision of the Qualified Mental Retardation PFofessional (QMRP). 
Active Treatment Day Programming Services may include, but are not 
Iimited to, employment support services, any other habilitative service, and 
any anciIlary services provided while the residents are receiving the 
employment support services such as persoha1 care, nursing, occupational 
therapy, physical therapy, psychology, sociat work/cottnse~ing, and 
transportation. Active Treatment Day Progamnxing Services, reported under 
account number 6215 should not include sewlces reported ~rnder other 
account numbers elsewhere in this cost report. 
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6220 Other Direct Care Medical Services 
Direct care medical services not previously listed. 

6220.1 - Other direct care salary 
6220.2 - Other direct care contract 

HOME OFFICE COSTS 

6230 Home Office Costs/Direct Care 
Direct care expenses of a separate division or entity which owns, leases or 
manages more than one facility (home office). These costs must be related to 
patient care and are limited to home office personnel functioning in place of 
the facility personnel in the nursing and habilitation/rehabilitation costs as 
specified in the direct care cost center, and are allocated to the facility in 
accordance with "CMS Publication 15- 1 ," sections 2 150 through 2 1 50.3, 
"Home Office Costs" (REV. 11/05). 

6230.1 - Home ofice/direct care salary 
6230.2 - Home officeldirect care other 
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PURCHASED NURSING SERVICES 

Expenses ~ncurred by the facility to a nursing pool agency for temporary direct care 
personnel. 

6300 Registered Nurse Purchased Nursing 
Registered nurses providing direct nursing care to residents 

63 10 Licensed Practical Nurse Purchased Nursing 
Licensed practical nurses providing direct nursing care to residents. 

6320 Nurse Aides Purchased Nursing 
Individuals, other than licensed health professionals, directly providing 
nursing or nursing-related services to residents in a facility and non-technicai 
personnel providing support for direct nurslng care to residents. Their 
responsibilities may include, but are not limited to: bathing, dressing, and 
personal hygiene of the residents, as well as activities of daily living. 
(Excludes housekeeping and laundry duties.) 
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DIRECT PAYROLL, '17,4XES, FRINGE BE3NEFITS. STAFF DEVELOPMENT 

?'his senes represents payroll taxes, workers' compensation, fringe benefits, EAP 
administrator, self funded programs administrator and staff development for 
intermediate care facilities for the mentally retarded including ICFs-MR therapies. 

65 10 Payroll Taxes 
Direct care payroll related expenses incurred which are: employer's portion 
of FICA taxes or Ohio Public Employees Retirement System (OPERS); state 
unemployn~ent taxes or self insurance funds for unemnploynlent cotnpensation 
as stated in "CMS Publication 15-1 ," section 2122.6 (REV. 1 1/05); and 
federal unemployment taxes (excludes purchased nursingj. 

6520 Workers' Compensation 
Direct care premiums incurred by the facility for state of Ohio Bureau of 
Workers' Compensation or self insurance program as stated in "CMS 
Publication 15-1 ," section 2 122.6 (REV. 1 li05) (excludes purchased 
nursing). 

6530 Employee Fringe Benefits 
Direct care fringe benefits such as: medical and life insurance premiums or 
self insurance funds, employee stock option program, pension and profit 
sharing, personal use of autos, employee inoculations, employee assistance 
program, and employee meals, as defined in "CMS Publication 15- 1 ," section 
2144 (REV. 11/05), If fringe benefits are discriminatoly to owners and 
related parties, they are considered part of compensation. (This account 
excludes purchased nursing as well as vacation and sick pay salary.) 

6535 Employee +\ssistance Program Admrn~strator - D~rect Care 
An ~ n d l t ~ d u a l  who performs the dutres of the employee assistance program 
dcln~~nlstrator for dtrect can: personnet 

6535 1 - EAP admlntstratol- dlrect care salary 
6535 2 - EAP adrrr~n~stratr)~ clii-Gct care cuneracl 
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6540 Self Funded Programs Administrator - Direct Care 
An individual who performs the administrative functions of the self insured 
programs. (Report only the portion related to direct care.) 

6540.1 - Self funded admin. direct care salary 
6540.2 - Self funded admin. direct care contract 

6550 Staff Development - Direct Care 
Continuing training that enables the employee to perform his or her duties 
effectively, efficiently, and competently. Includes travel costs for 
individual's own vehicle, associated with direct care personnel for attending 
training. This account does not include expenses incurred for the use of a 
facility's own vehicle, or dues, subscriptions and licenses. "Salary" iilcludes 
only the trainer wages. "Other" costs include registration fees, travel and per 
diem expenses, training supplies and contract trainer fees. 

6550.1 - Staff development direct care salary 
6550.2 - Staff development direct care contract 

DIREC'T CARE THERAPIES 

6600 Physical Therapist 
A qualified professional licensed under Ohlo law as physical therapist. 

6600 1 - Physlcat thexaptst salary 
6600 2 - Physi~aI therapist contract 
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6605 Physical 'I'herapy Assistant 
An individual licensed under Ohio law as a phys~cal therapy assistant. 

6605.1 - Physical therapy assistant salary 
6605.2 - Physical therapy assistant contract 

66 10 Occupational Therapist 
A qualified professional licensed under Ohio law as an occupational 
therapist. 

6610.1 - Occu~pational therapist salary 
6610.2 - Occupational therapist contract 

66 15 Occupational Therapy Assistant 
An individual licensed under Ohio law as an occupational therapy assistant. 

6615.1 - Occupational therapy assistant salary 
6615.2 - Occupational therapy assistant contract 

6620 Speech 'I'heraptst 
A qualified professional ticcnsed under Ohio law as a speech therapist. 

6620.1 - Speech therapist salary 
6620.2 - Speech therapist contract 

6630 Audiologist 
A qualified professional llcensed under Ohio law as an audlulog~st. 

6630.1 - Audiologist salary 
6630.2 - Audiologist contract 
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TABLE 7 
INDIRECT CARE COST CENTER 

Indirect care costs includes costs other than direct care costs, other protected costs, or 
capita1 costs. 

7000 Dietitian 
Service provided by a professional licensed under Ohio law, as qualified in 
the ORC. 

7000.1 - Dietitian salary 
7000.2 - Dietitian contract 

7005 Food S e n  ice Supervisor 
,411 ~ndividual supervising the dietary procedures andlor personnel 

7005.1 - Food service supervisor salary 
7005.2 - Food service supervisor contract 

70 I5 Dietary Personnel 
Personnel providing dietary services. (Excludes dietitian, food senrice 
supervisor, and personnel reported in account 7050, contract persclnne1.j 

7015.1 - Dietary personnel salary 
7615.2 - Dietary personnel contract 

7025 Dtetary Supplies and kxpenses 
Dietary  terns such as d~shes, dish-washlng Itqu~d, plastlc wrap, cooking 
utenslts. sliverware and dretary srtppltes (Excludes equtpment or reparrs as 
well as housekeep~ng ttems such as paper towels, trash bags. etc ) 
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7030 Dietary Minor Equipment 
Dietary equipment which does not meet the facility's capitalization criteria 
spec] fied under the OAC. 

7035 Dietary Maintenance and Repair 
Maintenance supplies, purchased services and maintenance contracts for the 
dietary department. 

7040 Food In-Facility 
Food required to prepare meals in the facility. 

7045 Employee Meals 
Employee meals that do not qualify under "CMS Publication 15- 1 ," section 
2144 "Fringe Benefits" (REV. 1 1/05). 

7050 Contract Meals and Contract Meals Personnel 
Expenses associated wlth contracting for the food servlce funct~on in the 
facility. (Includes food services delivered to the fac~lity from an outside 
vendor.) 

For those facilities participating in medicaid and not in medicare, all enteral 
nutritional therapy and additives (food facilitators), whether administered orally or 
tube fed, are to be classified in account 7056. For those facilities participating in 
both the medicare and medicaid programs, enterals must be categorized and 
classified as follows: 

7055 Enterals. Medrcare R~ilable 
Enteral nutntlonal therapy and a d d ~ t ~ v e  (food facrhtators), whether 
admlnlstered oraily or tube fed, for fBc111t1es part~clpatrng In medicare whlch 
are bfllable to medrcare regardIess of payor type Excludes peptamen enteral 
nutrit~onat therapy that 1s drrectly reimbursed by medicad (fee for service), 
as wcll as all parenteral nutntlon therapy 
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7056 Enterals: Medicare Non-Billable 
Enteral nutritional therapy and additives (food facilitators), whether 
administered orally or tube fed, for facilities not participating in medicare, as 
well as enterals for hcilities which are not billable to medicare regardless of 
payor type. Excludes peptamen enteral nutritional therapy that is directly 
reimbursed by medicaid (fee for services), as well as all parenteral nutrition 
therapy. 

DIETARY PAYROL,I, TAXES, FRlNGE BENEFII'S, STAFF DEVE1,OPMEN'I' 

7060 Payroll Taxes - Dtetary 
(qenes #7000) Payroll related expenses ~ncun-ed which are employer's 
pol-t~on of FICA taxes or Ohto Public Employees Ret~rement System 
(OPERS), state unemployment taxes or self rnsulance funds tor 
unemployment compensation as stated In "CMS Publicatron 15-1 ," section 
2122.6 (REV 1 1/05), and federal urlemployment taxes. 

7065 Workers' Compensation - Dtetary 
(senes #7000) premrums incurred by the facility for state of Ohio Bureau of 
Workerst C'ompe~~sat~on or self Insurance program as stated ~n "CMS 
PubI~cation 15-1," sectton 2122.6 (REV. 11/05). 

7070 Employee Fnnge Benefits - Dietary 
(senes #7000) frlnge beneftts such as medtcal and I~ fe  Insurance premiums 
or self Insurance h~nds ,  employee stock opt~on program, penslon and profit 
shanng, personal use of autos, employee mcxulat~ons, employee assistance 

program, and employee meals, as defined in "CMS Fubl~cation 15- 1 ," 5ectlon 
2 144 (REV I li05) If h n g e  benefits are d~scnm~natory to owners and 
reIated partles, they are consdered part of compensation (Thls account 
excludes vacat~on and s ~ c k  pay salary ) 
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7075 Employee Assistance Program Administrator-Dietary 
(series #7000) an individual who perfimns the duties of the employee 
assistance program administrator for dietary personnel. 

7075. I - EAP administrator dietary salary 
7075.2 - EAP administrator dietary contract 

7080 Self Funded Programs Administrator - Dietary 
(series #7000) an individual who performs the administrative functions ofthe 
self insured programs. (Report only the port~on related to dietary.) 

7080.1 - Self funded administrator dietary salary 
7080.2 - Self funded administrator dietary contract 

7090 Staff Developnlent - Dietary 
(series #7000) continuing training that enables the employee to perform his 
or her duties effectively, efticiently, and competently. Includes travel costs 
for individual's own vehicle, associated with dietary personnel for attending 
training. This account does not include expenses incurred for the use of a 
facility's own vehicle, or dues, subscriptiorls and licenses. "Salary" includes 
only the trainer wages. "Other" costs include registration fees, travel and per 
diem expenses, training supplies and contract trainer fecs. 

7090.1 - Staff development dietary salary 
7090.2 - Staff development dietary other 
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MEDICAL&IABILITATION, PI-lARMA4CEIj'l'ICAI. AND INCON'I'INENC'E 
SIIPP1,IES 

7 100 Fiabilitation Supplies 
Supplies used to provide services measured by the individual assessment 
form (IAF), which assist the resident to cope with: daily living, aging 
process, and perform tasks normally performed at hisher chronological stage 
o f  development. Does not include cost of meals for out of facility functions. 

7 105 Medical/Habilitation Records 
Personnel responsible for maintaining clinical records on each resident in 
accordance with accepted professional standards and practices. 

7105.1 - Medicalhabilitation records salary 
7105.2 - Medicalhabilitation records contract 

7 1 10 Phannaceut~cal Consultant 
The servlces of a licensed pharmacist who prov~des consultation on a11 
aspects of the provismn of pharmacy services In the fac~lity as stated In  42 
C'FR, Section 483.60(b). 
(1 0- 1-03 edit~on http:/iwww .gpoaccess.gov/cfr/~ndex.html) 

7110.1 - Pharmaceur~cal consuItant salary 
7110.2 - Pharmaceutical consultant contrdct 

7 1 1 5 Incont~nence Supplies 
Reusable and d~sposabie incontinence suppltes [except catheters). Supplies 
~nclude cloth or disposable d~apers, under-pads, plastic pants, and the cost of 
diaper servrce of suck Items. 
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7 120 Personal Care 
Supplies required to maintain routine personal hygiene of the body, hair, and 
nails of the hands and feet. Includes body lotion, body powder, toothbrush 
and toothpaste, disposable razors and shaving supplies, hair cuts, shampoo 
and routine hair care supplies provided by facility. (Excludes contract 
beautician performing non-routine servic.es.) 

7 125 Program Supplies 
Supplies used to provide activity, social services and religious programs 
available to all residents. Does not iricIude cost of meals for out of facility 
functions. 

ALIMINISTRATIVE AND GENERAL SERVICES 

7200 Administrator 
Expenses incurred by a facility for an individual(s) who functions as the 
administrator licensed by the state of Ohio and who is responsible fur the 
direction, supervision and coordination of facility functions. 

For ICFs-MR licensed by Ohio Department of Mental Retardation and 
Uevelopmentai Disabilities (ODMR-DD) who are not required to employ a 
licensed administrator, but have a QMRP hnctioning as the administrator, 
report only the portion related to the cost of an administrator. 

7200.1 - Administrator salary 
7200 2 - Administrator contract 

72 10 Other Adrn~nistrative Personnel 
Adm~n~strator m tramlng, assstant admrnistrator, busmess manager, 
purchasing agent, human resources, rcceptionlsf, secretanal and cIerrcal staff. 

72101 - Other administratwe salary 
7210.2 - Other administrative contract 
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72 15 Consulting and Management Fees 
Indirect consulting fees paid to a non-related entity pursuant to the OAC, 
necessary pursuant to CMS Pub. 15- 1 ,  Section 2 135 (REV. 1 1/05), and that 
do not duplicate services or functions provided by the facility's staff or other 
provider contractual services. 

7220 Office and Administrative Supplies 
Supplies such as: copier supplies, printing, postage, office suppl~es, 
nursinghabilitation and medical records forms, and data service supplies. 

7225 Communications 
Service charges for telephone services. 

7230 Security Services 
Salaries, purchased services, or supplles to protect property and res~dents. 

7230.1 - Security sewices salary 
7230.2 - Security services other 

7235 Travel and Entertainment 
Expenses such as: mileage allowance, gas, and oil for vehicles owned or 
leased by the facility, meals, lodging, and commercial transportation expense 
incurred in the normal course of business. Includes at1 purchased 
commercial transportation services for ambulatoryJnon-ambulatory residents. 
Excludes transportation cost that is directly reimbursed by medicaid to the 

transportation provider as set forth in the OAC. 

SNODGR
Attachment 4.19D
Supplement 2



Attachment 4.1 9D 
Supplement 2 

Page 40 o f  50 

Appendix A 
Rev. 01120 10 

7240 Laundryt?-iousekeeping Supervisor 
An individual supervising the laundryihousekeepitig functions and/or 
personnel. 

7240.1 - Laundry/housekeeping supervisor salary 
7240.2 - Laundry/housekeeping supervisor contract 

7245 Housekeeping 
Housekeeping services, including supplies, wages, and purchased services. 
This includes trash bags and paper towels. 

7245.1 - Housekeeping salary 
7245.2 - Housekeeping other 

7250 Laundry and I.inen 
1,aundry services, including supplies, wages, and purchased services, as well 
as linens for all areas. Excluding Incontinent supplies specified In account 
71 15. 

7250.1 - Laundryninen salary 
7250.2 - L.aundry/linen other 

7255 Universal Precautxon Suppiles 
Supplies required for the protection of residents and facil~ty staff wh~ le  
performing procedures which xnvolve the handl~ng of bod~ly fluids. Supphes 
include masku, gloves, gowns, goggles, boots, and eye wash. (E:xcludes 
trash bags and paper towels.) 

7260 Legat Semces 
1,egal services except as excluded in the OAC' 
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7265 Accountirig 
Accounting, Bookkeeping Fees and Salaries. 

7265.1 - Accounting salary 
7265.2 - Accounting contract 

7270 Dues, Subscnptions and Licenses 
Expense of dues, subscnptlons and lrcenses incurred by facrl~ty 

7275 Interest - Other 
Expense of short term credit and working capital interest incurred. (This 
account does not include late fees, fines or pena1ties.j 

7280 Insurance 
Expense of insurance such as: general business, liability, malpractice, 
vehicle, and property insurance. 

7285 Data Services 
Data services personnel and purchased services 

7285.1 - Data services salary 
7285.2 - Data services contract 

7290 Help Wanted/lnfonnationaI Advertlslng 
Heip wanted ads, yellow pages, and other advertlsit~g meci~a that are 
tnformat~onal as opposed to promotional in nature as stated in "C'MS 
Publ~catlon 15-1 ," section 2 t 36 1 (REV 1 1/05}. 

7295 Amort~zat~on of Start-tip Costs 
hn~ortlzation ofcost included la the account 1430.5, not othem rse allocated 
to other cost centers, In accordance u 1tR "CMS Publ~catian 15- 1 ," sect~on 
2 132 jmV I 1/05], wh~ch were incurred by a facrlrty 
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7300 Amortization of Organizational Costs 
Amortization of cost included in account 1430.3, as described in "CMS 
Publication 15- 1 ," section 2 134 (REV. 1 1/05). 

7305 Other Indirect Care Administrative Services - Specify below 
Ind~rect care adm~nistrative services not previously listed. 

7305.1 - Other indirect care salary 
7305.2 - Other indirect care contract 

HOME OFFICE COSTS 

73 10 Home Office CostsjIndirect Care 
Indirect care expenses of a separate division or entity which owns, leases or 
manages more than one facility (home office). These costs must be related to 
administrative and management services allocated to the facility in 
accordance with "CMS Publication 15- 1," section 2 150 through 21 50.3, 
"tIome Office Costs" (REV. I li05). 

7310.1 - Home ofiiceiindirect care salary 
7310.2 - Home ot'ficeiindirect care other 
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MAINTENANCE AND MINOR EQUII'MEN?' 

7320 Plant Operations and Maintenance Supervisor 
An individual supervising the plant operations and maintenance procedures 
and/or personnel. 

7320.1 - OperaEions/maintenance supervisor salary 
7320.2 - Operationsitmaintenance supervisor contract 

7330 Plant Operations and Maintenance 
Salaries for all maintenance personnel employed by the facility. 

7340 Repair and Maintenance 
Supplies, purchased services and maintenance contracts for all departments. 
(Excludes dietary maintenance account 7035 and on-site water and sewage 
account 6030.) 

73 5 0  Mlnor Equipment 
Equlpment which does not meet the facility's capltaltzat~on cnterla specrfieci 
under rules of the OAC. The general charactenst~cs are comparai~vely small 
in size and unit cost, subject to inventory control, fa~rly large quantlty 1s 
used, and generally, a useful life of approximately three years or less 
(Exclude account 7030 - dietary minor equipment and items listed In 
accounts 6005 and 6006 - medical minor equipment ) 

EQtJIPMENT ACQtJIRED BY OPERATING LEASE 

7400 Lease bquipment 
&is account lncludes the cost of equ~pment, ~ncludtng veh~cles. acqutred by 
operating lease executed before J3ecernber 1, 1992, IP the costs are reported 
as  adrntnistratlve and general costs on the fach~ty's cost report for the cost 
reporting penod ending December 31, 1902 (all leases effectwe after 
12 01/92, should be reported In account 8065 for assets acquired pnor to 
7/01/93) 
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R E  PAYROLI, TAXES, FRINGE BENEFI'I'S, AND STAFF 
DEVELOPMENT 

7500 Payroll 'Taxes 
Indirect care payroll related expenses incurred which are: employer's portion 
of FICA taxes or Ohio Public Employees Retirement System (OPERS); state 
unemployment taxes or self insurance hnds for unemployment compensation 
("CMS Publication 15-1," section 2122.6 REV. 11/05); and federal 
unemployment taxes. 

75 10 Workers' Compensation 
lndirecr care premiums incurred by the facility for state of Ohio Bureau of 
Workers' Con~pensation or self insurance program as stated in "CMS 
Publication 15- 1 ," section 2 122.6 (REV. 1 1 J05). 

7520 Etnployee Fringe Benefits 
Indirect care fringe benefits such as: medical and life insurance premiums or 
self insurance funds, employee stock option program, pension and profit 
sharing, personal use of autos, employee inoculations; employee assistance 
probpm, and employee meals, as defined in "CMS Puhlica~iun 15-1 ," section 
2 f 44 (REV. 11/05). If fringe benefits are discriminatory to owners and 
related parties, they are considered part of compensation. (This account 
excludes vacation and sick pay salary.) 

7525 Employee Ass~stance Program Adrnrnlstrator - Ind~rect C'are 
An ~nd~vlduak who performs the duties of the employee assistance program 
adm~ntstrator for ~nd~rect  care personnel. 

7525.1 - EAP administrator indirect care salary 
7525.2 - EAP administrator indirect care contract 

.................................... 
1 

........ ... 
f i 

DATE REG'D "--. ...--. -_.-. ......... i .... ' I  I 
UA-rt APPYI-:~-- (IJJ : 6. [ill:, . .  , j $4. ; 

! 
DATE EFT ................... ; 

; j 
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7530 Self Funded Programs Administrator - Indirect Care 
An ~nd~vidual  who performs the administrative hnctions of the self insured 
programs. (Report only the portion related to indirect care.) 

7530.1 - Self funded admin. indirect care salary 
7530.2 - Self funded admin. indirect care contract 

7535 Staff Developnlent - Indirect Care 
Continuing training that enables the etnployee to perform his or her duties 
effectively, efficiently, and competently. Includes travel costs fnr 
individual's own vehicle, associated with indirect care personnel for attending 
training. This account dues not include expenses incurred for the use of a 
facility's own vehicle, or dues, subscriptions and licenses. "Salary" includes 
only the trainer wages. "Other" costs include registration fees, travel and per 
diem expenses, training supplies and contract Wainer fees. 

7535.1 - Staff development indirect care salary 
7535.2 - Staff development indirect care other 
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NON-REIMHI_JRSABL,E EXPENSES 

9705 Legend Drugs 
97 10 Radiology 
97 15 Laboratory 

9720 Oxygen 
See ~ u l e  5 101 :3-3- 19.1 of the OAC. (This does not include emergency stand- 
by oxygen.) 

9725 Other Notl-Keirnbursable - Specify Below: 

9725.1 - Other Non-Reimbursable salary 
9725.2 - Other Non-Reimbursable other 

9730 Late Fees, Fines or Penalties 
(as stated in "C'MS Publicatton 15-1 ") (REV. 1 li05) 

9735 Federal Income Tax 
9740 State Income Tax 
9745 Local Inconle 'Sax 

9750 fnsurance-Officer's life 
T h ~ s  is non-reimbursable expense when the faclhty is thc beneficiary, except 
as referenced in "C'MS Pubiicatlon 15- 1 ," section 21 30 (REV 1 1/05). 

9755 Promotional Advertising and Marketing 

9755.1 - Promotional advertisingimarketing salaq 
9755.2 - Promotional advertisingimarketing other 

9760 C'ontrthutions and 1)onatluns 
"C'MS Publtcatloil 15- 1 ," sectcuon 608 {REV 1 145). 

9765 Had Debt 
9770 Parcnteral Nutrition Therapy 
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TABLE 8 
CAPITAL COST CENTER 

COST OF OWNERSHIP 
PROPERTY, PLANT, EQlJTPMENT AND EXTENSIVE RENOVATIONS 

Cost of ownership means the actual expense incurred for a11 of the following: 

(Aj Depreciation and interest on any capital asset with a cost of five hundred 
dollars or more per item and a useful life of at least two (2) years. Provider 
may, if it desires, establish a capitalization policy with lower miniinu~n 
criteria, but under no circumstances may the five hundred dollars criteria be 
exceeded. 

( 1) Bulld~ngs, 
(2)  Building improvements that arc not approved as nonextenslve 

renovations under section 5 1 11.25 or 5 1 t 1 25 1 of the Rcv~sed Code, 
(3) Equipment; 
(4) Extens~ve renovations; 
(5) Transportation equipment, 

(B) Amortization and interest on land improvements and leasehold 
improvements; 

(C) Amortization of financing costs; 
(D) Lease and rent of land, building, and equipment that does not'qrralify for 

account 7400 leased equipment. 
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RENOVATIOT\IS COST CENTER 

Renovation and extensive renovation mean any betterment, improvement, or 
restoration of intermediate care facility for the mentally retarded started before July 
1, 1993, that meets the definition of a renovation or extensive renovation established 
in rules adopted by the department in effect on December 22, 1992. In the case of 
betterments, in~provements, and restorations of intermediate care facilities for the 
mentally retarded started on or after July 1, 1993: 

(A) Renovation means the betterment, improvement, or restoration of an 
intermediate care facility for the mentally retarded beyond its current 
functional capacity through a structural change that costs at least five 
hundred dollars per bed. A renovation may include betterment, 
improvement, restoration, or replacement of assets that are affixed to the 
building and have a useful life of at least five years. A renovation may 
include costs that otherwise would be considered maintenance and repair 
expenses if they are an integral part of the structural change that makes up 
the renovation project. Renovation does not mean construction of additional 
space for beds that will be added to a facility's licensed or certified capacity 
beyond its current functional capacity tlirougl~ a structural change. 

(R) F,xtensive renovation means a renovation that costs more than sixty-five per 
cent and no more than eighty-five per cent of the cost of constructing a new 
bed and that extends the usefui life of the assets for at least ten years. 

GROI!P (A) ASSETS ACQUIRED 

8010 Depreciation - Building and Building Improvements 
Depreciation of building and building improvements. 

8020 Amortization - Idand Improvements 
Amortization expense for Land inzprovernents 
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8030 Amortization - Leasehold Improvements 
1,easehold improvenlents are amortized over the remaining life of the lease or 
the useful life of the improvement, but no less than five years. However, if 
the useful life of the improvement is less than five years, it may be amortized 
over its useful life. Options on leases will not be considered in tile 
con~putation for amortization of leasehold improvements. 

8040 Depreciation - Equipment 
Depreciation expense for equipment. 

8050 Depreciation - Transportation equipment 
Depreciation expense for transportation equipment. 

HOG0 Lease and Rent - Bullding 
Expense ~ncurred for lease and rental expenses relating to bulldmgs. 
Capitalized assets as a result of lease obligations should be depreciated and 
~ncluded in the proper depreciation accounts. 

8065 Lease and Rent - Equipment 
Expense incurred for lease and rental expenses relating to equipment. 
Capitalized assets as a result of lease obligations should be depreciated and 
included in the proper depreciation account. '&is account includes all leases 
effective after 12/01/92 for assets acquired prior to 7!01/93. (Clost of 
equipment, including vehicles, acquired by operating lease executed before 
12/01/92, and the costs are reported as administrative and general on the 
facility's cost report for period ending 12!3 1/92 are to be reported in account 
7400.) 

8070 Interest Expense - Property, Plant and Eyulpment 
Interest cxpense ~nccuzed on mortgage notes, capltalr~ed l a s e  obl~gat~ons, 
and other borrowrng for the acyursttion of iand, build~ngs and equfpmenr 

DATE WEIYD -- ---.+.--.--. ' < , ,  

- 6 ,.ii,$. 
DBTE APPil'LJ ~ ~ ~ . ~ .  .... .. ... - A 1 I 
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8080 Amortization of Financing Cost 
Amortization expense of tong tern1 financing cost such as cost of issuing 
bonds, undetwiting fees, closing costs, mortgage points, etc. 

I-IOME OFFICE COSTS 

8090 Home Oftice Costs/Capital Cost 
Capital expenses of a separate division or entity which owns, leases or 
manages more than one facility (home office). 'These costs must be related to 
capital cost as specified in the capital cost center, and are allocated to the 
facility in accordance with "CMS Publication 15-1 ," sections 2 150 through 
21 50.3, "Home Office Costs" (REV. 11 105). 

RENOVA'I'IONS 

8500 BepreciatiodAmort~~ation 
Depreciation and amortization expenses for renovations. 

8570 Interest - Renovations 
Interest expense incurred on mortgage notes, capitalized Icast: obligations, 
and other borrowing for renovation purposes. 

8580 Amortization of Financing Cost - Renovations 
Amortization expense for cost of issuing bonds, underwriting fees, ciosirlg 
costs, mortgage points, etc. incurred for renovations. 
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5101 3-3-71 1 Intermediate carefaclilit? for the mentall? retarded (ICF-MR): 
.m-vort. 

j.41 The ICF-MR medicaid cost report must be iiied in accordance with the reauirements 
set forth in rules 5 101:3-3-20 and 5 101:3-3-71 of the Administrative Code. 
Ap~endix A of tliis rule is the cost report which shall be issued to ICF-MR 
providers at least sixtv davs before the due date of the cost report for each cost 
seoortinir period. 

TN 06-010 Approval Date 135:17/07 
Supersedes 
TN Z; c: 7 Effectwe Date 07,01 06 
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Instructions for completing the Ohio department of job and family services (ODJFS) calendar year 
medicaid cost report for intermediate eare facilities for the mentall? retarded (ICFs-MR) 

GENERAL INSTRUCTIONS 

OVERVIEW 

As a condition of participation in the Title XIX medicaid program, each ICF-MR shall file a cost report with 
ODJFS. The cost report. including its supplements atid attachments, must be filed within ninety days after 
the end of tile reporting period. The cost report shall cover a calendar year. Hou~ever_ if the provider 
participated in the medicaid program for less than twelve months during the calendar year. then the cost 
report shall cover the portion of a caietrdar year during which the ICF-MR participated in the medicaid 
prozram. 

l f a  provider begins operations on or afier October 2, the cost report shall he filed in accordance nit11 rule 
510i:3-3-20 of the Ohio Administrative Code (OAC). 

For cost reporting purposes, ICFs-MR other than state-operated facilities shall use the Chart of Accounts for 
ICFs-MI< as set iorih in rule 510l:3-3-71 of the OAC, or relate its chart of accounis directly to the cost 
report. 

T?4 06-010 Approval Date 054 7/07 
Supersedes 
'IN f - 7 Effective Date 07/01/06 
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ELECTRONIC SUBMISSION OF THE MEDICAID COST REPORT 

In accordance with the OAC. all providers are required to use the electronic cost report subn~ission process. 
Providers have the option of using an ODJFS sponsored computer software for electronic s~ibmission ofthe 
cost report or may select a vendor from an ODJFS approved list of vendors for an electronically submitted 
equivalent. 

FILING REQUIREMENTS 

The medicaid cost report must be filed with the department or postmarked on or before ninety days after the 
end of each facility% reporting period. Pursuant to tile Ohio Revised Code (ORC), a provider whose cost 
report is filed or postmarked after this date is subject to a reduction of their per diem rate in the amount of 
two dollars ($2.00) pzr resident day. adjusted for intlation. 

A provider may request a fourteeil-day extension of the cost report filing deadline. Such reqiests must be 
made in writing. include an explanation of the reason the extension is being requested. and must 
demonstrate good cause in order to be granted. Requests should be made to the Bureau of Long Term Care 
Facilities Reimbursement Section. 

In the absence of a tiinely filed cost report. or request for filing extension, a provider will be notified by 
ODJFS of its failure to file a cost report and will be given thirty days to file the appropriate cost report and 
attachments. During tliis thirty day period, the late filing rate reduction described previously will be 
assessed. if a provider fails to submit a cost report within this tiine period, its medicaid provider agreement 
cvill he terminated according to section 5 1 I 1.26 (ti.1)(2) of the ORC. 

REASONABLE COST 
Please read all inctruct~ons carefi~liy before completing the c o ~ t  report 

Reasonable cost takes into account direct, indirect, capital and other protected costs of providers of services. 
incliiding nonual standby costs. Departmentai regulations regarding reasoilable and allo\vable costs are 
contained in Chapter 5101 3 - 3  of the OAC. In addition. the follovcitlg provisions establish guidelines and 
procedures to be used in determining reasonable costs for serviccs rendered by ICFs-MR: 

Ohio Revised Code !:OKC) and uncodified state la%: 
e ODJi'S-promulprcd rc~ulations (OACj coditied in accordaiice ttith state la!\: 
e Principles of reimhiirsrmeilr br provider costs ~ i i h  related policies described in the Centers for 

Yledicare and iledicaid Services (CMS) Publication 15- i (REV. i 1i05j: 
Prncipirs t>l^reimhiirsemzni for provider costs with related policies dcscriheii i n  the C'cde o f  Fcucrai 
ilcg~!latii?ns (IFR). I'iric 43. Pan 4 i  3 (REV. I Oj115). 

TN B&@.Q Approval Date 05/17/07 
Supersedes 
m t . . i  - o i  7 Effective Date 07;01;06 
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ROUTINE SERVICES 

The OAC lists covered services for all providers who serve ICF-MR residents. This rule delineates services 
reimbursed through the cost reporting mechanism of ICFs-MR. and thz costs directly billed to medicaid by 
service providers other than ICFs-MR. 

ACCOUNTING BASIS 

Except for county-operated facilities which operate on a cash method of accounting. all providers are 
required to submit cost data on an accrual basis of accounting. County-operated facilities which utilize the 
cash method of accounting may submit cost data on a cash basis. 

OHIO MEDICAID COST REPORT FORMS 

The Ohio medicaid ICFs-MR cost report (JFS 02524 Rev. 022006) is designed to provide statistical data. 
financial data, and disclosure statements as required by federal and state rules. Exhibits to the cost report 
are part of the dociiments that may be rey~iired to file a complete cost report. Each exhibit to the cost report 
lniist be identified and cross-rekrcnccd to the appropriate schedule(sj. Please refer to Attachment 3 for 
instruction on the use of exhibits. 

TN Approval Date 05:17i07 
Supersedes 
TN c .3 -i.i 7 Effective Date 87i01iO6 
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COST REPORT SCHEDULES 

The provider must complete the information requested on each cost report schedule. Except for the cost 
report schedules and attachments listed below, responses such as '"Jot Applicable." 'N/,4." "Same as 
Above." "Available upon request;" or "Available at the time of Audit." will result in the cost report being 
deemed incomplete or inadequate. Pursuant to section 51 I 1.26 (12)(2) of the ORC, an incomplete or an 
inadeqiiate cost report is subject to a rate reduction of $2.00 per resident per day, adjiisted for inflationas 
well as proposed teriniiiation of the provider agreement. 

TABLE OF COST REPORT SCHEDULES 

Cost 
Report Schedules 

Schedule A, Page 1 
Schedule i\, Page 2 
Schedule A- 1 
Schedule A-2 
Schedule A-3 
Schedule B- 1 
Schedule B-2 
Schedule C 
Schedule C- l 
Schedule C-2 
Schedule C-3 
Schedule D 
Schedule D- I 
Schedule D-2 
Schedule E 
Schedule E- 1 
Attachment 1 
.~\ttachmcnt 2 
.Attachment 3 
Attachment 4 
Attachment 6 
Ariachmeni 7 

Title - 
Identification and Statistical Data 
Chain Home Office/Certification by Oi'iicer of Provider 
Summary of Inpatient Days 
Determination of Medicare Part B Costs to Offset 
Summary of Costs 
Other Protected Costs 
ilirect Care Cost Center 
lndirecl Care Cost Center 
Admiiiistrators' Compensation 
Owners'/ReIatives4 Compensation 
Cost of Services From Related Parties 
Capital Cost Center 
Analysis of Property, Plant and Equipment 
Capital Addi~ions and/or Oeletions 
Balance Sheet 
Return on Equity Capital of Proprietary Providers 
Revenue Triai Balance 
.4gjiistment to Trial Balance 
Medicaid Cost Report S~ipplemental Information 
Paid Norrblledicaid Leave Days 
!Vase and Hours Surveg 
Addendum h r  ilispiited Cosis 

Page 
Nun~ber 

Page I 
Page 2 
Page 3 
Page 3 
Page 5 
Page 6 
Pages 7-8 
Pages 9- i 1 
Page 12 
Page5 1.3- 14 
Pages i 5 -  1 5 
Page 18 
Page 19 
Page 20 
Page 2 1 
Pagei 27-23 
Pagei 24-26 
Page 27 
Page 28 
Page 79 
Pages 30-37 
Page 33 

TN 06-0 i 0 Approval Date 05ii 7\07 
Supersedes 
mi 0.3 - ~ i ; 7  Effective Date 0?!01;06 
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COST REPORT INSTRUCTIONS 

The follo\\ing cost report instructions are in the order of scliedule completion sequcnce. 
Ail expenses are to be rounded to the nearest doilar. 
All dates should contain eight digits and be formatted as follows: MontkDay-Year (MM-DD- 
YYYY). 
All date fields are denoted as FromiThrough or BcginnindEnding. 

Example: January 1. (20CY) should be recorded as 010120CY (zero, one, zero, one, 20CY). 

Sequence and Procedures for Completing Cost Report (JFS 02524 Rev. 9/20051 

I .  Schedule A, Page 1 of 2, Identification 
2. Schedule A- l 
3. Attachment 4 
4. Schedule 4, Page I of 2, statistical data line i through liiie 8 
5 .  Attachment 1 
6. Schedule 4 -2  
7. Schedule B-l (columns 1 through 3 j 
8. Schedule B-2 (coiiimns I through 3 1 
9. Schedule C (columns i through 3 ) 
10. Schedule Dl 
I I. Schedlile D-2 
12. Schedule D'(co1iimn 3 ) 
13. Attachment 2 
14. Schedules El. B-2. C and D (coliimns 4 - 7 ) 
15. Schedule C- i  
16. Schedule C-2 
17. Schedule C-3 
18. Sciieduie E 
19. Schedule E- 1 
20. Schediile A-3 
21. Attachinenr 6 
22. Attachment 7 
2.3. Attachment 3 
21. Schedule A. Pagu 2 of 2 

Cost Report 
Page Number 

TN 06-010 Approval Date 0511 7/07 
Supersedes 
E'4 p i  Effective Date 07/01/06 
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1. Schedule A, Page I of 2 -Identification and Statistical Data 

INTRODUCTION: 

'The various cost report types are explained below. Excepr h r  4.1, anniial cost report. ail other cost 
report types must be accompanied \vith a cover letter explaining the reason for the filed cost report 
information. An explanation of the cost report types is as follous: 

4.1 - Year End Cost reports by providers with continued medicaid participation having 
ending dates of December 3 1 ,  pursuant to the OAC. 

4.2 - N e w  Facility For faciiities new to the medical assistance program. where the actual cost of 
operations are reporred for the first three (3) full calendar months, which 
includes the date of certification, pursuant to the OAC. 

4.3 - Change Of 
Operator For the new operator's three (3) month cost report resulting agreement from a 

change of provider agreement pursuant to the OAC. which reports the actual 
cost of operations for the iirst three (3) full caiendar niontlls of tnedicaid 
participation including the date of certification ibr the new operator, porsuant 
to the OAC. 

3.4 - Rate 
Reconsideration For cost reports filed pursuant to the OAC where a change (extreme 

. 

circiimstances or hardships) in the current fiscal year payment rare is 
requested. 

For the finai cost report of a provider who has experienced a change of' 
provider agreernent pursuant to the OAC. 

4.6 - Amended For cost reports filed after the fiscal year rate setting. which corrects errors of 
the cost report used to estabiish the fiscai year rate, pursuant to the OAC. 

4.7 - Capital Report For the three 13) month projected capital cost report fiied. which includes cost 
report Schcduies A. A- I. and a11 property scliedulcs. b j  the operator of a new 
i'aciliij. or ne\% operator resulting from a change of provider agreement. 
itherc an approbed step up caii'iiiation for capital cost is reqiietcd, 

IT? 06-010 Approval Date 05/13107 
Supersedes 
TN c. 3 - 0 1  7 Effective Date 07;01;06 
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Facilitv Identification 

Pro~ider Name ( D M )  - Enter the "doing business as" (DBA) name of the facility as it appears on the 
medicaid provider agreement. 

Uational Provider Identifier (NPI) - Enter the NPI if available. The transition from existing health 
care provider identifiers to NPls in standard transactions will occur over the next c o ~ ~ p l e  of years. 
Health care providers could begin applying for an NP1 beginning on May 23. 2005. While the NPI must 
be used on standard transactions with health plans, other than srnall health plans. no later than May 23, 
2007, health care providers should not begin using the NPI in standard transactions on or before the 
compliance dates until health plans have issued specific instructions on accepting the NPI. ODJFS will 
notify you when you can begin using NPIs in standard transactions. Applying for an NPI does not 
replace any enrollment or credentialing processes with medicaid. 

Medicaid Provider Rumber - Enter the seven digit incdicaid provider nt~lnber as it appears on the 
medicaid provider agreement. 

Medicarc Provider Number - Enter the six digit medicare provider number furnished by the Ohio 
Department of Health (ODH) or the CMS. Medicare numbers are assigned to each facility regardless of 
the facility's medicare certification status. The medicare number also appears on the medicaid provider 
agreemeni. 

Complete Facility Address - Enter the address of the facility. lncltide city and ZIP code where the 
facility is physically located. 

Federa1 ID Number- Enter the Federal Tax Identification Number as it is reported to the United States 
Internal Revenue Service. 

ODH ID ?cumber - Enter the ODbi 4dcgrt home number. also referred to bq ODH as the "Fac ID" 
Yumber 

Counc - Enter the Ohio coiinty in xllich rhe hcility is physicaily located 

Period Co.iered bx the Cost Report 

.r. ,his is a tw;~eIve-month period ending ilecernhcr tl~irtyilrsr 11nIess another period has been designated 
54 the i>epart:menr. Ye\+ facilities. closed facilities. or euiriii$ or entering operators as a resuli of a 
change ofi-pcrator must indicate the time piiriod of medicaid participation. 

TN 0.6-010 Approval Date 0511 7;07 
Supersedes 

cr3 - 5 : 7 Effective Date 07/OIi06 
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Pro5icter Legal Entitv Identification 

Narne and address of provider of services - Enter the legal business name for the provider ofthis facility 
as reported to rhe IRS for tax purposes and as it appears on the medicaid provider agreement, and 
furnish the address of this legal entity. 

Tvpe of Control of Provider 

Check rhe category that describes the form of business, nonprofit entity or government organization 
under which the facility is operated, which corresponds for nongovernment organizations with the way 
the operattlr legal entity is registered with the Ohio Secretary of State's office. If item 1.4, 2.6 or 3.6 
Other [specify] is checked. the provider must identify that specific type of control. Descriptions ibr the 
'Tor Profit" control types are furnished below. 

For Profit 

Sole Proprietor - Exclusiveiy owned; Private; Owned by a private individual or corporation under a 
trademark or patent; Ownership - for profit. In a sole proprietorship the individual proprietor is subject 
to full liability (personal assets and business assets) resulting from business acts. 

Partnerships - An association of tmo or more persons or entities that conducts a business for profit as 
co-owners. R partnership cannot exist beyond the lives of the partners. The partners are taxed as 
individuals and are personally liable for torts and contractual obligations. Active partners are subject to 
selllemployment tax. . Each partner is viewed as the otheis agent and traditionally is jointly and 
severaliy liable for the tortuous acts of any one of the partners. 4 contract entered into by two or more 
persons in which each agrees to furnish a part of the capital and labor for a business enterprise and by 
which each shares in some fixed proportion in profits and iosses. 

General Partnership - A partnership in which each partner is liable for all partnership debts and 
obligations in fiill, regardiess ofthe amount ofthe iiidividual partnel's capitai contrihiirion. 

Limited Partnership -- A partnership in which the business is managed by one or more general partners 
and is prokided with capital by limited pal-tners u h o  do not participate in managernent biit ~ v h o  share in 
profits and \\'hose individiial liabiiit, is limited to the amount of  their respective capital contribittions. .A 
limited partnership is taxed iike a partnership but has many of the liability protectio~> aspects of a 
corporarion. '1.0 fomm a linliied partiiersiiip. a certificate of limited partnership must be cxecutcd aiid 
f;led \\ith the Secretas? of Stare (Sccretar! of Stare prescribes tile form rcquiredj. 7'hc naine o f a  !irnited 
partilership must include the uords "L.imited Partnership." "l..P.." "i.i!niied." or 'i.,rd." 

71\i 06-010 Approval Date 05:17/07 
Supersedes 

5 - 7 Effective Date 07/01/06 
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Limited Liabiiit?; Partnership - a partnership formed under applicable state statute in which the 
partnership is liable as an entity for debts and obligations and the partners are not liable personally. 
'This type of partnership must register with the Secretary of State as a limited liability partnership. 

Corporation - An invisible, intangible, artificial creation of the law existing as a voluntary chartered 
association of individuals that has most of the rights and duties of natural persons hilt with perpetual 
existence and limited liability. Any person. singly or jointly with others, and without regard to 
residence. domicile or state of incorporation may form a corporation. A "person" includes any 
corporation, partnership, unincorporated society or association and two or more persons having a joint 
or common interest. 

Limited Liability Companies - An unincorporated company formed under applicable stare statute 
whose members cannot be held liable for the acts. debts. or obligations of the company and that may 
elect to be taxed as a partnership. A limited liability company may be formed in Oliio by any person 
without regard to residence, domicile or state or organization. The entity is formed when one or more 
persons of their authorized representatives signs and files articles of organization with the Secretary of 
State. The name of the limited liability company  nus st include the words "lirnited liability company," 
"LLC," "L.L.C.;" "Ltd.;" "Ltd," or "Limited." A "person" includes any natural person, corporation. 
partnership, limited partnership. trust. estate, association, limited liability company. any custodian, 
nominee. trustee. executor. administrator. or other f i d u c i a ~ .  

Business Trust - A busiiiess trust is created by a trust agreement and can only be created for specific 
purposes: To hold, manage, administer. control, invest. reinvest, and operate property: to operate 
business activi.ties; to operate professional activities: to engage.in any lawfi11 act or activity for which 
business trusts may be fonned per the ORC. 

Real Estate Investment Trust (REIT) - means a trust created by an instrument, piirsiiant to common 
law or enabling legislaiion. under \vl?ich any estate or interest in real property is held. managed. 
administered. controlled, invested. reinvested. or operated by a trustee or trustees ibr the benefit and 
profit of persons who are or may become the holders of transferahie certificates of beneficial interest, 
issued pursuant to the provisions of' tile trust instrumeilt. such transferability being either restricted or 
unrestricted. whici? trust intends to comply or has at any time complied or inrended to cornply with 
sections 856. 857, and 858 of the Internal Revenue Code of' 1954, 68 A Stat. 3. 26 I;.S.C. I .  as irotv or 
hereafter amended. 

Location of Entih. Organization or incorporation 

ifthe legal eiiiiiy that serves as the fiici!ii>'i provider,oper:itor \\as iiinned. oi-ganized. or incorporated in 
ri:c state ofOhio. chcck the Domt-siic line. 

i)omestie refers to a bi!iii~ess ei:rit) doing bi~sineis in Ohic? that ,.\as fclrincd. incarporared. or i~rganized 
in Oliiii. 
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If the legal entity that serves as the Fdcilit).'~ provider/operator was formed. organized. or incorporated 
outside the state of Ohio. check the Foreign line. 

Foreign refers to a business entity doing business in Ohio that was formed. incorporated, or organized 
under the laws of another smte or foreign country. Foreign corporations must be licensed to do business 
in Ohio. Foreign limited liability companies. foreign limited partnersl~ips and foreign limited liability 
partnerships must be registered to transact business in Ohio. 

If the foreign line is checked. list the state or country where the legal entity was formed. organized, or 
incorporated on the Location line. 

Non-I'rofit 

Non-Profit Corporation - A "nonprofit corporation" is a domestic or foreign corporation organized 
otherwise than for pecuniary gain or profit. A noc-profit corporatioti can be either a "m~itual benefit 
corporation" or a "public benefit corporation" A "public benefit corporation" is a corporation that is 
recognized as exempt froin federal income taxation under 501(c)(3) of the "internal Reveiiue Service 
Code of 1986," 100 Stat. 2085. 26 U.S.C. 1, as amended; or is organized for a public or charitable 
purpose and. that upon dissolution, must distribute its assets to a ptiblic benefit corporation, the United 
State, a state or any political subdivision of a state, or a person that is recognized as exempt from federal 
income laxation tinder 501(c)(3) of the "internal Revenue Code of 1986" as amended. 

Ifthe legal entity that serves as the facility's providerloperator mas formed. organized, or incorporated in 
tlic state of Ohio. check the Uoinestic line. 

Domestic refers to a business entity doing business in Ohio that was fomied. iiicorporated. or organized 
in Ohio. 

If the legal entity that serves as the facilit$s providerloperator was formed. organized. or incorporated 
outside the svaze of Ohio. check the Foreign line. 

Foreign refers to a business entity doing biisiness in Ohio ihat was forined. incorporated. or organized 
tinder the laws of another stare or foreign countr!. Foreign corporations must be licensed to do business 
in Ohio. Foreign limited liabiiirq companies. kircign limited partnerships aitd foreign limited liability 
partnerships must be registered to transact busiriess i t?  Ohio 

if  the foreign iii~r is chcckcd. list the statc or cciintrq where the legal entity fc~rrned. organized. or 
incorporated on the Location line. 
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Non-Federal Government 

State - entity operated iinder the authorit) of the state. 

County - entity operated under the authority of the county as a County tlome. County Nursing Home, 
or District I-lome in accordance with the ORC. 

City - critilq upcrated under the atithority of the cit). 

CityICounty -entity operated under the authority of the  city & county. 

Care Setting 

Indicate the care setting of the facility. in accordance ~ i t h  lieensure standards filed with ODM, when 
applicable. Please cheek all that appl). 

Definitions 

Rehab Hospital Based - serves an inpatient population of whoin at least 75% require intensive 
rehabilitative services; has a preadmission screening procedure which determines whether the patient 
will benefit sigiiificantly from an intensive inpatient hospital program or assessment; and uses a 
coordinated multidisciplinary teain approach in the rehabilitation of each inpatient. Inpatients using 
rehabilitative services usually have one or more of tile following diagnoses: strolte, spinal cord injury. 
congenital d e o n i t  major multiple trauma, femur fracture. brain injury. polyafihritis (iilcluding 
rheumatoid arthritisj, neurological disorders and burns. 

GeneraliAcute Hospital Based - means a hospital whicli primarily functions to furnish the array of 
diagnostic and rherapeutic services needed to provide care for a variety of medical conditions, including 
diagnostic x-ray. clinical laboratory, and operating room services. 

Home for the Aging - Per the ORC; means a home that provides services as a residential care facility 
and a nursing home: except that the home (nursiiig home) provides its services on\> to individuals who 
are dependent on tile services of others by reason of both age and physical or mental impainnent, 

Continuing Care Retirement Center (CCKC) - means a living setting which encompasses a 
continrium of care raiigi:?g from an apai-lineiir or lodging. meals; and inainienance services to total 
nursing home care. ,411 services arc provided oil the premises of the continuing care rztirerneilt 
coinmui~ity and are provided based on the contract iigiled by the individual resident. The residents may 
or niay nut qualih for medicaid for nursing liiime carc. based on the services co:.ered by each resident's 
individually signed contract 

Orher  Assisted IAivingilCursing Home combination A facility that di?ei not fit the description of a . . 
CC'RC' or a 1 iome for the Aging. bur lhas a nursi!lg iloil~e as ;\el! as some :-ether ci?i~~hina:li)ii o i  assisrcd 
l i \  in3 or rcsidei~riai care faciiiry services cin the sainc c:irnpcis. 
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Religious Non-medical Health Care institution (RNHCI) - An institution in which health care is 
furnished tinder established religious tenets that prohibit conventional or unconventional medical care 
for the treatment of a beneficiary. and the sole reliance on these religious tenets for care and healing, as 
set fort11 in the Code of Federal Regulations (CFR). Title 32. Part 303 (REV. 10105). 

Free Standing - .4 facility that stands independent ofattachment or support 

Combined with NF, other recognized Medicaid ICF-MK andlor Medicaid Outlier Unit -- A distinct 
part of a facility rhat is in the same building and/or shares the same license with a certified NF. or is in 
same building as a recognized separate provider of medicaid. such as a provider of outlier services (e.g., 
for pediatric residents or residents with traumatic brain injury). or for the otitlier unit, is housed with a 
K F  poviding nowoutlier services. [Note: A provider of ICF-MR outlier services holds an Ohio 
medicaid provider agreement addendum authorizing the provision of outlier services to a special 
population (e.g., pediatric subacutej.] 

Name and Address of Owner of Real Estate - Enter the name and address of the owner of the real 
estate ~ h e r c  the facility is located. If the provider of services is the identical legal entity that owns the 
real estate, re-enter the provider's legal entity identification here. 

2. Schedule A-1, Summary of Inpatient Days 

Colutnn I : Record the number of ODH-certified beds, by month. If the number of beds certified by 
ODH changed daringthe middle of any given month, then calculate a weighted average for 
that particular month rounded to the nearest whole number. 

For example: 

tiarch I .  20CY I00 certified beds 

\?arch 16.20CY I20 certified beds 

Calculation : (15 days x I00 beds) + ( I6  days x 120 beds) 
divided by 31 days in  month of March = I 10.3226 

,Average medicaid cenified beds for March ZIJC'Y = 1 i i J  

Co!umi? 2 :  Record the number of aiithij~.ized skil!ec!. inrerinediaie. mental retardation and pending 
mcdicaid patien: C:i:,s. by i ~ ~ o n r h .  
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Column 3 
and 4: Record the total monthly reimbursable leave days for medicaid residents [see OAC - 

coverage of medically necessary days and limited absences]. 
Report each necessary day and limited absence as 100% of an inpatient day. 

For Example: 

Colurnri 3 Hospital Leave Days 60 (60 days x 100%) 
Column 4 Therapeutic Leave Days 40 (10 days x 100%) 

Column 5: Total of columns 2, 3, and 4. Carry the total on line 13, colu~nn 5 forward to Schedule A. 
line 7.  

Colurnn 6. 
7 and 8: Record the number of inpatient days for napmedicaid eligible residenrs. by month. Leave 

days should not be included in these columns but should be reported on Attachment 4. 

Column 0: Record the number of inpatient days for all residents. by month. This column is the sum of 
coiu~nns 5 through 8. 

'i'he day of admission, hut not the day ofdisci-arge: is ail inpatient day. When a resident is 
admitted and discharged on the same day, this is counted as one inpatient day. Inpatient 
d, . . '  

'i>> include those leave days that are reimbursable ur~der the Ohio l~iedicaid program. 
Private leave days are not included as inpatient days. Carry the total on line 13. columrl 9 
forward. to Schedule 4, line 4, coliirnn 1. 

Pursuant to the 0AC. reimbursement may be made to reserve a bed for not inore than thirty days in an? 
calendar gear for any cornbination of hospital stays or visits with friends or relatives or participation in 
therapeutic programs, 

For ICFs-MR. reimbursement for medically necessary leave days is one Ihiindred per cent (100%) ofthe 
facilit$s per 3:- ,in1 rate. 

3 .  Attachment 1, Paid NowMedicaid Leale Davs 

Record the month!> norrinedical leave days paid for by p a y =  other than ODJI'S 

I. Schedule .4. Page 1 of 2. Statistical Data 

1.ines I and 2: i.icensed Reds: 

i'ntcr the i i i ~ i !  :!limber of beds iicenszd I31 Oifii ii: colum:~ 2. 1j:nter the total niin~bcr of bed.: ii;c!;ied 
bq C)i>il aiid cer?iiied h:; medicaid in co1:imi; I .  i'emporar) changes becatise of alterations. painting. 
eic. do not ci ' lct bed capucit? 

J1.S 02524l [l<e.. 2 21100) 1~s:ructit~ns 
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Line 3: Total Bed Days: 

For column 1,  this amount is determined by multiplying the number of days in the reporting period by 
the number of beds licensed by OD13 and certified by medicaid during the reporting period. Take into 
accoilnt increases or decreases in the number of beds licensed and certified and the number of days 
elapsed since the increase or decrease in licensed and certified beds. 

I-or column 2. this amount is determined by multiplying the n~imber of days in the reporting period by 
the number of beds licensed by ODH during the reporting period. Take into account increases or 
decreases in the number of beds licensed and the number of days elapsed since the increases or 
decreases. 

Line 4: Total Inpatient Days: 

For column 1,  obtain the answer from Schedule A-1, column 9, iine 13. For column 2, enter the total 
number of inpatient days for the facility for all ODH licensed beds. 

Line 5: Percentage of Occupanc?: 

This anioiint is the propottion of total inpatientlresident days to total bed days during the reporting 
period. Obtain the answer by dividing iine 4 by line 3.  

Line 6.1: Indirect Carc .AIlouable Days: 

For computing indirect care costs. ODJFS will not recognize an occupancy rate of less than 8596. If 
percentage of occupancy is 85% or more, enter the number of inpatient days stated on line 4. If 
percentage of occupancy is iess than 85%. enter 859'0 of the number of bed days stared on line 3 (See the 
OAC). For providers on the medicaid program less than 12 months. aiso consult the OAC. 

Lines 6.2: Capital Allo~vable Days: 

For computing propcny ownership costs, ODJFS wiii not recognize an occupancy rare of iess than 95%. 
if percentage of occupancy is 95% or more. enter the iiiiimher of inpatient days stated on line 1. If 
percentage oi'occiipancy is less than 95%. enter 95% of the number of bed days stated on line 3 (See the 
OAC). For pri:viders on the inedicaid prograin less than I2 months. aiso consult the O.4C. 

'* 'Lumber of' beds involved in the change refers oniy to thi>si: beds which were added. replaced. or 
remiwed. 
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5. Attachment 1 - Revenue Trial Balance 

Column 2: Enter total revenue for each line item. 

Coluinn 3: Enter any adjustments. Detail the adjustment(s) on your exhibit and submit uith the cost 
report. 

6. Schedule A-2, Determination of Medicare Part B Costs to Offset: 

This schedule is designed to determine the amount of Medicare Part B revenue to offset on the cost 
report by cost center to comply with the OAC. 

Section A: Revenues 

Lines la. 
2a. and 3a List gross charges for ail residents by payer type. Cross charges must be reported from a 

uniform charge structure that is applicable to all residents. Revenue reported under chart of 
account numbers 5080 (medical supplies-routine). 5100 (medical ~iiinor equipmeiit- 
routine), and 5 I I0 (enteral nutritional therapy) must be distributed among all non-medicare 
categories. 

Lines 1 b, 
2b, and 3b: For columns 2 through 7 ,  these lines represent the percentages o f t h e  individual revenue 

reported by payer type divided by the total revenue reported in column 8. Report the 
percentages by payer type and limit the precision to four places to the right of the decimal. 
'The total of all percentages milst equal 100%. 

L.inc 3: iota1 ail revenue reporred on lines la. 2a. and 3a, 

Section B: Costs 

Line 5 :  Enter the ratio n i  Medicare Pan B charges where the primary payer is medicaid from 
coiumn 2 linc I b. 2b. and 3b. These ratios must be entered in the corresponding col~imn. 
e.g.. medical supplies percentage from coiumn 2 iine i b must be entered on line 5. column 
2 medical supplies. 

Line 6: Entcs the ccrrrcsponding costs from Schedules B i  and C. coi~~rnn 3 in ihc app~opriaic 
iiilufirn. 

1.i11e 7: 'iliiiiipl> line 5 tirnes iiiw 6, ' ihc r~.si?Ii is thc costs ro offset on tile appropriate line on 
Scheciuie R-2 and C. column 1. 

jF5 025241 #,Re\. 22il061 instl-:c:ion', 
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Section C: Indirect Cost-Offset 

NOTE: Failure to complete Schedule A2 nili result in all Medicare Part B retenue being offset 
against other protected expenses on Schedule R I.  line 1. 

7. Schedule B-1, Other Protected Costs (Columns 1-41 

Amounts paid to vendors for purchase of services must not be shown in coiirmns designated "salary." 
Such amounts should be shown in the "other" column for the appropriate line item(s). If no specific line 
item exists, charge the cumularive expense to the "other" category and provide supporting 
documentation as exhibits with cross references to the applicable account number(s). 

Columll I :  Report wages for facility employees. Wages are to include w a g s  fbr sick pay, vacation 
pay, other paid time off. as well as any other compensation paid to the employee. 

Column 2: Report costs incurred for services performed by contracted personnel elnployed by the 
facility to do a service that ~vould otherwise be performed by personnel on the facilitq's 
payroil. Also repost any appropriate non-wage expenses, inciuding contract services and 
supplies. 

Column .(i: Report any increases or decrenscs o i  each Line item. Any entries in this colutnn uhich are 
not from Attachment 2 shouid be fully explained in accordance with the instructioi~s on 
Attachment 3. 

8. Schedule B-2, Direct Care Cost Center, (Columns 1-31 

An~ounts paid to vendors for purchase of services must riot be shown in coiumns designated "salary." 
Such amounts should be shown in the "Othcr/Contract Wages" column (Zj for the appropriate line 
itern(s). If no specitic line item exists. charge the cuinulative expense to "Other Direct Care" line 23 
and specify the detail in the spaces provided at :lie bottom of Scl~eduie 52. page I of 2. Provide 
supportins documentation as exhibits with cross references to applicable account number(si. 

Column 1 : Report mages h r  facility employees. \'?ages are to include w a s s  For sick pay. vacation 
pay. other paid time off. as v>eii as any *other compensation paid to the employee. 

Column 2: Report costs incurred fc)r serviccs pei-hr~ned by contracted persi):inel crnp!oycd by the 
hcilii) to do a senice  that v;.<>iiid o~her\\ise be performed 5) pcrsoiinei on the faciiir>'s 
pairoil. .!\isc~ report an? appropriate nonnage cipei?i~s. including contract strvicei and 
slippiii.~. 

Column 3: 'iota1 ofcolumns i and 2 

. t :  2 5 4  I .  L 2;i"i. I Instructions 
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9. Schedule C, Indirect Care Cost Center, (Columns 1-3) 

Amounts paid to vendors for p~~rchase  of services milst not be shown in columns designated "salary." 
Such amounts should be shown in the "0ther;Contract Wages" column (2) for the appropriate line 
itemcs). If no specific line itern exists. charge the cuniulative expense to the "Other Indirect Care" 
line 47 and specify the detail in the spaces provided at the bottom of Schedule C, page 2 of 3. Provide 
si~pporting documentation as exhibits with cross references to applicable account numher(s). 

Column 1 : Report wages for facility emploqees. Wages are to include wages for sick pay, vacation 
pay. other paid time 0% as well as any other compensation paid to the etnployee. 

Coli~inn 2: Report costs incurred for services performed by contracted personnel employed by the 
facility to do a service that would otherwise be performed by personnel on the facility's 
payroll. Also. report any appropriate non-wage expenses. including contract services and 
supplies. 

Column 3: Total ofcoli~nins I and 2 

10. Schedule D-1, Analysis of Property, Plant and Equipment 

Cornplete per instructioi~s on the form. This schedule should rie to Schedule E. (balance per books) 
property. plant, and eq~~iprnent section. 

11. Schedule D-2. Capital Additions andlor Deletions 

Complete per instructions on the form. Completion of this schedule is optional if the detailed 
depreciation schedule is submitted i+hich inciudes ail criteria noted on Schedule D-2 except for 
columns 8 and I I .  Columns 12 and 13 are mandatory otiiy in the event ofan asset deletion. 

12. Schedule D (Column 3). Capital Cost Center 

Compiete per instructions on the form 

13. Attachment 2, Adiustment to Trial Balance 

Coliirnns 2 and 3. lines i tnruugh 20: 

i:ntrr. r21c appmpriaic adjiistinents as nsceimrq to comply ivitll i :MSIi j - I .  federal regulations, itate 
iaiss. and Ohio medicaid program i-egiilati;)ns. itefns included on Attac!irneiit ? musr h a ~ c  at~iiciled 
supporiive detail. Cost adjusimenrs for related part) transactions must offjet the appropriate esperise 
accouiit in column 4 of Schediiies K l  . B-2. i' arid 11. 
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Column 5. lines 1 throuzli 20: - 

In column 5 ,  cross-reference adjustments to the appropriate expense account number. Carr) the 
adjustment in column 4 to the appropriate expense account on Schedules B1.B-2. C and D, column 4. 

Note: '411 adjustments to expense accoirnts should be made to the appropriate line of Schedules BI. 
B-2. C and D and the appropriate expense accottnt number entered on Attachment 2, column 5. 

Column 6, lines 1-20. line reference from Attachment 1 (if applicable). 

After completing Attachment 2 and entering adjustments to expense Schedules B i ,  B 2 ,  C and D, 
column 4, the adjusted total expenses (Schedules El. 5-2. C and D, column 5) can be computed. 

14. Schedules B-1, B-2, C and D (Columns 4-71 

Coli~nin 4: Report any increases or decreases of each line item. Any entries in this column which are 
not from Attachment 2 should be fully explained in accordance with the instructions on 
Attachment 3. 

If no allocations are ~rsed: columns 6 and 7 need not be completed. If allocation is used, limit the 
precision to four places to the right of the decimal. 

15. Schedule C-1, Administrators Compensation 

A separate schedule must be completed for each person(s) claiming reirntiursement as an administrator 
in this facility. 

Section A: 

1.inc 2: Work Experience 

For this administrator, report the number cf  years of work experience in the health care 
field. Ten years experience is the maximuin aiiowance. Thus. for this category. if the 
administrator has e n  or more years experience in the health care field. then record ten 
years in this box. 

i.inc 3: Formal Education 

For this iidininistratisr. r i ' p i ~  rkc number of >ears cf forfnal cd~ication beyond high schooi. 
";x years formal edi~cation is the maxiinurn ~illouancc i;>r this iaregor!. Thus. if the 
adminisiraror has six or more )ears fornial cducaiion. then record sir \cars in Chis boh. 
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Line 3.1 : Baccalaureate Degree 

For this administrator. record yes if the ad~ninistrator has obtained a baccalaureate degree. 
If the administrator has not obtained a baccalaureate degree, then record no. 

Line 4: Other Duties: 

Record the total number of other duties not normally performed by this administrator. This 
administrator may claim up to four additional duties. If this adrninistraior performed SOLI~  
or more extra duties. then report the maximum of four. 

Include the following other durics in your count: accounting, maintenance, and 
housekeeping. If the administrator performed any other duties, please complete the "Other. 
specify" lines. For example, if the administrator perfornled laundry duties. then record as 
follows: Other: specify m. 
Do not include any of the direct care duties listed below. If the administrator perihrnled 
any of the twelve duties listed below then go to Schedule C-2. Complete Page 1 of 
Schedule C-2. if the administrator is an owner or relative of the owner. then coinplete Page 
2 aiso. 

Medical director 
Director of n~irsing 
Activities director 
Registered nurse (RN) 
1-icensed practical nurse (LPN) 
Psychologist 
Respiratory therapist 
Q~ialified mental retardation profcssioiial (Q'CIRP) 
Licensed social workcr!counselor 
Chrtplairi 
Charge nurse: registered 
Charge nurse; licensed practical 

Line 5 :  Geographic 1-ocation: 

Add 5% if the facility is in one crf the failoning c;?iintics: i'rrqahoga. iiamilron. Ruticr. 
Stark. Franklin. 1,uca;. k~!oi~;goinery or Summit. 

X O i i :  I h e  eight cc?iin:ies listed aho ie  reflect those cotinties p:c!jecied r t j  havc the largest 
popuiations. This ini;>rmatiori is siihject to cl:a~igi. once tk calendar year data 
becomes available. 
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Line 6: O ~ n e r s h i p  Points: 

Add ten points if the administrator is also an owner 

Line 7: Total lines 1 through 6. 

Line 8: Line 7 is not to exceed 150%. 

Section B: 

For each ad~iiiiiistrator complete the follo~-ing:  

Beginning and ending dates of employment di~ring the 20CY reporting period should be confined to 
periods of employment in 20CY only. For example, if the administrator was employed by the 
provider from March 1 ,  20CY through March 31. 20CY. then tir the 20CY reporting period the 
record of employment dates is as follows: 03i0ii20CY - 0313 IROCY. 

Hours and percentage of time worked weekly on site at the facilit) 

Account number 7200 or account number 7310. as appropriate. Ail administrators compemated 
through the home office use account 73 10. All other administrators use account 7200. 

Amounr of compensation: Except for county facilities which operate on a cash basis. list all 
compensation actuallv accrued to employees wlio perform duties as the administrator. County 
facilities which operate on a cash basis should list all coinpensation actually paid to employees who 
aerform duties as tlie aciministrator. 

if the administrator is an owner or relative of an owner, then coriiplete Schediile C-2. Page 2 oT2, Do 
not complete Schcduie C-2, Page 2 of 2 for a nomomner!administrator. Report the cost of ali indirect 
care-related duties perbrmed by administrator on Schedule C. line 26, account number 7200 or 
Schedule C. line 48. accoiint number 7310, whichever is appiicahic. 

The applicabie Direct Care duties are: 

(a) Medical Director: (h) Qualified Clental Retardation Professional (QMRP); 
jbj I>irector ci'kursing: (i) L.icensed Social WorkedCounseIor: 
(c) Activities I>irecta:: (i) Chapiin: 
id) Registered I; ursi. (ii5'1: i k j  Charze t urse: Regislcred: and. 
ic; 1.icensi.d Practical Y i ~ r i r  (i.P'\l): (1) Charge h iirse: 1.ictlnsed i+racrical. 

if) Psyckoli>gist: 
(-j  r~ Respirator) i'berapist: 
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Example: An owner/administrator (or relative of owner) earned $65;000 coinpensarion pertbrming 
duties as foiio\\~s: 

Kh $1 5.000: Administrator $45,000: Laundr? $5.000; 'Total = S65.000 

Compensation may be reported as follows: 

Schedule C- l = $50.000 - Administrator plus laundry compensation 

Schedule B-2 = Sl5.000 - Rh compensation 

Please note the reporting procedures are the saine regardless of whether the administrator is an 
owneriadministrator. or a relative of the owner. 

Non-owner administrators will report their wages on Schedule C-l (administrator and general wages) 
and, if it applies. S h e d i ~ i e  B2 (direct care wages, as stipulated in the direct care duties iist above). 
Wages for non-owner~administrators are never reported 011 Schedule C-2. 

16. Schedule C-2 

Page 1 of 2: 

List all owners andior relatives who received compensation from this provider. Also. complete the 
schedule if any administrator \\ages are reported on Schedule B2 for the direct care duties listed on 
page 17 of the instructions. This'applies regardless of whether the administratbr is a non- 
owneriadministrator. an o~vnerladministrator. or a relative of the owner. 

Specify rhe name of person(s) ciaiining compensation, position number (see below). reiationship to 
o\vner(s), years of experience in this field: dates of employment in this reporting period, number of 
hours worked in ijcility during the week. as well as the corresponding percentage of time worked at 
this facility. account number. and amount ciaiined for each person listed on the cost report. 

For purpcses of compieting Schedule C-2. the foiiowing relatioiiships are considered related to tlhe 
owner: 

( I )  Hiisbanda:~di+ik: 
( 2 )  Natural parent. chiid. and sibling: 
(3) Adopted child and adoptive parent: 
j4) Steppare:it. sicpchiid. stephroiner. stepsister; 
(5) Fi!tl>er- i!~-lir,\. ~n<.sthes- i~i- ! an .  stm. i r ~ l a v .  dat~ghter- in- lzw~. sister- in- l ~ ~ w .  and hrcxher- in-la\\: 
(6) Ciraridparent and grandchild: and. 
( 7 j  Foster parent. bs t t r  chiici. bster  brother. or bster  sister. 
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Page 2 of 2: 

Except for the nowowner administrators, for each individual identified above, list all the 
compensation received tom other facilities participating in the medicaid program (ill Ohio and other 
states). Also, list an) individual omning a 5% or inore interest in this provider. Con~pensation 
claimed must be fbr necessary services and related to resident care. Services rendered and 
compensation claimed must be reasonable based upon the time spent in performing the duty. and 
reasonable for the duty being performed. 

If S c h e d ~ ~ l e  C-2, Page 1 is completed for a nowowner administrator. then do not complete this page 
for the mn-owner administrator. All other owners, relatives of owners. or owner!administrators 
identified on Page 1 must also be reported on Page 2 of Schedule C-2. 

Position Numbers for Corporate Officers 

Select the four-digit position niimher that appropriately identifies the job duty of the corporate officer. 

Example: Where there is a corporate president of a 50-bed faciiiiv. the four digit position number is: 
CP01 (C. P. zero. one). 

I .  Corporate President Series (CP) 

CPOl - Corporate President 1 (I - 99 beds) 
CP02 - Corporate President 2 ( 1  00 - 199) 
CP03 - Corporate President 3 (200 - 299) 
CP03 - Corporate President 4 (300 - 599) 
CP05 - Corporate President 5 (600 - I i 991 
CP06 - Corporate President 6 (1200 -+) 

2. Corporate Vice - President Series (CV) 

CWI - Corporate Vice-President I ( I  - 99 beds) 
CV02 - Corporate Vice-President 2 (100 - 199) 
CVU3 - Cbrporate Vice-Presidenr 3 (200 - 299; 
CVOJ - Corporate Vice-President 4 (300 - 5993 
CV05 - C'orporaie \iice-Presidcnt 5 (600 - i 19')) 
CV06 - Corporate Vice-President 6 ( 1  700 - )  
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3. Corporate Treasurer Series (CT) 

CTOl - Corporate i'reasurer 1 (1 - 99 beds) 
CT02 - Corporate rreasurer 2 ( 1  00 - 199) 
CT03 - Corporate Treasurer 3 (200 - 299) 
CT04 - Corporate 'Treasurer 4 (300 - 599) 
CT05 - Corporate Treasurer 5 (600 - 1 199) 
CT06 - Corporate Treasurer 6 (1200 T) 

4. Board Secretary Series (BS) 

BSOl - Corporate Board Secretaq 1 (I - 99 beds) 
BS02 - Corporate Board Secretary 2 (100 - 199) 
BS03 - Corporate Board Secretary 3 (200 - 299) 
BSO4 - Corporate Board Secretary 4 (300 - 599) 
BS05 - Corporate Board Secretary 5 (600 - 1 199) 
BS06 - Corporate Board Secretary 6 ( 1  200 +) 

Position Number for OwnersiKelatives of Owner 

Select the five-digit position number. which appropriately identifies the job duty of the owner and/or 
relative of the owner. Please note that \.'TI references the Wage and Ho~ir  Survey - Attachment 6 of 
the cost report. 

~ x a m p l e :  Where the o.ivner served as medical director of the facility, the five-digit position number 
is: WHO02 (W, H. zero. zero, two). 

WH Code Title 

kVH00i LVater and Sewage 
lXH063 EAP Administrator - Other Protected 
Wti06.l Self Funded Programs Admn. - Other Protected 
LVtl065 Staff Dc\c!opment - Other Protected 
WHO02 Cledical Director 
LVi-I003 Director of Kursing 
WHO01 R N  CIiarge Nurse 
Vv'I!OO5 LIT Charge Xurse 
MI-1006 Registered Uurse 
tVil007 i.ici.nst.J i'racticai Xiiruc 
\LI 1008 Xiirie Aides 
lViiOii9 Actiiiry flinctor 
iVii010 Actiiir) Staff 

Account 

6030 
6057 
6058 
6059 
6100 
6105 
61 10 
61 15 
61211 
6115 
hi30 
6135 
6140 

Schedule / Line 

Schedule R- 1. iine 9 
Schedule B- 1, line 22 
Schedule 8- 1. iine 23 
Schedule B- 1 .  line 24 
Scheduic 8-2. line 1 
Schedule 8-2. line 2 
Schedule B-2. iine 3 
Schedule B-2. line 4 
Schedule 13-2. lint: 5 
"ihhcduli. ii-7. iine 0 
Sslrcd~iie 8-2. line F 
s,.+ - s  L ~ ~ L I ~ C  ,A E3-2. line 8 
Schedule 13-2. !in< 9 
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WH Code 

WHO 12 
Wtf013 
WHO15 
Wt1016 
MfHO 17 
WE10 1 8 
WHO19 
\hfH020 
WHO2 1 
Wt-1022 
WHO23 
W-H024 
Wi-1025 
WHO26 
WF-1030 
WHO3 I 
W1-1032 
WHO33 
WHO34 
WHO35 
WHO36 
W1~1037 

. WHO38 
WHO19 
Wi-I040 
WHO41 
W1-I042 
WHO43 
Wi-i011 
WHO35 
LVH016 
'VVI~I047 
WtiO4-X 
h .1  1040 
\?'i~1050 
ti'ii05 I 
id i l 0 2  
1"i-I 105.3 
\ iL i iOS- i  
\VH055 
Mil056 

J 5 4  ! 12 

Title - 
Progratn Specialist 
Program Director 
Habilitation Supervisor 
I-labilitation Staff 
Psychologist 
Psychology Assistant 
Respiratory Therapist 
Social WorWCounseling 
Social Services!Pastoral Care 
Qualified Mental Retardation Professional (QMRP) 
Quality Assurance 
Other Direct Care Salaries: Specify 
Home Office Costs!Direct Care: Salary 
DO KOT USE THIS POSITION CODE 
Physical Therapist 
Physical 'Therapy Assstant 
Occiipationai Therapist 
Occupational Therapy Assirtan? 
Speech Therapist 
Audiobgist 
EAP Administrator-Direct Care 
Self-Funded Programs Adillinistrotor: Direct Care 
Staff Developtnent-Direct Care , 

Dietitian 
Food Service Supervisor 
Dietary Personnel 
EAP Administrator - Dietary 
Self-Funded Programs Administrator: Dietary 
Staff Development - Dietary 
bIedica1iHabiiitation Records 
Phormaceiitical Consultant 
DO X07' USE THIS POSITIOK CO13E 
Other Administrative Personnel 
Security Services (Solar3 Only) 
L.aundry,i-icusekceping Super;. isor 
tiuiisckeeping 
I.aundry and i..inen 
-\ccc?u!iring 
Data Serbiecs iSii!ary Oni) J 

Other indirect Care - Specib: {Salarq) 
fieme 0li;cc C'osts~lndirecr Care (Salar!) 

(!i)6) Ins!riicti,,ns 

Account 

6150 
6155 
6165 
6170 
6175 
6180 
6185 
6190 
6195 
6200 
6205 
6220 
6230 

Schedule / Line 

Schedule B-2. line10 
Schedule B-2, line 1 1  
Schedule 8-2, line 12 
Schedule 8-2, line I3 
Schedule B-2, line I4 
Schedule 8-2, line 15 
Schedule 8-2, line 16 
Schedule B-2. iine 17 
Schedule B-2, iine 18 
Schedule 8-2, line 19 
Schedule B-2, line 20 
Schedule B-2. line 23 
Schedule B-2, line 24 

Schedule B-2. line 30 
Schedule B-2, line 31 
Schedule B-2. line 32 
Schediile 8-2, line 33 
Schedule B-2. line 34 
Schedule 8-2, line 35 
Schedule B-2, line 40 
Scheduie B-2. line 41 
Schedule B-2. iine 42 
Schedule C. line I 
Sclieduie C.  line 2 
Schedule C ,  line 3 
Schedule C. iine I5 
Schedule C. line 16 
Schedule C. line 17 
Scl~edulc C. line 1 0  
Schedule C.  iine 21 

Schediiie C. line 27 
Sciiedirle C. line 31 
Schedule C. 1ine 33 
Schediile C. iine 35 
,̂ ned 3 ,  ,-. . U I L  i.. line 36 
Schedule i'. line -39 
Schediilc C'. iine 43 
Schedule C'. iirir 47 
Schedule i:. line 48 
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WH Code Title Account Schedule / Line 

WHO57 DO NOT liSE THIS POSLTlON CODE 
LVI-1058 Plant Operations!Maintenance Supervisor 7320 Schedule C, iine 50 
WHO59 Plant Operations and hlaintenance 7330 Schedule C, line 51 
WE-1060 EAP Administrator - Indirect Care 7525 Schedule C, line 59 
WI-1061 Self-Funded Programs Administrator - Indirect Care 7530 Schedule C, line 60 
WHO62 Staff Development - Indirect Care 7535 Schedule C, line 61 

15. Schedule C-3, Cost of Services from Related Parties 

Complete per instructions on the form. 

Related Party - means an individual or organization that, to a significant extent: has common 
ownership with. is associated or affiliated with. has control of, or is controlled by, the provider. as 
detailed beloct: 

(I)  An individual who is a relative of an owner is a related party. 

(a) "Relative of o.ivnerN means an individual who is related to an owner of a facility by one of 
the following relationships: 

( 1 )  Spouse; 
(2)  Natural parent. ciiild, or sibling: 
( 3 )  Adopted parent, child. or sibling: 
(4) Stepparent. stepchild. stepbrother, or stepsister; 
(5) Father- in-law. mother- in- law. son- in-law. daughter- in- law, 

brother- in- law, or sister-in- law: 
(6) Grandparent or grandciiild; 
(7) Foster caregiter; foster child. foster brother. or foster sister 

( 2 )  Coinnion ownership exists when an indi\~idual or individuals possess significant ounership or 
equity in both the provider and the other organization. Significant ownership or equity exists 
wherr an individual or individuals possess tive per cent ownership or equity in both the provider 
and a supplier. Significant ownership or equity is presumed to exist when an individual or 
individuals possess ten per cent ownership or equity in both the provider and another 
organization iiom which the provider purchases or leases real propeny. 

( 3 )  Coi~tr~iI exists \\hen an indi~iduai o r  orgai~iration iias the po\ser. dlrecti! or indirectly. :o 
sisnificanti). iiifluence or dlrecr rhc actii?iis or policics of an organizaiion 
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Partnerships -An  association of two or more persons or entities that conduct a business for profit as 
co-omners, a partnership cantlot exist beyond the lives of the partners. The partners are taxed as 
individuals and are persotially liable for torts and contractual obligations. Active partners are s ~ ~ b j e c t  to 
self-employment tax. Each partner is viewed as the otheis agent and traditionally is jointly and 
severally liable for the tortuous acts of any one of the partners. A contract entered into by two or more 
persons in wliici~ each agrees to furnish a part o f the  capita! and labor for a business enterprise and by 
which each shares in some fixed proportion in profits and losses. 

Corporations - 4 n  invisible, intangible, artificial creation of the law existing as a voluntary chartered 
association of individuals that has most of the rights and duties of natural persons but with perpetual 
existence and limited liability. Any person. singly or jointly with others, and ~cithout regard to 
residence. domicile or state of incorporation may b r m  a corporation. A "person" includes any 
corporation, partnership, unincorporated society or association and two or more persons having a joint 
or coinmon interest. In the ORC, unless a corporation is specified as nowprotit. it is assutned to be for- 
profit. 

Limited Liability Companies - An unincorporated company formed under applicable state statute 
whose members cannot be held liable for the acts. debts, or obligations of the company and that may 
elect to be taxed as a partnership. A limited liability company may be formed in Ohio by any person 
without regard to residence. domicile or state or organization. The entity is formed when one or more 
persons of their authorized represetltatives signs and files articles of organization with the Secretary of 
State. The name of the limited liability company must include the words "limited liability company," 
"LLC," "L.L.C.," "Ltd.." "1,td." or "Limited." A "persoi~" includes any natural person, corporation, 
pamership. limited partnership. trust. estate, association: limited liability company, any custodian, 
nominee, trustee. executor. administrator, or other fiduciary. 

18. Schedule E, Balance Sheet 

Enter balances recorded in the facility's books at the beginning and at the end of the reporting period 
it1 the appropriate columns. Where the facility is a distinct part of a Nf: or ICF-MR. enter total 
amounts applicable only to the distinct pari. 

19. Schedule E-I, Return on Equih. Capital of Proprietan Proliders 

Schcduic E-1 is provided h r  computing reimbursable equity. the average equiry capital amount. and 
the a:noui;t oi'retiim ~ ~ h i c h  is i~~cluded in aiio\vabie costs. 

5 : :  1.ines 8 through 21 - Milst ipecificaii) identify any amo:ints entered. .An es:irnpie of amounts 
that !nay be included on these lines is intercc?mpany accounts. 

S 4 1 ,  3201!1, !:~zrrncri;,n; 
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Page 2 of  2 

Lines 73 through 34: 

C o l ~ ~ m n  2: Enter the equity capital as of the beginning of the reporting period. as computed on 
Schedi~le E l ,  Page I of 2, line 22. column 1 .  This amount will be the same for all 
months during tile period. 

Column 3: List. by month capital investments made during the period. Capital investments include 
cash and other property contributed by owners and proceeds from the issuance of 
corporate stock. Do not incl~ide loans from owners. The amount entered on the 
appropriate line in column 3 is carried forward to subsequent months in the period, and is 
increased by additional contributions in the month(s) in which such contributions are 
made. 

Column 4: Enter net gain or loss from the disposition of assets. This column indicates the 
cumuIati\,e amount fbr the period. 

Col~irnn 5 :  Enter amotints withdrawn by owners or disbursed for the personal benefit of owners as 
well as the amounts paid as dividends to corporate stockholders. This column indicates 
the cutnuiative amoitnt for the period, e.g., if withdrawals occur at the rate of $600 per 
month. the first month of the period will show $600. the second moiith $1200. etc. 
i4owever, if withdrawals are made and are reflected in ihe profit or loss for the period, 
e.g., salaries, the tvithdrawais should not be entered in this column. 

Column 6: Enter other changes in equity capital such as loans from owners (increases) and 
repayments of same (decreases). Unrestricted donations and corltributions are also 
entered in this colc~mn (refer to CMS Publication 15-1. section 12IO(Aj (REV. 11/05)). 
Beginning with the first month in which a transaction occurs. the applicable amount is 
carried forward to suhscquent months. and is increased by additional loans or decreased 
by repayment of loans. 

Coiilmn 7 :  Equitq capital increases or decreases as income is earned or as losses are inclined by the 
provider during the reporting period. The net amount of change in equity capital, froin 
this category of transactions. is determined by analyzing the difference hetween equity 
capital at the beginning o f  the period and equity capital at the end of the period. From 
this net increase or decrease in equit? capital are subtracted the ainoiints included under 
the other categories of changes nil Schedu!e E -1.  columns 3 through 6. h e  remainder 
represents the increase or decrease due to operations: I I O L L ~ \ ~ I - .  ail! an?oiint for a return 
on equity capital inciitdcd it: the intcrim payments is iiinhcr subtracted from this 
remainder. I 'he iiicrease or decrceie d:ie to operaiii:ni is c;>irsidered i s  earned iinifi>rrn!> 
diiring each inonril i?l' the repimirig period arid affects ~.quir)  capital ciimulativs!y. For 
exaiiipie. if the net incrcasc due to profits in  pera at ions for 12 moi;ths is S21.OOII. $2,000 
wouid be shown in the first r?lc?nth. $4.000 in tk second month. etc. 

Jt-5 ti25241 $Re\. 33?i'nhj inurnrcri:ns 
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Column 8: Add colum~ls 2 through 7. If the result is a negative aiiiount, enter zero. Add the equity 
capital reported in column 8. etc. and indicate the total on line 35. 'The total on line 35 
shall include only positive monthly balances. 

Line 36 - Return on Equity: 

Column 3: The rate of return used is an estimate based on the Comrnerce Clearing House Table of 
Interest Rates, and will be rekised upon issuance of the appropriate update of the above 
pi~blication. This is only an estimated rate of return and as such tlie resulting per diem 
should be used for budgeting purposes only. 

20. Schedule A-3, S u m m a n r  of Costs 

Colum~i 5: Calculate per diems for each cost category. This cost per diem is subject to change and 
does not reflect the payment to be made by medicaid. 

21. Attachment 6 ,  W a ~ e  and Hour Snrvev 

Coinplete Attacllment 6 per instructions to provide necessary information on the wage and hot~r 
supplement. There must be corresponding hours listed if wages are indicated. 

Note: This sckdule is utilized to caicuiate the statewide average annual compensation cost limit for 
owners and relatives of owners. Wages are to include wages for sick pay, vacation pay, and 
oilier paid time off as well as any other compensation paid to the employee. Please do not ' 

include contract wages or negative wages on ;his form. Except as noted below. the amounts 
reported in column (C) must agree to the corresponding account numbers on Schedule El. 
R-2, and C. column I .  

In circtiinstaiices involving reiated part)- transactions, or adjustments due to home office 
wages. the amounts reported in coliimn (C) may not agree to the corresponding account 
n~imhcrs on Schedule B-I. R-2. and C ,  column I .  l i t he  amoililts reported do not agree, please 
explain the reason for the dii'ference on Attachment 3, Exhibit 5 [or greater (i.e. Exhibit 6. 
Exhibit 5. etc.)]. 

22. .Attachment 7. Addendum for Disputed Cost 

- 
i his Attachment is for the repoitii~g or' costs as specified in sectini? 51 1 1  .?6 of the OiiC that the 
prmider believes should be classified diiferentiy ihan as reported an the cost report. Enter in the 
"Keciassif~;aiion From" coliirnn the s p ~ ~ l f i i  B C C O L ~ I I ~  title itiid char1 niiri~her as entered on the ciist 
rcpori. as \\el! ;1 costs ripplicable to colurnnu i through 3. Entcr in rile "Reclasifiiatioi~ 70" coti~mn 
the schedule. line niirnher and reason L O U  believe these costs shi?u!d be reclasiiiied. 
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23. Attachment 3, Supplemental Information 

Attach requested doc~iinentation as instructed. 

24. Schedule A, Page 2 of 2, Certification b~ Officer of Provider 

Chain organizations are generally defined as multiple providers owned, leased, or through any other 
devise, controlled by a single organization. For Medicare and/or Medicaid purposes, a chain 
organization consists of a group of two or more health care facilities or at least one health care facility 
and any other business or entity owned, leased, or, through any other device, controlled by one 
organization Chain organizations include, but are not limited to, chains operated by for profit 
/proprietary organizations and chains operated by various religious, charitable, and governmental 
organizations. A chain organization may also include business organizations engaged in other 
activities not directly related to health care. 

The controlling organization is known as the chain "home office." Typically. the chain "home office:" 

Maintains uniform procedures in each facility for handling admissions, utilization review. 
preparation and processing admission notices and bills, and 

* Maintains and centrally controls individual provider cost reports and fiscal records. 
in addition. a major portion of the medicare audit for each provider in the chain can be 
performed centrally at the chain "home office." 

All provider5 that are currently pa? of a chain organizat~on or \\,ha are joining a chain organization 
must complete this section mith infor~nation about the chain home oftice. 

A. Check Box - If this section does not apply to this provider, check the box provided and skip to 
the certification section. 

B. Chain Home Office Information - If there has been a change in the home office information 
since the previous cost reporting period, check 'Change," and provide tne effective dare of the 
change, 

Complete the appropriate fields in this section: 

Furnish the legal biisiness name and tar  identifica~ion niimber of?lie chain home of ice  as 
reported to the IRS 

s Funrish the street address of the home oflice corporate hcadqiiansri. Do not give a P . 0 .  
&>Y or [>rop Bax address. 
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C. Provider's Affiliation to the Chain Home Office- If this section is being completed to report a 
change to the information previously reported a b o ~ ~ t  the provider's affiliation to the chain home 
office since the last cost reporting period . check 'Change." and provide the effective date of the 
change. 

Check all tlnt apply to indicate how this provider is affiliated wit11 the home office, 

All cost reports submitted by the prol~ider must contain a completed certification signed by an 
administrator, owner. or responsible officer. The original signature must be n o t a r i ~ d .  

If the cost report preparer is a company. complete the "Report Prepared by (Company)" line onl) If 
the cost report is completed by an individual, complete the "Report Prepared by (Individual)" line 
only. 
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Ohio Department of Job and Family Services 
MEDICAID ICF-MR COST REPORT 

Page ? 
Schedule A 

l n i 7  . -. - 
Type of Cost Rapan Fiiing pdiiuact to 0h~oAdmtn:s:ative Coos $Please check one cf !he foliowing) i - 4 ? Year-End - 4 3 Change Of Oprator - 4 5 Final - 4.7 Capfa! I 
- 4 2 New FaclI~?f - 4 4 Rate Recooaderation - 4 8 Amended i 

INSTRUCTI0NS:This cost repoi: must be iece:u& 01 postmarked pursuant to Ohio Adminasbative Code except ;or state operated ICFs-MR 
Fatlure ,a Rk tlmeiy wiii result in reduction of the uinent prospectwe rate by hua doliars (52 00) per patient per day This rate iebuctmn shail be adjusted 
for lnflaivon in accordance with Ohio Revise6 Code Read instiuc!;cns before camplebng the form PLWSE ROUND TO THE NEAREST 
DOLLAR FOR ALL ENTRIES M D E  ON THIS COST REPORT When completed, sabnit to Ohio Depanrnrrt of Job and Famity Seivices. 
Bureau c! Long Tern Care Faahfies. Reimbursement Sec!:on. 30 East Broad Siieet. 3316 Fiaai. Columbus. Ohio 43215-3414 

Prowder Name (CBA) 1 Natioaai Prov.dei ldentifiei 1 Mwicaid Provider Number / Medlcare Provider Number I 
I I M - W M  

Feaeiai Tax ID Number :Period Covered by Cost Repcri 
Address ; l j  
Address (2) ODH ID Numixi 

I 
iFrcm. 

St& of Oh.0 - 
ZIF Code County /Through 

Sole Piopiietorshlp (1  i )  

Pamefsh4p ( 1  2) 
1 General 

Andless ( ? )  
Address 12) 

Stare 

3 Limlteo Llablliri Partnership 

Other Speciiy Can!rcl 

cation of Entity, Organization. or incorporation: 
aalt!y has 3 For Piofit type of control. check one below 

Check all tna: apply 

Domes:ic No? Profit Corporation (2 4) 
Fcielgn Nan Profit Corpaiat~on Location 
Other (non dehred "ncn profit" enoty) Spea6j 

- d Conrtnutng Care Re:iiement Center (CCRC) 
- e aicr Assated Lrving1N;ising Haire Cornb!na:#?n 

i Rehgious Ncn-F.ledical Health Care lnstitut~on 
- Ccun!y (3 2: 

n Combined ,v:rth NF anC!or Ootirei Unit 
clri - c a ~ n ~ ~  i3 A )  - I G!her SpeaS, 

- County - MRiDD Baare (5  5 )  
- Other Speaej Caq!ral - 

I MeClcal? Ceilfieo Beds On,). ! To:al Faultri ilcensio Beds 

F?a 06-010 Approval Date 0511 7/07 
Supersedes 
TM - 5 _ : 7 EKectrveDate 07/01106 
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CHAIN HOME OFFICEICERTIFICATION BY OFFICER OF PROVIDER Page 2 
Schedule A 

2 of 2 

IProvider Name i Medicaid Provider Numbei/Rewn!n~ Pe:iod 1 

Tnis section is to be compieted with informat$or about the "HOtllE OFFICE for 
ihose picvideis that are members o !  a: air joining. a mas" o:ganizatlon 

A If th~s Sectton does not apply check here 

B Chain Home Ofice ln?ormat~on - Cnange i f fedive Date 

i Name of Home Ofice as Reponed to the iRS !Federal Tax ID Number 

2 Home Office Business Street Address Li?r i - 
Home Office Business Street Address Li le 2 

City /State ]ZIP Code 

C Providers Affiliation :o the Chain Home Ofice - Chanlie Effective Date 

Check ope 

2 .  - :ant Venture / Partnershlp 3 -  Managed I Related 5 -  Leased 
2- Operated I Related 4 -  Wholiy Owned 6. - 0:hei (Spec,@) 

In accordance witn the Medlcaid Agency Frau0 Detection and Investigation Program rule 42 CFR 455 18 (REV 1CI05) 
ail cast iepcils submxtted to OOJFS =ill be certified as fcllows 

MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT, OR CONCEALMENT OF 
A MATERIAL FACT, MAY BE PROSECUTED UNDER FEDERAL AND STATE LAWS AND PUNISHED BY FINE AND/OR IMPRISONMENT. 

I hereby en!% :hat I have read the above sta:ement and that i have examined the accompanying cost repor! and Su?PGit;nS schedules and 
~ ~ 

attachinents prepared for i namr  of prwideil Medicaid P-ovnder Ncmber 
far tne mst  report perlad beginn:ng and ending and that to the best of my knowledge and belsef. 
11  1s a wue, accurate, and comp ete statement prepared from the books and records of the Fmvloef(s: m accordance wlth app i l ~a le  tnslrudlons, 
except as noted 

/Stgnatuie of Wne: Omcei, or Authoi~red Represecta~ve of Provider Date of S!gnati;re 

!Print cr Tvw Name of Owner. Officer, or Authartzed Repiesenta:we of Piovlder 
I 
i 

! . . 
::Last) (First) (It l j I 

Teleehone Nomber Fax Number 
I Area code ( i Area Ccde ! ) i 

I 
-~eaort Prepared by (Compary) 1 

iAdaress 1 
IC4ty Sta:e ZIP Code 

j 

I 
iie!eohrine Number :i Person Precarlna Cost Reaoi! P I , , 

:Area Code 1 i ]Area Code I 8 --A 

liaca:icn cf Remrcis 3r Probable Accl! S,le ITeiepnone Number for Addft Cantad Persnr I 

NOTARIZED 

S~tscr::ec; ant. n;l,~ I :vsrr. - rekre x e  aicc:d.ng to .iv, oy fne a w e  lamed CCI:~: C. az^l:-,s:rarir :n,s +-,. 0: 

; S  il GL~:,  cs .- a73 sate ci.  . 

Supersedes 
TN i--i c i; EfTececiive Date 07/01/05 
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Page 3 

SUMMARY OF INPATIENT DAYS Schedule A-l 

F G Z i G m e  7 

INSTRUCTIONS: All aata must be stated on a sewice date (accrual! basis Far example. danuar, irata would include only the appIicabIe 
days and billings for sermes rendered dcrfng January 

i / Numberof / Medicaid Patients Non-Medicaid Patrents Tc:ai ' i 
l Medicaid i Ailihonied / Hospital / Therapeu:ic I Total Medzatd I Pnvate / Medicare I Veterans and! InpaUenl 

Month I Certiled ' Cays Leave Days Days Days / OtheiDays 

16 June i I I 
! I 

I /i JU), 1 i 
I i 

I 
i 

18 A U ~ ~ S :  I 1 - 1  i I 

I I 
i 

s Seatember I I I 
I i 1 I i I 

! i I 1 I I I I I I 

i 1 I I 
I j 

T?s' 06-010 Approval Date 05117.'05 
Supersedes 
TN 0 i ... G ;  7 Effective Date 07/01/06 

i 

3 March 

6eds 

i l j  (2) 

I l 

11 Januaiy I 
(sum oical 2-4) ' l 

(3) (8) 

1 I I l 

1 
I I 

I l / 
I 

1 I 
I 

I 

4 Apiii i I 
I 

I I i 
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Page 4 

DETERMINATION OF MEDICARE PART B COSTS TO OFFSET Schedule A-2 

/Provider Name / Erledtca!d Provider Nsmber iRepoiting Per!ac I 

INSTRUCTIONS Enter gross charges fcr festdent days reaoited In Schedule A-: and Attachment 4 These grass charges must be iepaited from a 
uniform charge structure appilcable to aii residents 

I Description / ffiledicare Part B / Pnvate / Niedica:e / Vereran 1 Med8c;i:d !iota1 Revenue/ 

c, :a Medical Suepl:es Revenue I 1 ! 
i I i I 

SECTiON A: REVENUES 
(" 

i 
Primaiy Payer is / PartA I and i (sum of cols. 

Medicaid ! Other 1 Sev!ces / Other , 2-7) 

(7' , ( 8 )  
I 1 I 

I I ! 1 I 

I ! 1 I lib Percentage (!me l a ,  each co! 2-7 div.ded b? total on lhne ?a  cot 5) / 

T?J 06-010 Approval Date 05lI7/07 
Supersedes 
TN 0-3 - -2 / 7 Effecrive Date 07i01i06 

I 
iO0?~ I 

I I ! I I / 

I 

i i I 
I 
i 

I v 
I I I2a Enterai ieedirg Revenge 

I I i 
13b Percentage (itre 3a, each cci 2-7 divided by totai on line 3a cai ~i 1 i i 
i I 7 ~ - L  

! i 

SNODGR
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Page 5 

SUMMARY OF COSTS Schedule A-3 

P-ouidei Name Medcasd Provider Number j~epoiting Period 
1 
i 

I \ Reterence j Sub 1 Total fillowable 
I REIMBURSABLE COSTS / Schedule i Totai i Cost Patlert Per Diem I 
i i 1 

134 ioials i$  (AIIS (8:15 IS 
35 Less Nsn-Re.mbursable irom Sihedtile C Page 3 ltne 78 1 = 7 :  I 

16 Total Reimbursatl 

RECONCILIATION OF COSTS 

S d r r a r y  0iSchedule D lines 11 ard  i 3  
.:A) AQreei ;c 7o:al Expenses per LVorklrg Trrsi 8alanCe 
(B: Agrees :C Pttasr,nen! 2. I1.e 21 cawn" a, a d  Scnelnle A-2, hnes 7 and 12 coumn 5 
(3) Agrees KO Scb,ed.(e A-i i:ne 6 ,  colurn.7 3 

Schedule 1 
Line # 

NSTE All ios: data snwld be r a u ~ u e d  ra :ne nearsst  w'loie ao~la: 

Total Adjustments: Adpsted Total (Opt.) Allocated 
Increases (Decreases1 Adjusted Total i 

TN Approval Date 05'1 7/07 
Supersedes 
IT4 0 3 -at -[ Effective Date 07/01!06 

SNODGR
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Page 6 

OTHER PROTECTED COSTS Schedule 5-1 

IProvider Name / Medcaid Provlder Number l~eporting Peiioo I 

... If atl.xsi.ln ,i ;sea :ST.: tne jiec;stac ra '0,; paces to i h i  rI;jnr a: tor declral 

NOTE CII COS! 38!a MoL:;: be icwdeo k ibc nearest .vha;e ccltai 

Adjusted Ailac i Allocated I 
Total 1 AordsI Tolal 

icoi  3iCol 4ii i i lcoi SxCal 61 i 
1 i Chan / Sa!aiy i 0:heri 
i OTHER PROTECTED COSTS 1 of Fauliw I Contract 

I i ACC: : Ernoioved i Wases 

Approval Date 05117'07 
Supersedes 
TN ~ - 3  -<DL; Effective Date 07/01\06 

To!al jAdiustments 
! Increases 

Icoi <+cci  211 ifieiieases) 

SNODGR
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Page 7 

DIRECT CARE COST CENTER Schedule B-2 
< o f 2  

/Pro~lder Name I hieaicaid Piovti;ei Number /Repafling Perfcd I 

I 
1 DIRECT CARE COSTS 
i 
I 

NURSING AND 
HABlLITATlONIREHABlLITATION 

Lone 23 Other Dlreci CaiE 
-7 

Siiary i Other I 

I Accourl Tll!i: ; Cciur;r 1 : C o l ~ n n  2 
I 

! , ~ ----- ~ . -~  ~ ~ - ~ ,  
, , ?. -, - --- 
.;i;a a TSLS: :me !o :me 53 CO : and 2 - ....--~ I 

.'' if e;bca:.sn .s ~ s e e  :,I^:: !̂ii orec15,cn I0 zclii p:a:es :I^ t i ?  ,,glt 3i :le ; ~ ~ , m a :  

NOTE ill ccs! nata snzuai! ;e rouldea i.3 !nf- wares? whale doiI2r 

TN 06-010 Approval Dare 05/17/07 
Supersedes 
i 3 ., i 7 Effective Date 07/01/06 

SNODGR
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Page 8 

DIRECT CARE COST CENTER Schedu!~ 8-2 
2 of 2 

, . 1 / n c a  i ~ m p i o y i d  / wages / [ C ~ I  1- io i  2d[~ecreases)/ ~COI 5-Cal 411 / ~ c o i  SXCOI 61 / 

Piovtaer Name 

1 Chart I Salary Orher1 ' Totai /~d/us!mentsi ~ d j u s t e m  
i DIRECT CARE COSTS / of i Fauiity i Contrad i i Inmeases I Totai 

I 
DIRECT CARE THERAPIES 

Aliocated ! 
! Adidst. Total i 

'"I I! aiIocat8on is usea, !!mil tne pieastor, to fou: piaces to the n ~ h t  of tre decxmal 

Meoicaid Provtder Number 

NOTE. All cast data si'oulo be rounded t i  the nearest whole doilar 

Reponing Period 1 
I 

ham Through. 

TN 06-010 Approval Date 05/17/07 
Supersedes 
T?J i3 5 -r 1 i Effective Date 07f01,06 

SNODGR
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INDIRECT CARE COST CENTER 

Page 39 of 63 

Page 9 

Schedule C 
l O f 3  - 

IProvider ~ a m e  i Mediaid ~rcv iaer  ~ u r n k i  1 Reportine Peroad I 

INDIRECT CARE COSTS 

!26 Adm!nlstraic- I I I 1 I 
12; O:nei Admirts!ri:we Persomel 
129 Cars~itrng and Manigenert Feeslndired 
r29 04.ce a?.d Aiirrln~strat~ue Srlpplles --- 
:$--~cmrn-nmcat~cns .. 
121 Securlti Sel,uces _-_ 
i32 Travel anc En!~na!nrne'it - 
133. SUB-TOTAL 

I ( S L ~  of !hnes 2% t n r a ~ g h  22, 

7N 06-010 cXpgroual Date 052 17/07 
Supersedes 
TTU' 03 -.,.-. , Effective Date 07!0i;05 

SNODGR

SNODGR
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Page :O 

INDIRECTCARE COST CENTER Schedule C 
2 O f 3  

/Prowder Name 1 Meo!ca;d Provider Number 1 Reporttng Per!& 1 

i Total ' fid,ustrnents Adjusteo Ailoc fiilocatea 1 1 INDIRECT CARE COSTS / of / Faciltty Confraa / increases Total I I Adjus:. Total / 
1 I Acct / Ernpioyd ! Vdaljaqes !(cot l+Col 2) (Decreases: [Cai 3+Co! 41 1 "" 

147 j j  Other Indirec Care - Speciiv beiaw 7305 1 I 1 
148. Home Office Cosfsiindxrect Care " 
149. TOTAL Administrative and General 
I Sewices (sum of hres 34 thru 48 and 33) 

/ MAINTENANCE AND MINOR EQUIPMENT 

56 Payrc!: Taxes - Indrec: Care - I 7500 ! L ! 1 
I 7510 57 Workers Campensat!on - Indrest Care 

58 Ernp!oyee Fr:nge Benefits - Intilien Care I I I 1 
5 9  --- EAP Admin~sfrator - - lnairrct Care -1 -- i 

16C Self Fumed Pi09 Acm:n - Indtrect CB 

161 Siaff Devslopmen: - lnalrxct Care -- 
162. TOTAL Payroll Taxes. Fringe Benehts, an 

Home oCie msts are ra se el!ere: :n i.na 48 only i 9 ~  are rct tc be - i ,s i lbi :nd ic  any 0:5e; i r e  an t h s  schedule ' 

K T E  411 msr data shc.8~ be .o.,nltj :; :ne nearest ,*1~le Oo.!ar 

JFS oi5ia ;R- O,;~CC' 

TN 05-010 Approval Date 05/17/07 
Supersedes 
-f?.J e 2 -,. ,'- , s,i ; EEective Date 07i01106 
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Page i 7 

/ ciait  1 salary / other1 Toral 
NON-REIMBURSABLE EXPENSES / of ! Facility Contract / increases / Total 1 i Adjust. Total 

INDIRECT CARE COST CENTER Schedule C 
3 of 3 

I i ~ c c t  / Employed i wages ~ ~ C O I  ?+COI 2j/ (~ecreases) j [cot ~ * C O I ~ ~ /  -- ~ ~ o i  ~ X C O I  fi! / 
NON-REIMBURSABLE EXPENSES 

Reporling Period i [Provider Nanr Medics;? Prcvtder Number 

... I f  ai!acat!an 15 used. Itn:: the precmon to four places to tne rsght cf 1% deenal 

 NO!^ All cost data S n O ~ l d  ee rounded ia t n r  neares! wio le dollar 

i 

i tne 68 Other Non-Reimbursabie 

T?\I Approvai Bate 0511 7:07 
~u~rrsedes  

, From' Through i 

1 Salary 

I 3  ?j 5 ~j 7 Effectwe Date 07,01,06 

Other 1 
Account T!tIe i Column 1 Columr 2 I 

SNODGR
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Page 12 

ADMINISTRATORS' COMPENSATION Schedule C-1 

/ Pmvfdet Name 1 Medical0 Proiider Number / Repontng Perioo 1 

1 Relationship to Provldei 

i IS the adm~nostratar an owner: ielatne? _____Yes No 

/ 1 Bsse percentage allowance 1 t00.h 1 
i I 
/ 2 

Years o: wain experience in related work area if adminlstrative, must be in 
i health ure tieid (no! to exceed 30 years ) 

i / 3 Yeas of formal education beyond high school (not to exceed six years if 

taccalauieate degree is obtained or four years .f baccalaureate in not obtained ) Times 5 = 

i 3 1 Was bacca!aureate degree obtained? Yes No 
I 

D U I ~ ~ S  other than those normally performed by lhis position whe-t a salary is nor declared (no: to exceed 1 
i 

I / a Accountirg ! 
/ b Manntenance i ! / c Hodsekeaping I 
/ d Other speafy I I 
/ e Other, speafy -.L 
i Total Guttes I I T(mes 4 = I 1 
i 5 Caui:y Aa!us:menr (see !nstructions) 1 c i  
! 

/ S Ownershp Potnts (see ms!;ddians) 

I I ? subtotal D: I,ries I ihrodgh 6 r Yo j 
I 
1 8 Ailowince Percen:age (enter rine 7, not to exzeec 15G.%! 1 0,. 

SECTION 6:  

SECTION A: 

Tn!5 kilm~nis!:atoi's Dates of E T ~ ~ O Y ~ E P ~  1 
I Ducng This 8ecn"lng Pericd Hr5 I I Account : Column I Amount 1 "' 

i ." i 
i I Nu-?bei / Number I 1 

6e;mang Date I Erong  Cafe 
I :MMDoyv) i iMMCDYYj I I j 

i 
::! .2: (3' i : A )  I ( 5 )  I (6) i (7)  

I I I 

Oh!RF S A N 9  ACh:~li!ST%ATORS OF hOSo,Tki BASED ICfs~h;iR REPS?- SCCIAl. CECIEITY VJ!ABfh 

Social Security No I i First Name of Administrator 

"- THIS SCHEIULE MZST BE CDIWPLETES F 3 R  ALL CSMiN.S:S.ArORS REGARDLESS CF k W E i P E H  THE AOti'iNiSTRATCR'S 
S k A K Y  !S REPORTED ih b?CCO!JNT NIJIU"BER 7200 3 R  ACCGdNT NGMSE? -545 (USE ONLY ACCOdNT YUMQER 72ZG OR 
i??: 'Nii!CHEVER IS APPRRORiATE i 

Last Name of Adminislrato: /Adn.nistiator License Number' 

Tfu' 06-010 Approval Date 05!i7/07 
Supersedes 
TN - - ~ i  7 Effective Dale 07!OL06 
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'380 aui jo 02.1 119 iloailas ui qcioj ias se diiisiaurno paiejal anew i ~ t i l  s~l~i1113ej siay~, ije is, 1 i. 
- 

......... 

- "- ... 
...... .. - .... . 

. - ... ..... .. 
. ., ..... -- ... 

-. .................... .............. - 
................ . 

.-....- . ........- 
a l i i i  qor -. .--.-.--.-p---p--p .......... DiLMN ..... ... - 4 

(suoljisod palelei iaujo io ' h r r i a ~ l a ~  ' d ~  'jllapisaid) aluajentnbe io ioj lai ip 'iant#o jo saljnp a y l  iiiritriiojiari siins,nd ije jcf  1 0. 

....... 

i i b n O W l  

. (laqwnu h j i in3a~ leooS pue alueu Lq pagilttap8 aq jsnui ' l i e  'ssauisnq elelso l e a i  uou jo %g ueql iairiai6 io!puc Surpjinq $0 pun$ ayi $0 i ic i i j  i i i leai6 G u : u ~ o  sjenplh8puz !f\i) 
iapbnoid av l jo  iasse lo huedoid hue )o lo iljiloe) ai(i jo 'jsnil )o peep io a6e6~ow hue 'lied ul io ajOi(M ul ' s i l ~ o  W14M 3.11 palelel JO 'iioil~iodro3 plir!:+8 'ral i l i rd lcilpihip~~ (pi.* is!? I 

E 10 z 
~3 A I ~ P ~ ~ S  S3tlkiQd (131Q13LI YlOLIS S331Aki3S 90 1503 
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COST OF SERVICES FROM RELATED PARTIES Schedule C-3 
3 of 3 

. . ..- 
Medicaid Provider Number 

- .... .................. . .- Through' 

6. lias diiy d~redor. onicer, manager, risiptnyec, individual ar organization having a dlrecf or indirect ownership interest of 5% or more, beeli 
COI IUIC~~~~ of a criminal or civil olfrcnse rulatcd to thoir involvemetit in programs established by the Title XVlll (Medicare), Title XtX (Medicaid), 
ui Title XX of the Saci,l Sucuiily Act as amended? 

yes Nu 11 yes, list nanies below. 
..... - -. - ....... ......... ...... 

Naiile Social Security Number .- -. -. .., .- .- Name - Social Security Number ... ......... . . ...... ....... 
. ........... - ... - 

..... . 
.......... 

yes No if yes, lisl ,,limes below. 
- .- .- -. -. - . - .. ... . 

Number Nan= Name - -. 
. . ... .. 

Social Security Number 

., -- 

. . I - - - -  - -- -. -- . - .- -. .. .-.... .. -- I 
8 i is1 aii c:~nlri l~is [ t i  ettec! iiiiiiing tho cost ro,>oii penod for which the imputed value or cost of the service froin any individual ar organization is 

ten iliausand dollaia oi niiiiii in a twelve month ponnd. 

. - 
C.oiilrai:loi Name - ..... ..... ...... ...... . Contract Amount Goods or Services Provided 

...-......--.... - -. ........... -. ... 
..... ... - 

.- .- - - -- .- --. ....... .- . - - ....... ...... 
..-..... -- ... ... - .. .- . .- .... 

-- .- . .. 
.. ... 1 ...... ..... - 

TN 06-010 Approval Date 05117107 

JFS 02524 (REV. 0112001) 

Supersedes 
TN c, 3 .,, 7 Effective Date 07101106 
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Page 18 

CAPITAL COST CENTER Scheaule D 

lPravide: Name / Med1a.d Provider Number /Repanlrq Permod i 

ASSETS ACQUIRED 

'. Home Office Costs are to be entered on iine 10 only T'ney are no! to be distihdted :o any ofrei 'ine !n Cost of Owrership. 

RENOVATIONS 

INSTRUCTIONS: Complete for renovations ic use durtng cost repon period relmbuisable under Ohm Adm~mstiative Code 

'*' 
l i  allautlon s usea, hna: !he piecis;on ic fnji piams 1- the r~ght sf the de.ana! 

NOTE Ail cost data sho;id be rounded !a :he nearest ahale aol!a: 

I Chart of ' Total Adjus:rnent Adjusted 

7L\J 06-010 Approvai Bate 051 17/07 
Supersedes 
TN$;-? -c , / y  Effectme Date 0710106 

/ RENOVATIONS / Accuuct I iccrease I Toial 
Ailoi ! Ailocated 

I .Wusted Tdat i 

SNODGR
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Page :S 

ANALYSIS OF PROPERTY, PLANT AND EQUIPMENT Schedule 0-4 

lProv,dei Name / Medicand Pmv,de. Nuwber /RepaR,ng Pencd 1 
I 

ASSETS ACQUIRED 

I 
I ACCOUNT 

i6 iransportation I I 1 I I 1 
I - 

I I I I 

Has there beer any change in the onalnal h8s:o:tcai cost of capital assets? YES - NO 
If yes, Submtt complete detail. 

RENOVATIONS 

INSTRUCTIONS: Complete for rencvatlons in use ddnng cost irpattppenad reinbu-sabie u-dei Ohio Adm!rnsiiative Code 

I 
1 ACCOUNT 

i 
9 Depieua!:anlAman:iat~on acd Interest 
10. TOTAL I I ! I I I I ! 

I 

lX 06-010 Approval Date 05/17/07 
Supersedes 
TT-4 c3 -,oc -7 Effective Date 07;0?i06 

SNODGR
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Page 20 

CAPITAL ADDITIONSIDELETIONS Srhedulr 0-2 

...... ......... 7 
.-.. ........... 

INSTRUCTIONS: i t i e  cnrnpleto~i of [ ~ I S  schedule is optional if the detoliad dcpieciatlon schedule submitted coiitains all the lrifoimaiion required in 0-2 with the exception of columns 8 and 11. 
Ert t t ie i  onlo culumris 12 and 13 a i l  mai,daiory only in the event of asset delatioiis. 

..... -. ........ 

..-.. ..... 

. ............ ............... 

.... 

NOTE (:~Irnir,rn5 0 ,  9 10 allrl 11 sliulild tle to Schedule 0-1 siini of Renovations and Cost of Ownsfstlip for each columri 

TN 06-010 Approval Date 05117107 
Supersedes 
TN <., .; - - ( .~ . i  Effective Date 07101106 
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Page 21 

BALANCE SHEET Scheduie E 

/Piov;der I Re~edlfaid~iavideim~ Period i 
I I : From' ihioiisii 1 

25. Total Assets (sun of lines 33. '8 and 24) ! 

26 A C C O U ~ ~ S  Payable , 2010 1 
27 cost settlements 1 2020 1 I 

I 
28 Notes Pwable 1 2030 1 I 
20 C~rient  Paiilon 0: i.ocq-Term Debt 1 2040 1 
m e n s a t t c e n s a t l c n  - 1 2050 j I 1 

31 Faycoil Rslafsd VUibhalc~r~ and Liabll!t!es I 2x10 j 
32 Taxes Pwfable I 
33 Ofher Laablllt;es - S p a 6 i  Selau, 

134 Total Current Liabilities (sum 0: Ihnes 26 trroupn 33) 

LONG-TERM LlABiLlTiES (Repoa credit balances as positive amounts) 

--Term Deo: 
Rela:& Party Loans - irterest Ailo'*ia5Ie 36 

133 Deferre3 L ~ ~ D . I I B E - S  
iko Total Long-Term Liabilities (w r  of 'me5 3: ihrcbgh 35) 

-. -L. 
ITOTALS l m ~ s t  r.e :r 33: ... 

T O  0 Approval Dare 05iI 7107 
JFS 02524 (RE.' :i :;CIS f llpersedes 

T?J -7 > - ,-, , - j  
j -. i Effective Date 01101/06 
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Page 22 

1 I I BALANCE PER BOOKS 

1 REIMBURSABLE EQUITY 1 Begirnirg of Period / E7d of Peitcd 

RETURN ON EQUITY CAPITAL OF PROPRIETARY PROVIDERS Schedule E-1 
l O f 2  

Provider Name 

I 
14 Other - Speafy 

15 a r e r  - Specliy 

Medica,u P o v  dei Number 

!2) 

) , (  1 8  

I 

9 O:hei - Specitf 
i 

Reponirg Period I 

1 Capital (from Sch E, Ibne 42) 

12 Dae Fro? CwnerslOficeis (from S c l  E line 2! ) 

I 

21. Otinei - Specify I - 1 

22. TOTAL Reimbursable Equity fmlumn I to E-:. page 2  o f 2  !he 23, coiumn 2) 

i icolunn 2 to E-:. oage 2 a: 2, I,ne 36 column 8) I 

11) 

\ 

13 Related Party Loans - Interest Non-Alicwable ( from Sch E. line 37 ) 

14 
Non-Interest Beanng Loans From Relare3 Party (iron; Sch E, i~ne 38 

10 Other - Sprafy 1 

:8 Ofher - Specify I 

T?-i 06-010 Approval Date 05117'07 
Supersedes 
TN a -1; -a( 7 Effective Date 07/01 06 

15 Equity in Assets Leased From Related Pa* !attach detail) 

!6 Home Ofice Equlhi (anach 3etati) 

i 

I I 
1 

,9 O:her - Specify 1 I 
l 

7 Cash Surrender Value of Life insurance Pol~cy ) f ) 

SNODGR
Attachment 4.19D
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Page 23 

1 2 3 4 5 '- i 

136 Refurn GI; Equ!ty I ,x ; . . I 
1 (Ref Sch /,-2, l ne 7 ml 5 )  A 
' If the resul! on CaPumn 8 ,  !hnes 2: - 31 is a neaztive figure, errer 'C" on iines 23 - 34 Do no: enter less :ban zero 

RETURN ON EQUITY CAPITAL OF PROPRIETARY PROVIDERS Schedule E-1 
2 of 2 

" Maximum Return on Eqdlry is specified 0.i Ohlo kbmln:strat!ue Code 

I N a m  of Prov~dei 

INSTRUCTIONS: conpier.ng; llne 36 

Metilaid Provtder Number1 Repoitlng Period 

Cal;wc $- 9 Ec:ei arrcrr; from Scredule E-1 n e  Si mlmn 8 
Z i l u n ?  * 2 Enrir no-her of ncn:?,s in rejcntng pertci. 
Cclr-r: % 3 Enter Ra:e of Ferurn Xatlo dse 5 dectma! places :l vie r,(jhr c! the dear.al 
Ccki-n Pi -? En:e: illswab:e ca~~ia i  days ::am Schedu:e A me 6 i cclurnr 1 

c c ~ ~ r - n  6 5 5n:er res-:: a: rrr orea.c;cs ca~c~!ar;cns cr :ne maio;vum 'etlir-. in eouti nn!:heuer ;S less 

Tlj Approval Date 0511 7!07 
Supersedes 

-cl 7 Effective Date 07!OIiOS 

1 Fiom~ Through 

i 
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Page 24 

REVENUE TRIAL BALANCE Attachment 1 
l O f 3  

Provider Name 1 Medicaid Provider Number /Repaning Period 
/From: Through: 

ROUTINE SERVICE - ROOM AND BOARD 

REVENUE ACCOUNT NAME / Account 
1 ! 

Adjustments : Adjusted 1 
increase 1 Totai i 

(Decrease) I (Col 2 + Cai. 3) / 

> ...,.... . . . . . . . . . . . . . . . . . .  - .............. ........... .. > 

5. TOTAL "' . ? I T  
DEDUCTIONS FROM REVENUES 
. . . . .  . .  

' 5010 1. Private I 

I 5011 '2. Medicare 
13. Medicaid 1 5012 

16. Respiratory Therapy - 
17. TOTAL (lines 12 through i6) 

MEDICAL SUPPLIES 
I1e. Medtcare a - Medicaid 
19. Medicare 5 - Other 
20. Private To Sch. A-2, Line l a ,  Col. 4 
l 2 l  MedicareA To Sch. A-2. Line la .  Col. 5 1 5070-4 

23. Other 
24 Meaka6 To Sch. A-2, Line l a ,  Col. 7 

I I ! 

I I 
I 

125. Medical Suppiles - Routine 
126. TOTAL (iines 18 through 25) 

5 
/27 Medicare 8 - htedicaid To Sch A-2, Lire 2a. Go&- 
!28 Meoicare 3 - Olher To Sch. A-2, Line 2a, Coi 3 

TO sch. A-2. Line Za. Coi 4 ( 5090-3 1 29. Pfivale 1 
To Sch A-2. Lone 2a. Col. 5 

I I 

4. Veterans 1 5013 1 ! 
. - .  8 ?n..  t I i 

JFS i 2 5 " l  t3Ev 0:;2007i 

TN 06-010 Approval Date 0511 7/07 
Supersedes 
TN c5- -c. I 7 Effective Date 07iO1i06 

SNODGR
Attachment 4.19D
Supplement 2



Attachment 4.19D 
Supplement 2 

Appendix A P a g e  55 of 63 

Page 25 

REVENUE TRIAL BALANCE Attachment 1 
2Of3 

/~rou!der Name / Medicaid Provider Number /Repofling Period I 

I Adjustments Adjusted l 
1 REVENUE ACCOUNT NAME Account 
1 ! 1 ! (Decrease) / iCoi. 2 + Col. 31 1 

I 
i 54  Personal Purchases - Residents 
ICL ~ ~ i i ~ i ~ ~ > ~  l <*en I 

! 
ENTERAL NUTRITION THERAPY 

36. Medicare B - Medlcaid To Sch. A-2. Line 3a. Col. 2 
37. Medicare B - Other To Sch. A-2. Line 3a. Coi 3 

58. Legend Drugs / 5390 i 1 1 
j58. Other - Specify below 1 5400 1 
60. TOTAL (lines %through 59j i 1 

To Sch. A-2. Line 3a. Coi. 4 1 5110-3 / 
139. Medicare A To Sch. A-2, Line 3a. Col. 5 i 51104 1 
40. Veterans TO Sch. A-2. Line 3a. Col. 6 / 5110-5 j 
41. Other TO Sch. A-2. Line 3a, Coi. 6 / 51106 i 

Line 59 Other 
~ A C C O U ~ ~  Title - 1 Amount : 
I I 1 

I 
I 

! 
i 

lT-4 a Approval Date 0511 7;07 
Supersedes 
TN 0 ...a 3 Effective Date 07/01;06 

42. Medicaid To Sch. A-2, Llne 3a, Col. 7 7 
!43. Enteial Nutrition Therapy - Routine , 5 1 2 0 ,  I- 
. TOTAL (lines 36 through 43) 

I OTHER ANCILLARY SERVICE 
145. Habilitation Supplies 

SNODGR
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Page 2G 

REVENUE TRIAL BALANCE Anachment 1 
3 0 f 3  

!Provider Name / heedicaid Provder Number I~epof l ing Period 7 

I I ! (Decrease1 / iCoI  2 + Col. 3) / 

I 

NON-OPEWTING 
61. Management Selvices 

I 

TN OS-010 Approval Date 0511 7/07 
Supersedes 

ri I, - ; 7 Effective Dale 07iOIiO6 

i 7 Adjusted 
I REVENUE ACCOUNT NAME Account 1 I increase i Total 1 
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Revenue Saiaiy Other Total I Expense Revenue i 1 Description / Chafiof ' Increase 1 Increase increase / Chanof / Reference / 

Page 2: 

ADJUSTMENT TO TRIAL BAMNCE Attachment 2 

I / Acmunt# / (Decrease) ! (Oeci Account # / Ahachment 1 
' 

I I 1 Line 

! (5) 1 (6) 

!Provider Name 

TN 06-010 Approval Date 05!17.!07 
Supersedes 
TN ; : - ,> 1 7 Effective Date 04/01;06 

I From Throuqh 1 Medacaid Provider Number Reponing Pergod 
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Page 28 

MEDICAID COST REPORT SUPPLEMENTAL INFORMATION Attachment 3 

1- Medicaid Picvtoer Nbrnter /Repcr?ing Pertod ! 

As oer the cost reDort instructions, anv documentation ireouired bv the Deoartment or needed to 

exhibits) ODJFS requires that exhlbih 1 through 4 shall be standardized according to the 
foliowing criteria. Exhibits 1 and 2 are required and shall be labeled accordingiy. Exhibits 3 and 4 
if needed, shall also be labeled acwrdinsiv. in certain situations, if exhibits 3 and 4 are not 

specific items as listed below 

Please attach one copy of  the following: 

1 Exhbit 1 Facilitji triai balance that details the general ledger account names as of December 31. 20CY. ! 
i- l n i  ~ltCOF.ll.IENDE3 CrART 2 F  ;:C~L\'S PER 3ri lC AUV U 5 : i i A ?  .'c )C;::< 
s f :  s ' s i t i t  R~SP;YS B . . Y  :' ' r l t  P R C ~ . I ~ ~ R  T!IRL:IA:F TCCI. ;~ST 

OF ACCOUNTS DiRECTLY TO THE COST REPORT. 
(One copy with each cost report is required.) 

Enh~blt 2 Complere an6 detailed depreciation schedules ~n a format as defined on schedule 0-2 
of this cost repoii. (One copy wiin each cost report is required.) 

Erhibtt 3 Home office trial balances and the allocat!on work sheets that show how the home office 
trial balance is ailocated to each individual fac~litv's cost reDort. 

Exribti 4 Copies of the Franchise Tax forms to suppoi! any Franchise Taxes reported 
(If appl~cable - one copy with each cost repori is required.) 

Enk!btt 5 Any orher documentation which is necessary to explain costs. 
!oertify exhibits vjith cross references to applicable schedule and line number or item 
example Exhibit 5 references scheduie C ,  line 8,  co!. 4. 

ianiure to cross-reference exh!bits, to the apphcabie cost report schedule. Irne and coiumn 
qual!fy this repoi: as being incompiete. lnmmpiete iiiings cen result !n penalbes applied pursuant 
to Onio Administra!:ve Code. 

I?? Approval Date 05/17!07 
Supersedes 
mr ,-. 3 .  C !  7 Effective Date 07i01i06 

SNODGR
Attachment 4.19D
Supplement 2



Attachment 4.1 9D 
Supplement 2 

Appendix A 

PAlD NON-MEDICAID LEAVE DAYS 

Page 59 of 63 

Page 29 

Allachment 4 

]~mv!der  Name 1 Medicaid Provider Number l~eporfing Period 1 

INSTRUCTIONS: Record monthly the non-Medicaid leave days paid for by payers other than ODJFS. Paid non-Medicaid leave days 
are hospital, therapeutic, or any other leave day paid for on behalfofa non-Medicaid resident. NowMedicaid leave days 
are counted as inpatient days proportionate to the non-Medicaid per diem rate paid. 

MAY 

i MONTH TOTAL PAID NON-MEDICAID LEAVE DAYS I 

JUNE i ! 

i JANUARY 

1 FEBRUARY 

JULY I I 

AUGUST 

SEPTEMBER 

OCTOBER I I -j I 
NOVEMBER I 

DECEMBER j 1 

! 

Percentage of per diem rate patd by non-Mediczia residents ior leave days 

1 MARCH ! 
APRtl I 

l?4 06-010 Approval Date 05/17/07 
Supersedes 
Tit' c, j - i:> ; 7 Effective Date 07/01/06 
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Page 50 

WAGF. AN0 HOURS SURVEY Artacnmeii! 6 
l o t 3  

PIOYI~B: Name I Meoicaid Provider Number I~epanlng Period 1 
l ~ r c m  Through I 

INSTRUCTIONS: REPORT THE NUMBER Of HOURS CONSiSTENT WTH THE AII4OUNT OF COMPENSATION REPORTED 

CoPumn (C) Enterwages (net of adjustments) pa,a to facility penonnel (This cust  agree viith !he sum oioslumn 1 on 
smeduies 5-1. 8.2 C and attachment 2, column 2) 

Column (0) h ? e i  total wages paid 10 a,! owner of the facility as repofid on C-2 (This must agree iu~th schedule C-2) 

Column (El Column (C) minus Column (Dl 

Column (F)  En:eitotal haus :hat coi;espond wlth the total wages reported in column (C) 

Coiumn ( G )  Enterrotel haon that correspond wt'i tne total wages reported in column $3) 

Column (H; Column (F) minus cciumn (G) 

WAGE COST CENTERS Hnun Hours i Noncwnei 
Paid i Paid ! Hours Pad 

HABILITATIONIREHABILlTATlON 

2. Medtcai D~reclor 

3 D:rectcr o i  Uuislng 
.4  RN C h a i ~ e  Nurse 
: E  LPNCharge Nurse 

'6  Regls:eied Nurse 
7 iicensei! Paciica! hurse 

- 

Supersedes 
TN i2 j - ,; ! 7 Effective Date 07101106 
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Appendix A 

WAGE AND HOURS SURVEY 

Page 61 of 63 

Page 31 

I?iov;ce: Name / Medicaid Prnvxdei Nurnbe; /Repon;ns Penod ! 

Chait / Total Owners Ta:ai Total 
WAGE COST CENTERS of i Wages 1 Wages 1 Non-owner / Hours ! Non-owner I 

I i A m  I Pa!d I Paid I ~ a s e s  Paid I p a d  I Paid I ~ s u r s  Pald I 

i 1 6600 i i 126 Phys:caI Therapist , 1 i 

127 Physimi Therapy Ass!s!ant 
-- 

/ 5635 / 
128 Occupat~onal Therapist / 6E10 / 1 
129 Occ~pationai Therapy Assistant / 6615 

133 EAP Adrnlnistratoi - Oiiect Care 1 6535 / I 1 I 1 
134 Self Funded Pro rams Adm - Direct Care 6540 1 I I 

I I! 

41 Self Fumed Pragraxs Admr - Dtetary 

I ! -- / 7105 / ! I 
'15 PPaarr~aceutocal Cijrsu tart I I 

1 I I 1 ! I j / 

I I ! i I I I I I 

Tlt' Approval Date 0511 7/07 
Supersedes 
TPJ c: 3 - c>, 7 Effective Date 07;01!05 
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WAGE AND HOURS SURVEY 

Page 62 of 63 

Attachment 6 
5 of 3 

Total Owners 
I WAGE COST CENTERS Wages H o u r s  / Non-owner 

Accct Patd ! H o u r s  Paid 

58. TOTAL Administrative and General Services 

1 MAINTENANCE AND MINOR EQUIPMENT . 
159 Plant Opeiatiors i Mamtelance Silp 1 7320 / 1 I 1 I i I 
iEO Plant Operations and Maintenance I - ! i I l - 
161. TOTAL Maintenance and Minor Equipment I ! l 1 ! 

I Pages : 2 and 3 isdm of ilnes 25 47 3;6 6 6 )  

JFS (i252S 'REV C:IZCC?,  

T?: 06-510 Approval Date 0511 7/67 
Supersedes 
TN c i  c ;. :;. Effective Dare O?iOl!Ch 
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Appendix A Page 63 of 63 

1. Enter in the "Reclassification From" columns, the speciiic account title and chart number as entered on the cost report. as well as 
cosls applicable to columns 1 through 3. 

Page 33 

ADDENDUM FOR DISPUTED COSTS Attachment 7 

2. Enter in the "Reclassiiiotion To" columns. the schedule, line number, and reason you believe these costs should be reclassified 

Provider Name 

I Reclassification From: Reciassification To: 

i Salaiy I Other1 Adjusted 
I I Facility I Contract Allocated Schedule Line Reason I i 1 CURRENT COST CENTERS Employed Wages Total ! 

I :si:m cf lines 5 ,5 :5 ,  ZJ a;: 25, -- 
TN 06-010 Approval Date 05iI7i07 

INSTRUCTIONS: This attachment is for the reporting of costs as specified in the Ohio Revised Code that the provider believes should be 
classified differently than required on the cost report. 

Medicaid Provider Number 

JFS i2524 ! R W  C:/i30?) 

Reponing Period 

From: Through: 

Supersedes 
T;J ; >-.? - oi 7 Effective Date 07/01 ;06 
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Attachment 419D 
S u ~ ~ l e m e n t  2 

5 1 0 1 : : - r n  ;care retarded 
LICFs-MR1: leased employees. 

i.4) "Leased staff sewices" means services provided bv staff who are furnished to an 
ICF-MR bv a leasins f i in~  under contract wit11 the facility. -- 

(B)  Costs related to staff leasinrr are reilnbursabie ds othericontracted costs if all of the 
follo\*.~ng applv - 

{ I )  The ICF-MR has contracted for leased staff through an established staff leasing 
iinn. An established staff leasing film is one that is, and over a veriod of tirtle 
has been. in the business of leasing staff in a variety of industries. Individuals 
with a varietv o s k i l l s r e e i n t h e ~ e n t  
between the Ions-term care facilitv and the staff leasing - tim. 

(21 The leased staff are present in the ICF-MR on a consistent basis. It is the 
a o n s i b i l i t y  of the provider to maintain doc~~mentation showinz continuity 

131 The contract between the ICF-CVIR and the staff leaslne . film is for a veriod of 
one vear or inore 

14) The ICF-MR maintains control o$er the dav-to-day management of leased staff 

iC1 Staff leasing arrai~eeinents are reimbursable through the medlcaid NF and ICF-MR 
cost reporting mechanism in the following ~nanner 

jli The wage component of fees vaid to the staff leasing firm are reported in the 
direct care. indirect care. and other protected cost ceiiters in ptherlcoi~tract 
wages (column 2 i  of the medicaid cost report for the applicable accounts as 
detjned in rule 5101 :3-3-71 of tile Administrative Code. 

12) The pavroil ta-loyee benefits portion of fees paid to the staff leasins 
firm are renoried in the direct care, indirect care. and other protected cost 
centers in otherlcontract (column 21 of ihc medicaid cost report for the 
applicable accounts as defined in rule 5101:3-3-71 of tile .4dr11inistrative 
Code on the basis of doliars allocated to the apnropriatc emplovee benefit and 
pavroli accounts. 

j 3 i  The p~.~iroIl administ~atior: noriion of fees paid to the staff leasine i>rm nc.1 
identified as ~vage-~orted in account '305 administrative -. 

and general ucnices. _iitl.er indirect card (coiun?ii 2'i.oC t!le i~edicaic! cost 
e n  as n i r I : - -  of rhc -\cI~rii~isir:itive ~ C'OC!~. ~~-.- Pavrnii 
a i ~ s t r i o  kt.~ naid to a staff leasint. fimi iiiec~ing ihc definition of 
related parties as defined in rule 51Oi:i-3-01 of the Administrative Code are 
nutreimbursable~ond those expenses that would be reimbursable if 
inc-rovidc&e& - 

T"J 05-010 Approval Date 05i17i07 

SNODGR
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@) It is the vrovider's res~onsibilitv to maintain adequate documentation of the staff 
leasing costs. 

TN Approval Date 0511 7!07 
Supersedes 
TN 0.3 --i.c> L. Efictive Date 07:01'06 

SNODGR
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ttachment 419D 

5101 3-3-71 3 Ca~i ta l  asset and depreciation ~uidelines - intermediate care 
facilities for the mentallv retarded (ICFs-MR). 

i.41 .A per diem for depreciation on buildings. components, and equipment used in the 
L b l e  bv medicaid directlv to the 
medical equipment siipnlier in accordance with rille 5101:3-3-19 of the 
Administrative Code is an aliowable cost. 

JR)  For piirposes of determining if an expenditure shottld be capitalized. the following 
guidelines are utilized: 

(1 )  Any expenditure for an itern that costs five hundred dollars or more and has a 
useful life of two or Inore years per item must be capitalized and depreciated 
over the asset's useful life. 

(2) A provider may use a canitaliration policy less than five hundred dollars ner 
item. but is required to obtain prior approval from the Ohio denartment of iob 
and family services (ODJFSl if the ~ ro s ide r  wishes to change - its 
capitalization policy froni its i n c a n i t a l i z a t i o n o l i c y .  

{C i  All capital assets shall be devreciated using the straight-line method of depreciation. 

(D) For purposes of determining the useful life of a capital asset. ICFs-MR shall use the 
w ~ a e n d i x  A of this rule or a different useful life if anoroved by 
ODJFS. If a capital asset is not reflected on the table as set ihrth in agaendix A of 
this rule, the internal revenue service publication 946 "Mow to D e ~ c i a t e  Propertv" 
(rev. 2004) shall be used for purposes of determining the useful life of that canital 
asset. 

(E) Thc follo\vine depreciation conventions shall be used to calculate denreciation 
exaensc: 

{ I )  For calendar vear 1994 and each calendar vear thereafter, in the moilth that a 
capital asset is alaccd into service. no depreciation exvense is recognized as 
an a i l o ~ p r e e i & b n  exoense is recoenizedin -- 
the month foilocvingthe month the asset is placed into service. 

12'1 In the month that the capital asset is disposed. if the capital asset is not fiilli. 
-.red. the aliowab!e denreciation expense i s  recognized as it is dcii~lcd 
in section 132 of the centers for m c d b r e  and medicaid services (0 
gublication Is-! "Provider Reimburseme~ii Manual" i&i. PO5 i...& no time 
shn!i nr; ;isset be dcprcciatcd illore than its i:c!iusred basis. 

(I") 1'ri;vidm shall r~aintaifi &tailed depreciation sii~ediiies to vcr ik  each.indi\iduzl 
=ital asset g i ~ e d  in service. 

T;1" 06-0; 0 Approval Date 0511 7/07 
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ESTIMATED USEFUL LIVES OI. CAPITAL ASSETS 

LAND IMPROVEMENTS 

BUMPERS 
CULVERTS 
FENCING 

BRICK OR STONE 
CHAIN-LINK 
WIRE 
WOOD 

FLAG POLE 
GUARD RAILS 
HEATED PAVEMENT 
LANDSCAPING 
LAWN SPRINKLER SYS'EM 
PARKING LOT. OPEN- WllL!. 
PARKIh-G LOT GATEiS 
P.4RKING i.OT S-TRIPING 
PAVING (INCLUDING ROADM'AYS, WALKS, AND PARKING) 

ASPH1iL.T 
BRICK 
CONCRETE 
GRAVEL 

RETAINING WrII.L 
SEPTIC SYS.I-EM 
SHRCHS AND I,AUNS 
SIGNS, METAL OR FI..ECTRIC 
SNOW-MELTIXC SYSTEM 
TREES 
TURF, ARTIFICIAL 
UNDERCROl.iNI) IIIII.IT1ES 

SEWER LINES 
Wr4'T£.:R tVl..l-L.S 

Y.-\RD LiCil-I?'!NCi 

PAGE I OF 23 

APPENDIX A 
ENACTED 

USEFUL LIFE 

17'3 06-010 Approval Bate 05il7i07 
Supersedes 
T?J F.# a - i- , --, 

%, -, -- Effective Date 07/01/04 
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BUILDINGS - ALL 

APPFkDIX A 
EU 9 C  TED 

ESTIMATED USEFUI. LIVES OF CAPITAL ASSETS 

BUIL,DING COMPONENTS 

CANOI'IES 
CARPENTRY WORK 
CAULKING 
CEILING FINISI-IES 

GYPSUM 
PLASTER 

COMPUTER FLOORING 
CORNER GUARDS 
CUBICLE 'tT.ACKS 
DESIGNATIOU SIGNS 
DOORS AND FRAMES 

AUTCIMATIC 
HOL,L.OW ME'1'4i 
WOOD 

DRAPERY TRACKS 
DRILLED PIERS 
FLOOR FIXISHES 

CARPET 
CERAMIC 
CONCRL-I'E 
QIJARKY 
TERRALZO 
VINYI. 

FOLDING PARTITIOKS 
INTERIOR FiNlStltl'i 
LOADlXG [KKK BLWPERS AKD LEVELERS 
VII.LWOKK 
OVERHEAD I>C)ORS 

4KrII' ;. ~ l . ~ h > .  jX'Ft!R.I(,)R 
P R l ' i f I O N S .  'lOii.i:! 
Rt\i!,IIGS 

FKb.b.S I 43 l j lXc ;  ($3 I'fiRIOR) 
lIA1I)R:lIL.S rlNI'IRIOK) 

ROOF CC!Vfi,Rl\rli 
SKYL.l(ilI'iS 
SJ0REFKO"UI CO\9i'lii CTic?', 

~ J S E F L L  LIFE -- 

10 

15 
1.7 
i0 
20 
10 

T?J .i Approval Date 0511 7/07 
Supersedes 
TN o i -c, :c Effective Date O7i01i06 
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ESTIMATED LSEFUL LIVES OF C.4PITAL ASSETS 

WALL COVERING 
PAIUT 
WALLPAPER 

X-RAY PROTEC-TION 

FIXED EOtJIPblENT 

BENCHES, BINS, CABINETS, COUXTERS. AND StIELVIUG, BUILT-IN 
CABINET. BIOLOGICAL SAFETY 
CANOPY-VENTILATING FOR LAUNDRY IRONER 
COAT RACK 
CONVEYOR SYSTEM, LAUNDRY 
COOILER, WALK-IS 
CIJR'TAINS .AhD DRAPES 
EMERGESCY GEYERATOR SET 

GEYERArOR CONTROLS 
HOOD, FUME 

FIRE PROTECTION IK FIOOLIS 
IClJ AND CCL' COUYTERS 
ILLl!MIKATOR 

MLL.'TIFILM 
S1UGI.E 

LAMINf\R F1.OW SYSTEM 
LOCKERS. RUI1.T-IN 
MI~ILBOXES, BUIL,T-IN 
MEDICINE PREPi\R..\TION STATiOU 
MIRRORS. TRSFFIC /IND!OR WALL 2jlOllSTtD 
NARCOTICS SAFE 
NURSES' C!II.:NilR. BU1L.r-lN 
P.4SS-'IIII*O!iCill BOXES 
i':\~TiESi~S' CONSOL.ES 
P.:\TIFXTS' \V,4KT)IIOBES AND VA'il'Tli:S, B1:li.l-IN 
PKO.lL(CTION iCKI<t%S 
SIUK A N )  I)R\INBOAKD 
S~l'k>ft1l.i;<I:R. t3! ;il:r-lN 
'iiii.i:i"tiONti I:Ui:.OSURLi 
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ESTIMATED LSEFUL L lVES OF  CAPITAL ASSETS 

BLJILDING SERVICES EQUIPMENT 

AIR-CONDITIONING EQIJIPMEKT 
CENTRIFGGAI. CHILLER 
COMPRESSOR. AIR 
CONDENSATE TANK 
CONDENSER 
CONTROLS 
COOLER .4ND DEHUMIDIFIER 
COOLING TOWER 

METAL 
WOOD 

ncc.r WORK 
FAN, AIR-HANDLING Ah'D VEUTILATIUG 
PIPING 
PRECIPITA'I'OR 
PUMP 

AIR-CONDITIONING SYSTEM 
LARGE (OVER 20 ' r o x j  
MEDIUM [5-20 TONS) 
SMALL (1;NDER 5 TONS) 

AIR CI!RTAIN 
AN-TENNA SYSTEM 
BOILER 

DE.4ER.4TOR SYSlEM 
BOILER SMOKFISI'ACK, METAL 
CL.EAU-AIR EQIjIPbIENT 
CLOCK SYSTEM, CENTRAL. 
DOOR AL.ARhl 
DOOR-C:.C)'.i"UG DEVICES. FOR FIRE i . , 4 K b I  SYSI-EM 
ELECTRIC i.iGtl?lNCi AND POUI-R 

C'OMPOSilE 
COXL>I.,'IT :iND WiRING 
E?.IEK(;t?lCY L!CitiT!%Ci SYSTEM 
f.'k;I.:i) x>{!lp.ly(i 
Flfl!.;i<I:,S 
SM i i i l - i  iii:,iR 
?RANSI:ORMEK 
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APPENDIX A 
ENACTED 

ESTIMATED USEFUL LIVES OF CAPITAL ASSETS 
USEFUL LIFE 

ELEVATOR 
DUMBWAITER 20 
FREIGHT 20 
PASSENGER, HIGH-SPEED AUTOMATIC 20 
PASSENGER, OTHER 20 
EhlERGENCY GENERATOR 20 
CONTROLS 12 

ESCALATOR 20 
FANS, CEllLlKG-MOUNTED 10 
FIRE PROTECTION SYSTEM 

FIRE ALARM SYSTEM 10 
FiRE PUMP 20 
SMOKE AUD HEAT DETECTORS 10 
SPRINKLER SYSTEM 25 
TANK AND TOWER 25 

FIJRNACE. DOMESTIC IS 
HEAI~ING, VEUTILATING. AND AIR-CONDITIONING (COMPOSITE SYSTEM) 15 
t-1UMIDIFIER 15 
INCINERATOR, INDOOR 10 
INSUL.4TION; PIPE 15 
INTERCOM SYSTEM I0 
LABORATORY PLUMBING, PiPlNCi 20 
MAGNETIC DOOR t(OI.DFRS I0 
MEDICAI. G.4S PANELS 10 
KURSE CALL SYSTEM 10 
OlI. STORAGE 'I'ANK 20 
OXYGEN. G.4S. AND AIR PIPING 20 
PAGING SYSTEM 10 
PHYSICI~IN'S IU-.ANDOUT REGISTER, Bijlf..T-IN I0 
P!.I:h:IBl\iG. COMPOSITE 29 

FIXTURES 20 
PIPIVG 25 
i'C\Il> . . 

I '  
r ' t4ii~\i.?r1~ ri:ni: s.;sr.;ci 15 
I<':\I)I:% 1'0R 

i ' ~ ~ i . l ~ i ~ i ;  15 
F[&af:,1) 'r!,!BI; . - I3 

SL'tVCRIGE. i;OMPOS!Tt< ". 
L 3  

f'li'lXG 30 
SUMP l'IrMP AXD SEWER-ll i l  IJECIOR I0 

S(H.~.l.K iiF,ATIXG ir'Qli1PblENI' 10 
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ESTIMATED USEFUL LIVES OF CAPITAL ASSE1 S 

SURGE SIJPPRFSSMG SYSTEM 
TELEPHONE SYSTEhl 
TELEVISION ANTENNA SYSTEM 
TEL.EVISION SATELLITE DISH 
TEMPERATLRE CONTROLS, COMPUTERIZED 
LjhIT HEAl LR 
VACUUM CLEANING SYSTEM 
WATER FOIJNTAIN 
WATER HEATER, COMMERCIAL 
WATER PURIFIER 
LVATER SOFTENER 
WATER STORAGE TANK 
WA'I'ER WELLS 

IILI'HRBF? IZED LIST OF EOUIPMEhT ITFViS 

ACCEI.ERI\TOR 
ACCOCNT1NG:BOOKKEEPING MACtfINE 
ADDING MACHINE 
AIR-CONDITIONER, WINDOW 
Al.'I'ERUAI'ING PRESSURE PAD 
AMBUL.A~SCE 
AMINO ACID ANALYZER 
AMPI.IF1ER 
AXAEROBE CHAMBER 
,4'LAI.Y%ER. HEMATOLOGY 
~\X,\~I'OMICAL. MODEL 
r\NtSit iESIA U N ~ T  
INKL.F EXERCISER 
tAi'NEr1 ?dONI'TOR 
APKOX. L.E,4C-ILINED 
AR'i~iROSCOPE 
.+ZRi'tlROiCOPY iUS'FRI/%ZEN'i'l?'ii>X 
;iSPIRrSK)R 
~%~.:I~lOV!I:.~I'ER 
i t . '  iik'i.:%Vi- 
: \L~~~C)?v1OBIl~~~ 

1)E;I-r r ' ' . 
I \  kkY 

PASSICNGER 
AI:lOSCtiIER. iOf iC 
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15 
10 
10 
10 
10 
10 
15 
10 
10 
10 
10 
20 
25 

? 

4 
10 
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ESTIMATED USEFUI. LIVES OF CAPITAL ASSETS 

BACTERIOLOGY ANALYZER 
BACTl INCINERATOR 
BALANCE 

ANALYTICAI- 
E1.EC'TRONIC 
PRECISION MECHANICAL 

BASAL METABOLISM UNIT 
BASSINET 
BATH 

PARAFFIU 
SEROLOGICAL 
srrz 
WATER 
WiilRLPOOL 

BAITERY CHARGER 
BED 

BIRTI-IING 
ELECTRIC 
FLOTAI'ION THERAPY 
HYDRAULIC 
LI\BOR 
MANUAL. 
OR.rHOPEDIC 

BEDPAN WASHER 
BEEPERS. P4GING 
BEKCFI. LIETAL. OR WOOD 
BIN, METAL OR WOOD 
BINDER, PUKCH MACtlINE 
BIOCI-IEMICAI. :\X:\L.YSiS UNIT 
BIOCHKOMATIC N-1L.YIF:R 
BIOFEEDBACK MACtiINE 
BIOMACXEiTOMEl-FR 
BIPOLAR COA(il!.ATOR 
BLANKEr I?RTiEK 
t3l.t\\Kl<I- LVAR%IER 
Bi,cXX> CF,l.i. C'Ot!K~i'£:R 
13L,01?1? i ' i -I i ' t f iS?KY i i . ~ \ l . i / i ~ i i .  AI:?!)CIAi~tI) 
BLOOD CUi.'ii:Rii AXAL.Y%IK 
BLCKiB G.4S AS:\!-Y%ER 
BLfK)I> GAS APPARA7'I;S. VC)L.liME?'RICS 
BiOOii i'i(EiSSI;KI: i1ilViCE. E l . i C r R 0 2 i C  

APPLVDIX 4 
FYACTED 

i,SEFI:L LIFE 

10 
12 
10 
I5 
15 
15 
15 
I5 
3 

I 5 
15 
10 
7 
5 
8 
7 

-, 

I5 
1; 

8 . 
8 
6 

?lu- 06-010 Approval Bate 05/17!07 
Supersedes 
T% c: L : Effective Date 07i01/06 

SNODGR
Attachment 4.19D
Supplement 2



Attachment 4.19D 
Supplement 2 

ESTIMATED USEFUL LIVES OF CAPITAL ASSETS 

BLOOD TRANSFUSION APPARATES 
BLOOD WARMER 
BLOOD WARMER COIL 
BONE SURGERY AI'PARATUS 
BOOKCASE, METAL OR WOOD 
BOTT'LE WASHER 
BREATHING UNIT, POSITIVE-PRESSURE 
BROII.ER 10 
BRONCHOSCOPE 

FLEXIBLE 
RIGID 

BUI.LEllK BOARD 
BURNISMER. SILVERWARE 
CABIXET 

BEDSIDE 
FILE 
INSTRUMENT 
METAL, OR WOOD 
PHAIIMACY 
SOL.UTION 
X-RAY 

CAGE. ANIMAL 
CAI.CUI.ATOR 
CAMERA 

IDENTIFICATiON 
SURGICAL 
TEl.liVISIOX MOXITORiNG. COLOR OR BLACK-lND-\Vt!!TE 
VIDEOTAPE, COLOR OR BLACK-AND-WHITE 

CAN OPEUER, FLECTKLC 
CAPSULE M.\CIiIXE 
CARROS MOXOXIUF RECORDER DEI'ECTOR 
CARI)!I\C lilOKii~OR 
CAKI)IOSCOPE 
CAK'I 

Ek.fERCif!.XC~Y-ISOI.:\'l !OK 
FOOIY~RAY, !IF.,\. rf:i>-~f:f:R~c;fi~~\ 'r~i: , i> 
L.IXEN 
M l l i l  
MEIIICIXE 
SI:PPI.Y 
I:~I-II.I?-Y 
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CASH REGISTER 
CASPAR ACF INSTRUMENT AND PLATE SYSTEM 
CASSElTE CHANGER 
CATHODE-RAY TUBE (CRT) 
CAUTERY UNIT 

DERMATOLOGY 
GYNECOLOGY 

CELLFREEZER 
CELL WASHER 
CENTRAL DATA PROCESSING UNIT 
CENTRAL SUPP1.Y FURNITURE 
CENTRIFUGE 

REFRIGERATED 
CEREBRAL FUNCTION MONITOR 
CHAlIi 

BL.OOU DRAWING 
DENTAL 
EXECIjTlVE 
FOL.I>ING 
GERIATRIC 
HYDRAULlC. SURGEON'S 
KINETRON 
PODIATRlC 
StiOWERRArH 
SiDE 
SPECIAi.ISTS 

CHART RACK 
CHART RECORDER 
CIIECK SIGNER 
CHiLD IVMOBILIZER 
CFIL,ORIDIOMETEII 
CIIRO'CI.~IIXiRAPH. C I S  
CLi\ilC.-\i. .AV.4LYiER 
CLOCK 
Cl.Ol'A\f URAI'PIU(i 'IIICHIXL' 
c~.cyri~f.:s i.cjC~KfFR 

i~IHkKCi1,:~"c t>iiK hIfli:%i 
I.41.IlCAIE O R  UOOi) 

COA(il;L.-ITIOX :\NAL.YZER 
COFFEII MAKER 
CC~I.~.>-PAC~K i : ~ r i ,  i;i.iir)ri 
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ESTIMATED USEFUL L.IVES OF  CAPITAL ASSETS 

COLLATOR. EL.ECTR1C 
COLONOSCOPE 
COLORIMETER 
COLPOSCOPE. WITH FLOOR STAhD 
COblPACTOR, WASTE 
COMPRESSOR. AIR 
COMPUTER 

CARIDIAL OUTPGT 
CLINICAI. 
DISK DRlVE 
LARGE 
MICRO 
MINI (PERSONAL) 
PRINTER 
SOF'I'WAKE 
TERMINAL 

C0MPi;TER-ASSISTED TOMOGRAPIHY (CTj SCANNER 
CONDUCTIVITY TESTER 
CONVEYOR. TRAY 
COOKER. PRESSURE, FOR FOOD 
COO1.ER. W-21,K-IN. FREESTANDING 
CO-OXIMETER 
CREDENZA 
CRIB 
C R O i i P F ' n f  
CRYOOPI-ITF1AI.MiC UNI-i'. WIl-H I'ROBES 
CI<'r'OS'rtXT 
CRYOSURGICAI. EXIT 
CIJTiEK 

CI.CYlti. ELCCrRIC 
FOOI) 

CVCL.OTR(iX 
CYSTIC FIBKCISIS ?KEA~TZ.IENT S'L'S.rliM 
CYSI 'OMEEK 
C Y S ~ ~ ( ) \ f l . ~ ' K ~ ) ( ( ~ ; \ ~ v l  ( ;Nl ' r  
C'{Sl'<jSC(jfJ[< 
1~j.A ['A C:\RI~> PI<OC.l.,SSIXi LXl'r' - 

(l%CL.LI)lX<: KEYPl.r5CtI, \~I;KlFII'<R. Ri<:\[?ER. :\YD SOKI'ER! 
i>ii?',*, PKINl~IXI; i 3 l . f  
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DATA STORAGE bXlT 
MECHANICAL 
N0NMECHAUIC:iL 

DAT.4 TAPE PROCESSING UNIT - 
(INCLUDING CONTROI.LER_ DRIVE, AND TAPE DECK) 

DECALCIFIER 
DEFIBRILLATOR 
DEIONIZED WATER SYSTEM 
DENSITOMETER, RECORDING 
DENT-AL DRILL, U'ITH SYRIUGE 
DERMATOME 
DESK; METAL OR WOOD 
DIAGNOSTIC SET 
DIATHERMY UNIT 
DICTATING EQUIPMENT 
DIGI?'AL FLUOROSCOPY UNiT 
L>ICITAL RADIOGRAPI-lY W l T  
IIILUTER 10 
DISH STERI1,IZER 
DISHWASHER 
DISINFECTOR 
DISPEXSER 

ALCOHOL 
BUTTER. REFRIGERATED 
MII,K OR CREAM 

DISPLAY CASES 
DIS'TILI.Ih'G APPARrZTCS 
DOPPI-ER 
I)OSE CALIBRATOR 
DRESSER 
i)KIl.L. PKESS 
DRYER 

CI.OTHES 
i-IAiR 
SOKIC 

{1[2.YIS(; (]Vf:N. fJt\!X'r Sj 

Dt 'i~1.1C.A I'<,)R 
iCti(iC'?RDliXjRiP1! SV'sl~F,2f 
f:CiiOVLE\V SYSTEM 
II.ECI'ROCARDIOCRrlPFI 
I(!.EC'I~ROCARLilOSf ,l.TTKiIii, (iii:l:i'ER MO\il!OR SC.4XtiiK) 

TN 06-010 
Supersedes 
m <c 2 . <? ! <.; 
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ENACTED 
ESTIMATED USEFUL LIVES OF CAPITAL ASSETS 

ELEC TROEhCEPHAI.OGRAPH 
ELECTROLYTL 4NALYZER 
ELEC.rROMYOGRAPH 
ELECTROPHORESIS UNIT 
ELECTROSURGICAL UNIT 
ENLARGER 
ERGOMETER 
EVACtiATOR 
EVOKED POTENTIAL UNIT 
EXERCISE APPARATUS 
EXERCISE EQUIPMENT, OUTDOOR 
EXERCISE SYSTEM, COMPUTER-ASSISTED 
EXERCISER. ORTtIOTRON 
EXTRACTOR. LAUNDRY 
EYE SURGERY EQUIPMENT (PI-IACOEMULSIFIER) 
FACSiMlLE TRANSMITTER 
FIBEROPTIC EQUlPhlENT 
FIBROME'TER 
FIL.FS. ELECTRIC ROTARY 
FILING SYSTEM. PORTABLE 
FILM CH4NGER 
FILM VIEWER 
FLOOR-BIIFFING AND POLISHING MACHINE 
FLOOR-SCRUBBING MACHINE 
FLOOR-N'rlXING CIACHIXE 
FLOW CYTOMETER 
FLilID S.,\'ViPL.E HANDLER 
FLCORIiMETER 
FLUOROSCOPE 
1'OL.ililR. FLATWORK 
FOOD CHOPPER 
FOOD SERVICE F:I,R'iiTGKt 
FR~\ME;, ?'L!RXiXG 
FREE<ZER. t;L.'?Rt\COl.D 
[:K" 

i kit. IjIIIP-IAI' 
F-llRUAC'I'. i.iilOliii'ORY 
c;.tl>~f'C::x c',\.kli:R.A 
ilAYl'CI.k\ COI.INT£;K 
GA%?b1,4 W I F E  
Ci;:Clh%.4 WELL SYSTEM 
ii?R13i(ii i)1SPi>Sli.. COM'CIEKCIZ!. 

USEFUL LIFE 

7 
5 
7 
7 

7 
10 
10 
I0 
10 
15 
10 
5 

10 
15 
7 
3 
5 
7 

I5 
70 
8 

10 
3 
i 

5 
5 
> 

10 
S 

IS  
10 
I .i 
15 
i o  
i i: 
i 0 
i 
" 

10 
7 
, 
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ESTIMATED USEFUL LIVES OF CAPITAL ASSETS 

GAS ANAI.YZER 
GEIGER COUNTER 
GENERATOR 
GLASSWARE WASHER 
GLOVES, LEAD-ILINED 
GRAPHOTYPE 
GRIDDLE 
GRINDER, FOOD WASTE 
HAND DYNAMOMETER 
I-IEART-LUNG SYSYEM 
HEKT SEALER 
HELICOPTER 
tlEMODI.ALYS1S [:NIT 
HEMOGLOBINOMETER 
I-IEMOPHOTOMEI'EK 
HIGH-DENSITY MOBII,E FiLM SYSTEM 
HOIST, CHAIN OR CABLE 
FIOLTER 

ELECTROCARDIOGRAPH 
EL~ECTROENCEPHALOGRAPH 

fiO>lOGENIZER 
HOOD. EXH41.1ST OR BACTI 
HOT-FOOD BOX 
HOTPLATE 
I-IOiJSEKEEPIVG I'liKNI'lVRE 
HL'WIDIFIER 
tIYDKGCOI.I.ATOI< 
HYDROTHERAPY EQUIPMENT 
HYFRECA?I)R 
I-IYPERBARIC Ctlli'ARER 
I-IYI'O~THERMIA APPAI<,,\TUS 
1CE CREAM FXEEZEEK 
ICE CREAll  (SOm %IICHI\LE 
ICE CREAM Sl ' ( iRA i l i  CABINEI~ 
ICE Ci:Ri'-\liKlN(i i : i)?~;ii 'bli:21 
lCC' AN!) fCi; I;I:R'I;ITIIXi: 
i%l?i;i A N A ~ . Y / ~ R  
!MACE iZji'ENSii'1iR 
IMMI:'\.ODli:I'1:SiOX Ej)i;iPMEYT 
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10 
5 
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10 
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5 
4 
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IMPRINTER 
ADDRESS 
EMBOSSED PL-iTE 

IMX ANALYZER 
INCUBATOR 

LABORATORY 
NURSERY 

INDICATOR, REMOTE 
INf:.ANT CARE CENTER 
INFULATOR 
IN-SERVICE EDllCATION FURNITURE 
INSUFFLATOR 
INTEGRATOR 
INTERCOM 
INTRAARTERIAL SHAVER 
1ONTOPHORESIS tJNlT 
IRONER, FLATWOKK 
ISODENSITOMETER 
ISOLATIOK CHAMBER 

' ISOTOPE EQUIPMENT 
ISOTOPE SCANNER 
KETTLE. S'TEJIM-JACKETED 
KEY MACHINE 
KILN 
K-PADS 
KYtlOCiRAPt! 
IABEL MAKER 
LABOR AND DELIVERY FI;R?;ITL;RE 
Lt\BORATORl7 FLlRNi'iURE 
L.4LilNATOR 
LAMP 

Bii.lRIIHiX 
Df EP-~TtlERAPY 
EMERCiENCY 
!X F R i R E I )  
ZIf:RC1:X\r' Q!:>\KI/ 
ii.l'i 

I.IZP,-~ROSCOPI< 
L1RYN(iOSCOPE 
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LASER 
CORONARY 
SURGICAL 

LASER POSITlOhER 
LASER SMOKE EVACUATOR 
LATHE 
L A W  AND PATIO FURNITURE 
LAWN MOWER. POWER 
LIBRARY FURNITURE 
LIFTER. PATIENT 
LIGHT 

DELIVERY 
EXAMINING 
PORTABLE, EMERGENCY 

LlNAC SCALPEL 
LINEAR ACC ELERATOR 
LINEN 

DRYER 
PRESS 
TABLE 
WASHER 

LINT COI.I.ECTOR 
LITHOTRIPTER. EXTRACORPOREAL SIIOCK-WAVE (ESWL) 
LOOM 
LOWERATOR 
tiAGNET1C RESOXANCE 1hl.-\Gln'G (MRI) EQLIIPMENT 
M41LIXG MACIiINE 
tl/\MMOGR-\PHY UVK 

FIXED 
MOBILE (V.4Nj 

iMNNEQUlU 
>~lIIACFiINE 

MAROGRAPii 
2flASS SPECT'KOPilO~l'OCIEl'iKK 
MLtA I C1iOPPiR 
1IICROBIOI.!XiY :ITAI.V%iR 
MiCXOLI1,M (.:NIT 
MICKOPFIOIF~ 
MICROPR0JE:CI'OK 
MICROSCOPE 
?,f!CK:,!IO%fE 
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MICROTRON POWER SYSTEM 
XIIRROR. THERAPY 
MIXER, COEVfMERCIAL 
MUSCLE STIMUI.A'TOR 
NATURAL CHILDBIRTH BACKREST 
NEBULIZER 

PNEUMATIC 
GLTRASONIC 

NEPHROSCOPE 
NEUROLOGIC.4L SLJRGICAL TABLE I-1EADREST 
NEUTRON BEAM ACCELERATOR 
'U'ONINVASIVE C 0 2  MOXITOR 
NOURISHMENT ICE S'I'ATION 
NURSING SERVICE FURVn'URE 
OFFICE FUKXITURE 
OPERATING ROOM 17GRNITURE 
OPERATING STOOL. 
OPHTHALMOSCOPE 
OPTICAL READERS 
ORGAN 
ORTHOTROh SYSTEM 
ORTHOI!ROLOGIC,1L INSTRUMENTS 
OSCILLOSCOPE 
OSMOMETER 
O'rOSCOPE 
OTTOMAN 
0vm 

RAKING 
MICROLVAVE 
PARAFTIU 
ROAJTIYG 
STERILIZIXG 

OXIMEIIIR 
1GXYGt"u ANnr:.I':IER 
OXYGEN '?ASK. \lO.l'OR. /\YE) TR:JC'K 
P:\CEtl,ZKIR. i::\KDlA: ii:Xrl;Ri./.i.j 
P;\ClYG SYS!'i;kl .ANALY/LK 
P.4CKAGIXG b;I.ZCkjjNt< 
PAINT S P R Y  BOOTti 
P.iIvr-sIw-IYIxci "v l~ i ' i i i x~  
P?XE';l>i)';Ci?i'i: 
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.APPENDIX 4 
EXACTED 

ESTIMATED USEFUL LIVES OF CAPITAL ASSETS 

PAPER BALER 
PAPER BURSTER 
PAPER CUTTER 
PAPER JOGGER 
PAPER SHREDDER 
PARALI-EL BARS 
PARKING LOT SWEEPER 
P.ARTITIONS, MOVABLE OFFICE 
PArIENT MOKITORING EQUIPMENT 
PATIENT ROOM FURNITCRE 
PELVISCOPE 
PERCUSSOR 
PERFORATOR 
PERIPHERAL ANALYZER 
pH GAS .4XALYZER 
pH METER 
PFIONOCARDIOGRAPti 
I'HOTOCOAGULATOR 
PHOTOCOPIER 
PHOTOGRAPHY APP.PARATUS, GROSS PATHOLOGY 
PHOTOMETER 
PFIOTOTHERAPY LNIT 
PHYSICIAXS' IN-.4ND-OU'T REGISTER. PORTAB1.E 
PHYSIOLOGICAL MOSiTOR 
PHYSIOSCOPE 
PiANO 
PIPE CUTTER-IHREADER 
PIPEJTE, AliTOM/ITIC 
PI.ANER AND SHAPER, ELECTRIC 
PL.ASM.4 FREEZER 
PLATE-BENDING PRESS 
F'1.lTtI.ii:' ROT.-\TOR 
PI.li~ELIAKER 

COh~PU7.EKiZEli 
NONCOWP?.~l ' i<RlZf~~j 

POPCORN 2lACi l iXl  
PCjSI?'l(~)K t;bfisSlc)x ~TO!.fOC;R.4I~HY (I'~<T) SC.:~NX~:R 
POV%'tK S1;PPLY 
PRESS. LAUNDRY 
PRIXTIYG PRESS 
PROCT'OSCOPE 

USEFUL LIFE 

15 
8 

10 
10 
5 

I5 
3 

10 
10 
10 
7 
5 

10 
10 
10 
10 
8 

10 
5 

10 
8 

10 
10 - 

1 

i0 
20 
10 
10 
i 0 
10 
10 
20 

1 .' 

10 
3 

TN 06-010 Approval Date 05117i07 
Supersedes 
TN L, i - I. : ; Effective Date O7iOI;GS 

SNODGR
Attachment 4.19D
Supplement 2



Attachment 4.19D 
Supplement 2 

ESTIMATED CSEFUI. LIVES OF CAP11 AL ASSETS 

PROJECTOR 
OVERHEAD 
SILIDC 
VIDEO 

PROTHROMBIN TIMER. AUTOMATED 
PROTON BEAM ACCELERATOR 
PULMONARY FUNCTION ANALYZER 
PULMONARY FUNCTION EQUIPMENT 
PULSED 0XYGF.U CHAMBER 
PULSE OXUMETER 
PU!VP 

BREAST 
INFUSIOV 
STOMACH 
SUC'TION 
SURGICAI. 
VACUUM 

RADIATION METER 
RADIOACTIVE SOURCE, COBALT 
R ~ \ D ~ O G R A P ~ I I C  DUPLICATING PRINTER 
RADIOGRAPHIC-FLUOROSCOPIC COMBINATION 
RADIOGRAPIiIC ilEAD UNIT 
RANGE. DOMESTIC 
RATE METER. Di/AL 
RECORDER. L \ P E  
REFRACTOMETER 
REFRiGERArOR 

Bi.OOD BAYK 
DOMI<STIC 
COMMERCIAL 
(,:KDERCO(,TWER 

KEM'TI'E COSTROI, RECEIVER 
KESliSC!I'AIOR 
RE'IRACLOil 
Rl4lS(~jSC<?f'f: 
R!NSkR. SO'UlC 
RO~I':\KY ~!'Il.l,I'R 
R0I~OC)S'l'EOI OMi: UXlT  
SAFE?(? 
SAKITILER 
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ESTIMATED USEFUL LIVES OF CAPITAL ASSETS 

PAGE I9  OF 23 

APPENDIX A 
FKACTED 

USEFUL LIFE 

SAW 
AUTOPSY 10 
BAND 10 
BENCH, EL.ECTRIC 10 
MEAT-CUTTING 10 
NEUROSURGICAIL 10 
SURGICAL, ELECTRIC 10 

SCAFFOLD 10 
SCALE 

BABY 15 
BED 10 
CHAIR 10 
CLINICAL 10 
METAROI.IC 10 
POSTAL 10 

SCALE. LAUNDRY 
MOVEAR1.E 10 
PLATFORM 15 

SCINTILLATION SCALER 8 
SCREEN, PROJECTOR 10 
SENSI.I'OMETER 10 
SERIOGR:iPI-1. AUTOMATIC g 
SETTEE 12 
SEWING MACHIXE 15 
SHAKING MACIIINE (VORTEXER) 8 
SFIARPEEER. MICROTOME KNIFE I D  
SI-IEARS. SQIIARIXCI. FI..OOR 12 
SHELVING. POKI':\BLE. STEEL 20 
SHOULDER l\-iir‘EI. 20 
SIG%fOlDOSC'Of'E 3 
SIGNAL-AVER.lGE EKG 5 
SIMULATOR 5 
S1NGLL:-PHOI(.lN IbIISSION CO1IPI:~FED I'OMOGX:\PtlY (SPEC[') SC.AUNER -. 
SINUSCOI'E 7 
SKE12f:l~OK 10 
SLICER 

BKI:il) ; 0 
ME.tl~1' i G  

SLiDE STAINE:R. l.:\IlOR1IORY ,, 
SNOWBI.OLLiK a . 
SOF~A I2 
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ESTIMATED USEFLL LIVES OF CAPITAL ASSETS 

SPECI'ROPHOTOMETER 
SPECTROSCOPE 
SPHYGMOMANOI\.IETER 
SPIROhlETER 
STALL BARS 
STAMP MACFIINE 
STAKD 

BASIN 
INTRAVENOUS 
IRRIGATING 
MAYO 

STAPLER, ELECTRIC OR AIR 
STEAMER, VEGETABLE 
STEAM-PACK EQUIPMENT 
STENCIL. MACHINE 
STEREO EQUIPMENT 
STEREO TACTIC FRAME 
STERILIZER, MOVABLE 
STEKIS S'I'ERILIZATION SYSTEM 
STETHOSCOPE 
STRESSTESTER 
STRETCHER 
SljRGICAL. SUAVER 
TABLE 

AYESTHETIC 
.,\irropsY 
EL.ECTRO?-IYDRrlULIC TILT 
EXAMIXIUG 
FOL,DING 
FOOD PREPARAIIOI: 
FRACiGRE 
IKSTKI?"lf:NI' 
1,iC;tiT 
?Ei,:i 
OB%l~I:.~lXIC.4l. 
0i'::R;l I-lWi 
OR i ~ ~ k l O f ' f ~ ~ ~ ~ C '  
O\I:.RBEIl 
POOL. 
REFRII;C(R.A~ED 
'i'I~li!R.,\l>Y 
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L'SEFUL LIFE 

15 
20 
I0 
i 5 
10 
I '  
15 
IS 
15 
IS 
-. 
Jli 

15 
i (! 
1 i 
10 
I 0  
i 5 
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ESTIMATED USEFUL LIVES OF CAPITAL ASSETS 

FRACTION 
IJROL.OGIC:\L 
WOOD 

TANK 
CLEANING 
FGLL-BODY 
HOT-WATER 
Tf-IERAPY 

TDX ANALYZER 
TELEMETRY UNIT 
TELEPHONE, CORDLESS 
TELEPtlOSE EQIJIPMENT FOR DEAF 
TELEPHONE llONlTORS 
TELESCOPE, MICROLENS 
TELESCOPIC SHOULDER WI-IEEL 
TELE'THERMOMETER 
TELEVISION 

MONITOR 
RECEIVER 

TENT 
AEROSOL 
OXYGE*.: 

THERMOMETER. ELECI-RlC 
TiME RECORDiNG EQUIPhlENr 
TISSUE-EMBEDDING CENTER 
TISSIif PROCESSOR 
TITRATOR. A?\Ul~OMATIC 
TOASTER. CO%lbtERCiAL 
TOXOMiTER 
TOTALAI' 
TOIIRNIQL~E~'. . - i t i ro~+ .c I - l c  
TOliRKIQIiET SYSTEM 
'rRt\cr1OX [,,!l\iil 
'I'RACli)R 
'i.R./iXSCRIF3lS<i EQUIPbIE&'r 
'IRANS(I:I:\2.EO:.'S XERVE Sl'1\4i.iil!'OK SYSi'iiM 
'i 'R.4Vii-:Sop)i\i iEAi !'K,AUSUiiCER 
iREA1)llil.i. t l . tCi 'RIC 
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ESTIMATED USEFUL LIVES OF CAPITAL ASSETS 

TRUCK (AUTOMOTl\/E) 
FORKLIFT 
ClULTlPURPOSE FILLING 
PICKUP 
PLATFORM 
VAN 

TRUCK (HAND) 
HOT-FOOD 
TRAY 

TUBE DRYER 
TIJBE TESTER 
TUMBLER, LAUNDRY 
TYPEWRITER 

ELECTRIC 
IVANCAL 

III.TRASONIC CLEANER 
ULTRASONIC FETAL HEART MONITOR 
ULTRASOUND, DIAGNOSTIC 
IJL.TR\SOUND UNIT, THERAPEUTIC 
CRN, COFFEE' 
VACUUM CLEANER 
VACUVETTE 
VALET, OFFICE 
VEGETARl..E PEEi.ER. ELECTRIC 
VENDiUG ?ilACHINE 
VENTILATOR. RESPIRATORY 
VIAL FILLER 
VIBRATOR 
VIDEO 

C.-ihfEK~i 
CASSETTE 
LIGHT SOURCE 
L?ONiTOR 
131CiKii:K 

. 
viSi<. i ; \ K G i  BtziC11 
w.~~.Li ;1 i -n i .Ki i  
1,: ,' v* r i l ( \ l i lK 

IjiSf1 
f O 0 D  

Attachment 4.19D 
Supplement 2 

PAGE 22 OF  23 

APPENDIX A 
EN,\CTED 

I!SEFIJL LIFE 

'R-4 06-010 Apprw-oval Date 05i17i07 
Supersedes 
'W L; 2. : ; i: Effective Date 07/01!06 

SNODGR
Attachment 4.19D
Supplement 2



ESTIMATED USEFUL LIVES OF CAPITAI. iZSSETS 

WASHIKG MACHINE 
COMMERCIAL 
DOMESTIC 

WATER COOLER. BOTTLE 
WELDER 10 
WHEEL.CHAIR 
LVIRE TIGHTENER-TWISTER 
WORD PROCESSOR 

LARGE 
SMALL 

WORK STATION 
X-R4Y EQUIPMENT 

DEVELOPING TANK 
FILM DRYER 
FILM PROCESSOR 
FURNITURE 
IMAGE 1NTENSlFIER 
INTENSIFYING SCREENS 
SILVER RECOVERY UNIT 

X-RAY UNIT 
FLUOROSCOPIC 
RlOBILE 
RADIOGRAPHIC 
SUPERFICIAL THERAPY 
WIRING 
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ttachment 419D 

5101.3-3-71.4 Intermediate care facilities for the mentallv retarded 
[ICFs-MR): nonreimbursable costs. 

The following costs are not re~mbursable to ICFs-MR th rou~h  the prospective 
reimbursement cost reporting mechanism. exce-ed under Chapter 5 101 3 - 3  of 
the Administrative Code. nonreimbursable costs inc l~~de  but are not limited to: 

jAi Fines or penalties paid under sections 5 1 1 1.28. 5 1 11.35 to 5 1 I 1.62. 51 11.683 and 
5 1 1 1.99 of the Revised Code. 

jBi Disallowances made during the audit of the ICF-MR's cost report which are 
sanctioned throueh adjudication in accordance with Chapter 119. of the Revised 
&&& 

(CI Costs which exceed prudent buyer tests of reasonableness which may he avalied 
pursuant to the provisions of the provider reimbursement manual (centers for 
medicare and medicaid services (CMS) Publication 15-1, 
www.cms.hhs.~ov/manuals). during the audit of the ICF-MR's cost revort. 

jDi The costs of ancillary services rendered to ICF-MR residents by providers who bill 
medicaid directly. Ai~cillarv services include hut are not limited to: phvsicians, 
legend drugs, radiolo~v. laboratory. oxvnen. and resident-specific medical 
equipment. 

(Ei Cost per case-mix units in excess of the applicable peer grouo ceiline for direct care 
COST. 

fFi  Exoenses in excess of the applicable peer group ceiling for indirect care cost. 

iCi) Expenses in excess of the capital costs limitations. 

iH) Exnenses associated wit11 Ia\vsuits filed against the Ohio denartment of iob and 
familv services IOI)JFS) which are not upheld bv the courts. 

(1) Cost of meals so-. 

0 Cost ofsiipplies o m - i c e s  sold to nonfaciiitv residents or p& 

TN 05-010 Approval Date 05i17,'07 
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5101:3-3-73.1 Intermediate care facilities for the mentallv retarded 
jICFs-MR'l case mix assessment instrument: individual 
assessment form (IAFi answer sheet. 

[At All ICFs-MR shall submit to the Ohio department of job and familv services 
[ODJFSI a quarterly case mix assessment. usine the JFS 02221 "Individual 
A 1  
certified ICF-MR bed, regardless of pavment source or anticipated length of stav. to 
reflect the resident's condition on the reporting period end date. which is the last 
day of the calendar quarter. The ICF-MR shall follow the instructions in the JFS 
02220 "Ohio ICF-MR Individual Assessment Form" (rev. 4/07) when completing 
the JFS 0222 1. 

(1) For purposes of this rule. the followine residents shall he considered residents 
of a medicaid certified bed on the reoorting oeriod end date: 

(a) Residents admitted to the ICF-MR prior to the reportine period end date 
and phvsicallv residing in the ICF-MR on the reporting oeriod end date; 
& 

(b) Residents admitted to the ICF-MR on the reporting period end date from a 
non-ICF-MR setting (home. hospital. adult care facility. rest home, 
nursine facility (IVF\>: and 

{ct Residents transferred or admitted into the 1CF-MR from another ICF-MR 
on the reporting period end date: and 

id) Residents temporarily absent on the reporting period end date hut for 
which the faciliy is receiving oayment. from anv source. to hold a bed 
for the resident during a hospital stav. visit with %ends or relatives, or 
participation in therapeutic programs outside the facility: and 

(2) The following residents shall not he considered residents of a medicaid certified 
bed as of the reporcine period end date: 

(al Resrdents dsscharged from the ICF-MR pnor to or on the reoort?ne w n d  
end date: and 

d o n  the renoronrheg 
period end date: and 

(c) Residents who die prior :o or on the renofling period end date. 

(Bl ICF-MR providers shall complete and subrnii a signed JFS 02222 "ICF-MR 
Certification Form" (rev. 3/07) with the ciuarterly submission of 3FS 02221 data 
identiijiing the name of the ICF-MR. its provider number. the total number of beds 
rhe proliider has certified bv the Ohio d e ~ m e i t t  of health IODW'I for medicaid, 
and toral number ofresidenrs in the ICF-MR as of the re~ortine oeriod end date for 

*+rnr ~ p z  a e LULC 

'"i P 06-0tfl Effective Date- 
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whom the provider must submit a JFS 02221 form pursuant to p a r a ~ a p h  iAM1) of 
this rule, 

{C) The JFS 02222 certtficatlon form and a copy of the JFS 0222 1 assessment data forms, 
In the formats avoroved bv ODJFS. shall be submitted to ODJFS aostmarked no 
later than the fifteenth dav of the month following the reporting p;riod end date. 
The aroviders shall retain the original JFS 02221 assessment data forms in the 
resident's record. 

jll If the data is submitted to ODJFS in paper format, the copies of the ODJFS 
0222 1 assessment data forms must be legible and ahoto-conied single-sided. 
All of the coaies of the JFS 02221 assessment data forms from the same 
provider number shall be banded together with the provider's JFS 02222 
certification form and submitted at the same time in one box or envelooe, 

(21 If the data is submitted to ODJFS in an eiectronic format. a paper cow of the 
3FS 02222 certification form must accompanv the electronic data. The 
electronic data must be submitted in the exact record layout provided in the 
ODJFS free software. The data in electronic format must be identified with 
the facifitv name and medicaid provider number. 

[Di Effective December 31. 2007 all ICFs-MR must submit the JFS 02221 assessment 
data eiectronicallv. After that date. ODJFS will not accept JFS 02221 assessment 
data in a paper format. A paper couv of the JFS 02222 certification form must still 
accompany the electronic data. 

.r 
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* % -- 5 I ii 1 :.I-.$-& Resident assessntent classification ~$stern iK:%<(S): the inrerrncdiate 
care farititv for the mentally retarded (ICF-&IN) casc niis Dmntertr 

t I ) The Ohio ICF-MR JFS 02121 "Intlivid~~xl , ~ % S ~ S S I I I C I I ?  F*>!-!;: :\13sv.w 3h& 
i1:i:) iiev. CJh 031: 

(2) IAF iiuia clerr;ents, :is set forth in appeniiix ;\ 2nd ap~t-1di.i R to this r~lic. 1 
darahse which provides i ! ~  core d3ta eicmcnts rhai are iiscd ti? craiio rcsidciiis 
into case mix cla~sificliiions: 

i.3) A nicrbodoloev. set fctrth in namwranh iC:) of thi.; nilc. that ascs ciinicri!v 
!n~i~i i i i i i f~i  ctiteria ro eroun resiijents i~:m iire (ifiliur C!ILS~SS: 

r?) Thi. ida,ti:icatluc of ji>ei.liic iob types i l l  the direct care ci)\.i ~ d t ~ ~ i i i ~ ~ ,  set f i i f b  
nilrd~aph ( F j  uf:his :uic. that are affectcci hv c i r ; ~ . ~ , j ~ ~ ~ ~ ; s i '  1ni9: 

,ii q . f i n  assim:menr t i i  a "rciaii~e resource -v-.ei&ht". as set f m ~ h  in  narii%ri!ni? iG'i t):. 
this iuic.. ihai ineasiircs tlie reiaii\e costiinms oi' car:ng for residcnts in m e  
;;?titin versus anorher. 

iiii I'hc ii'F-XfK case n ~ i x  nax,,.iixenr svsicm shall use the : n ~ i ! ~ o i l ~ , ~ l ~ c . ~  f t i i  ~iiis.;?i!-ifii. 

resitle~~is. known as RACS anti ciiescrjbed in :his rule. Kcsidmrs in each rssiderit 
;.;;css;ncrt class utilize siirliliir u~:antiiies and paltern; of rcs ixrc i .  k c c d  UWP ;he - ' - 
&t:i i ~ i i e c t ~ d  in tiic I,kF. a rcside~it i h ~ t  meets the criie-ia fbr oiciccmcni in imi:e 

ellan 03s class shall he placeii ir: the hici~csr clasific.iii;~n acct~riiinir to the k:ierarii?i. - 
R.XCC i~ssi~;c;ir;,ins iiSted in c\cZeendjl;L' i,rjer ~ ; s C  * J s  SL., ti&< L:d.r a:~-.''l~s;:iy, ' " fle~zd~ri!5 

. . , .  . . , .  . - ~. 
x~i~ht~:!~ ~ ~ ~ ~ - ~ c ~ s ~ l s ~ j ~ s  re5ci!1b17~ I?) .tssimjn~eq[ ~ n e  [:fg:?cr ~ i ; ~ ~ s ~ t ~ ~ : i t ~ ~ ~ ~ : s  shat; bc 
' ' .  . 

113 fourth cias;:ficatjt>j~, 1'11~ !&',Cs incl~idcs :he li?:io\$ir~g f ~ j ~ ~ r  a~ tu l~~ : t l l \  -- 
. -  . c>:&isi\:e $a,ssjtic;#t~t>ns jjstc<i 111 c iescc~~din~ (ll-&r ,,f'tl>e h~cr;*:-chs.:, 

,: 1' q,Dlca ~ ,; ~+..-);\< -,. ~ * , . . -  ~. 
( 4 )  . ai i i  iit.m?:cfi;~:i:ii?: bchaz for<. rL-n !,p~ E: o i_wa 

'I? :: 0:-011 lippmva! Date ':a;OO'irX 
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. ' 
a c h e  R.AC'S iicfines :lie cr-iicria useti 10 a s s in  i-eslenits iiitii ?ane tit' fi?iir 

cii~ziticarlo~1.;. Tile criteria :re snmnxirizec! in ~ a r a s a n h s  iC i i  i )  i,? rCif4l tlf this 
rule. 

. . 
j i 1  The "chronic medical" sfassiticarion inciitiics rcsicienti rrce!v:nii i:ne ;ir mcjrc iii 

~ f i b l k ~ w i n g  rvpes ofsi>cci~I care: 

i c i  Oxvec~i anti resnirarory :!icrapv tin all shifts (ox :ht IAF at the r ~ s f i  
dt~main section. item (271 is scoreci "JWh 

m a 1  medication administered :nore illan eight times in a tl.~cilrv-four-ho~.~r 
dav (on the 1.AF at the ~netfical domcii:~ section. item 12%) is s c i x ~ i  ' 3 " l  

( e j  Topica1 medieaiioi~ adrninisiersd more rhan zieili rimes in ;i twcntv-bur-hour 
tbv ion the IXF at ihr: medical domain scction. iiein (2%) is sciiied "3") .  

ifi .iiniections or'mc.ijicario:, adminisrereti mtirc r l ~ c i r i  c i eh  tin-~es iii 9 tivent\-fi7ui.- 
hour &;iv con the IAF at rrhe inedicai doniain secrio:!. i tan i29ci is scored 
2% 

. . 
i c i  C!eiiici?rinn adiriinistmcd inore than eight riliies in a tivenvi-ha:-i?iiur Jay 

using a z~crhod i?rhsr than or&[. toniczl s,; i:ijecrion (or  ?!~e IAF zr ihs 
d,,-12: . . a  . ZI, , ~ c ~ r ; o n .  -; - . it011 (29di is scorci? "3'1. and or 

i h l  t2tiIi;:arkjr~ ot'<~dt-of:h~rnc health cart requiring over - think,, ~iavs C I ~  sta$Y!in~e 
(?;I a>erwe ner vetkr (on rhe l.,\F :it the ~netika! domain se~ti<)n. gran (~; 1') is 
sct,rc< j %'= 8.X * i. 

. , i l l  The "<>y&dinc bchatiors' ~ : ~ ~ ~ ~ ~ c ~ j o ~ :  j7&& reiidci;is ci;hlhjm~ *,.ne_il: 
, .. . mcirr: of the foliiiivit~a soeclfic heliaiiors t i i t  rei;uil-e ccinrrn:r*] i i z i  rntcnznrici-; 

;b iS  b . '  : -- t i c  !nldnclus bc)ja\j,,jr ((?!I t i ~ ~  [ A F  ' 2 ~  ~ h e  bchavi<>l- cjt>gnai? <O:~~O:I. i?tni i I - \  
iZo' ..I 

= ,' 
. l U  3 I,, aI?d <)r 

pi?*- 
\ 3 0 gub6 

%. s Approvd Date !&#*OR 
Supe~cder 
T? F Effeb~i\ e Date 9; 0 I 9- 
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IC )  .\cite si~icidal b c h a ~ ~ u r  (c)n the LXF at the beh:l\~tx do1113in sectiat~. item 
i Z  1 )  is scoretl "3"L 

( 3 )  The "hi011 adapti\.e i~eeds andlor chroi~ic heihaviors" classificail~~n i:lcludes 
residents reet~iriilir 3 soeciiic level <>i' ctni'f ass is ta~ic~si i~~ervis i~~i i  fix one ->r 
miirc jers01131 care and safett needs as Jesci-ibeii in ~lirowsniis ( C ) ( ? ) ( s )  to 
i C : i i l l f )  iif this mile. anti or exhibiiinu one ur  innre of the hzhavinr~ set h h  iii 

paKicraoh> iCi(?i(e) to (CI(.'.'jiii o f  this nilc that reaiiire froq~ieni rrr zontiriua! 
.;t;ift'inres\ entitin. 

{b) Titiierinrt (,>ti the i.AF m rhe ad:tptive skills doinaiii sectioil. Item (21 is icorai 
&her "7- 2s a rule does :lot indicate the ncai to rciiler uiii roiiuircs 
assistance u h h  wiisine, or "1" tt:r requires coiostr:n?v. iieostomv. or urinary 
ciithr:cri. 

j ~ )  Dressinr: (on  the I.AF :u tlte adanrive skills domain section. i?c?n (5'1 is scored 
* c * , ,  ., i j r  reai~iring balds-on assistance sndror constant sunervisiiin to 
wmpIerc thc tiisks: 01. rashs initst be done c<?rnnie~eiv bv wnff fix the 
resident). 

j i l ;  riirninz and nositicinine more rhaxi rrsclve rin:es in a t*&eix-i-f<bur hour ncilod 
ion the li\F at the adnorive skills diimain sectioi~, irem (61 i s  scored "4"l  

;e) Mobilitv reauirinir the help o f  ime or miire Dcsons 1o-i tile i A F  at the 
a,d~intive skills c!<>;nain section. ifem (3 is sciirtxi "3"). 

;il Trarisfcr requirini? direction md.'or nhvsicai helo horn one or rriore persons 
(011 the i.4F ::I the s&a:ltivc skilis i!iimain ieiiinn, iizm i 8 i  is scored "2"). 

1 0 zCG8 
TC S 'Apprcivai Date 00;C~O;OX 
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w w jthdrx)sii hci.. .dxror .; reatiiiini! mntiniial i v d f  !iliincniiiin 3s Licfir~cd in h e  
JFS 021Zii ion ihe i.4F rri !he hehal-tor donlziin secrioii, iten1 130i is scored 
-7.3 

(4) -p ,,e "tvitical adaotive ileed~ and non-iieniticant hehavicirs" zlashificari~in ineltide.: 

claisifiable residents not meerinir the crircria or' the tither three ci:is.;i:icliiii~ns. 

(1)) 'The IAF  tiara e lema~!~.  iisred bk ciass. used to classifv residents in the R.4i'S *ire ucr 
forth iir anpmdix to this rule. 'i'hc il\F dare e l e n ~ c c i  used b~ the RACS :ire lictcti 
in numerical i>rder in ~innendix I? to this niie. 

i E i  i l l  ! i F  iiar;? cleinents i.i.iiteii to r i~c  KACS must be compli.ieii hetixi. a i.csidc:x citi? 

he cla-;sitieil. 

i F i  An anal\-sis of the rcicrtionshill iietwe~n resiticn? iharficterisrics md ceci:urcc 
u+.l.- ti ~~aticin. as mcasiirad bv sraff time, ideniiiicd characteristics iiifferciitiatii~~ 

estahiishint! coinnion siaff firntrs assilciated with all resi0cnt ilassiiications that arc 
standard across residents. sraii: c, ~ j l ~ i i i ~ e s .  ." and unit. determined thai ihe iob 
classiticaiions i i s r d  irr ~araxranhs in( I i throuilh i i ; i i R J  ofthis rule ;ire job tvpcs that 

iniiudirl in this rdie and are not used tit caIcu!atc rhe relitrive resourit si.ci.ihrs as 
descrihtd in narama~h (C i )  of this rule. 

,". 
L-) Ocz~~itri~inai therapists (931& 

'iuptxsedes 
TU a 06-010 Efi>ctibe Dare 0- 91 07 
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(Gj  Each of <he Gur R I C S  cis~sifii;;irions is 3ssiiineil :I '~1arir.t resource ueight. The 
:'el;tri\e resiy.rrile weight indic.ires the rciaiivc :tn?o:inr and cost {of i:aff time rcaiiircd 
a r t  a-.cr.i~e for the it)b i i l ? ~ ~  liste.'d ~ I I  i)ara~r:ii?lt (F )  of this tuie ro deliver ~ i r e  t i )  
residents in that RZCS c i a s .  

( 1  ) Re1:ai.i.e rcsoiircc weights iirr the four case iniv ci%;sificaritii?s are set h f lb  in 
at>nendir C to this r~:le. The rc!urivc rcsriiircc wciiihr was caliuialed 3sin.r :he 
aierari' mirrutes .)i'carc per ioi?  ti:^ ner R.4CS cia$$ as derrrmin~.ii tj!lrlii% t l~e  
work mcasure~ment siudv. snd ihc averalrcs trithe waees b b  iob :we as renofled 
bb iCFs-tlR o r 1  the JFS i i 2511  "%lctiicaid iCF-\lR Cost Kcn-ion"  lie^. L).05L 

(a) By iettiiig ;he iviicz ivei&t at one it>r the job rl-ne rectivini: rhz ic?i\csr 
ho).riv wage. \*;;ire iseights for the other ioii rv:?es are calc1:Iured bv 
divicline :he !5>~ue.it wazc into the il-aee ,,Peach iif thz ori~cr kib TWCS. 

{hi 'To cnlcuiatz the total :vei&ied mintites iLr each RACS class. tile $ism 
n.eight k r  rach job i \ p e  is mulriolied hv the aiwaez ~xirnher of mi- - 
~nemhets of that leb rvpe snend c a ~ i r g  for a residen: in chat RXCS ci:ss. 
and the pmducrs are s~inimiui. 

LC) The RACS class ,aith thc iuncst total wcilrhrixl sininutcs recei~es a rclarlic 
resource weight ijft>ne. Rclarivc ses,ju:cc i ~ ~ i ~ i i t s  are ciilc~iaiz(i b~ J i ~ j ~ i i n q  
the totiti wril~hieti nririiiics of rhc ii)it.esi class iitto the iiiti:! i.i.ciiciiti:ii 
minu!es of each c', ~ ' i s s ,  . Weitrht calziiiiiti~:iis are rounded ti? tile :'i?rr~?h 
deei~i131 ~ i a z e .  

tL! Reistibe rmiiui-cz weights :;ir the !;mr ICF-MR cssr mix RACS tiiisses are ser 
'imh in aniledix C to this :?;It. 

i?) As provided in pangraph iG)(3)(a) of this rule. rclalivc rcsixircc ~ieichts are 
recsiihrafcd irsiIia :r.a~c iv;-cighrs based i!n tlirc+-{c::: s:atc\vidc i.x.-a-agc$ c? f  - 
\vages of ihe r\Tei iisrc%i sin ;his rile as r~imi!ecI b~ Ii'Fi-blR on the JFS 
;,?i74 .~& . u ~ , '  v53 .~:~.mtes ,'> . ofczre ~?er job t v : ~  ner R,4CS class 3s b!lmb%: 

A ~ K  1 @ 2208 
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! h i  Aikcr recalihri3iint the ~?i:?ti\c restitirse tvcichts L I ~ I ~ C ?  i-dnter3oh iG?t.;!(a) 
iil'tiiis nrlt. 0l)JtS shali use [h' i.szalibra~cd rcl:i!i>.c r cs -wc t  ! \c i~hi> t o  

caicui:rie the iitier~cr!~ !('I--LIK case i?iiu score ibr tire i-p~ir:i:lc ijtiai?cr 
cndinr March thin\-tirst i)f the ;a!c:idar ~tia::tr i)recsili~i(i ii>c siari ,>Z ihc 
iis;:rj \ear and ;dicxi:ric ;he annual ICF-"liK i ~ w  imix sccri. h r  the 
caleirdnr L C ~ L .  prcccdine thc liic;ii \,car. 

9 r P  jspR 1 0 bLdJ 
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1. IAF DATA ELEMENTS USED IN THE 
RAC CLASSIFICATION SYSTEM 

by RAC Class 

Page i of I 

Parenttrai Therapy Frequency 
Tracheoston~y Carei 
Suctionin8 Frequency 
Oxygen & Respiraiory 
Therapy Frequency 
Medicalion Frequency - Oral 
Medication Frequency - Topical 
Medication Frequency - injection 
Medication Frequency - Other Way 
litilivtion of Out-of-Home 
Health Care 

Class #2: Overriding Behaviors 
ITEM SCORE 
?I4 Aggessive Behavior ii3 
k I7 Self-injurious Behavior S3 
#? 1 Suicidal Behavior a3 

Class li3: High Adaptive Needs!Chronic Behaviors 
ITEM SCORE 
a i Eating XZ 
# 7 Toileting ri3 or h4 
# 5 Dressing i13 
51 6 Turning & Positioning #4 
i 7 LfoOiliQ 73 
# 8 Transfer 42 
tt li Aggvssive Behaiior %i 
4!7 Sei t t in j~ous  Behavior #?  
j- 19 Disruptive B&a:ior $4 
e20 Miith&awn Reha~icr $3 

CIass M: Typical -4drptive 
Ali those residents \+it:: taiid {compirted. In ran8e:e; responses ?hat did not sotip i:irc- C i a i  
i .2 .or3 
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APPENDIX B 

I!. IAF DATA ELEMENTS USED IN THE 
RAC CLASSIFICATION SYSTE.M 

by l&F lrrm number 

I'I'EM SCORE CLASSIFICATION 

ADAPTIVE SKILLS DOMAIN 
P 1 Eating 
# 2 Toileling 
t( 2 Toilering 
# 5 Dressing 
ii 6 Turning & Positioning 
3 7 Mobility 
# 8 Transfer 

BEHAVIOR DObIAfN 
# I4 Aggressive Behavior 
# 14 Aggressive Behavior 
11 17 Self-injurious Behavior 
#17 Self-injurious Behavior 
8 19 Disruptive Behavior 
#20 Withdrawn Behavior 
P2 1 Suicidai Behavior 

MEDICAL DOMAIN 
#24 Parenterai Therapy Frequency 
425 T'rdcheostomy Carel 

Swtioning Freq~ncy  
nZ7 Oxygen & Respiratory 

Therapy Frequency 
+ZYA Mrdicarion F r q ,  - Orai 
429B Medication Freq. - Topical 
S29C 2iejic;iiion F z q .  - injection 
#29D Cfedication Freq. - Other \%a> 
si i ijt%uarior, of Our-of-Home 

Heairh Care 

Page 1 of I 

High Adapt. UeedsChronic Behav. 
High Adapt. Needsifhxonic Behav. 
High Adapt. NeeddChronic Behav. 
High Adapt. NeedvChronic Beliav. 
High Adapt. NeedslChronic Behav. 
High Adapi. NeedsiChronic Behav. 
High Adapt. NeedsiChronic Behav. 

High Adapt. NwdsiChronic Rehav. 
Overriding Behaviors 
High Adapt, NeedsiChronic Behav. 
Overriding Behaviors 
High Adapt. NeedstCnronic Behav. 
High Adapt. NeedsiChronic Behav. 
Overriding Behaviors 

Chronic Medical 

Chronic Mrdicai 

Chronic 'Lledicai 
Chronic Medical 
Chronic Medical 
Chronic Medical 
Chronic Mrdicd 

Chronic 'Llrdia! 
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OHIO MEDICAID ICF-WK 
CASE ,MIX CLASFIFfCATION SYSTEM 

RESIDENT ASSESSMEW CLASSES 

RESIDEIT 4SSESSZiEZT CLASS REL4TNE REXtLRCE WEIGH1 

1. Chronic ,Medical 2.1762 

2. Overriding Behavior 2.031 1 

3. High Adaptive Needs andlor 1.7274 
Chronic Behaviors 

4. Typical Adaptive Needs and 1.0000 
Sonsignificant Behaviors 
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5101:3-3-73.3 Calculation of auarterlv and annual intermediate care facility 
for the mentally retarded (ICF-MR\ facility average case mix 

(At In establishing the direct care component of the intermediate care facilitv for the 
mentallv retarded rate. the following deiinitions are used: 

[lf "Annual facilitv average case mix score" is the score used to calculate the 
facility's cost per case mix unit. and is calculated using the methodolow 
described in oaramaph iH) of this mle. 

[St "Case mix reimbursement" is a svstem that adiusts pavment for direct services 
bv identifvine resident characteristics associated with actual measured 
resource use. It takes into account the fact that some residents are more costly 
to care for than others due to their different care needs. 

(3) "Correction submission due date" is the deadline. as set forth in oaragraph 
jFM3t of this rule. for the ICF-MR to return to the Ohlo department of iob and 
familv services (ODES) the comoleted "IAF correction document" sent as 
part of the "IAF Case Mix Initial Ouarterlv Report". The correction 
submission due date avolies to corrections submitted in electronic format for 
facilitv level and resident record changes. 

Individual Assessment Form Answer Sheet" (rev. 6/03) that ODJFS verifies 
prior to determining a resident's class in the resident assessment classification 
svstem (RACS). 

(51 "Cost ger case mix unit" is calculated bv dividing the facility's desk reviewed, 
actual, allou~able. per diem direct care costs for the calendar vear preceding 
the fiscal vear in which the rate will be paid by the annual facilitv average 
case mix score for the calendar vear preceding the fiscal vear in which the 
rate will he oaid. The lesser of the facilitv's cost Der case mix unit or the 
maximum alkwable cost per case mix unit for the facilitv's oeer group for the 
fiscal vear shall be used to determine the facilitv's rate for direct care costs. in 
accordance with rule 5101 :3-3-79 of the A&minlstrative Code. 

[61 "Direct care peer group" is a inouu of Ohio medicaid terrified ICFs-.MR 
determined by ODJFS to have simifrcant per d i m  direct care cost 
differences from the other direct care pecr groups due to reasons other than 
tine differences in care needs amon% the residents. Direct care pecr moups are 
descf;bed in rule 5 I01 :3-3--9 of the Adminiswarive Code. 

[ T i  "Facility level errors" are errors described in parama~hs iAii7)ial to fArj7iici 
of this rale and must be corrected before a facility average case mix score can 

[a'! Faliure to submit ihe srmed JFS 02222 "ICE-MR Certification of IAF 

Supersedes 
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Data" (rev. 6/03) form bv the correction submission due date. 

[hi Incomplete or inaccurate data are submitted to ODJFS on the JFS 02222 
form. or. for facilities submitting in electronic format. in the IAF header 
record. 

Jci The number of IAF records processed is more than the reported number of 
residents in medicaid certified beds on the reporting period end date. 

(8) "Filinr date" is the deadline for initial quarterly submission of the ICF-MR's 
IAF data and the JFS 02222. which is the fifteenth calendar dav follow~ng the 
re~orting period end date. IAF data submission requirements are outlined in 
rule 5101 3-3-73,] of the Administrative Code. 

(9) "IAF Case Mix Initial Ouarterlv Report" consists of a report generated bv 
ODJFS and distributed to the ICF-MR on the status of the IAF assessment 
data which the ICF-MR submitted to ODJFS for the initial auarterlv filing. 
The report contains four components: 

(a) "Submission Tracking Surnmarv". which shows the status of the IAF data 
after initial processing bv ODJFS: and 

(hi "Detailed Listing of Successfullv Grouped .4ssessments". which is a list 
of IAF records that were gouped into RACS moups one through four; 
g& 

[ci "Correction Document" which is to be used by the ICF-MR to correct 
errors m the IAF data and is submitted in paper format. The ICF-MR 
must submit its corrections using a format approved bv ODJFS: and 

jdi "De1etedll)ischarged Assessments" which is a list of resident records 
beine deleted, an&or a list of residents beinr discharged from the 
&&& 

(10) The JFS 02220 "Ohio ICF-MR Individual Assessment Form" (rev. 11/92) 
[insmrucrionsj is the resident assessment instrument used in the RACS. 

il l i  The JFS 0 2 2 Z ' O h i o  ICF-MR Individual Assessment Form Amwet Sheet" 
provides the resident assessment data which is used to ciazsi@ the resident 
into a resident class in the RACS. 

i 121 "Payment quarter" is two quamrs foilowine the reporting quarter and is the 
guarter following the processing auarter. in which the direct care rate is aaid 
based on the quarterlv facilitv average case mix score from the reporting 
quarter's IAF data. 

113 I "Postmark" means anv ofthe follow~np 
-';Po 

T Approval Dare 1 6 bit33 
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fa) The official postmark apnlied to the nackage or envelope by the United 
States nosta! service: or 

(b) The date the material is received bv a commercial deliverv service, if 
marked leeiblv on the package: or 

[c) If the package or letter is delivered hut no date is legible on the vackaee, 
ODJFS shall consider the nostmark to be four calendar days nrior to 
receipt by ODJFS. 

(13) "Processine quarter" is the auarter that follows the renortme quarter and 1s the 
quarter in which ODJFS receives the resident assessment data for the 
reporbng quarter and calculates the direct care rate for the pavment quarter 

(15) "Ouarterly facility averaee case mix score" is the facility average case mix 
score based on data submitted for one revortine auarter and is calculated 
using the methodoloe?/ described in paraaavh iGt of this ruie. 

L!bl..'Kc<ord'' m e n s  a re>idr.nr' "Ohio lCI':-MR Indi~ idual :Iswiimcn~ l : o ~  
-\n>\ccr Shc.ct" (JFS 0??2~)~eis~()!>U 

(171 "Relative resource weight" is the measure of the relative costliness of caring 
for residents in one case mix class versus another, indicating the relative 
amount and cost of staff ttme reauired on averaee for defined iob m e s  t~ 
care for residents in a single case mix class. The methodolow for calculating 
relative resource weights is described in rule 5101:3-3-73.2 of the 
Administrative Code 

(!8? "Reporting period end date" is the last day of each calendar quarter. 

(19)   report in^ auarter" is the quarter which precedes the nrocessine auarter and 
from which the ICF-IIfR's resident assessment data are used to establish the 
direct care rate for the payment quarter. 

1201 "Bes:dent assessment classification svstem" IS the svsrem known as RACS for 
ciassifvine ICF-MR residents into case mix classes. as outlined in ruie. 
i101:3-3-73.2 of the Adminismtive Code. and used bv ODJFS to eather data 
fur the dtrect care navment system. The case mlx ciasses are clusters iif 
ICF-MR residents. defined by reszdent sharactenstics. that exolaln resource 
gs& 

j2i) "Resident case mix score" is the relative resource weight for the RACS class to 
which the resident is assigned based on data elements from the resident's IAF 
assessment. 

{5) ODES s u o r o c e s s  resrdcnr assessment data s;ithml&ed bv ICFs-MR in accordance 
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with rule 5 101 :3-3-73.] of the Administrative Code and classifv residents using . the 
RACS to determine resident case mix scores in accordance with rule 5101:3-3-73.2 
of the Administrative Code. These resident case mix scores. based on relative 
resource weights as set forth in appendix C to rule 5101:3-3-73.2 of the 
Administrative Code. are used to establish the ouarterlv facilitv average case mix 
score. The methodoloev for determining the quarterly facilitv average case mix 
score is described in paramanh (Gl of this rule. 

jCi The auarterly facilitv average case mix score from the reuorting quarter is used in 
conjunction with the lesser of the facility's cost per case mix unit or the maximum 
allowable cost per case mix unit. adiusted bv the inflation rate. to establish the 
quarterlv direct care rate for the payment quarter. as outlined in rule 5101 :3-3-79 of 
the Administrative Code. The facilitv's cost per case mix unit is calcuiated usine the 
annual facilitv average case mix score. The methodologv for determining the 
annual facilitv averaee case mix score is described in nara~raph (Hf of this rule. 

{Df ODJFS shall establish each ICF-MR's rate for direct care costs auarterlv in 
accordance with rule 5101:3-3-79 of the Administrative Code. ODJFS shall assim 
a auarterly facilitv average case mix score or cost per case mix unit used to 
establish a facility's rate for direct care costs if the facility fails to submit its 
resident assessment data in accordance with rule 5101:3-3-73.1 of the 
Administrative Code or fails to correct facilitv level errors. Before taking such 
action ODJFS shall nermit the urovider a reasonable neriod of time to correct the 
information. as described in parauauh (F)(3\ of this rule. ODJFS' assignment of the 
quarterly facilitv average case mix score or cost per case mix unit will occur as 
follows: 

{ I  I ODES mav assign a quarterly faciliw average case mix score that is five per 
cent less than the facility's auarterlv average case mix score for the preceding 
calendar quarter instead of using the auarterlv average case mix score 
calculated based on the faciiitv's submitted information as described in 
paraeraph (G\ of this rule. 

quarter. the assimed ouarterlv faciiitv averaee case mix score shal! be 
the score that is five -per cenr iess than the score determined bv the 
exception review. 

jbi if the faciiitv was assigned a marterlv averaae case mix score for the 
precedine calendar cuarter, the assigned auarterly facilitv average case 
mix score shall be the score that is five wer cent less than that score 
assigned for the preceding quarter. 

LXi ODJFS mav ass@ a cost per case mix unit that is five wer cent iess than the 
provider's calculated or assigned inst per case mix unit for the precedine 

n;~?a 
Q " OLijOU 
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calendar year if the provider has fewer than two acceptable auarterlv average 
case mix scores. 

[E', ODJFS shall calculate and use the actual auarteriv facilitv average case mix score 
described in paragraph (Gf of this rule for determining the quarterly direct care rate 
if: - 
(1) In accordance with rule 5101:3-3-73.1 of the Administrative Code, the resident 

assessment information is submitted bv the filine date: and includes resident 
assessments for at least ninetv ver cent of all residents of medicaid certified 
ICFs-MR as of the revortinrr ~ e r i o d  end date: and 

(21 In accordance with the procedures outlined in varagravh (F) of this rule for 
correctin? inaccurate information. the facility's resident assessment 
information is submitted timelv and corrected timelv for that revorting 
uuarter: and 

(31 The facilitv's submission of resident assessment data and the JFS 02222 does 
not contain facility level errors or such errors have been corrected timely. and 
the facilities submission of anv additional IAF data. 

(F) After ODJFS has vrocessed the ICF-MR resident assessment data for a revorting 
quarter. the "Case Mix Provider Summarv Revort" will be mailed to the ICF-MR. 
The ICF-MR mav correct either ODJFS identified or ICF-MR identified errors or 
omissions bv sending in a modification submission and submitting corrections to 
ODJFS alone with. if necessary. an amended JFS 02222. 

jil ODJFS shall notie ICFs-MR of a missing or incomplete certification form. 

321 ODJFS mav notify ICFs-MR of its initial uuarterlv submission throutrb . four 
documents: 

la) The "Submission Tracking Summm" reDort. 

ibi The "Detailed Listinn of Successfbllv Grouped Assessmcnts* report. 

icl The "Dele~edDischarged Assessments" renort. 

(31 ODJFS shali allow eiehtv days afier the reporting period end date to make 
corrections and return rhem to ODJFS. Timeliness of the submission to 
ODJFS shall be determined by the vostmark. 

(4) Corrections received by ODJFS will be used in computing the auarterlv f a c i l i ~  
average case mix score. in accordance with"-the conditions outlined in 
paragraph id of phis rdls. 

- -. 1 0 ZGZZ 
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15'1 ODJFS will process corrections submitted in electronic format if rhe file format 
is the same as used by ODJFS. 

(6) Changes made on the "IAF Ivfodification Submission" for IAF data element 
entries. except for corrections of ODJFS data entrv errors. must be consistent 
with changes made to the original IAF form maintained at the facility. 

(G\ The quarterlv facility average case mix score for ICFs-MR that submitted their IAF 
data and modifications timely. and have no facilitv level errors is calculated as 
foliows: 

(11 All residents' case mix scores for the quarter are added together. 

i2'I The sum of resident ease mix scores is divided bv the total number of residents. 

(H) The annual facilitv average case mix score is used to compute the cost per case mix 
unit for the ICF-MR and the direct care oeer group maximum cost per case mix 
unit. Resident assessment data for all four auarters of the calendar vear shall be 
used to calculate the annual facilitv average case mix score: 

(1) ODJFS assigned facilitv average case mix scores will be omitted from the 
facility's annual average case mix score caiculation. 

(2) The annual fac~l~ty averaee ease mix score shall be calculated from no fewer 
than two acceutable quarterlv average case n ix  scores Acce~table auarterly 
factlitv average case mlx scores shall be summed and divsded bv the totai 
number of quarters of acceptable scores Acceptable quarterly average case 
rmx scores for the pumoses of calculating the annual facllitv averaee case 
mix score mclude. m order of hierarchv 

[a\ Adiusted quarterlv facility average case mix scores as a result of exceotion 
review findings. or 

jbl Quarteriv facilitv averaPe case mix scores calculated based on the 
facility's submitted information as described in oaramah - .  (Gi of this 
rule. 

(31 if at least m a  accepabie auarterly facili5 average case mix scares are nor 
available ODJFS shall assign the cost p- mix unit. as deEncd in 
paragraph iDii2i of this rule. 
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i i  I ;-.:--> Intc~rmediarr cart l'atilitir.* fur the oic.nl:tll\ relarded Il(.Fs-\1K): 
mcrhud lor e\tablishinu, the rural pru>pccti\c rate. 

('4) The method for establishina the total croscective rate for ICFs-MR is the 
combination of dlowahle per diems established for direct care. other crotected 
care. indirect care and capital costs as set forth in rules 5101 :3-3-79, 5101:3-3-82, -- 
5101:3-3-83 and 5101:3-3-84.2 of the Administrative Code. The Ohio department 
of iob and family services fODJFSi shall not reduce the rates calculated cursuant 
to these rules on the basis that the facilitv charges a lower rate to anvresident who 
is not eligible for medicaid. 

fB) After ODJFS receives the cost reports for a cost reuortine. period. ODJFS shall 
perform a desk review of each cost report. Based on the desk review. ODJFS shall 
make a preliminan determination whether the costs are allowable. No later than 
July first of each vear, ODJFS shaii notifv each ICF-MR if any of its costs are 
preliminarilv determined not to be allowable. ODJFS shaH allow the ICF-MR to 
verify the cost the? submitted and, if necessare submit additional information. 
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51013-3-79 Method for establishing the direct care costs component of the 
prospective rate for intermediate care facilities for the mentally 
retarded (ICFs-MR). 

\ I R  a pe~.~~ji;lL.nrp<~da\+r~.~dircct cars. i < w ~ < b ~ h ~ d p r ~ ~ ~ ~ c c ~ i \  el\ h r  each 
iacilit\. ..... OIlJlj5 ,hall ts~ablish exhiIj~*ratq.for direct care cosrs an&l, 

(B) Each facility's rate for direct care costs shall be based on the facility's cost per case- 
mix unit (CPCMU), subiecr to the maximum CPCMU established under paragraoh 
(BjQf or (Bk3f of this rule. From the calendar vear preceding the fiscal vear in 
which the rate is paid. To determine the rate, ODJFS shall: 

(11 Determine each faciiitv's CPCMU for the calendar year precedinr! the fiscal year 
in which the rate will be paid by dividing the facility's desk-reviewed, actual, 
allowable, ver diem direct care costs for that vear by its annual facility average 
case mix score determined under rule 5101:3-3-73.3 of the Administrative Code 
for that vear. 

(2) Set the maximum CPCMU of 1CFs-MR with more than eight beds as follows: 

(a) ODJFS shall set the maximum CPCMC' of 1CFs-MR based upon the calendar 
year preceding the fiscal year in which the rate is paid, as follows: 

ti) Calculate the CPCMU under paragraph (B#lj of this rule from the 
calendar year preceding the fiscal year in which the rate is paid; and 

liii Determine each ICF-MR in which the CPCML has been assigned 
pursuant to rule 5101:3-3-73.3 of the Administrative Code. any 1CF- 
MR that participated in the medical assistance proaam under the same 
~)p<rdt;lr k)r !<ss than i\\c.I\.r. rnontb-durine thc calendar )e??r_gre<s?jn~ 
the 'iscal \ear in \\hich [he wte \\ilI..h=ii: and an\ lc'F-L1_Rib 
serves residents who have outlier service needs and for which rates 
have been set pursuant to rule 5101 :3-3-17.5 of the Administratibe 
Code; and 

fiii') A m v  the CPCMUs from the calculation under ~aragraph (Bli2)ia)iii 
of this ruie exclciuain~ the ICFs-MR derermined under paragraph 
jB)i2)ia)iiil of this rule in ascending order for each faciliw and 
calculate tk CPCMC which reflects the median medicaid dav: and 

(ivi Multiply the median CPCML obrained under paragraph (Bi{2)(a)(iii) of 
this rule by 1.2245 to obtain the maximum CPCMU. 

LT;";~ 
T- ' .i Approval Date: OO/OO&PR 1 0 ~ k r o b  

Supesedes 
T ' #w EfTective Date: 07% 1/07 

SNODGR
Text Box
Attachment 4.19D
Supplement 2
Page 1 of 3

HOGANA
Text Box

HOGANA
Text Box



. 
~ttachment 419D 
Supplement 2 
Page 2 of 3 

(bf ODJFS shall not recalculate a maximum CPCMU set under paragraph fB)(2) 
of this rule based on additional information that ODES receives after the 
maximum CPCMU is set. ODJFS shall recalculate a maximum CPCMU 
only if it made an error in computing the maximum CPCMU based on the 
information available at the time of the orieinal calculation. 

(3) Set the maximum CPCMU of ICFs-MR with eight or fewer beds as follows: 

(a) ODJFS shall set the maximum CPCMU of ICFs-MR based upon the calendar 
year preceding the fiscal bear in which the rate is paid. as follows: 

(i) Calculate the CPCMb under paragraph fBlflf  of this rule from the 
caiendar vear preceding the fiscal year in which the rate is paid; and 

(ii) Determine each ICF-MR in which the CPCMU has been assigned 
pursuant to rule 5101:3-3-73.3 of the Administrative Code. Anv 1CF- 
MR that participated in the medical assistance program under the same 
operator for less than twelve months during the calendar year preceding 
the fiscal year in which the rate will be paid, and any ICF-MR that 
serves residents who have outlier srvice needs and for which rates 
have been set pursuant to rule 5101:3-3- 17.5 of the Administrative 
Code; and 

( i d  Array the CPCMUs from the calculation under paragraph (B)(3)(a)fil 
of this rule excluding the ICFs-MR determined under paragraph 
(B)Qfiafiii) of this rule in ascending order for each facility and 
calculate the CPCMU which reflects the median medicaid day; and 

I 1 i h  n n  C 1 '  I I  mta~ntd  under parac~ iph  ~ p u a ) ( i i i )  .)i -. - .. . . .. 
this rule b\ I .  1880 to dbrain thr. ma.~inium CP('\11'. - - - . . . . - - -. . . - . .- 

(b) ODJFS shall not recalculate a maximum CPCMC set under paragraph (Bf(3) 
of this rule based on additional infomnatbn that ODJFS receites after the 
maximum CPCMU is set. ODJFS shall recalculate a maximum CPCMU 
only if it made an error in computing the maximum CPCML based on the 
~nformation available at the time of the orirrnal calcuiatlcln. 

iC1 Each facilih.'~ rate for direct care costs shail be determined annually by multiplving 
the lesser of the followinr bv t le  facility average case-mix score, from tire quarter 
ending in March of ihe preceding fiscai vear, detenined under rule 5 101:3-3-73.3 of 
the Adminisrrative Code. 
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12) The maximum CPCMU established for the fiscal year in which the rate will be 
paid under paragraph (B)(21 or (Bji3) of this rule. 

(Dt ODJFS shall estimate the rate of inflation for the eighteewmonth period beginning on 
the first day of July of the calendar vear ureceding the fiscal year in which the rate 
will be paid and ending on the thirtyfirst day of December of the fiscal year in 
which t k  rate will be paid. using the employment cost index for total comuensation, 
health services component, published by the ljnited States bureau of labor statistics. 
If the estimated inflation rate for the eighteen-month period is different from the 
actual inflation rate for that period, as measured using the same index, the difference 
shall be added to or subtracted from the inflation rate estimated for the following 
fiscal year. 

{E) For purposes of determining the direct care rate for each facility, the product 
determined under paragraph (C\ of this rule shall be inflated by the inflation rate 
estimated under paragraph (Df of this rule. 

@ I  Ii'Fs-\1R drscribcd undi'r mra:r'dphs 1!3~~~iii~-~~~j~ji~ ,)i [his ruls arc 
t~xluded from-!hr calculalian or' peer cr~)up.m&num ('f'C\II. undq paragraph (13) 
of this rule. The direct care rate for these facilities shall be calculated as follows: 

(1) For each ICF-MR in which the CPCMU has been assigned in accordance with 
rule 5101:3-3-73.3 of the Administrative Code: 

(a') The facility rate for direct care costs shall be determined annually bv 
multiplying the assigned CPCMU by the facility average case-mix score, 
irl).rn the quaner endino in M a r c h x ~ h c  precedinr tisx&ar,.d&mjnr.d 
iindcr r i ~ l c  5 \ 0 1  :.?-3-73.3 ,i!'rhc .A&ninis:r~iiic C:,,iie: In;! - . - - - . - . - -. . .- .-. -. . .- 

fb) The product determined under paragraph iF1fl)faf of this rule shall be 
inflated by the inflation rate estimated under paragraph (Dl of this mle. 

32) For ICFs-MR or distinct-part units of ICFs-MR that are ~ualified providers of 
outlier services, the direct care rate for residents who have received prior 
aiithorization from ODJFS to receke outlier services shall be calculated in 
accordatice w~th rule 5iOl :3-3-i7.5 of the Administrative Code, 

(3) For the ICFs-MR described under ~aragraphs iB)iaa)(ii) and (Bli3)ia)iii) of 
this rule that participated in the rnedicai assistance oroeram under the same 
operator for less than twelve months during the calendar sear preceding the 
fiscal vear in which the rate uill be paid. reimbursement shall be made in 
accordance with rules 5101 :3-3-86 and 5101 :3-3-86.1 of the iZdministrarive 
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5 101:3-3-81 Comoensation cost limits. reasonable costs for comoensation, 
and compensation disallowances if any for owners. relatives of 
owners, and administrators in intermediate care facilities for 
the mentallv retarded IICFs-MR). 

Comoensation costs for owners. relatives of owners. and administrators are subject to 
comoensation cost limits. Determinine reasonable cost for compensation and 
comoensation disallowances for owners. relatives of owners. and administrators is 
comorised of two components: 

(At Comoensation cost limits for owners. relatives of owners. and administrators. 

jl) Comoensation cost limits as adjusted for owners and relatives of owners is the 
maximum com~ensation cost limit calculated for owners and relatives of 
owners under paragraphs (A\ and fBf of rule 5101:3-3-81.1 of the 
Administrative Code. 

(2) Compensation cost limits for administrators is the maximum compensation cost 
limit calculated for administrators under paragraph (A\ of rule 5101:3-3-81.2 
of the Administrative Code. 

(B) Reasonable costs for compensation and compensation disallowances if any for 
owners and relatives of owners. and administrators are subiect to compensation cost 
l&Q&& 

[l i  Reasonable costs for compensation and compensation disallowances if any for 
owners and relatives of owners are the facilitv's desk reviewed. actual, 
allowable costs reported on schedule C-2 of the JFS 02524 "Ohio department 
of job and familv services medicaid ICF-MR cost reoort" (Rev. 01l2007) 
subiect to the apolicable comoensation cost limits as adiusted under 
paragraph fCI of rule 5101:3-3-81,! of the Administrative Code and audited 
bv the Ohio department ofjob and family services (ODJFS), 

(21 Reasonable costs for com~ensation and compensation disallowance if anv for 
administrators are the facility's desk reviewed. actual. ailo~vable costs 
reported on schedule C-1 of the JFS 02524 medicaid cost report subiect to thiu 
applicable compensation cost limits as adiusted under paragaph 03) of rule 
5 101 :3-3-8 1.2 of the Adrninisbative Code and audited bv ODJFS. 
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5 101:3-3-81.1 Comaensation cost limits. reasonable costs for com~ensation, 
and compensation disallowances if anv for owners. relatives of 
owners in intermediate care facilities for the mentallv retarded 
(ICFs-MRj. 

The pumose of this rule is to establish applicable compensation cost limits. the 
reasonable comoensation. and compensation disallowances if anv for owners and 
relatives of owners working in ICFs-MR. Paramaoh (At of this rule establishes the 
annual comoensation cost limits for owners and relatives of owners working in oositions 
listed on attachment 6 of the JFS 02524 "Ohio department of iob and familv services 
medicaid ICF-MR cost reoort" (Rev. 01!2007>. The oositions listed on attachment 6 of 
the JFS 02524 medicaid cost report are for indivxduals working onlv in one facilitv for 
twelve consecutive months at forty hours per week. Paraeraoh (B> of this rule establishes a 
corporate positions: corporate president. corporate vice-president. comorate ireasurer, 
and board secretarvlmember and work in only one facility. twelve consecutive months 
and for for@ hours per week. Paragraph (C\ of this rule calculates the reasonable 
compensation and compensation disallowance if any for each owner and relative of 
owner who's comoensation costs exceeds the applicable compensation cost limit. as 
determined under parama~h (A\ or (B\ of this rule. adiusted for davs worked in a 
calendar vear and the percentage of time worked. Paragraoh IC) uses a "time slice" 
mmdh!a l o  idcnriti reponcd iompcnia~ion and hour.; fur each ~ ~ u n c r  or relar~\c or' 
nn owner uorki_nginf4cility 2nd r?lar$J. r'acili~ic~ ii 3n\. Timc s11si.s arc subscqucn~ll 
used to determine the aooropriate comoensation cost limits .reasonable compensation 
costs. and compensation disallowances for each owner and relative of an owner. 

{A) Compensation cost limits for owners and relatives of owners shall be based upon 
comoensation costs for individuals who hold comparable positions but who are not 
owners or relatives of owners. as revorted on the JFS 02524 from the calendar year 
preceding the fiscal vear in which the rate is paid. As used in this rule, "comparable 
position" means the position that is held by the owner or owner's relative. if that 
position is listed separatelv on the JFS 02524. or if the vosition is not listed 
separatelv. the s o u p  of positions that is listed on rhe cost report form and that 
includes the position held bv the owner or the owner's relative. The cornoensation 
cost limit for owners and relatives of owners who hnction in oositions listed on 
attachment 6 of the JFS 02524 sha!l be based upon the wage and how equivalents 
&ich arc calculated as follows: 

j l i  The compefisarion cost limits for owners and relatives of owners are calculated 
from rhe foliowincl JFS 02524 excluding cost reporis for providers of outlier 
services as specified in rule 5 i 0 1 :3-3- 17.5 of the Administrarive Code: 

(a) Cost reports for ICFs-MR with a December thirtyfirst end date: and 

kbi Desk reviewed and preliminarilv determined to be allowable costs for 
1CFs-CIR 

i" # 02-019 Effedive Date 07,01107 
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12) For each wage and hour chart of account number from attachment 6 of the JFS 
02524. calculate the comoensation cost limits as follows: 

[a\ Calculate the total non-owner wages paid by summing the total non-owner 
wages oaid (Col E) for all providers that have amounts reoorted in 
columns (El and (H) of attachment 6 of the JFS 02524. 

Jb) Calculate the total non-owner hours paid bv summing the total non-owner 
hours paid (Col H\ for all providers that have amounts revorted in 
columns iE) and !H) of attachment 6 of the JFS 02524. 

[c\ Calculate the average hourly rate by dividing the total non-owner wages 
paid as calculated under paragranh fA)(2)(a\ of this rule hv the total 
non-owner hours oaid as calculated under paragraph (AX2fib) of this 
rule. 

[dl Calculate the compensation cost limit bv multiplvin~ the average hourly 
rate as calculated under pararrraph IAN'L\lc', of this rule bv two 
tbousand eighty hours. 

[B) Compensation cost limits for an owner or an owner's relative who serves the ICF-MR 
in a capacity such as corporate officer. for which no comvarable vosition or m o u ~  
of positions is listed on attachment 6 of the JFS 02524 shall be based upon the civil 
service eauivalents. Compensation for owners and relatives of owners that are 
corporate officers is allowable for manaperial. administrative. professional and 
other services related to the operation of the facility and rendered in connection 
with oatient care. The compensation cost limit for owners and relatives of owners 
who finction in corporate positions shall be based upon the civil service 
eauivalents as listed below and in the case of a orovrieror or a oaitner, one of the 
below listed civil service eauivalents shall be apolied based upon the duties 
performed: 

.( l i Corporate wesident 

jal Business administiator 3. cIass  umber 633 17 for facilities with a 
combined bed total of one to ninetv-nine: or 

fbl Business adm~nlstrator 4. class number 63318 for fac~llties v,,t,rh a 
combined bed total of one hundred to one hundred mneiv-nlar. or 

jci Business administrator 5,  class number 63319 for facilities with a 
combined bed rota1 of two hundred to two hundred ninew-nine: or 

[di Director 1. class number 61 11 1 for facilities with a combined bed total of 
three hundred to five hundred ninetv-nine: or 

7' Approval Date 
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ie) Director 2. class number 61 112 for facilities with a combined bed total of 
six hundred to one thousand one hundred ninetv-nine: or 

(fi Director 3. class number 61 113 for facilities with a combined bed total of 
one thousand two hundred or more. 

(2) Cornorate vice-president 

(at Administrative assistant 3, class number 63123 for facilities with a 
combined bed total of one to ninetv-nine: or 

jb) Administrative assistant 4. class number 63124 for facilities with a 
combined bed total of one hundred to one hundred ninety-nine: or 

(cf Assistant director 1. class number 6121 1 for facilities with a combined 
bed total of two hundred to two hundred ninety-nine: or 

jd) Assistant director 2. class number 61212 for facilities with a combined 
bed total of three hundred to five hundred ninety-nine: or 

je) Assistant director 3. class number 61213 for facilities with a combined 
bed total of six hundred to one thousand one hundred ninety-nine: or 

jfl Assistant director 4. class number 61214 for facilities with a combined bed 
total of one thousand two hundred or more. 

(31 Cornorate treasurer 

[a) Fiscal specialist 1, class number 6653 1 for facilities with a combined bed 
total of one to ninetv-nine: or 

[bi Fiscal suecialist 2, class number 66532 for facilities nith a combined bed 
tomi of one hundred to one hundred ninety-ntne: or 

[cl Fiscal officer 1. class number 66535 for fac1ltt2eS2~th a combined bed 
total of two hundred to two hundred nme&-nine: or 

jd) F~scaI officer 2. ciass number 66536 for facilif~es u ~ t h  a cornbrned bed 
total of three hundred to five hundred ninety-nme. or 

(el Fiscal officer 3. class number 66537 for facilities with a combined bed 
total of six hundred to one thousand one hundred ninety-nine: or 

m i s c a l  officer 4, class number 66538 for facilities with a combined bed 
total of one thousand two hundred or more. 

,L*.r.'. 
ppc ? 0 L!)Uij 
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14) Board secretary!member 

[a) Secretarv. class number 1255 1 for facilities with a combined bed total of 
one to ninetv-nine: or 

[b) Office manager. class number 16821 for facilities with a combined bed 
total of one hundred to one hundred ninety-nine: or 

jc) Executive secretary 1, class number 16832 for facilities with a combined 
bed total of two hundred to two hundred ninetv-nine: or 

[d) Administrative assistant 3. class number 63123 for facilities with a 
combined bed total of three hundred to five hundred ninetv-nine: or 

(e) Board secretary 1. class number 62 11 1 for facilities with a combined bed 
total of six hundred to one thousand one hundred ninety-nine: or 

jfl Board secretarv 2. class number 621 12 far facilities with a combined bed 
total of one thousand two hundred or more. 

u) For those owners and relatives of owners who serve the ICF-MR in the cauacitv 
of a comorate officer. proprietor or partner as specified under paragraphs 
[B)(l) to (B1(4'1 of this rule, the formula for determining the comuensation 
cost limits is as follows: 

@l The civil service equivalent hourly rate as published bv the Ohio 
department of administrative services for those positions specified 
under oaramaphs (B)(l) to iBk'4t of this rule will be multiulied by two 
thousand eighe hours to arrive at an amual salary screen for each steQ 
in the oosition. If the civil service eauivaient hourlv rate changes during 
the reporting period. the civil serviie equivalent hourly rate will be the 
hourlv rate that 1s in effect at the end of the cost reportine period. 

jb'r The approariate job step within those civil service classifications as 
specified sunder paragaphs !Bill I to iBii41 of this mie will be based 
upon ihe owner's years of service in the health care fieid plus one. 

/Gi Reasonable costs for compensation and comnensation disallowances for owners and 
relatives of owners are the facilitv's desk reviewed. actual. allowable costs renarted 
on schedule C-2 of the JFS 02524 subject to the appiicable compensation cost 
limits and audit bv ODJFS. For each owner or relative of an owner that has 
reported comuensation on schedule C-? of the JFS 02524 shall grform the 
fotlowinz steas. 

i i )  .4n owner and re2at;ve of an owner rime slice is defined as folioas. 

A ,  p " * '1-Q i li LLL; 
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[at The number of days emoioyed except when there is an overlao of an 
emplovment period for an owner or relative of an owner working in a 
related facilitv and the hnctions have the same position number: or 

[hl When there is an overlap of an emplovment period for an owner or 
relative of an owner work in^ in a related fac~litv and the functions have 
the same oosition number. the number of davs within an owner or 
relative of an owner compensation time slice for the individual is: 

(if The number of davs emuloved for the overlao of an emolovment 
period when the individual is working in the related facility 
during the same period of time. 

(iit The number of davs emploved for the overlap of an emplovment 
period when the individual is working in the related facility 
during the same period of time. 

jiii) The number of days emploved subseauent to the overiapoing 
eqlovment oeriod. 

[21 For each owner and relative of an owner compensation time slice. calculate the 
following 

{a\ Acquire the number of certified beds for the fac~lity as of the end of the 
cost reoorting period from schedule A. line 2. column 1 of the JFS 
02524: and 

jbl Acquire the number of certified beds from the JFS 02524 for related 
facilities. as of the end of the cost reporting period: and 

icj  Calculate the total number of certified beds bv adding the number of 
certified beds for the facility as detennlned under paragraph iCIi2Xaj 
of this rule and the number of certified beds for anv related facilities as 
determined under paramaoh (Cii2lh') of this rule. 

(dl For owners and relatives of owners who received comnensat1on as a 
corporate officer, acqurre the aavrovnate coruorate d u e  lob steo as 
calculated under p a r a m h  (B)j5)ibl of t h i  rule. and 

ie) Determine the anpiicable comaensation cost limit based on the aosition 
the owner or relative of an owner worked as follows: 

ji)  For owners and relatrves of owners that are perform in^ duties that 
are included on attachment 6 of the JFS 02524 acaulre the 

~ ~- 

aaprooriate comuensation cost limit as calculated under oaram-aph 
(A)iZUdI of this rule subiect to the followine criteria: - c aqfic b,p~; 1 i r  LNJ 
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fa) Compensation is allowable only for duties performed bv 
owners which otherwise would reauire the employment of 
another individual. 

[b) In order to qualie as a supervisor for positions listed on 
attachment 6 of the JFS 02524. the supervisor must 
suoervise at least two individuals in facilities with fifty beds 
or more. In facilities with less than fiftv beds. a supervisor 
may supervise one individual: or 

jiD For owners and relatives of owners who performed duties which 
otherwise would have required the emplovment of another 
individual and received com~ensation as a cornorate officer, 
acauire the appropriate comDensation cost limit as calculated 
under paragraph (B'l(5) of this rule: and 

jiii'l For purposes of determining the compensation cost limits. owners 
and relatives of owners. are overtime exemvt. There shall be no 
upward adjustment to the a ~ ~ l i c a b l e  compensation cost limit to 
accommodate circumstances where such individuals work in 
p 

(0 Calculate the number of davs in the time slice for each individual by 
subtracting the beginning date from the ending date for each time slice 
and adding one: and 

ipi Determine the total days in the calendar vear: and 

fh) Calculate the per cent of davs allowed bv d~vtdtny the number of days m 
the time slice as calculated under paramaph iC'l(2)(fl of this rule by the 
total davs in the calendar year as determmed under paramaoh [C'1121(& 
of this rule. and 

this mie by the ad-iusred cornpensanon as calculared under oaraerauh 
il;;iiZir e) of this rule 

Q) Acquire the weeklv hours in the tzme silce for the approanate amc nenod 
from schedule C-2 of the JFS 02523: and 

[k) Acauire the related weekly hours in the time slice for the awuronriate time 
period from the related facilities' schedule C-2 of the JFS 02524: and 

ul Calculate the total weeklv hours in the time slice bv addine h e  weekiy 
hours in the rime slice as determined under oaramaoh iC)i21- 

n 1 0 ZczY 
MI ,: - 
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rule and the related weeklv hours in the time slice as determined under 
paragraphiC)i2fikf of this rule: and 

(m) Calculate the maximum weeklv hours: 

ji) If the total weeklv hours in the time slice as calculated under 
paragraph fCfi2t(lt of this rule is less than thir tyfie  hours oer 
week then the maximum weekly hours in the time slice is fom; 
a 

{ii) If the total weekly hours in the time slice as calculated under 
paramaoh - !Ct(21(1) of this rule is greater than or equal to 
thirtv-five hours per week then the maximum weeklv hours in the 
time slice is the total weekly hours in the time slice: and 

(n) Calculate the hours aflocation oercentage bv dividing the weeklv hours in 
the time slice as calculated under waramaoh (C112)li) of this rule bv the 
maximum weekly hours as calculated under pararrrauh fCi(2t(m\ of this 
rule: and 

(0) Calculate the final time slice adiusted com~ensation cost limit by 
multiplving the time slice adjusted comwensation cost limit as 
calculated under paragraph (Cii2)fif of this rule hv the hours allocation 
percentage as calculated under paragraph iC)(2'jin) of this rule. 

ip\ Calculate a dailv salarv amount for each owner and relative of an owner 
bv dtvldtng rhe compensation amount bv the number of davs employed 
as reported on schedule C-2 of the JFS 02524 For each time sl~ce, 
calculate the prorated owner and relative of an owner cornpensatton 
amount bv multlplymg the dailv salarv amount for each owner and 
relat~ve of an owner bv the number of davs m the tlme slice as 
calculated under paramaph (C'lt21ifi of t h ~ s  rule 

[al Calculate the owner and relative of an owner compensation disallowance 
amount bv subaactin~ the final time slice adiusted compensation cost 
limit as caiculated under oaragraph iCli2jioi of this rule fiom the 
prorated owner and relative of an owner compensation amount as 
caiculated under p a r a m a ~ m 2 ) i ~ )  of this rule. The resuit c a e  
less than zero. 
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Compensation cost limits, reasonable costs for comoensation, 
and comaensation disallowances if anv for administrators in 
intermediate care facilities for the mentaltv retarded 
IICFs-MR). 

The purpose of this rule is to establish applicable compensation cost limits, the 
reasonable cost for compensation and compensation disallowances. and costs for duties 
that mav be reoorted in the direct care cost center for admmistrators working in 
ICFs-MR. ~aragraph iA1 of this rule establishes the annual compensation cost limits for 
adminisnators. The compensation cost limit assumes that an administrator worked onlv in 
one facilie for twelve consecutive months at forty hours per week. Paraeraoh ( B )  of this 
rule uses a "time slice" methodolow to identifv the hours an administrator works tn a 
facility and related facilities. Time slices are subseauentlv used to determine the 
admiiistrdtor ~ , \ .e raxe  an~..appro~,riatr' coninensation cost limits 2nd rcasonablc 
wm_n.s3tion cost for each ad~ninirtraror. I'aragg&(B~( I I o i  t h l i  rule cstablishex.hr. 
coveraee reauirements. for ICFs-MR licensed bv the Ohio deoartment of health 
( 0 ~ ~ x d e p e i d i n ~  on the ICF-MR's bed size and-anv auvlicable~disallowance for & 
facility not maintainine the appropriate administrator coverage. Paraeraoh (BX2) of this 
mle calculates the reasonable cost for compensation and compensation disallowance if 
anv for each administrator who's compensation costs exceeds the auolicable 
comoensation cost timit. as determined under oaraeraohs (A) and i B )  of this rule, - .  
adiusted for days worked in a calendar vear and the percentage of time worked. 
Paragraph CBN31 of this rule calculates a disallowance for a facilitv payine more than the 
cost of one full time administrator for the period. Paraera~h (C) of this rule snecifies 
direct care duties and associated costs that an administrator may report under the direct 
care cost center. The direct care costs reported bv the administrator are not subieci to the 
compensation cost limit. 

JAl Compensation cost limits for administrators shall be based upon compensation costs 
for administrators who are non-owners or relatives of owners. as reoorted on the 
JFS 02524 Ohio department of iob and familv sewices medicaid IGF-MR cost 
reuort (Rev. Oli20071 &om the calendar ~recedine the fiscal vear in which the rate 
is paid. The comoensation cost limits c for administrators ixcluding owners or 
relatives of owners who are administrators are calculated as foilows: 

The compensation cost limits for adminisnators are calculated from the 
follow-in% JFS 0 2 2 4  excluding cost reports for providers of outlier services 
as specified in mles 5101 33-17.5 and 5101 3-3-17.4 of the Adminiseative 

[a! Cost repurrs for ICFs-bIR wilh a December rhinv-iirst end date: and 

[b) Desk revlewed and prel~rntnar~ly determmed to be allowable costs for 
1CFs-MR. 

12) For each individual non-owner administrator, calculate the bouriv rate from the 
J F S  02524 schedule C-1 as follows: 

cqnr APE 1 9 rc LC 
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[al Calculate the number of davs enlploved bv subtract~ne; the etnolovment 
period beg~nn~ng date from the emplovment period ending date Add 
one dav to the number of davs calculated to account for total davs 
worked as reported on the cost report: and 

(hi Calculate the number of weeks worked bv dividing the number of davs 
employed by seven as calculated under paramaph !A)(2\1a\ of this rule; 
g& 

cct Calculate the weekly compensation amount bv d m  the compensation 
amount as reported on the cost report bv the number of weeks worked 
as calculated under paragraph iA)i2)(bj of this rule: and 

~ d )  C'alculaw [he. h&~atc hv d i v i ~ i ~ n g  [he u~.ckl~omp!tion amoutnu 
ca!c.ulatcd undq ~arapla-ph ( r \ ~ ( 2 ) ( c )  ~f this rulc h\ th? \ \wkly hours a.s 
reported on the cost reoort. 

(31 Exclude any administrator's hourly rate as calculated under oaramauh 1Al(21 of 
this rule that is less than the federal minimum wage rate in effect at the end of 
the cost reporting period. 

(4) Excluding administrators as determined in uaragra~h iA)i3) of this rule, 
calculate the average annual faciliv administrator salary for each facility 
from the JFS 02524 schedule C-I as follows: 

[a) For each administrator calculate the hours worked bv multiplvine the 
weeklv hours as reported on the cost report bv the number of days 
emploved as calculated under paragraph fAx2L2liai of this rule: and 

jbl For all administrators as reported for each facility total the followine: 

(it Number of davs empioved as calculated under p a r a p r a g h m  
of this rule: and 

Li~j Compensatlon amounrs as reaoned on the cost reoort: and 

,... 
tiit) Hours worked as caicuiated under oarag~aph iAli4iia) of this rule; 

&& 

[cl Calcuiate a weighted faciiitv average weeklv hours bv dividing the sum of 
the weighted weekly hours as calculated under p a r a ~ a p h  iAl(?iibliii~l 
of this rule bv thc total number of days employed as calculated under 
paragraph iA)i4)ibfii) of this rule: and 

(dl Calculate the weiehted iBcrliQ compensation amount: 
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6)  If the weighted facilirv average weeklv hours as calculated under 
paramaph iAIf4ficl of this rule is less than thirtv-five hours per 
week. multiply the total compensation amount as calculated under 
(AI(4l(bI(iiI of this rule hv fortv: or 

j ~ i i  If the weighted facility average weeklv hours as calculated under 
paragraph (A114IicI of this rule is thirty-five hours or more uer 
week. multiplv the total compensation amount as calculated under 
jAfi4XbUiil of this rule by the weiehted facilitv average weekly 
hours as calculated under paragraph fA)(.l)(ci of this rule: and 

le) Calculate the total salarv per vear hv dividing the weiehted facility 
compensation amount as calculated under pararsaph (Al(4Ild) of this 
rule hv the weighted facilitv average weeklv hours as calculated under 
paramaph iAIi4l(cf of this rule: and 

(fl Calculate the average annual facility administrator salay bv multiplying 
the total salarv per vear as calculated under paragraph iAf(4lieI of this 
rule by the number of davs in a calendar year and dividing the product 
hv the total number of davs emotoved as calculated under naramaph 
@&4)fh)(il of this ruie. 

( 5 ) )  
calculated in paragraph (A114) f f l  of this ruie into the following bed size 
cateeories based on certified bed size at the end of the cost reuortine ~eriod:  

{a) One to fortv-nine: or 

(hl Fifh to ninety-nine: or 

jc) One hundred to one hundred forty-nine: or 

[dl One hundred fifhi or more. 

j5) For each bed slze categorv under p a r a ~ r a ~ h  !A)(51 of thls m!e calcuiatc the 
ccnoensaplon cost lim~t bv summlnii: the aieraee annual facacrirtv admlnisnator 
saiafv as calculated under paragraph i ~ i i 4 l i f i  of this rule and dividing the 
tomi sum of all average annual facility adminiscator salary bv <he number of 
records summed. 

{BI Reasonable costs for cornpensatton and compensation disallowances for 
admmistratom are the fac111tv's desk revrewed. actual. allowable costs reoorted on 
the JFS 02524 subiect to the applicable coverage requirements. compensation cost 
iimits. and audit bv the Ohio deoartmrnt of iobs and familv services (ODJFSI. The 
reasonable costs for comuensabon of admm~straiors 1s caiculated from the JFS 
02524 as follows 

C"pd "" 3 0 Wr~l 
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(1) The administrator coverage disallowance amount applies to ICFs-MR licensed 
bv the ODH. For each individual administrator's weeklv hours reported on 
schedule C-1 of the JFS 02524 nerform the following steps to determine the 
administrator coveraee disallowance amount: 

jai General parameters. 

(ii Facilities with a licensed bed capacity neater than ninety-nine are 
required to have at least thirtv weeklv hours of combined 
administrator coverage renorted on schedule C-1 of the JFS 
02524. The facilitv may emplov more than one administrator to 
meet the minimum administrator coverage reouirement. At least 
fifteen hours of the administrator's time must be spent at the 
facilitv between the hours of six a.m. and six p.m. Monday 
tkroueh Fridav. 

ltit Facilities with a licensed bed capacitv of ninetv-nine or less are 
required to have at least sixteen weekly hours of combined 
administrator coverage reported on schedule C-1 of the JFS 
02524. The facility mav emnlov more than one administrator to 

~ ~ 

meet rhr. minimum ;idminisrrator co\.r.racr. rquircm~lnl. .At icait - - .. - 
cicht hours 5)fthr. adrnini>irardr'i rim? rn.!~: spent at the ticili~y 
between the hours of six a.m. and six p.m. Mondav through 
Fridav. 

[iii) In the event that a facilitv of one-hundred beds or more has a loss 
of an adminishator, ODJFS will automatic all^ waive the 
thirty-hour per week minimum administrator coverage 
requirement for up to a maximum of sixty calendar davs per 
calendar vear. ODJFS may waive the thirty-hour per week 
minimum administrator coverave reauirement for longer than 
sixty davs per calendar vear if the facility demonstrates that it has 
been unable to hire an administrator despite diligent recruiting 
efforts. During anv time period when the thiq-hour ner week 
minimum administra,for coverage requirement is waived. the 
sixteen hours per week minimum administrator coveraEe 
recuirement of the ODH must stili be met, 

fiv) A facility may hold more &an one medicaid ~rovider aameement 
within the same phvsical structure. Far these tyoe facilities, 
without regard for provider number distribution, total ihr number 
of crnified beds in the ICF-MR. then total the number of hours 
worked bv the administrator(s) in the ICF-MR. to determine if the 
minimum adminislrator coveraee requirement under naraeraoh 
(B)liYa) of this rule is met. 

" I "?  .i fi j : q  W, ir a .s -u-- 
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(b) Calculate the number of calendar davs where the minimum administrator 
coverase requirement under paramaph iB)!l')(a) of this mle was not 
met bv using the weeklv hours as reported on schedule C-l of the JFS 
02524 and the em~loyment oeriod for each individual administrator as 
reported on schedule C-1 of the JFS 02524. Sum each administrator's 
weeklv hours for each calendar day of the cost reoorting aeriod. 
Determine each calendar day of the cost reporting period that does not 
meet the minimum administrator coverage requirement under paragraph 
[Bi(l\(al of this rule and total the number of calendar days that do not 
meet the minimum administrator coverage reauirement. 

fci For each administrator reported on schedule C-I of the JFS 02524 perform 
the following steps to determine the adminisbator coverage 
disallowance amount for not meeting the minimum administrator 
coverage reauirements under oaramaah (Bl(11 of this mle: 

[i\ A minimum administrator coverage requirement time slice is defined 
as follows: 

la) The number of davs employed except when there is an overlae 
of emplovment veriods for administrators within the same 
facilitv: or 

[bi When there is an overlao of employment periods for 
administrators within the same fac~litv. the number of davs 
within a time slice for each administrator is: 

f i i  The number of days empioved for the overlao of an 
emaloment period when the administrators are 
workins in the same facility during the same period of 

fiii The number of days emploved preceding the 
overianpine emolovment period. 

011i The number of davs emplo\ied subseauent :o the 
overlappine emplovment perrod 

[iii For each minimum adminiswator coverage requirement time slice, 
ca!cuIate the followinp: 

[at Acqu~re the number of certified beds for the fac~iih. as of the 
end of the cost reportms oerlod from schedule A. itne 2, 
coiumn 1 of the JFS 02521: and 

uaiculate the r o d  number of days emoloved for each 
APR 1 0 2908 
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administrator by subtracting the beginning date from the 
ending date for each time slice and adding one: and 

fc, Calculate the total number of davs emploved where the 
minimum administrator coverage requirement under 
parama~h (BlilXbl of this rule was not met: and 

(d Calculate the total number of waived days that are 
automaticall? ~rovided under paraera~h (B)il )la)&) of this 
rule that are applicable to each time slice: and 

(ei Calculate the total number of additional waived days as 
determined under oaraera~h iBi(l\(a>fiiif of this rule that 
are applicable to the time slice period: and 

@ Calculate the total number of non-waived davs bv subtracting 
the waived days as calculated under parama~hs 
m i i ) ( d l  and (Bii1)iciiiilie) of this rule from the total 
number of davs employed within the time slice where the 
minimum adrninisrrator co!i.rarq r d r r r n c n r  \vcrc nor me1 - . . . -. . .. - - 
under n a r a ~ r d p h . ~ @ u c f i i  J ( C  \ of \hi> ru1e:anti - 

Lgi Calculate the percentage of time without minimum 
adrnin~strator coverage requirement bv dividing the total 
number of non-waived days as calculated under para~raph 
iS ' l f i i j ( f7  of this mle bv the number of davs em~loved 
within a time slice as calculated under parasaph 
[BXI )fc)iiilib) of rhts rule: and 

03 Caicuiate a dailv salarv amount for each administrator by 
dividing the compensation amount bv the number of days 
employed as reported on schedule C-1 of the JFS 02524. 
For each time slice. calcuiate the prorated adminiskaior 
comoensation amount bv multiulying the dailv salaq 
amount for each administrator by the number of days 
employed in each time slice as calculated under paramaph 
{Biiiiic)(iilibl of this rule: and 

{ i i  Caicuiarz the adminisirator coveraoz disallowance amount by 
mulriaiving the prorated zdminiskator cornpensarion 
amount calculated under paragra~h iBli1lifliiilih'i of this 
rule by the percentage of time without minimum 
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reported on schedule C-1 of the JFS 02524 subject to the annlieable 
compensation cost limits and audit by ODJFS. For each individual 
administrator compensation reported on schedule C-1 of the JFS 02524 
perform the following steps: 

[a\ An individual administrator compensation time slice is defined as follows: 

Ji) The number of days employed except when there is an overlap of an 
emplovment period for an administrator working in a related 
facilitv: or 

. . 
[111 When there is an overlap of an employment period for an 

administrator working in a related facllitv. the number of davs 
within an individual administrator cotnoensation time slice for the 
administrator is: 

fa) The number of davs emptoyed for the overlan of an 
employment period when the administrator is working in 
the related facility during the same period of time. 

fj 
emnlovment period. 

/ci The number of davs emploved subsequent to the overlapning 
emolovment period. 

jb) For each individual administrator compensation time slice. calculate the 
foilowinrr: 

[ii Acquire the number of certified beds for the facilitv as of the end of 
the cost reporting neriod from schedule A. line 2. column 1 of the 
JFS 02524: and 

jiii Acauire the number of certified beds for related facilities that the 
administrator worked in, during the individual administrator 
compensation time slice. as of the end of rhe cost reporting period 
Fiom schedule A, tine 2. column 1 of the JFS 02524: and 

[iiil Caicuiate the total number of certified beds by addine the number 
of certified beds for the faciiitv as detemined under oaragi-anh 
{Bli2iibiii) of this rule and the number of certified beds for any 
related facilities that the administrator worked in determined 
under paraeraoh iBji2iibjiii'r of this rule: and 

Gv1 Acquire the appropriate comwnsation cost limit as follows: 

{a! if the administrator does not work in four or more related 
ri-n r ApQ 1 0 LUIJE# 

( I  
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facilities. use the total number of certified beds determined 
under paragraph (B')!2)(b)(iiil of this rule to determine the 
anprooriate comoensation cost limit determined under 
paramaoh (A'116'1 of this rule: or 

(bi If the administrator works in four or more related facilities. the 
comoensation cost limit is the maximum for the bed size 
cateeory determined under parawaoh (A)(6) of this rule; 

[v) Acquire the allowance percentage from schedule C-1 of the JFS 
02524 which shall not exceed one hundred-fifty per cent: and 

{vij Calculate the adjusted compensation cost limit by multiplving the 
~ompen~ation cost limit dctermincilundrtr paragraph (RU2 UbIci)~ 
o i  this rule by !he a i io~ance  percrtnt:ige de~crminrtd under 
paraeraoh . . iB)QKbffv) of this rule: and 

jviif Calculate the total number of davs employed for each 
administrator bv subtracting the beginning date from the ending 
date for each time sltce and adding one: and 

jviii) Determine the total davs in the calendar vear: and 

fix) Calculate the oer cent of davs allowed bv dividine the number of 
&i>.s in the indiiidual aJ~nilli>trau)r cumpeniarion timc slice as 
ialiLU!atrtd undcr nardgraph I B 11 2 lib I( \ iiiloih!.;. rule b\ the touJ 
davs in the caiendar year as determined under parairraph 
iBX2)foiiviii) of this rule: and 

(x) Calculate the time slice adiusted compensation cost limit by 
multiplyine the per cent of davs allowed as calculated under 
paragraph iBi(Zl(b)(ix) of this rule bv the adiusted compensation 
as calculated under paragraph (B'1(2'tiblivi\ of this rule: and 

cxii Acquire the weeklv hours in the individual administrator 
comoensafon time slice for the apuropriate time pe r id  from 
schedule C-1 of the JFS 02524: and 

jxiii Acauire the reiated weeklv hours in the individual administrator 
compensation time slice for the appropriate time period from the 
related facilities' schedule C-i of the JFS 02524: and 

(xiiii Calculate the total weekly hours in the individual administrator 
comnensation time slice bv adding the weeklv hours in thg 
individual administrator compensation time siiceas determined 
under oaragra~h ilS)i2iib)ixi! of this mie and the related weekly. 

APR 1 6 asog 
T.' d Approval Date @&OJg 
Supersedes 
T" ii O m  Effective Dare 0- 

SNODGR
Text Box
Attachment 4.19D
Supplement 2
Page 8 of 11

HOGANA
Text Box

HOGANA
Text Box



" , ,  , ~~- ~L " "nr. 

Attachment 419D 
Supplement 2 
Page 9 of 11 

hours in the individual administrator compensation time slice as 
determined under paramaph 1B)(2')ib'i(xiii of this rule: and 

(xivi Calculate the maximum weeklv hours: 

jai If the total weeklv hours in the individual administrator 
compensation time slice as calculated under oaramaoh 
[B)(2iib)(xiiit of this rule is less than thirtv-five hours oer 
week then the maximum weeklv hours in the individual 
administrator compensation time slice is fortv: or 

fbi If the total weeklv hours in the individual administrator 
compensation time slice as calculated under paragrawh 
&Q(2'r(blixiiit of this rule is meater than or eaual to 
thirtv-five hours per week then the maximum weeklv hours 
in the individual administrator compensation time slice is 
the total weeklv hours in the individual administrator 
compensation time slice: and 

(xvl Calculate the hours allocation percentage bv dividing weeklv hours 
in the individual administrator compensation time slice as 
calculated under parapraph (B)I2Bi(xi) of this rule bv the 
maximum weekly hours as calculated under naramaoh 
[BI(2\(b)(xivl of this rule: and 

jxvi'i Calculate the final time slice adjusted compensation cost limit by 
multiplving the time slice adjusted compensaaon cost llmit as 
calculated under uaragra~h iBiiZ)(bYxi of this rule bv the hours 
allocat~on percentage as calculated under paramaoh iBX2'1(bi(xv) 
of this rule: and 

jxviil Calculate a daily salarv amount for each administrator by 
dividing the compensation amount bv the number of davs 
employed as reported on schedule C-l of the JFS 02424. For each 
time slice. calculate the prorated aciminisuator compensation 
amount bv multiolving the dailv salarv amounr for each 

jxviii! Acquire rhe administrator coverage disallowance amounr 
applicable to this time slice as calculared under pa rapah  
@&l iicjtiiiiihl of this rule: and 

(xixi Calculate the-nrorated administrator compensation 
amount bv subtracting the administrator coverage disallowance 
amount as calcuiate&&der paramaoh i ~ ) i ~ ~ ( h l r ( x i i i ~ )  of i h ~ s  rule 
from the prorated admtnrstraior compensakon amount as 
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calculated under paramaoh iB)i2)(b)ixviit of this rule: and 

[xxl Calculate rhe individual administrator compensation disallowance 
bu subtracting the final time slice adjusted comoensation cost 
limit as calculated under oaraeraoh iB\i2)ibt(xvi) of this rule 
from the adiusted prorated administrator comnensation amount as 
calculated under oaramaph iBK2Xbl(xix) of this rule. The result 
cannot be less than zero. 

{xxil Calculate the final adiusted prorated administrator compensation 
amount by subtracting the individual administrator compensation 
disallowance as calculated under paramaoh iBli2)ibXxxf of this 
rule from the adiusted nrorated administrator compensation 
amount as calculated under varamaph (Blf2\(b\(xixl of this rule. 

[3) For each ICF-MR. determine the overall facility administrator age- 
comoensation disallowance for reporting costs in excess of the adjusted 
compensation cost limit as follows: 

[a) Acquire the number of certified beds for the facilitv as of the end of the 
cost reporting oeriod from schedule A. line 2. column 1 of the JFS 
02524: and 

Jb) Acaurre the apvropnate compensation cost limit for the bed size category 
using the total number of certified beds determined under paramoh 
m 3 t f a i  of this rule and the comoensation cost limit determined under 
paragraph (Al(6) of t h ~ s  rule: and 

[c) Establish the allowance percentage as one hundred-ti@ per cent: and 

{dl Calculate the adjusted compensation cost limit by multiolving - the 
compensation cost limit determined under paramaoh iBii3l(bt of this 
rule bv the allowance percentage determined under oaragraoh iBli3i(el 
of this rule: and 

je! Ca!culate the totai admrn~strator allowable compensatton by summin? the 
compensatton reported on schedilfe C-1 of she JFS 02524 for ail 

jR Calculate the overall fac~hfv adm~n~strator aggregate comoensation - -  . 
disal!owance bv subtracting the aeusted compensation cos; limit as 
calculated under paramaph iB'ii3iidl of this rule from the total 
administrator allowable compensation as calculated under ~aramaph 
(Bif3)iel of this rule. The result cannot be less than zero. 

af an admlnislrator morks in one or more of the foliowing direct care cost center 
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positions. the compensation earned for performine such duties mav be exoensed 
directly to the direct care cost center. Compensation for an administrator 
performing a direct care cost center function is allowable onlv for duties which 
otherwise would require the emplovment of another individual. The portion of the 
individual's total compensation paid bv the ICF-MR that mav be reoorted in the 
direct care cost center shall he determined by multiplving the total compensation by 
the percentage of time the individual spends performine the direct care duties. The 
ICF-MR must maintain records documenting the allocation of the individual's time 
to these duties. Time studies conducted in accordance with the health care financing 
administration (HCFA) publication 15-1 /09!08i2005'1 shall be considered sufficient 
documentation of the allocation of time. If it is found that the ICF-MR has not 
sufficientlv documented the allocation of time. the cost associated with the 
undocumented time will he reclassified back to the indirect cost center. Those 
direct care cost center functions are: 

(I\ Medical director; 

(2) Director of nursine; 

[3f Activities director: 

(41 Reeistered nurse (RN); 

L5i Licensed oractical nurse (LPN); 

(6) Recreational theranist; 

I?) Psvcbologis$ 

(81 Resoiratorv theraoist; 

(9'1 Ouaiified mental retardation orofessional IOMRPk 

j i O l  Licensed social workerlcounselor; 

ji l l  Chaplain; 

(1 3l Charire nurse iicenscd oractical nurse 
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Intermediate care facilities for the mentallv retarded 
(ICE'S-MR): method for establishing the other protected costs 
comoonent of the prosaective rate. 

fAl The Ohlo deuartment of lob and fam~lv services 1ODJFSl shall nav each e l~g~ble  
ICF-1LIR a per diem for each resident for other protected costs.  his component of 
the rate will be established prospectivelv each fiscal vear for each facilitv. This ner 
diem shall be calculated by taking the desk-reviewed. actual. allowable other 
protected costs total except for the franchise permit fee (account number 6091) and 
dividing bv the inuatient davs. This information will come from the vear ending 
cost repoti yecedin? the fiscal "ear in which the rate will be paid.  his per diem 
will then be inflated bv the estimated inflation rare as calculated under paramaph 
CBI of this rule and added to the per diem for the franchise oermit fee as calculated 
under rule 5101:3-3-82.1 of the Administrative Code to determine the total other 
protected cost component of the prosoective rate: 

(Bl ODJFS shall estimate the rate of inflation for the ei~hteen-month period using the 
consumer price index for all urban consumers for nonprescription drugs and 
medical suoalies. as uublished bv the United States bureau of labor statistics. The 
estimated inflation rate is calculated by taking the index as of the thirtv-first day of 
December in the fiscal vear the rate will be paid. divided by the index as of the first 
dav of Julv in the immediatelv oreceding calendar vear. If the estimated inflation 
rate for the eiehteen-month period is different from the actual inflation rate for that 
period. the difference shall be added to or subtracted from the inflation rate 
estimated for the following fiscal year. 

T Appioga! Dale 
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5101 :3-3-82 I -Method for establishing reimbursement to intermediate care 
facilities for the mentally retarded (ICFs-MR) for the franchise 
permit fee-. 

For each ICF-MR subject to the franchise fee assessment as specified in A 
. - . . ~ sections 5112.30 to 

51 12.39 of the Revised Code, the Ohio department of job and family services 
{ODJFS) shall include a hanchise permit fee rate a44-m in h prospective per 
diem rate. The ICF-MR will not receive reimbursement for the franchise permit 
fee V if there is no assessment. Nowithstanding the methodology 
of reimbursement for other protected care costs, as set forth under rules 5 101 :3-3- 
01, 5101:3-3-82, and 5101 :3-3-71 of the Adnlinistrative Code, the reimbursement 
methodoiogy for franchise permit fee is set forth below. 

f f f r f f B : m  . . 
-The depament of job and family services shall pay a 
provider for each of the provider's eligible ICFs-MR a per resident per day rate 
for the hanchise permit fee for the ICFs-MR Medicaid residents. The franchise 
permit fee rate at-itteft is not subject to the inflation factor that is allowed for costs 
reported in the other protected care cost center as referenced in rule 5101:3-3-82 
of the Administrarive Code. 

H/$f 8 j, 201.1 TW09-01.1 Approval D a t e  _____ 
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5101:3-3-83 Method for establishing the indirect care costs component of 
the prosaective rate for intermediate care facilities for the 
mentaltv retarded (ICFs-MR). 

(Al  The Ohio departmenr of job and familv servzces IODJFS) shall pay each eligible 
ICF-MR a per resident per dav rate for indirect care costs established prospectively 
each fiscal vear for each facilitv. The rate for each ICF-MR shall be the sum of the 
following. but shall not exceed the maximum rate established for the facility's peer 
gg&& 

[ I f  The facilitv's desk-reviewed. actual. allowable. per diem indirect care costs 
from the calendar vear preceding the fiscal vear in which the rate w11l be paid, 
adiusted for the inflation rate estimated under paramaah (D\f 11 of this rule; 
& 

L2'1 An efficiencv incentive of the following amount: 

(a\( 
amount: 

In the case of an ICF-MR with more than eight beds. seven and one 
tenth per cent of the maximum rate calculated under ~araeraph 
jB) of this rule. 

jii) In the case of an ICF-MR with eight or fewer beds, seven per cent 
of the maximum rate calculated underparamaph (C) of this rule. 

[b) For fiscal vears that end in odd-numbered calendar vears. the amount 
calcuiated for the preceding fiscal year under iAli2Xa'l of this rule. 

LB) The maximum rate for indirect care costs of ICFs-MR with more than eight beds 
shall he determined as follows: 

(1) For fiscal years that end in even-numbered caiendar years. set the maximum 
rate of ICFs-MR as follows: 

[a) Calculate the per diem indirect care cost under paragraph iAli1) of this 
rule for eac"nICF-MR excluding any ICF-MtfR that uaflicipated in the 
medical assistance prosram under the same o~erator for less than 
melve months during the calendar vsar preceding the fiscal vear in 
which the rate will be mid: and 

(bl Calculate the mean and standard deviation from the per dzem lndrrect care 
cost estabt~shed under naragraph (Biil )(a) ofthls rule, and 

Jc i  Calculate three standard deviations from the mean established in 
paragraph (Bll I Ybi of this niie: and 

g 0 p?Jfj 
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jdi Determine each ICF-MR in which the per dlem lndlrect care cost is more 
than three standard deviations above or below the mean calculated 
under oarapraoh (B#lXc\ of thts rule and anv ICF-MR that serves 
residents who have outlier service needs and for which rates have been 
set pursuant to rule 5101:3-3-17.5 of the Administrative Code: and 

[el Array the oer diem indirect care cost from the calculation under oaramaoh 
iBl(li(a) of this rule excluding the ICFs-MR determined under 
paramaph <Bffl)id> of this rule in ascending order for each facilitv and 
calculate the per diem indirect care cost which reflects the median 
medicaid dav: and 

Multioly the median as calculated under paramaph (BIIlXe) of this rule 
times one hundred twelve and four-tenths oer cent to obtain the 
maximum rate for indirect care costs. 

(2) For fiscal vears endiny! in odd-numbered calendar vears. the maximum rate for 
ind~rect care costs is the maximum rate for the orevlous fiscal vear as 
established under paramaph (Bf(lf(fl of this rule. adjusted for the inflation 
rate est~mated under paragraph iDIi2) of this rule. 

(31 ODJFS shall not recalculate a maximum rate for indirect care costs set under 
paramaoh {B) of this rule based on additional information that ODJFS 
receives aRer the maximum rate is set. ODJFS shall recalculate a maximum 
rate for indirect care costs onlv if it made an error m cornouting the maximum 
rate based on the information available at the time of the original calculation 

[CI The maximum rate for indirect care costs of ICFs-MR with eieht or fewer beds shall 
be determined as follows: 

j l l  For fiscal years that end in even-numbered calendar vears. set the maximum 
rate of ICFs-MR as follows: 

jai Calculate the per diem indirect care cost under paramaph (Alill of this 
mie for =ch ICF-MR exciuding anv ICF-MR that participated in the 
medical assistance program under the same operator for less than 
twelve months during the calendar year precedine the fiscal vear in 
which ih2 rate wiil be paid: and 

(cI Calculate three standard deviations from the mean established in 
paragraph (CX 1 i(b\ of this rule: and 

fdi Deternine each ICF-MR in which the Deer diem indirect care cost is more 
*,-* 

i*pij 1 8 iljtj3 
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or less than three standard deviations from the mean calculated under 
paramaph iC1ilvct of this rule and anv ICF-MR that serves residents 
who have soecial care needs pursuant to rule 5 101.3-3-1 7.5 of the 
Administrative Code: and 

[el Array the oer diem indirect care cost from the calculation under paramaph 
jClil\faf of this rule excluding the ICFs-MR determined under 
paraeraph (C\f l)<di of this rule in ascendins order for each facility and 
calculate the per diem indirect care cost which reflects the median 
medicaid dav: and 

jfl Multiply the median as caiculated under paragraph (CYl\(e) of this rule 
times one hundred ten and three-tenths per cent to obtain the maximum 
rate for indirect care costs. 

121 For fiscal vears ending in odd-numbered calendar vears. the maximum rate for 
indirect care costs is the maximum rate for the previous fiscal vear as 
established under paragraph iCf(l\(fl of this rule. adiusted for the inflation 
rate estimated under paraeraoh (Dl(2l of this rule. 

of ODJFS shail not recalculate a maximum rate for indirect care costs set under 
p a r a ~ a p h  (C1 of this rule based on additional information that ODJFS 
rc.xi\ t r  after the maxinium rat? i h  set. ODJ.!:Sc!! rc.calcuIatc a rnarigh!m 
ratc for indirccr care.costs unl\ i i i t  madc a n  crrcir in c o u u n g  rhc. m~rimurn .- . . . . -. -. . .- . . . .- . . -. . . - 
rate based on the information available at the time of the original calculation. 

[Dt For purposes of estimating: the inflation rates for ICFs-MR under the provisions of 
this rule. the following apnlies: 

When adiustin rates for inflation under paramaoh iAlf11 of this rule. ODJFS 
shall estimate the rate of inflation for the eighteen-month period beginning on 
the first dav of July of the calendar vear preceding the fiscal year in which the 
rate will be paid and ending on tbc t h i ~ - f i r s t  dav of December of the fiscal 
year in which the rate will be paid. usine the consumer price index for all 
items for all urban consumers fhr the north central region. published bv the - cnited States bureau of labor statistics. 

i2.i %%en ad-iustinz rates for inflation under parama~h (MU> or iC1!2) of this rule. 
OGJFS shall estimate the rare of inflation for the tuelve-month perioa 
beeinning on the first day of ianuav of the fiscal year preceding the fiscal 
year in which the rate will be paid and ending: on the thirty-first day of 
December of the fiscal vear in which the rate wili be paid. using the consumer 
price index for all items for all urban consumers for the north central region, 
published hv the United States bureau of labor statistics. 

(31 If the inflation rate estimated under paragraoh [Dlili or iD'~i2i of this rule is 
different from the actual inflation rate for the relevant time period. as 

0 1 0 2028 
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measured usine the same index. the difference shall be added to or subtracted 
from the inflation rate estimated pursuant to this varagaph for the following 
fiscal vear. 

i I ; I j i h e .  m l . K . ~ d e d  undi'r pAriiLIrd~lh5 I t 3 & ! ) c J  an?Ij~:a;lio!' chis nil< chg~ 
r ~ r t i a p a r t ?  ln che rncdic31 assi,cancc ~ T O L I T J I ~ I  unJer.dj~:m!~. LIUIIL)~ ior I C S Z  chan 
twelve months during the calendar year preceding the fiscal vear in which the rate 
will be aaid. reimbursement shall be made in accordance with rule 5101:3-3-86 of 
the .Administrative Code. 
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5I01:3-3-84 Method for establishing capital reimbursement for 
intermediate care facilities for the mentaflv retarded 
[ICFs-MR). 

The Ohio deoartment of ioh and famiIv services 10DJFS) shail Day each eligible ICF-MR 
a ver resident oer day rate for its reasonable capital costs established prosvectivelv each 
fiscal vear for each ICF-MR. Except as otherwise vrovided under Chaoter 5 101 :3-3 of the 
Administrative Code, the rate shall be based upon the ICF-MR's capital costs for the 
calendar vear oreceding the fiscal vear in which the rate will be vaid. 

[A) The rate for ICFs-MR with more than eieht beds shall he the sum of the follow in^ 

(1) The allowable per diem cost of ownership is the lesser of the following: 

{a\ The facility's desk-reviewed. actual. allowable. per diem cost of 
ownershio as set forth under rule 5101:3-3-84.2 of the Administrative 
Code: or 

(b\ The maximum ceiling for cost of ownershio as set forth under mie 
5 101 :3- 3-84.2 of the Administrative Code: and 

j2i Anv efficiency incentive determined under rule 5l01:3-3-84.2 of the 
Administrative Code: and 

(3) The allowable per diem nonextensive renovation costs is the lesser of the 
followine: 

(a) The facilitv's desk-reviewed. actual. allowable, per diem nonextensive 
renovation as set forth under rule 5101 3-3-84.3 of the Admmistrative 
Code: or 

/b) The maximum ceiling for nonextensive renovation as set forth under mle 
5101 :3-3-84.3 of the Administrative Code: and 

f41 Any return on net equity as determined under rule 5101:3-3-84.4 of the 
Administrative Code. 

(91 With the exceprion of the amount determined under paragaph of this rule. rhe 
rate for iCFs-MR with eight or fewer beds shall be the sum of the followin-d 
shall not exceed the sum of the maimurn ceiling as set forth under oarariraohs - .  
{Aii liibi and iAli3libi of this rule. 

11 t The allowable oer dtem cost of ownersh~o is the lesser of the foiIo%~nq, 

La) The facility's desk-reviewed, actual. allowable, oer diem cost of 
ownershi0 as set forth under rule 5101:3-3-84.2 of the Administrative 
Code; or 

apr' 1 l) 
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[hi The maximum ceiling for cost of ownership as set forth under mle 
5 101 :3-3-84.2 of the Administrative Code: and 

(2) Anv efficiencv incentive determined under rule 5101:3-3-84.2 of the 
Administrative Code: and 

[3) The allowable ner diem nonexrensive renovation costs is the lesser of the 
following: 

fa) The facilitv's desk-reviewed. actual. allowable, per diem nonextensivg 
renovation as set forth under rule 5101:3-3-84.3 of the Administrativg 
Code: or 

[h', The maximum ceiling for nonextensive renovation as set forth under rule 
5101:3-3-84.3 of the Administrative Code: and 

141 Any return on net equitv as determined under mle 5101:3-3-84.4 of the 
Administrative Code. 
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5101:3-3-84.2 Cost of ownership and efticiencv incentive for intermediate 
care facilities for the mentally retarded (ICFs-MR). 

The costs of ownershio directlv attributable to the vurchase. rent. or lease of orovertv and . . 
equipment costs kom one related pami to anotherthroueh common ownership or control 
as defined under rule 5101:3-3-01 of the Administrative Code shall he based uoon the 
lesser of the actual purchase. rent. or lease of propertv and equipment costs or the actual 
costs of the related oarty. 

[A1 The desk-reviewed. actual. allowable. per diem cost of ownershio is based uuon 
certified beds for propem costs and equipment set forth under paramphs iA1(l1 to 
(A1131 of this r d e  for the calendar vear preceding the fiscal year in which the rate 
will be paid. except as otherwise specified under rules 5101:3-3-84.5 and 
5101:3-3-86 of the Administrative Code. The desk-reviewed actual. allowable. oer 
diem cost of ownership includes: 

(11 The costs of ownership directlv related to ourchasing or acquiring caoital assets 
inctude: 

ja'l Except as otherwise required hv rules 5101:3-3-84.5 and 5101:3-3-86 of 
the Administrative Code. depreciation expense for the cost of 
buildino(s) equal to the actual cost deureciated under rule 
5101:3-3-84.1 of the Administrative Code. The provider is not to 
chanire the accumulated depreciation that has been previouslv reported. 
This accumulated depreciation will he canied forward as ureviousty 
reported and audited. The current de~reciation will then be added to 
accumulated depreciation as recognized. 

~ b l  .i:sci.pt : i .~. .o&~r~r,~c r?quir.cil h \  ruig? 1 t i  I ;- 1-S1 :.~ncl ilfl!:7,.$4 
ll~.~.~dmini~tr.g~i\e ( ' o d r . , . < i e p r r . ~ i ; ~ i i ~ ~ n ~ \ . c  ior niaji>r iornponi'nrs ,)1' 
propertv and fixed equipment equal to the actual cost depreciated under 
rule 5101 :3-3-84.1 of the Administrative Code. The orovider is not to 
change the accumuli#ed depreciation that has been previously reported. 
This accumulated depreciation will be carried forward as oreviously 
reported and audited. The current depreciation will then he added to 
accumulated depreciation as recognized. 

[cj Except as otherwise required bv ruies 5101:3-3-84.5 and jl01:3-3-86 of 
the Administra~ve Code. &?reciation exoense for major wiovabIe 
equipment cquai to the actual cost de~reciated under rule 510! :?-3-84.1 
of the Adrninisnalive Code. The provider is not to change the 
accumulated de~reciation that has been previousl?; reported. This 
accumulated depreciation will be carried forward as previously reported 
and audited. The current depreciation will then be added to zcumulated 
depreciation as recognized. 

id1 Interest expense incurree on mnnev bcrrowed ibr constntcrjon or the 

- 1 0 2068 
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purchase of real prooertv. major comnonents of that oronem. and 
equipment. 

(e) Deoreciation expense for costs paid or reimbursed hv anv government 
agencv. if that nart of the orospective ner diem rate is used to reimburse 
the government agency and a loan provides for renavment over a 
time-limited oeriod. 

/R Amortization expense of financing costs. 

@\ The costs of ownership directly related to renting or leasing, capital assets is the 
desk-reviewed. actual. allowable rent or lease expense of orooertv and 
equioment. 

(3) The costs of ownership directlv related to the amortization of leasehold 
improvements. These costs shall be exvensed over the lesser of the remaining 
life of the lease. but not less than five vears, or the useful life of the 
improvement as specified under ~ l e  5101:3-3-84.1 of the Administrative 
Code. If the useful life of the improvement is less than five vears. it mav be 
amortized over its useful life. Options on leases will not he considered. 
Effective July 1. 1993. lessees who report leasehold improvements and who 
leave the program before the minimum amortization oeriod is comalete. as set 
forth under paragraph (Ai(31 of this rule. will not receive reimbursement for 
the balance of unamortized costs. 

(B1 Cost of ownership payments to ICFs-MR with more than eipht beds shall not exceed 
the following ceilings based upon each facilitv's own specific date of licensure and 
cost of construction updated for ~nflation under varaeraph iE) of this mle. 

Ill For facilities with dates of licensure prior to Januarv 1. 1958. two dollars and 
fiRv cents per resident dav; 

121 For facilities with dates of licensure after December 31. 1957. but arior to 
January 1. 1968: 

{a) Three dollars and 5 i%y cents aer resident dav if the cost of construction 
uas three rhousand five hundred doilars or more per bed; 

ib) Tluo dollars and (if?!, cents per resident da% if the cost of constructio,. rn was 
less than three thousand fite hundred dollars Der bed 

/31 For facilities with dates of licensure after December 31, 1967. but orior m 
Januw 1. 1976: 

[a! Four dollars and fifty cents per resident day if the cosr of construction was 
five thousand one hundred fi% doliars or more per bed; 

"Pn .I 0 p: 
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jbi Three dollars and fifty cents per restdent dav if the cost of construction 
was less than five thousand one hundred fiftv dollars per bed. but 
exceeded three thousand five hundred dollars oer bed; 

[c) Two dollars and fiftv cents per resident dav if the cost of construction was 
three thousand five hundred dollars or less per bed. 

(41 For facilities with dates of licensure after December 31. 1975. but urior to 
Januarv 1. 1979: 

(a\ Five dollars and fifw cents per resident dav if the cost of construction was 
six thousand eight hundred dollars or more Der bed; 

jb\ Four dollars and fiftv cents Der resident dav if the cost of construction was 
less than six thousand eight hundred dollars per bed but exceeded five 
thousand one hundred fifty dollars oer bed; 

{ci Three dollars and fi ftv cents oer resident dav if the cost of construction 
was five thousand one hundred fiftv dollars or less per bed. but 
exceeded three thousand five hundred dollars per bed; 

(d'~ Two dollars and fiftl; cents per resident dav if the cost of construction was 
three thousand five hundred dollars or less per bed. 

(51 For facilities with dates of licensure after December 31, 1978. but orior t~ 
Januarv 1. 1980: 

[a) Six dollars Der resident dav if the cost of construction was seven thousand 
six hundred twentv-five dollars or more per bed: 

jb) Five dollars and fifty cents oer resident day if the cost of construction was 
less than seven thousand six hundred twentv-five dollars per bed but 
exceeded six thousand eight hundred dollars per bed; 

i and fifty cents per resrdent day rf the cost of construction was 
SIX thousand e~ght hundred dollars or less oer bed but exceeded five 
thoasand one hundred fie doliars per bed, 

id; Three doiiars and f i b  cenrs per resident dcv if the cost of consmicnon 
was five thousand one hundred fiftv dollars or less bur exceeded three 
thousand five hundred dollars pzr bed; 

lei Two doilars and ii& cents per resident dav if the cost of construct~on %as 
three thousand five hundred dollars or less per bed 

16) For iaciiities with d2te5 of licensurr afirr December i i ,  1979. but prlor to 
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January 1. 1981. not exceeding 

Jaf Twelve dollars per resident day if the beds were originallv licensed as 
residential facilitv beds bv the deoartment of mental retardation and 
developmental disabilities; 

[b) Six dollars per resident dav if the beds were orieinallv licensed as nursing 
home beds by the department of health. 

( 7 )  For facilities with dates of licensure after December 31, 1980. but orior to 
Januarv 1. 1982. not exceeding: 

jal Twelve dollars ner resident day if the beds were originallv licensed as 
residential facilitv beds bv the department of mental retardation and 
develoomental disabilities; 

jh) Six dollars and fortv-five cents per resident dav if the heds were originally 
licensed as nursing home beds by the department of health. 

(8) For facilities with dates of licensure after December 3 1, 198 1. but prior to 
Januarv I. 1983, not exceeding: 

(at Twelve dollars ner resident dav if the beds were orieinallv licensed as 
residential facilitv beds bv the department of mental retardation and 
develoomental disabilities; 

fbt Six dollars and seventy-nine cents per resident day if the heds were 
originally licensed as nursing home beds by the department of health 

(9) For facilities with dates of licensure after December 31. 1982, but prior to 
January 1. 1984. not exceeding: 

Jai Twelve dollars per resident day if the beds were originallv licensed as 

develoomentai disabilities; 

,b) Seven dolis i~ and nine cents oer resxdenr dav if the beds were ortelnaliqr 
licensed as nurslng home beds bv the department of health. 

j l01 For faciiitles uxth dates of llcensure after December 31. 1983, but prlor to 
januarv 1 ,  1985. nor exceedme 

(a) Twelve dollars and hventv-iitur cents oer resident dav if the beds were 
orieinallv licensed as residential faeiiitv beds bv the deoartment of 
mental retardation and developmental disabilities; 

jbl Seven dollars and twenty-three cents oer ressdent dav if the beds were 
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ori~inallv licensed as nursing home beds bv the department of health. 

( 1  1) For facilities with dates of licensure after December 31. 1984. but prior to 
Januarv 1. 1986. not exceeding: 

Laf Twelve dollars and fiftv-three cents per res~dent day if the beds were 
originallv licensed as residential facility beds by the depamnent of 
mental retardation and developmental disabilities; 

jbt Seven dollars and form cents per resident dav if the beds were originally 
licensed as nursing home beds by the department of health. 

(12) For facilities with dates of licensure after December 31. 1985. but nrior to 
Januarv 1. 1987. not exceeding: 

(a? Twelve dollars and seventy cents per resident day if the beds were 
originallv licensed as residential facility beds bv the department of 
mental retardation and developmental disabilities; 

jhf Seven dollars and fiftv cents per resident dav if the beds were orieinally 
licensed as nursing home beds bv the department of health. 

(13) For facilities with dates of licensure after December 31. 1986. hut prior to 
January 1. 1988. not exceeding 

(a\ Twelve dollars and ninety-nine cents per resident day if the beds were 
ori~inallv licensed as residential facilitv beds bv the department of 
mental retardation and develovmentai dtsabilit~es; 

(bl Seven dollars and sixtv-seven cents per resident day if the beds were 
originally licensed as nursing home beds bv the department of health. 

ji41 For faciiiries with dates of licensure after December 31. 1987, but prior to 
J a n u q  1, 1989. not exceeding thirteen dollars and twentv-six cents per 
resident dav; 

(15) For faczlrlies u ~ t h  dates of licencure afier December 31. 1988. blrr prlor ro 
Januan 1 .  1990. not exceedrne thlrteen dollars and forty-sxx cents per 
resident dab ; 

F16i For faciiities with dates of iicensure after December 3 1. 1989, but prior to 
Januaw I ,  1991. not exceeding thirteen doilars and sixtv cents oer resident 

((rior to 
Januarv 1. 1992. not exceeding thirteen dollars and forty-nine cents per 
resident dav; 
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(-181 For faciiities with dates of licensure after December 31. 1991. hut prior to 
January 1. 1993. not exceeding thirteen dollars and sixty-seven cents oer 
resident dav; 

(191 For facilities with dates of licensure after December 31. 1992. not exceeding 
fourteen dollars and twentv-eight cents per resident dav. 

LCl Cost of ownership pavments to ICFs-MR with eight or fewer beds shall not exceed 
the followine ceilings: 

[ I )  For ICFs-MR that have dates of licensure or have been granted pro!ect 
authorization by the department of mental retardation and developmental 
disabilities before July 1. 1993. and for ICFs-MR of eieht or fewer beds that 
have dates of licensure or have been granted proiect authorization after that 
date if the ICF-MR demonstrates that it made substantial commitments of 
funds before Julv 1. 1993. cost of ownership oavments shall not exceed the 
followine ceilings: 

[a1 For the fiscal vear beginning Julv 1. 1993. eirhteen dollars and fortv cents 
per resident dav: and 

(b) For the fiscal vear beginning Julv 1. 1994, eghteen dollars and forty cents 
per resident dav. adjusted to reflect the rate of Enflation for the 
twelve-month period beginning July 1, 1992. and endine June 30. 1993, 
using the "Consumer Price Index for Shelter Costs for All Urban 
Consumers for the North Central Reg~on." published by the Unlted 
States bureau of labor statistics: and 

121 F\>r ~uh~csaucnr fiscal 1 ~ ~ s .  the Iinli!:!tion in e f f c c . r _ m  ~h_t or<\ i ~ ~ i l s  

ucir. adiu\:i.d.ri~. r~flscr tk.2 yatc of intl3iio.n f&~u:l.\m!!jh 
period beeinnin? on the first dav of JuIv for the calendar vear preceding 
the calendar vear that precedes the fiscal year and ending on the 
following thirtieth dav of June. using the "Consumer Price Index for 
I 1 r . r a n  n \&.( c.c.;rai Kcgo!): 
p i n  n i n  I u u  i r ti!!!>~i-; 

12) For ICFs-MR that have dates of licensure or that have been granted project 
authorization bv the department of mental renardation and develoomental 
disabilities on or after Julv 1. 1983, for which subs&tial iommimienrs of 
hnds were not made before July 1. 1993. cost of ownership Daymenrs shall 
not exceed the applicabie amount calculated under p-aph {Clfl) of this 
wie. if the Ohio department of job and familv services IODJFS) (rives prior 
&vproval for construction of the facilirv. If ODJFS does not give orior 
approval, cost of ownership pavments shall not exceed the amount specified 
in paramaph iBiihi of this rule as adjusted for inflation under aaramuh iE l  
of this rule. The prior ap~rovaI aroeess for the aurpose of increasing cost of 
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ownership pavments for new beds or relocated beds is as follows: 

(a\ Prior to commencement of construction. the provider must submit a 
reauest in wntine to the ODJFS. bureau of long-term care facilities 

prior to initiation of construction of the new facilitv. This reauest 
should include: 

[if The proiected completion date for the new ICF-MR facilitv. 

[iit A copy of the department of mental retardation and develo~menral 
disabilities approvaf, 

[iiii A pro!ected budget for the new ICF-MR facilitv that includes a 
pro!ected three month cost report that contains all cost centers and 
inpatient davs so that an overall rate can be calculated. For beds 
relocated from an existing facilitv. the same infomation must be 
received for the existine facilitv and the facilitv to which the beds 
are to be relocated. 

jbi ODJFS shall review the proposal and the projected budget. comoarine the 
proiected cost per diem to the rate currently associated with the beds for 
cost neutrality to the Ohio medicaid program. Cost neutralitv will be 
evaluated across beds transferred to the new facilitv for facilities) and 
the beds remainine in the existine facility. 

LC) Approval for the increased cost of ownership payments will be granted 
contineent upon the receipt by ODJFS of the provider's filed actual cost 
report for the first tkree months of o~eration confirmine cost neutraiiry 
to the Ohio medicaid oroBam. Until a final determination is made by 
ODJFS with reeard to the request for increased cost of ownership 
pavments. the lower cost of ownership cei l in~ will be effective. 

jd) Written approval or denial of the preliminam request will be made by 
ODjFS within six& davs of the date the initiai reauest was made and 
the required documentarion was received. Written documentation of the 
finai detemination will be provided by ODJFS wifnin sixtv davs &om 
the date the new facilitv's actuaI three month cost reoort is received. 

(el If the p;oject continues to satisfv the cost neutraiitv siandard. the higher 
cost of ownership ceiling will be impiemented retroactivelv to the first 
dav the new facilitv's medicaid provider agreement was effective. If the 
requesr is denied. the nrovider will continue to receive the lower cost of 
ownership ceiling. 

i 3 i  Notwithstandinp. the provisions of mie 5101:3-3-83.3 of the AdminisBative 
Code and paragraphs iC#l) and (C'ii?! of this mle. the total pavmen: for cost 
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of ownership. cost of ownership efficiencv incentive. and capitalized costs of 
renovations for ICFs-MR with eight or fewer beds shall not exceed the sum 
of the ceilings as snecified under paramaah (Bx61 of this rule as adjusted-for 
inflation under oarawaph (El of this rule and the orovisions of rule 
S 10 1 :3-3-84.3 of the Administrative Code. 

jD\ ODJFS shall pav each ICF-,MR an efficiency incentive that is eaual to fiftv per cent 
of the difference between the followin2 

j l i  The ICF-MR's desk-reviewed. actual. allowable. per diem cost of owners hi^ 
which includes depreciation for costs that are paid or reimbursed by any 
government aeencv; 

L2) The applicable efficiencv incentive ceiling for each ICF-MR: 

{a') For ICFs-MR with more than eight beds. the apvlicable ceiling as 
specified under paramaph (B) of this rule based uoon each facilitv's 
own specific date of licensure and cost of construction undated for 
inflation under paragraph iE\ of this rule: and 

jb) For ICFs-klR with eieht and fewer beds. the annlicable ceilinp as 
suecified under paramaph (Bl of this rule based uoon each faciliw's 
own specific date of licensure and cost of construction updated for 
inflation under paramaph iE1 of this rule. 

li) For fiscal vear beginning Julv 1, 1993. the maximum efficiency 
incentive payment as calculated under paraeraoh iD) of this rule 
for ICFs-MR with eight or fewer beds shall not exceed a ceiling 
of three dollars per resident dav: and 

[iii For fiscal vear beginning Julv 1. 1994. and thereafter. the three 
dollars per resident dav is updated for inflation under oaramaoh 
(El of this mle. 

{Ef For purposes of increasing the ceilings specified under paraeraphs (B) and iDfi2i of 
this rule. the follol~iing applies: 

ii,Por specified under 
paragraphs (£31 and iDiiZl of this rule to reflecr the rate of inflation for rhe 
twelve month ueriod beginning Julv 1. 1991 thmueh June 30. 1992 s i n e  the 
"Consumer Price lndex for Shelrer Costs for .A11 Urban Consumen for the 
Korth Central Region." nublished bv the United States bureau of labor 
statistics. 

(2) For subseauent fiscal vears, each of the ceilings. as increased from the prior 
fiscai year. shail be adjusted to reflect  he rate of inflation for the 
uweive-waperiod beginning on the first day of July for the calendar yeas 
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preceding the calendar vear that precedes the fiscal vear and ending on the 
fottowing thirtieth day of June. using the "Consumer Price Index for Shelter 
Costs for A11 Urban Consumers for the North Central Region." oublished by 
the United States bureau of labor statistics. 

fF) ICFs-MR which comvlete extensive renovations as defined under rule 5101:3-3-01 of 
the Administrative Code, will receive a per diem for cost of ownership based upon 
the costs as specified under oaramoh [A) of this rule. The per diem for cost of 
ownership reflects actual expenditures suhiect to the provisions under rule 
5 101 :3-3-84 of the Administrative Code. 

(1) The date of licensure for an extensivelv renovated ICF-MR shall be considered 
to be the date of completion of the extensive renovation. 

(2) The current ceilines as calculated under oararravhs (B). (C). and (Di(2) of this 
rule shall be assigned to the extensivelv renovated facilitv using. the date of 
licensure as determined under paraqaphs iBf and (Cl of this rule. 

(3) An extensivelv renovated ICF-MR. which obtains new ceilings as determined 
under aaramaohs (B). (C). and (Dj(21 of this rule. shall not be permitted any 
reimbursement for nonextensive renovations under rule 5101 :3-3-84.3 of the 
Administrative Code made prior to the extensive renovation proiect which 
resulted in the new ceilings. Thereafter. the cost and accumulated 
depreciation of the nonextensive renovation shall be included in cost of 
ownershio. 

(41 An extensivelv renovated ICF-MR shall not be vermitted to receive any 
reimbursement for nonextensive renovations under rule 5101 :3-3-84.3 of the 
Administrative Code for a period of five years after the completion of the 
extensive renovations. with the exceation of those nonextensive renovations 
necessarv to meet the reauirements of federal. state or locai statutes, 
ordinances. rules or policies. 
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5 1012-3-84.3 Xonextensive renovations for intermediate care facilities for 
the mentaliy retarded (ICFs-MR). 

The desk-reviewed actual, allowable. ner diem cost for nonextensive renovations 
established in this rule is subiect to the provisions set forth under rule 5101 :3-3-84 of the 
Administrative Code, ICFs-MR which comalete renovations as defined under 
5 iQl:3-3-0: o i  {hc %\d&strni.!.~ ('odi. and cc~n~nlctcd ~ l L c ~ ~ ~ . a & . ~ c n ~ ~ \ a ~ i c ~ n s  cric~r t~ -. 

J I ~ I ~  I .  I99j,~~jcsr.i\e the ietscr oi!l~e ceiling c ! c t ? m ? i n g ? . u n d z r p d r ~ h . ~ f . ! h >  
rule or an aeereeate . per diem based uaon the costs as specified in this rule. The cost of 
nonextensive renovation(s) directlv attributable to the purchase of provertv and 
equi~ment costs from one related narty to another throuoh common ownershin or control 
as defined under rule 5101:3-3-01 of the Administrative Code shall be based upon the 
lesser of the actual purchase of propertv and eauipment costs or the actual costs of the 
related Dam. In order for costs to qualify for cost of nonextensive renovations. the 
followine circumstances must be met. 

[A) The desk-reviewed actual, allowable. per diem cost of nonextensive renovation is 
bliccd_llpon - - ci.nifii.d_bcds r 'or.pr<m<o.sti  and aiict) affixed to the buiIdinga.;t 
fgnh mder pa rk~r~phs  (.\ IC!l to (Ah2 1o1' this rule far t k d  .<&~d;!r mr ~rcccdinc 
the fiscal vear in which the rate will be naid. The desk reviewed actual. allowableA 
ger diem cost of nonextensive renovation includes: 

(1') The cost of purchasing or acquiring capital assets that meet the reouirements of 
nonextensive renovationis) set forth under this rule include: 

[a) Except as otherwise reauired bv rules 5101:3-3-84.5 and 5101:3-3-86 of 
the Administrative Code, depreciation expense for the cost of 
buildineist eaual to the-e 
5 101:3-3-7 1.3 of the Adminisnative Code for nonextensive 
renovations. The nrovider is not to chanoe the accumulated denreciation 
that has been oreviouslv reported. This accumulated depreciation wilt 
be carried forward as nreviousiv reported and audited. The current 
denreciation will then be added to accumulated depreciation as 
recomized. 

fb) Except as otherwise required by rules 5101.3-&84.5 and 5101:3-3-86 of 
the Administrative Code* depreciation expense for major components of 
prqaeny and fixed equipment equal ra the actual cost depreciated under 
rule 51013-3-71.3 of the Administrative Code for nonextensive 
rmovations, The provider is not to change ihe accumulated denreciation 
that has been previousiy reported. This accumuiated depreciation will 
be carried forward as previousiv reported and audited. The current 
depreciation will then be added to accumuiated depreciation as 
recomized. 

jcl Interest expense rncurred on money borrowd for caaltal assets that 
iiualsb for nonextensiw renovations 
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(d) Depreciation expense for costs paid or reimbursed hv anv eovemment 
aeencv. if that part of the prospective uer diem rate is used to reimburse 
the eovemment aeencv and a loan nrovides for repavment over a 
time-limited period. These capital asset(s1 must aualifv for 
nonextensive renovation. 

[e) Amortization expense of financine costs. 

(2) The cost of nonextensive renovation(s\ directly related to the amortization of 
leasehold imurovements that meet the criterja for nonextensive renovations 
under this rule. These costs shall be expensed over the lesser of the remaining 
life of the lease. but not less than five vears, or the useful life of the 
improvement as specified in rule 5101:3-3-71.3 of the Administrative Code. 
If the useful life of the improvement is less than five vears. it mav be 
amortized over its useful life. Outions on leases will not be considered. 
Lessees who report leasehold improvements and who leave the promam 
before the minimum amortization period is complete will not receive 
reimbursement for the balance of unamortized costs. 

(B) For uroiects started after June 30, 1993, the following shall apulv in order to 
determine if a project qualifies as a nonextensive renovation. For uurposes of this 
rule. "started" means the phvsical work has heeun on the nroiect at the site of the 
facilitv. Preliminam work such as planning, agencv approval. feasibility surveys, 
and architectural drawings are not considered "started". 

jl) The proiect results in the betterment. imurovement. or restoration of a ICF-MR 
bevond its current functional capacitv throuuh a smce~ra l  change that costs at 
least five hundred dollars per bed: and 

12) When applving the five hundred dollars per bed requirement the following 
& 

(a) If the proiect affects only the medicaid certified oart of a facilitv, all 
medicaid certified beds in the facilitv will be considered when apulving 
the minimum cost criteria: or 

ib) If the proiect affects the entire facilitv. all licensed beds will be considered 
when aaplyine ?he minimum cost criteria: and 

( 3 )  The project does not increase the number of licensed beds: and 

(4) if the facilitv relocates beds ~ c ~ t h ~ n  the current structure of the bulldine. the 
construction for the relocated beds shall be consrdered a nonextensive 
renovation if it meets the other cntena specified in paragraph (BI of this rule 
unless the ~ro~iect meets the &finition of extensive renovation as defined 
tinder rule 5 I O I  :3-3-01 of the Administrative Code: and 

5 -1  1 0 zjzc.). 
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@'l The ICF-MR has obtained prior aoproval under paragraph (Dl of this rule: and 

16) The ICF-MR has satisfied all requirements for notice to the Ohio department of 
job and familv services IODJFS'I upon completion of the proiect as set forth 
under paramaph iF)f 1) of this rule: and 

( 7 )  Unless the proiect is necessaw to meet the requirements of federal. state or local 
statutes. ordinances. rules or polices. ODJFS will not aporove a oroiect as a 
nonextensive renovation if fewer than five vears have elapsed since the date 
of licensure of the  ort ti on of the ICF-MR that is proaosed to be renovated. 

[C) To obtain prior approval from ODJFS to report a project as a nonextensive 
renovation. the followine information must be submitted by the ICF-MR orior to 
beglnnine construction of the oroposed nonextensive renovation. 

(1) A brief descrintion of the proiect including the need for the oroiect: and 

( 2 )  An estimate of the cost of the proiect. a list of work items summarizing the 
scope of the project. a copv of the estimate from the contractor that will 
undertake the proiect, and estimated total annual deoreciation and interest 
expense for the project: and 

(3) A sketch. diamam. or illustration of the faciiitv nrior to the oroiect: and 

(4) A sketch. diagram. or illustration of the facilitv showing the lavout after 
completion of the oroject: and 

[ji The estimated start and completion date of the proiect: and 

16) If the ICF-MR is recuesang an approval of a project under paragraph (B')(7i of 
this mle. the applicable statute. ordinance. rules or oot~cy must be subm~tted 
alone with an explanation of how the prolect addresses the government 
mandate. and 

j7) The request must show the number of beds affected bv each iomnonent of the 
project in order to detennms the mlnrmum cost requirement set forth under 
parrtmaph iB1121 of this mle 

[DI When reviewine a request for prior approval to report a project as a nonextensive 
renovation. ODJFS shall: 

i l i  Request in writing anv additional information needed to review the reauest for 
prior approval: and 

12) Determine that the proiect meets ihe definition of a renovation under ruie 
5 i 01 :3-3-0 1 of rhe Adminiswarive Code; and 
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L3) Determine that the proiect satisfies all the requirements of a nonextensive 
renovation as set forth under paragrauh (B) of this rule: and 

14) Determine that the estimated costs of the proiect are allowable under rule 
5101:3-3-01 of the Administrative Code: and 

(-5) Notifv the arovider in writing that the request for orior a~oroval to reoort a 
project as a nonextensive renovation has been granted or denied. After orior 
aporoval is manted. the provider shall comoly with the following: 

La, The nonextensive renovaxion project must be started within six months 
after the date ODJFS mants approval: and 

[h) The nonextensive renovation proiect must be completed within eighteen 
months after it is started. The total cost of all portions of the 
nonextensive renovation oroiect completed within eiehteen months 
after it is started must satisfy the cost per bed reauirement under 
paragraph (%)(I) of this rule. Failure to satisfv the conditions under this 
paramaph shall result in costs of the proiect being reoorted as cost of 
ownership in lieu of nonextensive renovations in accordance with 
paramaph iFM31 of this rule. 

(61 Written approval from ODJFS of a proiect as a nonextensive renovation shall 
clearlv state that the approval of anv additional costs as set forth under 
paragraph (El of this rule must be approved in wnting bv ODES in order to 
qualih as nonextensive renovation. 

jE1 Additional notice to ODJFS is required during the course of the construction of the 
aporoved nonextensive renovation if anv of the following circumstances occur: 

/ l i  The completion of the nonextensive renovation ~roject  is detaved or accelerated 
bv more than four months from the estimated date of completion. 

(21 The actual cost of consrmction exceeds the anproved cost by the neater of ten 
per cent or hvo thousand dollars, 

iai Upon receivinz notice of the cost increase. ODJFS mav approve the 
addiiionai project costs for inclusion as a nonextensive renovation. :R 

reviewing a project for approval under this paragraph. ODJFS shall 
appiv the criteria specified in paragraoh (D1 of this rule: or 

il?j if ODJFS does nor approve the additional costs. e x p e n s o  
costs in excess of the approved amount will be reported as cost of 
ownership pursuant to rule 5 I01 3 3 - 8 5  of the Administrative Code: or 

jcl If the provider ialls to pralde notxce to ODJFS of the mcreasrd costs, 
30 1 0 2v2.3 
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expenses related to all costs in excess of the approved amount will he 
reoorted as cost of ownership pursuant to rule 5101:3-3-85 of the 
Administrative Code. 

(3) The actual amount financed exceeds the approved amount financed bv the 
greater of ten per cent or two thousand dollars. 

{at Upon receiving notice of the increase in the amount financed. ODJFS may 
annrove the increase in the amount financed for inclusion as a 
nonextenjive renovation. In rev~ewinu a project for approval under 
paragrauh (Eff3Ma) of this rule. ODJFS shall annlv the criteria specified 
in paragaoh (Dt of this rule: or 

(b) If ODJFS does not approve the additional amount financed. interest 
exoense related to all amounts financed in excess of the apuroved 
amount will be renorted as cost of ownershio pursuant to rule 
5101:3-3-85 of the Administrative Code: or 

(cf If the provider fails to orovide notice to ODJFS of the increased amount 
financed, interest expense related to all amounts financed in excess of 
the approved amount will be reported as cost of ownershin pursuant to 
rule 5 101:3-3-85 of the Administrative Code. 

(4) The actual interest rate exceeds the proiected interest rate bv two oercentage 
points or more. 

tat Upon receiving notice of the increased interest rate. ODJFS mav approve 
the Interest expense associated with the increased interest rate for 
inclusion as nonextensive renovations. In reviewine a proiect for 
anoroval under oara~raoh (Ft(4i(al of this rule. ODJFS shall avolv the 
criteria specified in parapraph (E) of this rule: or 

ib) If ODJFS does not approve the increased interest rate. the interest expense 
associated with the incremental increase in the apuroved interest rate 
will he reported as cost of ownership pursuant to rule 5101:3-3-85 of 
the Administrative Code: or 

{ci If the nrovider fails to provide notice to O D J E  of the increased interest 
rate. the inrerest expense associated with the incremesial increase in the 
anroved inrerest rate will be reported as cost of orvnershio oanruant to 
rule 5 10 1 :3-3-85 of the .4dministrative Code. 

j51 Anv increase or decrease in the scope of the nonextenslbe renovation uroiect 

iai Gpon receiving notice of ine change in the scone of the nonextensive 
renovation nroject. ODJFS may approve the proiect as revked if the 
c h a n d n  scope bears a reasonable relationship to the approved 
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nonextensive renovation proiect: or 

/b) If ODJFS does not approve the prolect as revised. the additional costs 
associated with the increase in scooe shall be reoorted as cost of 
ownership pursuant to rule 5 lO1:3-3-85 of the Administrative Code: or 

(c) If the provider fails to provide notice to ODJFS of the chanee in the scope 
of the oroiect. the additional costs associated with the increase in scooe 
shall be reported as cost of ownership pursuant to rule 5101:3-3-85 of 
the Administrative Code. 

[ 6 )  Anv change of cost that causes the project to exceed the threshold for being 
considered an extensive renovation or to fall below the threshold for being 
considered a nonextensive renovation. 

(F) An apnroved nonextensive renovation proiect shall be reoorted as foliows: 

(1) Before a nonextensive renovation or portion thereof can be reported on a cost 
report. notice of completion must be submitted to ODJFS. The notice of 
completion must include: 

(a) The date the project or portion thereof was placed in service; and 

Jbt Detailed deoreciation and amortization schedules and a narrative 
explanation-of anv material differences between the expenses stated on 
the schedules and the estimated costs submitted for the oroiect under 
paragraph (C)(2) of this rule: and 

jcl A detailed reconciliation of actual financine costs to the projected 
financine cost in the request for approval of a nonextensive renovation. 

(21 A nonextensive renovation mav he reported on the cost report as each portion of 
the project is placed into service as long as the anticipated completion of the 
portions of the project is still within the period set forth under paramaoh 
lE'1i5) of this rule and in the aFgreeate satisfv the five hundred dollar bed 
requirement under paragraph (BX l i of this m!e, 

131 If the rota1 cost of ail the portlons of the entlre protect that have been placed into 
senice within the penod set forth under parama~h LDuS) of this rule do nor 
sattsfy the cost per bed requlrernent under paragraph iBlili  of this rule. the 
costs and relared expenses for all the portions of the prqtect that have been 
reported as a nonextenslve renovation shall be reported in cost of ownershlo 

(Gl Nonextensite renovation payment sbail not exceed the hilowine - ceilines: - 

(1) For the fiscal vear beqinnint. Julv 1, 1994, eiphi doliars and thirty-six cents ner 
resident dav. adjusred to reflect rhe rare of inflation for the twelve-month 

-con "R ? 0 Lti;i" 
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per~od beginning July 1. 1992. and ending June 30. 1993. using the 
"Consumer Price Index for Shelter Costs for All Urban Consumers for the 
North Central Region." published by the United States bureau of labor 
statistics: and 

(21 For subseauent fiscal vears. the limitation in effect during the nrevious fiscal 
year. adiusted to reflect the rate of inflation for the twelve-month period 
beeinnin? on the first day of Julv for the calendar year preceding the calendar 
year that precedes the fiscal vear and endine on the following thirtieth dav of 
June. using the "Consumer Price Index for Shelter Costs for All Urban 
Consumers for the North Central Region." published bv the United States 
bureau of labor statistics. 
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5101:3-3-84.4          Intermediate care facilities for the mentally retarded (ICFs-
MR): return on equity. 

 
 
The Ohio department of human services (ODHS)job and family services (ODJFS) shall 
pay each eligible proprietary ICF-MR a return on the facility's net equity computed from 
the cost report of the calendar year that precedes the fiscal year in which the rate is paid 
at the rate of one and one-half times the average interest rate on special issues of public 
debt obligations issued to the federal hospital insurance trust fund for the cost reporting 
period. No facility's return on net equity shall exceed one dollar per resident day. When 
calculating the rate for return on net equity, ODHSODJFS shall use the greater of the 
facility's inpatient days during the applicable cost reporting period or the number of 
inpatient days the facility would have had during that period if its occupancy rate had 
been ninety-five per cent. 
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5101.3-3-85 jleproval of nonextensive renovations for intermediate care 
facilities for the mentallt retarded (ICFs-MR). 

jAl The followinr . shall apvlv in order to determine if a pro-iect aualifies as a 
nonextensive renovation for inclusion on the medicaid cost repon: 

j l l  The proiect results in the betterment. imorovement. or restoration of a ICF-MR 
bevond its current functional cavacity througl~ a stnlctural change tliat costs at 
least five hundred dollars per bed: and 

(2) When avvlvin~ the five hundred dollars per bed requirement the followini: 
& 

jal If the nroiect affects only the medicaid certified Part of a facilitv. all 
medicaid certified beds in the facility will be considered when applvinz 
the minimum cost criteria: or 

(hi If the vroject affects the entire facility. all licensed beds will be considered 
~vhen avolvin_e the minimum cost criteria: and 

( 3 )  'I-hc vroject does not Increase the number of licensed hcds: and 

(41 If  the facilitv relocates beds within the current stri~cture of tlie building. the 
construction for the relocated beds shall be considered a nonextensive 
renovation if it meets the other criteria svecified in parasraph {A) of this rule 
~ ~ n l e s s  the proiect meets the definition of extensive renovation: and 

( 5 )  The ICF-MR has obtained prior avproval under paraaaoh (Cl of this rule: and 

(6) The ICF-MR has satisfied ail requirements for notice to Ohio de- 
and family services IODJFS) upon cowletion of the proieci as set h n h  
under aaragravh !EiilI of this rule: and 

(7') Unless the nro!ect is necessasy to meet the requirements of federal. state or local 
statutes. ordinances. rules or polices, ODJFS will not avorovz a oroieet as a 
r~onextensive renovation if fewer than five vears have elapsed since the date 
of lieensure oithe vostion of the ICF-MR that is proposed to bc renovated. 

iB1 To nbri!in prior aoproval from O D E S  to m a  nnroiect as a nonextensivc renovation -- . . . - 
on the medicaid cost report. the fo l lwinr  i_ilf&nnation must be submitted by the 
IC'i'-'vlRp&?r - to beginning con.;trucrion of the ~ronosed nonexrensive renovation: 

i 2 I A hricfdeicrintion of the~r~g~l.i~j~ij~ji!n_g~~e~n.:cd hr the aroiecr: and 

i 2?  "in estimate of the cost of the project. a list of work iienis sumrnai-iring the 
- g i e c t a v V '  of the csrimate kom the contractor that will 
undertake the oroiect. and estimated total annual depreciation and interest 
c x x z c  fifiir tlie prc+cr: and 
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a A sketch. d i a m m ,  or illustration of the facility prior ti) the pr~iect :  and 

( 3 )  A sketch, diagram. or illustration of the facilitv showing the lavout after 
comnletion of the proiect: and 

(51 The estimated start and completion date of the ore-iect: and 

161 If  the ICF-MR is requesting an approval of a project under o a r a m  (A)(?\ of 
this rule. the aoplicable statute, ordinance, rules or policy must be submitted 
alone with an explanation of how the pro-iect is necessarv to meet the 
requirements of federal. state or local statutes. ordinances. rules or p m  

( 7 )  The request must show the number of beds affected bv each comoonent of the 
proiect in order to determine the minimum cost requirement set forth under 
paraeranh iAli21 of this rule. 

n w h e n  reviewing a request for prior approval to report a proiect as a nonextensive 
renovation on the medicaid cost report. ODJFS shall: 

J l i  Request in writine any additional information needed to review the request for 
prior approval: and 

(2) Detennrne that the pioject meets the definrnon of a renobation: and 

J3 i  Detem~ire that the oroject satisfies all the requirements of a nonextensive 
renokatlon as set forth under oaraeraph (A)  of this rule: and 

341 Determine that the cst~rnated costs ofthe rxqect are allowable. and 

(5) Notifv the provider in \vritin~ that the reauest for nrior approval to report a 
proiect as a nonextensive renovation on the medicaid cost report has been 
granted or denied. After nrior approval is ?ranted. the provider shall coinnly 
\vith the folloiving: 

(a) The nonextensive renovation Dioject must be started kvitl~in six m o ~ t h s  
after the date ODJFS grants approval: and 

ib') Thc noncxtensive renovation project tnast be cornpisred within eighteen .,. is1i>nthr , after it is srarled. The total cost of  ali portioirs of the 

nonextensiic renovation proiect eo~np!cted wiihic eighteen months 
after i t  is stitrid must sa t i s t i  the cost per bed reouirerneni iinder 
paa14gmpl1 !Ax i '1 of this rule. 

For ~ ~ u ~ o s e s  of ~ a r a g r a n h ( O i d  this ruie.."star;e&"'s the phvsicai 
.,.. ~ o r k  has begun on the pmct at the siec of the facility. Prclin~inary 
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work such as vlanning. azencv appro>'al. feasibility sunrevs. and 
architectural drawings are not considered "started". Failure to satisfy 
the conditions under this paraeranh shall result in costs of the proiect 
being reported as cost of ownershiu in lieu of nonextensive renovations 
in accordance with paragraph (E1131 of tllis rule. 

f i f i  
inclusion on the medicaid cost report shall clearlv state that the approval of 
anv additional costs as set forth under paragraph iD1 of this rule must he 
awroved in wriring by ODJFS in order to qualifv as nonextensi\,e renovation 

/D) Additional notice to ODJFS is required during the course of the construction of the 
avproved nonextensive renovation if any of the following circumstances occur: 

(1) The comvletlon of the nonextensive renovation project 1s delayed or accelerated 
hv more than f o ~ ~ r  months from the estimated date of completion 

(2) The actual cost of construction exceeds the approved cost by the greater of ten 
per cent or two thousand dollars. 

(a) Upon receiving notice of the cost iilcrease, ODJFS mav approve the 
additional costs for inclusion as nonextensive renovation costs on the 
medicaid cost revort. In reviewins .a vrokct for approval under 
paragraph iDYi2)ial of this rule. ODJFS shall apply the criteria 
specified in parasraph (Ci of this rule: or 

{hi if ODJFS does not approve the additional costs for inclusion as 
nonextensive renovation costs on the medicaid cost report. expenses 
related to ail costs in excess of the approved amount will be repoiied as 
cost of ownership: or 

i c ) s  to provide notice to ODJFS of the increased costs. 
expenses related to all costs in excess of the aunroved amount wiil be 
reported as cost of ow~lershin, 

(3) The actual amount financed exceecls the aporowd amounx finiinced by the 
greater of ten per cent iir t~ \ , o  thousand dollars. 

iai Upon seceivins noricc ofthe increase in the ;irnc;im!&fh.ed. ( i T > j F ~ ~ a ~  
aoprotc the increase in the amount fisanced for inciusicm as 
ni?nexien~ive renovation costs on the medicaid c c ~ t  repon. in ieeeeieivins 
pii,r:inaro\.al3r:i*ernaram-aohj of this rule. ODJFS 
shall anply the criteria specified in naragraph iC1 of this ruic: or 

. . 
!bi if ODIFS do-s n u i p p r o b c  the udditio:~ai anlourL.jj.r^,3ni:_eili interest +- 
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exoense related to all amounts financed in excess of the amr& 
amount will be reported as cost of ownersliip: or 

(c) If the orovider fails to orovide notice to ODJFS of the increased amount 
financed, interest exoense related to all amounts financed in excess of 
the aoproved amount will be reported as cost of ownership. 

(41 The actual interest rate exceeds the projected interest rate bv two percentage 
points or more. 

(a) Upon receivin! notice of the increased interest rate. ODJFS may aporove 
the interest expense associated with the increased interest rate for 
inclusion as nonextensive renovation costs on the medicaid cost reoort. 
In reviewins a proiect for annroval undersara- 
rule ODJFS shall a. 1. the criteria s= eeified in varaeraph iC) of this 
a 

If ODJFS does not approve the increased interest rate. the interest expense 
associated with the incremental increase in the approved interest rate 
will be reported as cost of ownershiv: or 

(c) If the orovider fails to arovide notice to ODJFS of the increased interest 
rate. the interest exnensc associated with the incremental increase in the 
approved interest rate will be repofied as cost of ownershiu. 

(5) Any increase or decrease in the scope ofthe nonextensive reiiovation project. 

&] Upon receivins notice of the change in the scooe of the nonextensive 
renovation proOiectI ODJFS may approve thedroiect as revised if the 
chanse in scope bears a reasonable relationship to the approved 
nonextensive renovation pro!ect: or 

ih) i f  ODJFS does not approve the proiect as revised. the additional costs 
-wi;he shall be reported as cost of' 
ownership: or 

ici If the provider fails to arovide notice to ODJFS of the change in the sccoe 
m e e t .  the additional ~ s t s  associated v;ith the increase in scone 
shall be reported as cost ofo\vnershi& 

(6) .Any change or' cost that c a u i e s ~ o & c i  to cxccod rbe threshold for being 
considered an extensive rcnovation or to fi11i.h.eJc.w the threshold f o r m  
considered a oonoutmsivo renovation. 

1 E) An aa~roved  noncxrensise renovation m-iecr shall be reported as follows: 

Before a i~onextensiie renoriition or pcjrtiiin thereof can be reported on :I cost i 1 
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report. notice of cornoletion must he submitted to ODJFS. The notice of 
-letion must include: 

(a) The dare the nroiect or nortion thereof was olaced in service: and 

(h) Detailed depreciation and amortization schedules and a narrative 
explanation of anv material differences between the expenses stated on 
the schedules and the estimated costs submitted for the project under 
p m R K 2 )  of this rule: and 

(,c) A detailed reconciliation of actual financing costs to the projected 
financing cost in the reauest for approval of a nonextensive renovation. 

(2) A nonextensive renovation mav he reported on the cost report as each portion of 
the vro-iect is placed into service as long as the anticipated completion of the 
portions of the pro-iect is still within the period set forth under paragraph 
jC)(5I of this rule and in the aggregate satisfy the five hundred dollar bed 
reauirernent under paraeraoh (A)( 1 )  of this rule. 

33) If the total cost of all the portions of the entire project that have been placed into 
service within tile period set forthunder parasraph (C1(5) of this rule do not 
satisfy the cost per bed reciuire~uent under paragraph (A)(i)  of this rule, the 
costs and related expenses for all the portions of the oroiect that have hcen 
reuorted as a nonextensive renovation shall be reported in cost of ownersl~ip. 
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5101:3-3-85.1 Exception review process for intermediate care facilities for the 
mentally retarded. 

( 4  Definitions: > 
. ? 77 3 ,  8 0  

(1)  "Exception review" is a review conducted at selected intern~ediate care facilities 
for the mentally retarded (ICFs-MR) by appropriate health professionals 
employed by the Ohio depanrtient of job and family services (ODJFSI, for 
purposes of identifying any patterns or trends related to the JFS 0222 1 "Ohio 
Individual Assessment Fonu Answer SheetWjrev. 6,031 submitted in 
accordance with rule 5101:3-3-75 ofthe Administrative Code, which result in 
inacc~irate case mix scores being used to calculate the direct care rate. 

"Exception review tolerance level" is the level of variance between the 
faciiity and ODJFS in & individual assessment form (1.4F) assessment item 
responses affecting the resident assessment classification of a facility's 
residents. Two kinds of tolerance levels have been established for exception 
reviews: initial sample, and expanded review. 

(a) "Initial sample tolerance level" is the percentage of unverifiable records 
found in the initial sample of resident records during the first phase of 
an exception review, below which no further review will be pursued. 
The exception review tolerance level for the initial sample of reviewed 
records from the most recent reporting quaiter shall be fifteen per cent 
of the entire sample as set ibrth in appendix A of this rule. 

(b) "Expanded review tolerance level" is an acceptable level of variance in 
the calculation of the quarterly facility average case mix score of she 
ICF-MR. The variance is calculated as a percentage difference between 
the score based on exception review findings compared to tlie score 
based on the submitted assessment records from the facility for that 
quarter. 

ji) For an exception review of the most recent reporting quarter 
conducted befbre the efkctive date of the rate. the exception 
re-:icw tolerance level is a ruo pcr cent difference hcween the 
quarterly facility civerag: rase mix score based 011 exceprioii 
,.., , ~ \ l i . ~  .. 7x findings and the quarterly facility average case mix sii?re 
from :he facility's sub~nirtcd iA12 rtxords. 

( i i ~  For an exception rei-ieii o f a  given reporting quarter contiucted after 
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tlie effective date of the  rate. the exceptio~l review tolerance level 
is a three per cent difference between the quarterly facility 
average case mix score based on exception review tindings and 
the quarterly facility average case rnix score from the facility's 
submitted IAF records. 

. . 
#@J "Verified 1AF record" is ma JFS 02221, P ~, 

.. . hse&h&! completed by the ICF-MR based on facility-supplied IAF 
assessment data, submitted to ODJFS for a resident for a specific reporting 
quarter which. upon examination by ODJFS; has been determined to 
accurately represent tile aspects of the resident's condition, during the 
specified assessment timeframe, that affect the correct assigninent of that 
record into the resident assessment classification system (RACS) case mix 
payment system. Verification activities include reviewing resident assessment 
forms and supporting documentation, conducting interviews, and observing 
residents. An "unverified IAF record" is one which. upon examination, has 
been determined to not accurately represenr the resident's condition, and 
therefore results in the residents inaccurate assignment into the RACS 
system. 

(B) All exception reviews will cornply with the applicable rules prescribed pursuant to 
Titles XVIli (01!02/01 http:fllaw2.l1ouse.gov/) and XlX (01/02/01 
http:i!law2.house.gov/)of the Social Security Act. , 

(C) Selection: During the selection process, ODJFS may contact the facility for 
clarification of information. The facility may be able to satisfactorily resolve the 
department's concerns at this point and avert an on-site review. 1CFs-MR may be 
selected for an exception review by ODJFS based on any of tile following: 

( 1 )  The findings of a certiticaiion survey conducted by the Ohio department of 
health that the facility has been issued a deficiency in the condition of 
participation: active treatment services, as defined by 42 CFR section 383.440 
@@+@ i 0- 1-04 edition 

(2) A risk analysis profile of IfFs-MR with a sudden or drastic change in the 
freqi~cncy distribution of their residents in the RXCS classes; or IC'Fs-MR for 
~ I i i i h  otlier data indicatc that il-ic assess1nc.n: infornation iubnlitted by the 

. '- facility may noi rcsult in xcurate ciassit~ca?lon of the faciiii:,'~ residents in 
tlic I I C ' S  systeix, 

(3 j  Prior resident assessment perlhmance of the provide:. including, but not 
iimited to. ongoing problems with assessment s~~brnission dczii?lincs3 enur 
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rates, and incorrect assessment dates. 

(D) Exception reviews shall be conducted at the facility by qualified mental retardation 
professionals, registered nurses and other licensed or certified health professionals 
under contract with or employed by ODJFS. When a team of ODJFS reviewers 
conducts an on-site exception review, the team shall be led by a qualified mental 
retardation professional. Persons conducting exception reviews on behalf of ODJFS 
shall meet the following conditions: 

(1) During the period of their professional employment with ODJFS, reviewers 
must neither have nor be committed to acquire any direct or indirect financial 
interest in the ownership, financing, or operation of an ICF-MR which they 
review in Ohio. 

(2) Reviewers shall not review any facility that has been a client of the reviewer. 

(3) Reviewers shall not review any facility that has been an employer of the 
reviewer. 

(4) En~ployment of a nie~nber of a health professional's family by an ICF-MR that 
the proressional does not review does not constitute a direct or indirect 
financial interest in the ownership, financing: .or operation of an ICF-MR. 

(E) Prior notice: ODJFS shall notify the facility by telephone and by facsimile at least 
two working days prior to the review. At the time of notification, ODJFS shall 
discuss the findings that led the department to decide to condiict an exception 
re\-iew. 

(F) Scheduling.'rescheduling: Exception reviews of the most recent reporting quarter may 
be schediiled for any working day of the processing quarter, including the time 
between that reporting period end date and the filing date. ODJFS shall notify the 
ICF-XfR prior to the previously scheduled time if're\ie\vers are unable to visit the 
ICF-MR at the arranged time. .At the discretion of ODJFS. the review Iean; n a y  
1-eschediiie the review if appropriate key persoiinel of' the kciiity would be 

((2') Facilities iclccreci for exception revimvs must provide OI.lJFS re\ie.xers wit11 
reasonable access to residents, professional and nonlicensed direct care staff the 
fa"' ' ~ i l i r y  assessors, and completed residznt assessment instrunzents as well as other 
docume~~tation regarding the residents' care iieeds and rrealmenri. I-acilities must 
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also provide ODJFS with sufficient infonnation to be able to contact the resident's 
attending or cctnsulting physicians, other professionals from ail disciplines who 
have observed, evaluated or treated the resident, such as contracteti therapists, and 
the resident's family!significant others. These sources of inforiliation may help to 
validate information provided on the resident assessment instruinent and submitted 
to ODJFS. 

(M) An exception review shall initialiy be conducted of a preselected random, targeted, or 
cambirration sample of completed resident assessinent instruments from the most 
recent reporting quarter. The initial sample size shall be greater than or equal to the 
iuinimuin sample size presented in appendix A of this rule. 

(Ij Results from review of the initial sample shali be used to decide if further action by 
ODJFS is warranted. If the initial sample is to hc expanded for further review, 
ODJFS reviewers shall hold a conference with facility representatives advising 
thein of the next steps of the review and discussing the initial sample findings. At 
the time of the conference, facilities shall be afforded an opportunity to present 
additional infonnation or items which depict the needs of individuals for whoin the 
provider contests the initial sample findings. If the sample of reviewed records 
exceeds the initial sample tolerance level described in paragraph (A)(3)(a) of this 
rule, ODJFS: 

(1) Shail first expand the sample size for the same reporting quarter and continue 
the revlew process, and 

(2) May subsequently expand the exception review process to review IAF 
assessments submitted for no more than two quarters previoiis to the most 
recent reporting quarter. 

(Jj At the conclusion of the on-site portion of the exception review process. ODJFS 
revie\vers shall hold an exit conference with facility representatives. Revielrers will 
share preliminary findings and'or concerns aboiit verification or failure to verify 
R.4CS classification for reviewed records. At the time of the exit conference, 
facilities shall be afforded an opponunity ro present additional information or items 
which depict the needs of individuals for whom ihc provider contests tlie sample 
findings. 

(K! All  exception rwizws ihail ii~clude a written surnx~arj of findings. ODII-S shali serid 
it cop) of'tht written smnniary of i:ndings to t h t  ICF'S.-?J~X. 

(L)  All exception revielw rzports shall be repained by ODJFS fbr at least six years ii-ctm 
tire date the exception review report is final. 

Approval Date 05/17/07 
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(M) If tlie expanded review tolerance level is exceeded, ODJFS shall use the exception 
review findings to calculate or recalculate resident case mix scores, quarterly 
facility average case mix scores and annual facility average case mix scores .dmi . . t ' n. Calculations or 
recalculations shall apply only to records actually reviewed by ODJFS; and shall 
not be based on extrapolations to unrevie~ved records of findings from reviewed 
records. For example, ODJFS shall recalculate a quarterly facility average case mix 
score by replacing resident case mix scores of reviewed records and not changing 
the resident case mix scores of unreviewed records. 
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wm-- . . . , .  . . ~. 
; The ODJFS exception review 

~ a ~ e  considered final and the 
ICF-MR may not correct or amend the IAF data or submit any additional 
infonnation for that individual record after exception reviewers have concluded the 
on-site review. An ICF-MR may, however, continue to submit current changes 
using the IAF correction document P.; . , ; &-+he .1 1 7- 

. . 
for individual records that were not subject to an exception 

review finding. 

The findings of an exception review conducted after the effective date of the rate 
may be appealed under provisions of the Administrative Procedure Act. Chapter 
119. of the Revised Code. ODJFS shall not withhold from the facility's current 
payments any amounts ODJFS claims to be due from the facility as a result of the 
exception review findings while the ICF-MR is pursuing administrative remedies in 
good faith. 

-IN 06-010 Approval Date 05117i07 
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EXCEPTION REVIEW RESIDENT INITIAL SAMPLE SELECTION 
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RESII)EST <'E\SI'S O'i KEYORIIIG PERIOD E\D DATE 
(IIEFERE\CE 02222) 

1-4 

t l IS l t l i ' \ l  I\;ITI:\L. S\>lPL.E S17.E REVIIRED 
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5101 3-3-80 Intermediate Care Facilities for the hfeotaily Retarded (ICFs- 
MR): Rates for Providers New to the Medicaid Program. 

(A) The Ohio department of job and family services (ODJFS) shall determine the initial 
rate for the fiscal year in which the 1CF-MR begins participation in the medicaid 
program for an ICF-MR with a first date of licensure and subsequent certification on 
or afier July I ,  2007, including an 1CF-MR that replaces one or more existing 
facilities, or an ICF-MR with a first date of licensure before that date that was 
certified for the medicaid program on or after that date under section 5 11 1.255 of the 
Revised Code as follows: 

( I  j For the fiscal year in which the ICF-MR begins participation in the medicaid 
program, the initial rate shall be set as follows: 

(a) 'The rate for d~reet care costs shall he determined as follows: 

(i) The initial rate shall be the cost per case-mix unit (CPCMU) which 
reflects the median medicaid day of the ICF-MR bed-size group 
multiplied by the median annual average case-mix score of the ICF-MR 
bed-size group multiplied by the eighteen-month inflation rate 
determined for the fiscal year under rule 5101:3-3-79 of the 
Administrative Code. Both the CPCbfU which reflects the median 
medicaid day of the ICF-MR bed-size group and the median annual 
average case-mix score of the ICF-MR bed-size group are determined 
from the calendar year preceding the fiscal year in which the rate will 
be paid. ODJFS shall assign the ICF-MR to the applicable bed-size 
group based upon the number of medicaid certified beds of the ICF-MR 
as determined under rule 5101:3-3-79 of the Administrative Code. 

TN .i G9:0ii, Apprai al Date MbY 8 % 201 1 
CL ie;sPrdes 
Th' Y Er'fectrve Date O8/01/09 
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&@$J If the ICF-MR is a replacement facility and the facility or facilities 
that are being replaced are in operation immediately before the 
replacement ICF-MR opens, the direct care rate shall be rhe same as tbe 
direct care rate for the repiaced facility or facilities, weighted by the 
number of beds from each replaced facility. If one or more of the 
replaced facilities is not in operation immediately before the 
replacement ICF-?IIR opens, its proportion of the direct care rate shall 
be determined under paragraph (A)( l)ia)(i) of this rule. 

(b) The rate for other protected costs shall be determ~ned as follows 

(i) The initial rate shall be one hundred fiAeen percent of the median rate for 
all ICFs-MR as calculated at the beginning of the fiscal year in which 
the rate will be paid under rule 5101:3-3-82 of the Administrative 
Code. The median rate will not include the f?anehise permit fee. 
Facilities billed this fee in their initial rate year, will be assigned an 
amount as provided in paragraph (A) of mle 5101:3-3-82.1 of the 
Administraiive Code. 

(c) The rate for indirect care costs shall be determined as follows: 

(i) The initial rate shall be the applicable maximum rate for the IGF-MR 
bed-size group as calculated for the fiscal year in which the rate will be 
paid under rule 510I:3-3-83 of the Administrative Code. ODJFS shall 
assign the ICF-MR to the applicable bed-size group based upon the 
number of medicaid certified beds of the ICF-MR as detemined under 
rdle 5i01:3-3-83 of the Administrative Code. 

(dj The rate for capltai cosrs shall be determtned as foilows: 

0) The ICF-MR sha!I be assigned the median capital rate of ali ICFs-MR as 
calculated at the beginning of the fiscal year in which the rate will be 
paid under rule 5101:3-3-84 of the .4ciministmtive Code. 

iU) For the following fiscal year the new prov13er's rate shall be calculated as foliows 

(1) For a new ICF-,MR provider beginning JiIy first through October first, ODJFS 
shall set the rate pursuant to sections 51 1 1.20 :o 51 1 1.33 of the Ohio Revised 
Code for the foilowing Eisoai year using rhe year end cost report filed under mle 
5!Oi:3-3-20 ofthe .f*dministrativc Code. 

TX fi ~ p p r o v a ~  Dare Hkf 3 E 261 1 
5 ipersedes 
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(2) For a new ICF-MR provider beginning Ocrober second through December thirty- 
first, ODJFS shall set the rate pursuant to sections 51 11.20 to 51 11.33 of the 
Ohio Revised Code for the following fiscal year using the three month cost 
report filed under rule 5101 :3-3-20 of the Adminiswative Code. 

(3) For a new ICF-MR provider beginning January first through June thirtieth. 
ODJFS shall set the rate pursuant to sections 51 11.20 to 51 11.33 of the Ohio 
Revised Code for the following fiscal year in accordance with paragraph (Aj(1) 
of this rule. 

m # Approvai Date HAY 8 1 2 f i l I  
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TS A Effectn e Date 38,0i 09 

HOGANA
Text Box
51013-3-86

HOGANA
Text Box

HOGANA
Text Box



. . 
Attachment 419D 
Supplement 2 
Page 1 of 1 

5101.3-3-36 I Intermediate Care Facilities for the \lentall\ Retarded (ICFs- 
I :  Rates for l'roviders that Change Provider .I\greements. 

For an entering ICF-MR operator. as defined under section 51 11.65 of the Revised 
Code. that begins participation in the medicaid program, the Ohio department of job 
and family services (ODJFS) shall determine the initial rate as the rate the exiting 
operator would have received on the date the entering operator begins participation 
in the medicaid program. 

(B) For the following fiscal year. the entering operator's rate shall be calculated as 
follows: 

(1) For an entering 1CF-MR operator that has a change of provider agreement 
beginning July first through October first, ODJFS shall set the rate pursuant to 
sections 51 11.20 to 5 11 1.33 of the Ohio Revised Code for the following fiscal 
year using the year end cost report filed under rule 5101:3-3-20 of the 
Administrative Code. 

(2) For an entering ICF-MR operator that has a change of provider agreement 
beginning October second through December thirty-first. ODJFS shall set the 
rate pursuant to sections 5 11 1.20 to 5 11 1.33 of the Ohio Rebised Code for the 
followinv fiscal year using the three month cost report filed under rule 5101:3-3- 
20 of the Administrative Code. 

(3) For an entering ICF-MR operator that has a change of provider agreement 
beginning January first through June thirtieth. ODJFS shall set the rate pursuant 
to sections 51 11.20 to 5111.33 of the Ohio Revised Code of the entering 
opemtor for the following Escal vear using the exiting operator's cost report 
from the calendar pear preceding the fiscal vear. 

* p" 
- Cr.-r 
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Pros~ective rate reconsideration for intermediate care facilities 
for the mentally retarded IICFs-MRI for possible calculation 

CAI A facilitv. group. or association mav request a reconsideration of a nrospective 
intermediate care facilitv for the mentally retarded IICF-MR) rate on the basis of a 
possible error in the calculation of the rate as follows; 

(1) A request for reconsideration of a prospective rate on the basis of a oossible 
error in the calculation of the rate shall be filed with the Ohio department of 
job and familv services (ODJFS) no more than thirtv days after the later of 
the initial payment of the rate or the receipt of the rate settine calculation. 

12) The request for a reconsideration of a prospective rate on the basis of a oossible 
error in the calculation of the rate shall be filed in accordance with the 
followine procedures: 

[a> The request for rate reconsideration shall be in writin?. and 

[b'l The request shall be addressed to "Ohio Department of Job and Family 
Services. Bureau of Lone Term Care Facilities. Reimbursement 
Section." and 

(c) The request shall indicate that it is a request for rate reconsideration due to 
a possible error in the calculation of the rate: and 

Jdi The request shall include a detailed explanation of the oossihle error and 
the proposed corrected calculation: and 

(el The request shall include references to the relevant sections of the Revised 
Code and,or paragaphs of the Administrative Code as aoorouriate. 

(3) ODJFS shall resoond in writing within sixtv davs of receivinc each written 
r ~ m  ii,ui~~.nl;ideratij)n o i i i  ~rosptc t i t i  r:m c!ue ti) 3 poss~hte error in  he 
caiculat~on of~hi: rate. lf'<)[l~S.rr:.~s~~dditional informiiiion 10 Jcte~minu 
whether a rate adjustment is warranted. the ICF-,MR shall respond in writing 
and shall provide additions: supponinp documentation no more than fhirty 
dam after the recciot of the reauesi for adiritional information. ODJFS shall 
respond in writing &thin sixry d a y  of receiving the additional infamation to 
the reacest for reconsideration of a prospective rate due to a oossibie error in 
the caicuiatron of the rare 

(41 If a rate adrusment is warranted as the result of a reconslderat~on of a 
prospective rate due tomossibie error in calcuiation. the adiustment shall be 
impiemented retroactively to the initial service date for which the rate is 
effective. 

ODJFS's decislon at the conclurron of the rate reconslderatron process shall nor be 
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subject to any administrative proceedines under Chapter 119. or anv other 
probision of the Revised Code. 
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