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DEPARTMENT OF HEALTH & HUMAN SERVICES
Cenlers for Medicare & Medicaid Servi(es
7500 Security Boulevard, Mail Stop 52-26-12
Baltirrrore, Ma ryland 21244-1850

crur5
CENIEN fOF MEDICAID & C¡IIP SERV¡CEs

JUN 0 õ 20t7
Barbara Sears, Director
Ohio Department of Medicaid
P.O. Box 182709
50 West Town Street, Suite 400
Columbus, Ohio 43218

RE: Ohio State Plan Amendment (SPA) 17-003

Dear Ms. Sears

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid State plan
submitted under transmittal number (TN) 17-003. Effective February 13,2017, this SPA provides
updates to Ohio's nursing facility cost reports and deletes obsolete provisions.

We conducted our review of your submittal according to the statutory requirements at sections

1902(a)(2),1902(a)(13), 1902(a)(30), and 1903(a) ofthe Social Security Act and the regulations at 42

CFP. 447 Subpart C. We hereby infonn you that Medicaid State plan amendment 17-003 is approved
effective February 13,2017. We are enclosing the HCFA-179 and the amended plan pages.

Ifyou have any questions, p.lease contact Fred Sebree af (217) 492-4'122 or
Fredrick.sebree@cms.hhs. gov.

Sincerely

Kristin Fan
Director

Enclosure
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Cost Reports

Cost Renort Filino
Nursing facilities shall file annual Medicaid cost reports not later than 90 days after the end ofthe
calendar year using software that is available on the Department of Medicaid's website at least 60
days before the due date ofthe cost report for each cost reporting period via the Medicaid
information technoìogy system (MITSJ web portal or other electronic means designated by the
Department.

The cost reports shall cover a calendar year or portion of a calendar year during which the nursjng
facility participated in the Medicaid program.

In the case of a nursing facility that has a change of operator during a calendar
year, the cost report by the new provider shall cover the portion of the calendar
year following the change of operator encompassed by the first day of
participation up to and including December 31"t.
In the case of a new nursing facility with an initial provider agreement that goes

into effect after October 1"t, the provider shall file the first cost report for the
immedÍately following calendar year.
In the case ofa nursÍng facility that begins participation after January 1"tand
ceases participation before December 31"t ofthe same calendar year, rhe
reporting period shall be the first day of participation to the last day of
participation.
In the case of a state-operated nursing faciliry, the annual cost report shall cover
the 12-month period ending June 30th of the preceding year, or portion thereot
if Medicaid participation was less than 12 months.

For reporting purposes nursing facilities shall use the chart ofaccounts as set forth in Appendix A of
Section 001.28 of Attachment 4.19-D, Supplement 1 or relate its chart of accounts directly to the
cost report.

Filíno Extensions
A nursing facility may submit a cost report within 1.4 days after the original due date if the facility
receives written approval from the Department prior to the original due date of the cost report
Extension requests must be in writing and expla in the need for an extension. If a nursing facility
does not submit the cost report within fourteen days after the original.due date or by an approved
extension due date, or ifthe nursing facility submits an incomplete or inadequare cost report, the
Department shall provide immediate written notice to the facility that its provider agreement wiÌÌ
be terminated in 30 days unless the facility submits a complete and adequate cost report within 30

days of receiving the notice.

Lole File Penaltv
If â cost report is not received by the originaì due date or by an approved extension due date, the

Depârtment may assess a late fìle penalty of $2.00 for each day a complete and adequate cost report
is not received beginning on the day after the original due date or the day after the extension due

date, whichever is applicable, and shall continue until the complete and adequate cost report is

received or the nursing facilify is terminated from the Medicaid program. The late file penalty shall

rN 17-oo3 Approval o.tu JUN 0 5 21117
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be a reduction to the facility's per diem Medicaid payment. The penaìty may be assessed even if the

Department has provided written notice of termination to a facility

Addendum for Disputed Costs

The cost report shall include an Addendum for Disputed Costs that may be used by a facility to set

forth costs ihe facÍlity believes may be disputed by the Department. The costs stated on the

addendum schedule are to have been applied to the other schedules or attachments as instructed

by the cost report and/or chart of accounts for the cost report period in question, either ìn the

ráimbursable or the non-reÍmbursable cost centers. Any costs reported by a facility on the

addendum may be considered by the Department in establishing the facility's prospective rate'

Desk Reviews
The Department of Medicaid shall conduct a desk review of each cost report it receÍves. Based on

the desi review, the Department shall make a preliminary determination ofwhether the reported

costs are allowable costs. The Department shall notify each facility of any costs preliminariìy

determined not to be allowable and the reasons for the determination. The facility shall provide any

documentation or other information requested by the Department and may submit any information

it believes supports its reported costs. A cost report is considered accepted after it has passed the

desk review process.

Audits
Th" D.pr.t..nt of Medicaid may conduct an audit of any cost report. Audits shall be conducted by

auditois under contract with or employed by the Department. The decision whether to conduct ân

audit and the scope of the audit, which may be a desk audit or a field audit, may be determined

based on the facility's prior performance, or on a risk analysis or other evidence that gives the

Department reason to believe the facility has reported costs improperly A desk or field audit may

be þerformed annually, but is required when a provider does not pass the risk analysis tolerance

faciors. The Departmãnt of Medicaid shall issue the audit report no later than three years after the

cost report is filed, or upon the completion of a desl< or field audit on the cost report or a cost report

for a subsequent cost réporting period, whichever is earlier. During the time within which the

Departmeni may issue an audit report, the nursing facility provider may amend the cost report if
the provider discovers a materiaì error in the cost report or discovers âdditionaì information to be

included in the cost report.

Rate Reconsiderations
After final rates have been issued, a nursing facility that disagrees with a desl( review decision may

request a rate reconsideration'

Revised Cost Renorts
e n, rritrg f..itiiy may revise a cost reportwithin 60 days after the original due date without the

revised information being considered an amended cost report'

Amended Cost Renorts
A ^r^'"g 

fr"ltty ln"y amend a cost report within three years of filing the cost report if the facility

discoverõ a material Lrror in the cost report or discovers additional information to be included in

the cost report. A nursing faciìity may not amend a cost report if the Department of Medicaid has

notified th; facility that an audit of the cost report or â cost report of the facility for a subsequent

cost reporting period is to be conducted.

rN 17-oo3 Approval out"JUfl 0 õ 2017
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Instructions for completing the Ohio Department of Medicaid annual Medicaid cost report for
nursing facilities (NFs)

GENERÄL INSTRUCTIONS

OVERVIEW

As a condition of parficipation in the Title XIX Medicaid program, each NF shall file a cost report with
the Department. The cost report, including its supplements and attachments, must be filed within ninety

days after the end of the repofing period. The cost report shall cover a calendar year. However, if the

provider parlicipated in the Medicaid program for less than twelve months during the calendar year, then

the cost report shall cover the portion of a calendar year during which the NF participated in the

Medicaid program.

If a provider begins operations on or after October 2, the cost repolt shall be filed in accordance with
rule 5160-3-20 of the Ohio Administrative Code (OAC).

For cost reporting purposes, NFs, other than state-operated facilities, shall use the Chart of Accounts as

set forth in rule 5160-3-42 ofthe OAC, or relate its chart ofaccounts directly to the cost repoft.

ODM 02524NI (REV. 2/2017) lnstructions
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ELI,CTRONIC SUBMISSION OF THE MEDICAID COST RDPORT

In accordance with the OAC, all providers are required to use the electronic cost repoft submission

process. Providers should use the Department-sponsored computer software for electronic submission

ofthe cost report.

FILING RECiUIREMENTS

A complete and adequate Medicaid cost report must be filed with the Department or postmarked on or

before ninety days ater the end of each facility's repofting period. Pursuant to Ohio Revised Code

(ORC) section 5165.10, a provider whose cost repoÉ is filed or postmarked after this date, is subject to a

ieduciion of their per diem rate in the amount of hvo dollars ($2.00) per resident day, adjusted for

inflation. The late file period will begin at the start of the thirty day termination period and continue

until the complete and ádequate cost report is received by the Department or the facility is terminated

from the Medicaid program.

A provider may request a fourteen-day extension of the cost report filing deadline. Such requests must

be made in writing, including 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 Rate Setting and Cost

Settling Unit, Deparlment of Mqdicaid.

In the absence of a timely filed complete and adequate cost repoft, or request for filing extension, a

provider will be notified by the Department of its failure to file a complete and adequate cost repofi and

will be given thirty days to file the appropriate cost repofi and attachments. During this thirty day

period, túe late filing rate reduction described previously will be assessed. If a provider fails to submit a

"o-plót" 
and adequate cost report within this time period, its Medicaid provider agreement will be

terminated according to section 5165.106 of the ORC.

REASONABLE COST

Please read all instructions carefully before completing the cost report

Reasouable cost takes into account direct, ancillary/support, capital and tax costs of providers of
services, including normal standby costs. Departmental regulations regarding the reasonable and

allowable costs are contained in Chapter 5160-3 of the OAC. In addition, the following additional

pr.ovisions establish guidelines and procedures to be used in determining reasonable costs for services

rendered by NFs:

Ohio Revised Code and uncodified state law,

Regr"rlations (oAC) prornulgated by the Deparlment and codified in accordance with state law,
principles of reimbursement for provider costs with related policies described in the Centers for

Medicare and Medicaid Seniices (CMS) Publication I 5-1 ,

principles of reimbursement for provider costs with related policies described in the Code of Federal

Regulatìons (CFR), Title 42,Part 413.

TN: 17-003 Approval o"ru,J!l[Lö
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Renort Schedules

Schedule A, Page I
Schedule A,Page2
Schedule A-l
Schedu Ie A-2
Schedule A-3
Schedule B- I

Schedule B-2
Schedule C
Schedule C-1
Schedule C-2
Schedule C-3
Schedule D

Ohio Departrnent of Medicaid
Medicaid Nursing Facility Cost Report

Title

Identifi cation and Statistical Data
Chain Home Office/Certification by Officer of Provider
Summary of Inpatient Days
Determination of Medicare Part B Costs to Offset
Summary of Costs
Tax Costs
Direct Care Costs
Ancillary/SuppoÉ Costs
Administrators' Compensation
Owners'/Relatives' Compensation
Cost of Services from Related Parties
Capital Costs

Attachment 4.1 9-D
Supplement I

Page 3 of 6l

Page
Number

Page I
Page 2
Page 3
Page 4
Page 5

Page 6
Pages 7-8
Pages 9 I I
Page 12
Pages l3-14
Pages 15 17

Page I 8

rN: '17-oo3 Approval D"", JUN 0 5 ?017
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ROUTINE SERVICES

The OAC lists covered services for all providers who serve NF residents. The OAC delineates services
reimbursed through the cost repoÉing mechanism ofNFs, and the costs directly billed to Medicaid by
service providers other than NFs.

ACCOUNTING BASIS

Except for county-operated facilities that operate on a cash method of accounting, all providers are

required to submit cost data on an accrual basis ofaccounting. County-opel'ated facilities that utilize the
cash method ofaccounting may submit cost data on a cash basis.

OHIO MEDICAID COST REPORT FORMS

The Ohio Medicaid nursing facility cost report is designed to provide statistical data, financial data, and
disclosure statements as required by federal and state rules. Exhibits to the cost repoÉ aro part of the
documents that may be required to file a complete cost report. Each exhibit to the cost report must be
identified and closs-referenced to the appropriate schedule(s). Please refer to Attachment 3 for
instruction on the use of exhibits.

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 "Not Applicable," "N/4," "Sarne as

Above," "Available upon request," or "Available at the time of Audit," will result in the cost repoÍ
being deerned incomplete or inadequate. Pursuant to sections 5165.10 and 5165.106 oflthe ORC, an

incomplete or an inadequate cost report is subject to a rate reduction of $2.00 per resident per day,
adjusted for inflation, as well as proposed termination ofthe provider agreernent.

TABLE OF COST REPORT SCHEDULES

ODM 02524NI (REV. 2/2017) lnstructions
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Analysis ofProperty, Plant and Equipment

Capital Additions and/or Deletions
Balance Sheet
Equity Capital of Proprietary Providers
Revenue Trial Balance
Adjustment to Tlial Balance
Medicaid Cost Report Supplemental Information
Wage and Hours SurveY

Addendum for DisPuted Costs

Ernployee Retention Rate

Atlachment 4.19-D
Supplement I

Page 4 of 61

Page 19

Page 20
Page 21

Page 22
Pages 23-25
Page 26
Page 27
Pages 2829
Page 30
Page 3 I

rNr '17-oo3 Approvar D"", JUN 0 5 2017
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Schedule D-1
Schedule D-2
Schedule E
Schedule E-1
Attachment 1

Attachrnent 2
Attachment 3

Attachment 6
Attachment 7
Attachment 8

COST RtrPORT INSTRUCTIONS

ODM 02524NI (REV 2/2017) Instructions
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The following cost repoÉ instructions are in the order ofschedule colnpletion sequence.

. All expenses are to be rounded to the nearest dollar.

. All dates should contain eight digits and be formatted as follows: Month-Day-Year
(MM-DD-YYYY),

o All date fields are denoted as From/Through or Beginning/Ending.

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

Sequence and Procedures for Completinq Cost Report
Cost Report
Page Number

1. Schedule A,Page I of 2,Identification
2. Schedule A-1
3. Schedule A, Page 1 of2, statistical data line 1 through line 8

4. Attachment I

5. Schedule A-2
6. Schedule B-1 (columns I through 3)
7. Schedule B-2 (columns 1 through 3)
8. Schedule C (columns I through 3)
9. Schedule D-l
10. Schedule D-2
1l. Schedule D (column 3)
12. Aftachment2
13. Schedules B-1,8-2, C and D (columns 4-7)
14. Schedule C-l
15. Schedule C-2
16. Schedule C-3
17. Schedule E
18. Schedule E-1
19. Schedule A-3
20. Attachment 6
21. Attachment 7
22. Altachment 8

23. Attachment 3

24. Schedule A,Page2 of2

1. Schedúle A. Paee I of 2 - Identilication and Statistical Data

I
J

1

23-2s
4
6

7-8
9-11

t9
20
18

26
6-11, 18

12

t3 14

15 tl
21

22
5

28-29
30
3l
27

2

rN: 17-oo3 Approvar D"", JUN 0 5 2017
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INTQ,DUÇJEN:

The various cost report types are explained below. Except for 4.1, Year End cost report, all cost repofi

types must be accompanied with a cover letter explaining the reason for fìling the cost report

information. An explanation ofthe cost report types is as follows:

4.1 - year End Cost reports by providers with continued Medicaid participation having

ending dates of December 31, pursuant to Ohio Administrative Code'

4.2 - New Facility

4.5 Final

4.6 - Amended

For facilities new to the Medicaid program, where the actual cost of
operations are repoÉed for the first three (3) full calendar months, which

includes the date of certification, pursuant to OAC.

For the final cost report of a provider who has experienced a change of
operator pursuant to OAC.

For cost repoÍs that are filed after the fiscal year rate setting and corect
errors ofthe cost report used to establish the fiscal year rate, pursuant to OAC.

Facility Identification

provider Name (DBA) - Enter the "doing business as" (DBA) name of the facility as it is registered

with the Ohio Secretary of State.

National Provider Identifier (NPI) - Enter the NPl.

Medicaid provider Number - Enter the seven digit Medicaid provider number as it appears on the

Medicaid provider agreement.

CMS Certilication Number (CCN), formerly the Medicare Provider Number - Enter the six-digit

CCN furnished by the Ohio DepaÍment of Health (ODH) or CMS. CCNs are assigned to each facility

regardless of the facility's Medicare ceftification status. The CCN also appears on the Medicaid

provider agreement.

Complete Facility Address - Enter the address of the facility. Include city and ZIP code where the

lacilily is physically located.

Federal ID Number - Enter the Federal Tax Identification Number as it is reported to the United States

Internal Revenue Service.

rN: 'i 7-oo3 Approval D"te JUN 05 2017
SuPeßedes
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ODH ID Number - Enter the Ohio Department of Health (ODH) 4-digit home number, also referred to

by ODH as the "Fac lD" Number.

County - Enter the Ohio county in which the facility is physically located.

Period Covered bv the Cost Report

This is a twelve-month period ending December thiúy-first unless another period has been designated

by the Department. New facilities, closed facilities, or exiting or entering operators as a result of a

change of provider must indicate the time period of Medicaid participation'

Provider Leeal Entitv Identi{ication

Name and address of provider of NF services. Enter the legal business name for the provider of this

facility as repolted to the IRS for tax purposes, and as it appears on the Medicaid provider agreement.

Furnish the address ofthis legal entity.

Tvne of Control of Provider

Check the category that describes the form of business, nonprofit entity, or government organization

under which the facility is operated. For non-govemment organizations fhis corresponds with the way

the operator legal entity is registered with the Ohio Secretary of State. If item 1.4, 2.6 or 3.6 "Other
qspecify;" is checked, the provider must identify that specific type of control. Descriptions for the

control types are furnished below.

For Profit

Sole proprietor - Exclusively owned; Private; Owned by a private individual or corporation under a

trademark or patenU Ownership, for profrt. In a sole proprietorship, the individual proprietor is subject

to full liability (personal assets and business assets) resulting from business acts'

partnership - An associatiolr of two or more persons or entities that conducts a business for profit as

co-owners. A partnership cannot exist beyond the lives of the paltners. The partners are taxed as

individuals and ãre personally liable for tods and contractuâl obligations. Active paftners are subject to

ODM 02524NI (REV. 2/2017) lnstructions
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self-employment tax. Each partner is viewed as the other's agent and traditionally is jointly and

severalþ liable for the tortuous acts of any one of the partners. A 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 losses.

General Partnership - A partnership in which each partner is liable for all parlnership debts and

obligations in full, regardless ofthe amount ofthe individual parlner''s capital contribution.

Limited Partnership - A partnership in which the business is managed by one or more general padners

and is provided with capital by limited partners who do not parlicipate in management, but who share in

profits and whose individual liability is limited to the amount of their respective capital contributions A

iimited partnership is taxed like a partnership, but has many of the liability protection aspects of a

corporat'ion. To form a timited partnership, a certificate of limited partnership must be executed and

fileä with the Secretary of State (Secretary of State prescribes the form requiled). The name of a limited

parlnership must include the words "Limited Partnership," "L.P.," "Limited,n or 'rltd rr

Limited Liability Partnership - A partnership formed under applicable state statute in which the

partnership is liaúle as an entity for debts and obligations and the pafiners are not liable personally. This

iype of paitnership must register with the Secretary of State as a limited liability partnership.

Corporation - An invisible, intangible, artifrcial creation of the law existing as a voluntary challered

u.roiiution 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 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.

publicly Traded Company - A company issuing stocks that are traded on the open market, either on a

stock eichange o. on th" over-the-counter market. Individual and institutional shareholders constitute

the owners of a publicly traded company in proportion to the amount of stock they oì¡r'n as a percentage

of all outstanding stock.

Limited Liability Company - An unincorporated company formed under applicable state stâtute whose

members cannot te held liable for the acts, debts, or obligations ofthe 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.".id"n"", dämicile or state or organization. The entity is formed when one ot'more persons of

thár. author.ized representatives signs and files articles of organization \¡iith the Secretary of State. The

name of the limiied liability company must include the words "limited liability company," "LLC,"

"L.L.C.," "Ltd.," "Ltd,,,or "Limited." A "person" includes any natural person, corporation, partnership,

ODM 02524NI (REV. 2/2017) Instructions
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limited partnership, trust, estate, association, limited liability company, custodian, nominee, trustee,

executor, administrator, or other fiduciary.

Business Trust - A business trust is created by â trust agreement and can only be created for specific

purposes: To hold, manage, administer, confrol, invest, reinvest, and operate property; to operate

business activities; to operate professional activities; to engage in any lawful act or activity for which

business trusts Íìay be formed under Ch apter 1746. ofthe ORC.

Location of Entitv. Orqanization or Incorporation

If the legal entity that serves as the facility's provider/operator was formed, organized, or incorporated in

the state of Ohio, check the Domestic line.

Domestic refers to a business entity doing business in Ohio that was formed, incotporated, or organized

in Ohio.

If the legal entity that serves as the facility's provider/operator was formed, otganized, or incorporated

outside the state of Ohio, check the Foreign line.

Foreign r.efers to a business entity doing business in Ohio that was formed, incorporated, or organized

under the laws of another state or of a foreign country. Foreign corporations must be licensed to do

business in Ohio. Foreign limited liability companies, foreign limited partnerships, 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 linc.

Nonprofit

Nonprofit Corporation - A domestic or foreign corporation organized otherwise than for pecuniary

gain or profit. Á nonprofìt corporation can be either a'\nutual benefit corporation" or a "public benefit

ðorporuiion." e "public benefit corporation" is a corporation that is recognized as exempt from federal

incòme taxation under 26 U.S.C. 1, Sec. 501(cX3), or is organized for a public or charitable purpose and

that, upon dissolution, must distribute its assets to a public benefit colporation, the United States, â state

or any political subdivision of a state, or a person recognized as exempt from federal incoÍne taxation

under 26 U.S.C. I , Sec. 501 (c)(3).

ODM 02524NI (REV. 2/2017) Instructions
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Nonprofit Limited Liability Company - (See description of for profit Limited Liability
Company) Nonprofit limited tiability companies may be formed in Ohio, and foreign nonprofit limited
liability companies may be registered in Ohio. Section 1705.02 ofthe Ohio Revised Code states that "A
limited liability company rnay be formed for any purpose or purposes for which individuals lawfully
may associate themselves, including for any plofit or nonprofit purpose...." Section 5701.14 states

that, "In order to determine a limited liability company's nonprofit status, an entity is operating with a
nonprofit purpose under section 1705.02 of the Revised Code if that entity is organized other than for
the pecuniary gain or profit of, and its net earnings or any part of its net eamings are not distributable to,

its members, its directors, its offrcers, or other private persons, except that the payment of reasonable

compensation for services rendered, payments and distributions in furtherance of its nonprofit purpose,

and the distribution of assets on dissolution permitted by section 1702.49 of the Revised Code are not
pecuniary gain or profit or distribution ofnet earnings."

Ifthe legal entity that serves as the facility's provider/operator was formed, otganized, or incorporated in

the state of Ohio, check the Domestic line.

Domestic refers to a business entity doing business in Ohio that was formed, incorporated, or organized

in Ohio.

If the legal entity that serves as the facility's 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 fonned, incorporated, or organized

under the laws of another state or of a foreign country. Foreign corporations must be licensed to do

business in Ohio. Foreign limited liability companies, foreign limited partnerships, and foreign Ìimited
liability partnerships must be registered to transact business in Ohio.

lf the Foreign line is checked, list the state or country where the legal entity was formed, organized, or

incorporated on the Locâtion line.

Nonfederal Government

State - Entity operated under the authorìty ofthe state.

County - Entity operated under the authority of the county as a County Home, County Nursing Home,

or District Home in accordance with the ORC.

City - Entity opetated under the authority ofthe city.
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City/County - Entity operated under the authority ofthe city and county'

Practice Type

lndicate the practice type of the facility, in accordance with licensure standards filed with ODH when

applicable. Please check all that apply

Definitions

Physical Rehab Hospital Based - A hospitat engaged primarily in providing specialized care to

inpatients with intensive, multi-disciplinary physical restorative service needs'

General/Acute Hospital Based - A hospital that functions primarily to furnish the affay of diagnostic

and therapeutic services needed to provide care for a variety of medical conditions, including diagnostic

x-ray, clinical laboratory, and operating room setryices.

Long Term Acute Care Hospital (LTACH) Based - A hospital that is classified as a long-term care

hospital under 42 C.F.R. 412.23(e), that is engaged primarily in providing medically necessary

,peðiulir"d acute hospital care for medically complex patients who are critically ill or have multi-system

åmplications or failu¡es, and that has an average length ofstay of forty-frve days or less.

continuing care Retirement center (ccRC) or Life care community - A living setting that

"n"o.purrã. 
a continuum of care ranging from an apartment or lodging, meals, and maintenance

servicå to total nursing home care. All services are provided on the premises of the continuing care

retirement community ãr life care community, and are provided based on the contract signed by the

individual resident. ihe residents may or may not qualify for Medicaid for nursing home care, based on

the services covered by each resident's individually signed contract'

Other Assisted Living/1.{ursing Home combination - A facility that does not fit the description of a

CCRC or life care coñmunity,-but has a nursing home as well as some other combination of assisted

living or residential care facility services on the same campus'

Religious Nonmedical Health Care Institution (RNHCI) - An institution in which health care is

furnihed under established religious tenets that prohibit conventional or unconventional medical care

for the treatment of a beneficiary, ai,rd the sole reliance on these religious tenets for care and healing, as

sef forth in Code of Federal Regulations (CFR), Title 42, Par. 403, Subpart G'

Free Standing - A facility that stands independent of attachment or suppoft'

Combined with ICF-MR, other recognized Medicaid NF and/or Medicaid Outlier Unit - A distinct

t"J;¡; facility that is in ihe same buitding and/or shares the same license with a certified ICF-MR' or

ODM 02524NI (REV. 2/2017) Instructions
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is in same building as a recognized separate provider of Medica.id, such as a provider ofoutlier services

(e.g., for pediatric residents or residents with traumatic brain injury), or for the outlier unit, is housed

witll a NÊ providing non-outlier selices. (Note: A provider of NF outlier services holds an Ohio

Medicaid piovider ãgreement addendum authorizing the provision of outlier services to a special

population, e.g., pediatric subacute.)

Name and Address of Owner of Real Estate - Enter the name and address of the owner of the real

estate where the facility is located. If the provider ofNF services is the identical legal entity that ov'/ns

the real estate, re-entel'the provider's legal entity identification here.

2. Schedule A-10 Summary of Inpatient Days

Column 1

Column 2

Column 3:

Record the number of oDH-certified beds. If the number of beds ceÍified as nursing

facility beds by oDH changed during the middle of any given month, then calculate a

weighted average for that padicular month rounded to the nearest whole number'

For example:

March 1,20CY 100 certified beds

March 16,20CY 120 certified beds

Calculation: (15 days x 100 beds) + (16 days x 120 beds)

divided by 31 days in month of March = 110 '3226

Average medicaid certified beds for March 20CY = I 10

Recold the number of authorized skilled, intermediate, and Medicaid inpatient days

The day of admission, but not the day of discharge, is an inpatient day. when a resident

is admltted and discharged on the same day, this is counted as one inpatient day.

lnpatient days include those leave days that are reimbursable under the Ohio Medicaid

p.g.u*. piivate leave days are not included as inpatient days. Carry the total on line

13, column 9 forward to Schedule A, line 4, column 1.

Record the number of Medicaid days for those residents covered by the Mycare ohio

program. Leave days should be included.

rN. 17-oo3 Approvar Da''JUN 05 2017
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Record the total monthly reimbursable leave days for Medicaid residents [see the OAC -
coverage of medically necessary days and limited absences].

NFs report each medically necessary day and limited absence as 50%o of an inpatient day
Report days aI50V:o of inpattent days in columns 4 and 5.

For Example:

January 2OCY

January 20CY

Colulnn 4
Column 5

100 certified beds

Hospital Leave Days
Therapeutic Leave Days

3100 bed days available
(100 certified beds x 31 days in January)

Actual number ofdays residents are in facility : 3000
Actual number ofdays residents out offacility on medical leave:60
Actual number ofdays residents are out offacility on therapeutic leave:40

Report as follows if paid at 50o/o of an inpatient day:

30 (60 days
20 (40 days

x s0%)
x 50%')

Note that the calculation ofinpatient days should round to two decimal places.

Column 6: Total of columns 2,3, 4 and 5. Carry the total on line 13, column 6 forward to Schedule
A, line 7.

Record the number of Medicaid managed care days.Column 7:

Column
8,9 and ll Record the number of inpatient days for non-Medicaid eligible residents. Leave days

should be included in column 8 (Private Days), but not in columns 9 and I l.

Column l0: Record the number of Medicare days for those residents covered by the MyCare Ohio
program.

JUN 0 5 ¿ûli
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Column 12 Record the number of inpatient days for all residents. This column is the sum of columns

6 through I 1.

3. Schedule A. Paee I of2, Statistical Data

Lines 1 and 2: Licensed Beds:

Enter the total number of beds licensed by ODH in column 2. Enter the total number of beds licensed

by ODH and certifìed by Medicaid in column 1. Temporary changes because of alterations, painting,

etc. do not affect bed capacity.

Line 3: Total Bed Days:

For column 1, this amount is determined by multiplying the number of days in the reporling period by

the number of beds licensed by ODH and certified by Medicaid during the reporling period. Take into

account 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'

For column 2, this arnount is determined by multiplying the number of days in the reporting period by

the number of beds licensed by ODH during the reporting period. Take into account incleases or

decreases in the number of beds licensed and the number of days elapsed since the increases or

dccreases.

Line 4: Total Inpatient DaYs:

For column 1, obtain the answer from Schedule A-1, column 10, line 13. For column 2, enter the total

number of inpatient days for the facility for all ODH licensed beds

Line 5: Percentage of OccupancY:

This amount is the proportion of total inpatienlresident days to total bed days during the repôrting

period. obtain the Percentage ofoccupancy answer by dividing line 4 by line 3 in column 2.

Line 6: Ancillary/Support Allowable Days:

For computing Ancillary/Support costs. the Department will not recognize an occupancy rate of less

than 90%". If percentage of occupancy is 90oZ or more, enter the number of inpatient days stated on line

4. lf percentage of occupancy is less than 90%o, enter 90o/o of the nurnber of bed days stated on line 3

(See tie OAC). For providers on the Medicaid program less than l2 months, also consult the OAC.

TN: 17-003 Approval Date:
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',** Number of beds involved in the change" refers only to those beds that were added, replaced, or

removed.

4. Attachment 1 - Revenue Trial Balance

Column 2: Enter total revenue for each line item.

Column 3: Enter any adjustments. Detail the adjustment(s) on your exhibit and submit with the cost rcport.

5. 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 all residents by payer type. Gross charges must be reported from a

unifoim charge structure that is applicable to all residents. Revenue reported under Chart

of Account numbers 5080 (Medical supplies-Routine), 5100 (Medical Minor Equipment-

Routine), and 5110 (Enteral Nutritional Therapy) must be distributed among all non-

Medicare categories.

Lines 1b,

2b, and 3b: For columns 2 through 7, these lines represent the percentages of the individual revenue

reported by payer type divided by the total revenue reported in column 8. Repot the

pórc"ntages by puy". type and round to four decimal places. The total of all percentages

must equal 100%o'

Line 4: Total all revenue reported on lines I a, 2a, and 3a'

Scction B: Costs

Line 5 Enter the ratio of Medicare Pafi B charges where the primary payer is Medicaid from

column 2 line lb, 2b, and 3b. These l"tios must be entered in the corresponding column,

e.g., medical supplies percentage from column 2 line lb must be entered on line 5, column

2 medical supplies.

rN: 1z-oo3 Approvat D"t' JUN 0 6 20Îi
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Line 6: Enter the corresponding costs from Schedules B-2 and c, column 3 in the appropliate

column.

Line 7 Multiply line 5 and line 6. The result is the costs to offset on the appropriate line on

Schedule B-2 and C, column 4.

Section C: Ancillary/Support Cost-Offsct

NOTE: Failure to complete Schedule A-2 will result in all Medicare Part B revenue being offset

against direct care expenses on Schedule B-2, line 16'

rN: '17-oo3 Approval D"re JUN 05 ¿0,l7
SuPersedes
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6. Schedule B-1, Tax Costs (Columns 1-4)

Amounts paid to vendors for purchase of services must not be shown in columns designated "salary."

Such amounts should be shown in the "other" column for the appropriate line item(s),

Column 1: This column does not perlain to any account in this schedule'

Column 2: Report any appropriate non-wage expenses'

Column 4: Report any increases or decreases of each line item. Any entries in this column that are not

from Attachment 2 should be fully explained in accordance '¡/ith the instructions on

Attachment 3.

7. Sche¡lule B-2, Direct Care Costs (Columns l-3)

Amounts paid to vendors for purchase of selices must not be shown in columns designated "salary."

Such amoìnts should be shown in the "Other/Contract Wages" column (2) for the appropriate line

itern(s). If no specifìc line item exists, charge the cumulative expense to "Other Direct Care" line I 3 and

,pecùy tne detail in the spaces provided at the bottom 
_of 

Schedule B-2, page I of 2 Provide supporting

documentation as exhibits with cross references to applicable account number(s).

Column 1: Report wages for facility employees. Wages are to include wages for sick pay, vacation

pay,otherpaidtimeoffl,aswellasanyothercompensationpaidtotheemployee'

Column 2: I{epoú costs incurred for services performed by contracted pelsonnel employed by the

facility to do a service that would otherwise be performed by personnel on the facility's

pry.oil. Alro, report any appropriate non-wage expenses, including contract ser"r'ices and

supPlies

Column 3: Total of columns I and 2'

ODM 02524NI (REV. 2/2017) lnstructions
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8. Schedule C. Ancillary/Support Costs (Columns 1-3)

Amounts paid to vendors for purchase of services must not be shown in columns designated "salary."

Such amoìnts should be shown in the "Other/Contract Wages" column (2) for the appropriate line

item(s). If no specifrc line item exists, charge the cumulative expense to the "Other

Anciilary/Support" line 63 and specify the detail in the spaces provided at the bottom of Schedule C,

page Z of Z. Érovide supporting documentation as exhibits with cross teferences to applicable account

number(s). Note that ambulance and wheelchair van ù'anspoftation provided on or after January 1,

2014 can be billed directly to Medicaid by the transportation provider'

Column 1: Report wages for facility employees, Wages are to include wages for sick pay, vacation

pay, other paid time off, as well as any other compensation paid to the employee

Column 2: RepoÉ costs incurred for services performed by contracted personnel employed by the

facility to do a service that ì¡/ould otherwise be performed by personnel on the facility's

puy.oil. Alro, repoft any appropriate non-wage expenses, including contract services and

supplies.

Column 3: Total ofcolumns I and 2'

9. Schedule D-l. Analvsis ofPropertv. Plant and Equipment

Cornplete per instructions on the form. This schedule should tie to Schedule E, (balance sheet)

"Property, Plant and Equipment" section'

10. Schedule D-2, Capital Additions and/or Deletions

Cornplete per instructions ori the form. Completion of this schedule is optional if the detailed

depråciation schedule is submitted, which includes all criteria noted on Schedule D-2 except for

"oiu-n. 
8 and 1 1. Columns 12 and 13 are mandatory only in the event of an asset deletion.

11. Schedule D (Column 3), Canital Cost Center

Complete per instructions on the form. NFs that did not change operator on or after July l, 1993,

.horid ur" grorp (A). NFs that did change operator on or after July 1, 1993, should use groups (A)

and (B).

12. Attachment 2' Adiustment to Trial Balance

Columns 2 and 3, lines I through 20:

ODM 02524NI (REV. 2/2017) lnstructions
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13.

14.

Enter the appropriate adjustments as necessary to comply with CMS Publication l5-1, federal

regulations, siate laws, and Ohio Medicaid program regulations. Items included on Attachment 2 must

haie attached supporlive detail. Cost adjustments for related palty transactions must offset the

appropriate expense account in column 4 of Schedules B-1, B-2, C and D'

Column 5. lines 1 through 20:

In column 5, cross-reference adjustments to the appropriate expense account number. Carry the

adjustment in column 4 to the appropriate expense account on Schedules B'l,B-2, c and D, column 4.

Note: All adjustments to expense accounts should be made to the appropriate line of Schedules B-1,

B-2, C and D and the ãppropriate expense account number entered on Attachment 2, column 5.

Column 6, lines I 20, line reference from Attachment 1 (if applicable)'

After completing Attachment 2 and entering adjustments to expense schedules B_-1, B-2. C and D,

column 4, ihe adjusted total expenses (Schedules B-1,8-2, C and D, column 5) can be computed.

Schedules B-1. B-2. C and D (Columns 4-7)

Column 4: Report any increases or decreases in each line item. Any entries in this column that are

. noi lrom Àttachment 2 should be fully explained in accordance with the instructions on

Attachment 3

If no allocations a|e used, columns 6 and'I need not be completed. If allocations are used, the

allocation ratio should be calculated to four places to the right ofthe decimal'

Schedule C-1. Administrators Compensation

A separate schedule must be completed for each person claiming reimbursement as an administrator in

this facility.

Section A:

Llne 2: ìWork ExPerience

For this adr¡inistrator, report the number of years of work experience in the health. care

field. Ten years experience is the maximum allowance. Thus, for this category, if the

adlninistrator has ten or more years experience in the health care field, then record ten

years in th is box.

ODM 02524N1 (REV. 2/2017) lnstructions
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Line 3: Formal Education

For this administrator, report the number of years of formal education beyond high school.

Six years formal education is the maximum allowance for this category. Thus, if the

administrator has six or mor.e years of formal education, then record six years in this box.

Line 3.1 : Baccalaureate Degree

For this administrator, record "Yes" if the administrator has obtained a baccalaureate

degree. Ifthe 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 an administrator. This

adminìstrator may claim up to four additional duties. If this administrator performed four

or more extra duties, then report the maximum of four'

Include the fotlowing other duties 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 performed laundry duties, then record as follows: other,

specify laundry.

Do not include any of the direct care duties listed below. If the administrator peÏformed

any ofthe eight duties listed below, complete page 1 of Schedule C-2. If the administrator

is an owner or relatìve ofthe owner, complete page 2 also.

(a) Medical director
(b) Director of nursing
(c) Registered nurse (RN)
(d) Licensed practical nurse (LPN)
(e) Respiratorytherapist
(Ð Charge nurse; registered
(g) Charge nurse; licensed practical

Section B:

For each administrator complete the following:

ODM 02524N1 (REV, 2/2017) Lrstructions
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Beginning and ending dates of employment during the reporling period should be confined to periods

ãf ã-ff"!**, in Zgðy only. Foì eiample, if the administrator was employed by the provider from

Vu."1, i, 20Cy through March 31, 2ôCY, then for the 20CY repofting period the record of

employment dates is as follows: 03101120CY 03131/20CY '

Hours and percentage of time worked weekly on site at the facility'

Use account number 7600 or account number 7695, as appropriate. All administrators compensated

through the home offìce use account7695. All other administrators use account 7600'

Amount of compensation: Except for county facilities that operate on a c¿sh basis, list all

compensation aciually accrued tó employees who perform duties as the administrator. County

facillties that operate on a cash basis should list all compensation actually paid to employees who

perform duties as the administrator.

If the administraror is an owner or relative of an owner, then complete Schedule C-2, page 2 of 2 Do

"ll ."Àpi"r" Schedule C-2, page 2 of 2 for a non-owner/administrator. Report the cost of all

ancillaryLuppofi-related duties pãrformed by administrator on schedule c, line 44' account number

7600 o;Schedule C, line 65, account number 7695, whichever is applicable'

The applicable Direct Care duties are:

(a)
(b)
(c)
(d)
(e)

(Ð Charge Nurse; Registered; and,

G) Charge Nurse; Licensed Practical

Example: An owner/administrator (or relative of owner) earned $65,000 compensation performing

duties as lollows:

RN $i5,000; Adminish'ator $45,000; Laundry $5,000; Total - $65'000

Compensation may be reported as follows:

Schedule C-1 : $50,000 - Administrator plus laundry compensation

Schedule B-2 : $15,000 - RN compensation

rN: 17-oo3 Approvat D"r" JUN 0 5 20li
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Please note the reporting procedutes are the same regardless of whethet the administrator is an

owner/administrator, or a relative ofthe owner'

Non-owner administrators will report their wages on Schedule C-1 (administfative and general wages)

unj, if i, applies, ,schedule B-2 (direct 
"ar" 

*ãg"., as stipulated in the direct care duties list above).

Wages for nãn-owner/administrators are never repoÚed on Schedule C-2'

Schedule C-2

Page I of 2:

List all owners and/or relatives who received compensation from this provider' Also, complete the

schedule if any administrator wages are reported on Schedule B-2 for the direct care duties listed on

page 20 of ihe instructions. This applies regardless of whether the administrator is a non-

ãwner/administrator, an owner/administrator, or a relãtive of the owner'

Specify the name of person(s) claiming compensation, position number (see below), relationship to

o*n"r(.¡, years of experience'in ihis f;ld, dàtes of employment in this reporting period, number of

t orrs iãr.t 
"¿ 

in facility during the week, as well as the corresponding percentage of time worted at

this facility, account number,äd amount claimed for each person listed on the cost report' Social

Security númbers are not required for non-profit or governmental facilities.

For purposes of completing Schedule C-2, lhe following relationships are considered related to the

o\ryner:

Flusband and wife;
Natural parent, child, and sibling;
Adopted child and adoPtive Parent;
Stepparent, stepchild, stepbrother, stepsister;

Fatiler-in-law, mother-in-law, son-in-iaw, daughter-inJaw, sister-in-lavr', and brother-in-law;

Grandparent and grandchild; and,

Fosteipalent, foster child, fostel brother, or foster sister'

Page 2 of 2:

Except for non-owner administrators, for each individual identified above, list all the compensation

received from other facilities participating in the Medicaid program (in ohio and other states) Also,

iiri uny ;naiui¿ual owning u 5o/o o, more-^terest in this provider. Compensation claimed must be for

n"a".á.y services and r.eiated to resident cat'e. Services rendered and compensation claimed must be

(l)
(2)
(3)
(4)
(5)
(6)
(7)

ODM 02524N1 (REV. 2/2017) Ìnstructions
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reasonable based upon the time spent in performing the duty, and reasonable for the duty being

performed.

lf Schedule C-2, page I is completed for a non-owner administrator, then do not complete this page

for the non-ownér administrator. All other owners, relatives of owners, or owner/administrators

identifìed on page 1 must also be reported on page 2 of Schedule C-2. Social Security numbers are not

required for non-profit or governmental facilities.

Position Numbers for Corporate Officers

Select the four-digit position number that appropriately identifies thejob duty ofthe corporate officer

Example: Where there is a corporate president ofa 50-bed facility, the four-digit position number is:

CP01 (C, P, zero, one).

1. Corporate President Series (CP)

CP0l - Corporate President 1 (1 - 99 beds)

CP02 - Corporate President 2 (100 - 199)

CP03 - Corporate President 3 (200 - 299)
CP04 - Corporate President 4 (300 - 599)

CP05 - Corporate President 5 (600 - 1 199)

CP06 - Corporate President 6 (1200 +)

2. Corporate Vice - President Series (CV)

CV0l - Corporate Vice-President 1 (1 - 99 beds)

CV02 - Corporate Vice-President 2 (100 - 199)

CV03 - Corporate Vice-President 3 (200 - 299)

CV04 - Corporate Vice-President 4 (300 - 599)

CV05 - Corporate Vice-President 5 (600 - 1 199)

CV06 - Corporate Vice-President 6 (1200 +)

3, Corporate Treasurer Series (CT)

CT01 - Corporate Treasurer 1 (1 - 99 beds)

CT02 - Corporate Treasurer 2 (100 - 199)

CT03 - Corporate Treasurer 3 (200 - 299)

CT04 - Corporate Treasurer 4 (300 - 599)

ODM 02524NI (REV. 2/2017) Inshuctions

rN: 17'003 Approvar D"t" JUN 0 6 20li
SuPersedes

TN 16-006 Efective Dale: 0211312017



Section 001 .27 Appendix A

Ohio Deparhnent of Medicaid
Medicaid Nursing Facility Cost Repott

Attachment 4.1 9-D
Supplernent 1

Page 23 of 6l

rN: 17-oo3 Approval Drt", JUN 0 5 2017
SuPersedes

TN: 16-006 Effecl¡ve Dale: 02/1312017

CT05 - Corporate Treasurer 5 (600 - 1 199)

CT06 - Corpolate Treasurer 6 (1200 +)

4. Board Secretary Series (BS)

BS01 - Corporate Board Secretary 1 (1 - 99 beds)

BS02 - Corporate Board Secretaly 2 (100 - 199)

BS03 - Corporate Board Secretary 3 Q00 - 299)

BS04 - Corporate Board Secretary   (300 - 599)

BS05 - Corporate Board Secretary 5 (600 - 1199)

B506 - Corporate Board Secretary 6 (1200 +)

ODM 02524N1 (REV. 2/2017) Instructions
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Position Nulnber for Owners/Relatives 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 WH references the Wage and Hour Survey - Attachment 6 of
the cost report.

Example: Where the owner served as.medical director of the facility, the five-digit position number

is: WI1002 (W, H, zero, zero, two)
WH Code Title Account Schedule / Line

wH002
wH003
wH004
wH00s
WHOO6
wH007
wH008
wHOl6
wHO19
wH023
wH066
wH024
wH02s
vr'FI026
wH027
wH028
wH029
wH030
wH03l
wH032
Vi/H033
v/H034
WHO35
ïú}t063
wH064
wH06s
wH036
wH037
wH038

Medical Director
Director of Nursing
RN Charge Nurse
LPN Charge Nurse
Registered Nurse
Licensed Practical Nurse
Nurse Aides
Habilitation Staff
Respiratory Therapist

Quality Assurance
Behavioral and Mental Health Services
Other Direct Care Salaries - Specify
Home Office Costs/Direct Care - Salary
DO NOT USE THIS POSITION CODE
In-House Trainer Wages
Classroom \Uages: Nurse Aides
Clinical Wages: Nurse Aides
Physical Therapist
Physical Therapy Assistant
Occupational Therapist
Occupational Thelapy Assistant
Speech Therapist
Audiologist
EAP Administrator - TheraPY

Self Funded Progam Admin.-Therapy
Staff Development - TheraPY

EAP Administrator - Direct Care

Self Funded Programs Admin. - Dilect Care

Staff Development - Direct Care

6100
6105
6110
6115
6120
6r25
6130
6170
618s
6205
6207
6220
6230

6500
651 1

6521
6600
6605
6610
6615
6620
6630
6643
6644
6645
6730
6740
6750

Schedule B-2, Line I
Schedule B-2, Line 2
Schedule B-2, Line 3

Schedule B-2, Line 4
Schedule B-2, Line 5

Schedule B-2, Line 6

Schedule B-2, Line 7

Schedule B-2, line 8

Schedule B-2, line 9
Schedule B-2, line 10

Schedule B-2, line 1 1

Schedule B-2, line l3
Schedule B-2, line l4

Schedule B-2, line 27
Schedule B-2,line 28
Schedule B-2, line 29
Schedule B-2, line 38

Schedule B-2, line 39

Schedule B-2, line 40
Schedule B-2, line 41

Schedule B-2, line 42
Schedule B-2, line 43

Schedule B-2, line 47
Schedule B-2, line 48

Schedule B-2, line 49
Schedule B-2, line 54
Schedule B-2, line 55

Schedule B-2, line 56

ODM 02524NI (REV. 2/2017) Inslructions

rN: 17-003 Approval D"t" JUN 0 5 ¿017
SuPersedes

TN: f6-006 Eíective Dale: D211312O17



Section 001.27 Appendix A

wH039
wH040
'wH04l

wH042
wH043
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Schedule C, line I
Schedule C,line2
Schedule C, line 3

Schedule C, line 15

Schedule C, line l6

Schedule C,line l7
Schedule C, line 19

Schedule C,line 20
Schedule C,line 25

Schedule C,line 26
Schedule
Schedule
Schedule
Schedule
Schedule
Schedule
Schedule
Schedule

Schedule C,line 44

wH044
wH045
wH046
wH009
wHOl0
wH01l
wHO17
wH0l8
wH020
wH021
wHO14
wHO13
WHOOl
wH047
wH048
wH049
wHo50
wH05l
WHO52
wH053
wH054
wH055
wH056
wH057
WHO58
wFI059
wFI060
wH06l
wH062

7000
7005
7015
'7075

7080

7700
7110
7830
1840
7850

7090
7105
7110
720r
7211
7221
7231
7241
7251
1261
7271
'7281

7 511

7605
'762s

7635
7640
764s
'7655

1675
1690
7695

Schedule
Schedule
Schedule
Schedule
Schedule
Schedule
Schedule
Schedule

Dietitian
Food Service Supelvisor
Dietary Personnel
EAP Administrator' - DietarY
Self-Funded Plograms Administrator: Dietary

WH Code Title Account Schedule / Line

Staff Development - DietarY
Medical,/Habilitation Records
Pharmaceutical Consultant
Activity Director
Activity Staff
Recreational TheraPist
Psychologist
Psychology Assistant
Social Work/Counseling
Social Services/Pastoral Care

Habilitation Supervisor
Program Director
Vy'ater and Sewage
DO NOT USE TIIIS POSITION CODE

Other Administrative Personnel

Security Selvices (SalarY OnlY)

Laundry/Housekeeping Supervisor

Housekeeping
Laundry and Linen
Accounting
Data Services (SalarY OnlY)

Other Ancillary/Suppoft - Specify: (Salary)

Home Offi ce Costs/Ancillary/Support (Salary)

DO NOT USE THIS POSITION CODE

Plant Operations/Maintenance Supervisor

Plant Operations and Maintenance

EAP Administrator - Ancillary/Support
Self-Funded Programs Admin. - Ancillary/Support
Staff Developrnent - Ancillary/Support

C,line 27
C,line 28
C,line 29
C, line 30
C, line 3l
C, line 32

C, line 33

C, line 39

C, line 48
C, line 51

C, line 52
C, line 53

C, line 55

C, line 59

C, line 63

C,l\ne 64

Schedule C,line 66
Schedufe C,line 67

Schedule C,line 76
Schedule C, line 77

Schedule C, line 78

JUN 0 5 20li
TN: 17-003 Approval Dalel_-
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16. Schedule C-3. Cost of Services from Related Organizations

Complete per instructions on the form. Social Security numbers are not required for non-profit or

governmental facilities.

Related party - 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 below:

(1) An individual who is a relative ofan owner is a related party'

(2)

(a) "Relative of owner" means an individual who is related to an owner of a facility by one of

the following relationshiPs:

(1) Spouse;
(2) Natural parent, child, or sibling;
(3) Adopted parent, child, or sibling;
(4) Stepparent, stepchild, stepbrother, or stepsister;

(5i Father-in-law,mothei-in-law,son-in-law,daughter-in-law,
Brother-in-law, or sister-inJaw;

(6) GrandParent or grandchild;
(7) Foster caregiver, foster child, foster brother, or foster sister'

Common ownership exists when an individual or individuals possess signifrcant ownership or

.qrilv i" both the provider and the other organization. Significant ownership or equity exists

*|"n un individual or individuals possess fìve per cent ownership or equity in both the provider

and a supplier. Significant owneiship or equity is presumed io exist when an individual or

individuali possess ten per cent ownership or equity in both the provider and another

organization from which the provider purchases or leases real propetty'

Control exists when an individual or organization has the power, directly or indirectly, to

significantly influence or direct the actions or policies of an organization
(3)

Partnership - An association of two or more persons or entities that conduct a business for profit as

co-owners. A partnership cannot exist beyond the lives of the pafiners. The partners are taxed as

individuals ani are personally liable for torls and contractual obligations Active paltn€rs are subject to

,"ii-"Àptoy."nt tu". Bu"h partner is viewed as the other's agent and traditionally- is jointly and

."u"ralþ liable for the tortuoui acts ofany one of the patlners A contract entered into by two or more

p".ronrin 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 prohts and losses'

rN: 17-oo3 Approval D"te JU[l 0 5 2017
SuPersedes

TN: l6-006 Efiective Dalet 0211312017
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Corporation - An invisible, intangible, artif,rcial creation ofthe law existing as a voluntary, chartered

assoòiation of individuals that hasiost of the rights and duties of natural persons but with perpetual

existence and limited tiability. Any person, singly or jointly with others, and without regard to

residence, domicile or state ;f incorporation may form a corporation' A "person" includes any

corporatión, paftnership, unincorporatei society or association and two or more persons þaving ajoint

o. óo--on i1t..est. I; the ORi unless a corporation is specified as nonprofit, it is assumed to be for-

profit.

Limited Liability Company - An unincorporated company formed un-der applicable state statute

whose members ðannot be håld 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 resiáence, domicile or state or organization. The entity is formed when one or more

persons of-their authorized representatives signs and ftles arlicles of organization with the Secretary of
'State. 

The name of the limit;d liability co.pany must include the words "limited liability company,"

"LLC,' "L.L.C.," "Ltd.," "Ltd," or "Limited." A "person" includes any natural person, corporation,

partnership, limited parlnership, trust, estate, association, limited liability company, any custodian,

nominee, irustee, executor, administrator, or other fiduciary'

17. Schedule E, Balance Sheet

Enter balances recorded in the facility's books at the beginning and at the end ofthe reporling period

in the appropriate columns. Where the facility is a distinct part of a NF, enter total amounts applicable

only to the distinct Pat.

18. Schedule E-1. (Ontional) trq uitv Capital of Pronrietarv Providers

Schedule E-1 (Optional) is provided for computing equity'

Lines I through 21 - Calculate equity'

NOTE: Lines I through 2i - Must specifìcally identify any amounts entered. An example of amounts

that may be included on these lines is inter-company accounts'

19. Attachment 6. Wase and Hour Survev

complete Attachment 6 per instructions to provide. necessary information on the wage and hour

suppie,nent. There must be corresponding hours listed ifwages a'e indicated.

NOTE: Wages are to include wages for sick pay, vacation pay, and othel paid time off as well as any

other compensation paid"to the employee. Please do not include contract wages or negative

rN: 12,003 Approvar D"t", JUN 0 5 2017
SuPersedes
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wages on this form. Except as noted below, the amounts reported in column (C) must agree

to the corresponding account nutnbers on Schedules B-2 and C, column l.

In circumstances involving related palty transactions or adjustments due to home office

wages, the amounts reported in column (C) may not agree to the corresponding account

numbers on Schedules B-2 and C, column 1. If the amounts repoÉed do not agree, please

explain the reason for the difference on Attachment 3, Exhibit 5 (or greater [i.e., Exhibit 6,

Exhibit 7, etc.l)

20. Attachment 7. Addendum for Dispuled Cost

This attachment is for the reporting of costs as specified in the ORC that the provider believes should

be classified differently than as reported on the cost report. Enter in the "Reclassification From"

column the specific account title and chafi number as entered on the cost report, as well as costs

applicable to columns I through 3. Enter in the 'lReclassification To" column the schedule, line

number, and reason you believe these costs should be reclassified.

21. Attachment I, Dmplovee Retention Rate

Line 1 - Number of employees refers to the number of people on the payroll at the beginning of
the cost reporting pefiod. For example, an employee who works 20 hours per week is counted as

one employee, just as one who works 40 hours per week.

Line 2 - Of the employees counted in Line 1, the number still employed at the end of the cost

reporting period.

Line 3 - Round to 4 decimal places.

Preferences for Everyday Living Inventory (PELI) - In the Preferences for Everyday Living
Inventory (PELI) section, indicate whether the nursing facility uses the PELI for all of its residents.

The facility may use either the full or mid-level nursing home version of the PELI.

22. Attachment 3. Supnlemental Information

Attach requested documentation as instructed'

23. Schedule A. Pase 2 of 2. Certifica tion bv Officer of Provider

ODM 02524N1 (REV. 2/2017) Instructions
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Chain organizations are generally defined as multiple providers owned, leased, or through any other

devise, äntrolled by a single organization. For Medicare and/or Medicaid purposes, a chain

organization consists of a group of iwo or more health care facilities or at least one health care facility

unã uny other business or entity owned, leased, or, through any other device, controlled by one

organizätion. Chain organizaiions include, but are not limited to, chains operated by for-

prãfilproprietary organizations and chains operated by various religious, charitable' and governrnental

à.gunÞution.. 
'A 

ðhain organization may also include business organizations engaged in other

activities not directly related to health care.

The controlling o rganizafion is known as the chain "hÒme office." Typically, the chain "home office":

¡ Maintains unifonn procedures in each facility for handling adinissions, utilization review,

preparation and processing admission notices and bills, and

o Maintains and centrally controls individual provider cost reports and ftscal records.

. In addition, a major portion ofthe Medicare audit for each provider in the chain can be performed

centrally at the chain "home office."

All providers that are cunently part of a chain organization or that are joining a chain organization

musi complete this section with information about the chain home office'

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

the celtification 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 the effective date of the

change.

Complete the appropriate fields in this section:

o Furnish the legal business name and tax identification number of the chain home office as

reported to the IRS.

o Furnish the street address of the home offtce corporate headquarters. Do not give a P.o.

Box or DroP Box address.

C. provider's Afliliation to the Chain Home Office - If this section is being completed to report a

change to the information previously repofi€d abou_t the provider's affiliation 
-to 

the chain home

office since the last cost Leporting perioã, check "Change," and provide the effective date of the

change.

ODM 02524NI (REV. 2/2017) Instructions
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Check all that apply to indicate how this provider is affiliated with the home office.

All cost reports submitted by the provider must contain a completed ceftification signed by an

administrator, owner, or responsible officer. The original signature must be notarized.

If the cost repoÍ preparer is a company, complete the "Report Prepared by (Company)" line
only. If the cost report is completed by an individual, complete the "Report Prepared by
(Individual)" line only.

rN: '17-oo3 ApprovarD"t" JUN 0'5 2017
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_ 4.5 Final
4.6 Amended

_ 4.1 Year-End

_ 4.2 New Facility

Page 31 of 6'1

Page I

Schedule A

- 
Sole Proprietorship ('1.1)

_ Partnerch¡p (1.2)

- 
1. General
2. Limited

] 3. Limited L¡abìl¡ty Partnetship

- 
Corporâtion (1.3)
Publicly Traded Company (1 10)

- 
Limited Liability ComPanY (1 5)

Business Trust ('1-6)

_ other {specity)r-.. ----

ohlo DePartment of Med¡caid
MEDICAID NURSING FACILITY COST REPORT

(1.4)

INSTRUCT|ONS: Thìs cost report must be poslmarkecl pufsuanl to ohio Admrnistfalive code Failule to l¡le timely will result in reduction of the

current øospective rate by tw; dolaß (s2.oo) per patient per day Th¡s rate requdion sha 
.be 

adjusted for ¡nfìâtion in eccordance.wilh ohio

Rev¡sed code. Read insttuctions betore -.pLting ii'" ror.. piEASE ROUND TO-ÌHE NEAREST DOLLAR FOR ALL ENTRIES IVADE ON

irllS ðOõr AepOnf. when compleied, submit a diskette or compact disc to Ohio Department o[ À/ledicaid' Deputy

Dfecto/s Off¡ce, Cost Reporting Unit, P O Box 182709' Columbus' Ol'io 4321a"27O9

Provider Name (DBA) Medìcaid Provider Number CMS Certúcalion Number

Address (1)
Address (2)
City
Zp Code

State of Ohío

- 
Domeslic Non-Profit Corporatioñ (2 4)

Domestic Non-Profit LLC (2.7)

] Fore¡gn Non-Profit Corporat¡on: Location .- '- (2 5)

- 
Foreiõn Non-Profil LLc: Location:-- (2 a)

] Other'(not yet ¿e¡ned "non-proÍf'entity) Specify:-- (2 6)

FederalTax lD Number )e od Covered by Cost Report

ODH lD Number

Address (l)
Address (2)
City
zip Code stâte

Nâme

Address
City

(1)
(2)

Zip Code State

all lhat apply:

â. Phys;cal Rehab HospfalBased
b. General/Acute Hosprlal Based

c. Long Term Acule Care Hospilal (LTACH) Based

d. Continuing Care Relkement Center (CCRC) or
Life Care Community

e. Other Assisted Living/Nursing Home Combination
f. Religious Non-lvedical Health Care lnstitution (RNHCI)

g. Free Standing
h. combined with lcF-MR and/or oulller Unit
i. Other (Specify):

Non-Federal Government
_ State (3 1)

- 
County (3.2)

- 
City (3.3)

_ city - Counly (3.4)

- 

Olher (Specify): (3.6)

Locat¡on of Ent¡ty, Organliat¡on, or lncorporal¡onr
lffacìlily has a For Profit type ofcontrol, check one below:

_ Domest¡c (1.8)

ALL PATIENTS

1

3.

5.
6

Licensed beds at beginning of Per¡od
Licensed beds at end of Period
Totâl bed days available
Totalinpatientdays
Perceniaoe ol occupancv (line 4 divrdeo by hne 3 X 100)

¡ncillaryiéupport atiowable days (grealer of line 4 or '9 X line 3)

OHIO MEDICAL ASSISTANCE PROGRAM PATIENTS

7. Total patient days (from Schedule A-1' line 13 column_6)

L Utilization Rate (line 7 divided bv line 4' col l X 100)

-IF LINE 2 IS DIFFERENT FROI\,I COL. 1, LINE 1, NOTE DATE OF CHANGE .- AND NUI\4BER OF BEDS INVOLVED IN CHANGE 

-*IF LINE 2 IS DIFFERENT FROM COL 1' LINÈ 1, NOTE DATE OF CHAN9! AND NUMBER OF BEDS INVOLVED IN CHANGE 

-*IF LINÉ 2IS DIFFERENT FRO[,'I COL I, LIÑi I' ¡ióiE óNTE OF CHANGE'- AND NUMBER OF BEDS INVOLVED IN CHANGE 

-
-IF LINE 2 IS DIFFERENT FROI\4 COL. 2, L¡NE '1' NOTE DATE OF CHANG= 

- 

AND NUIMBER OF BEDS INVOLVED IN CHANGE 

-*IF LINE 2 IS DIFFERENT FROM COL 2, LIN; 1' NOTE DAIE OF CHANGE ÀND NUI\4BER OF BEDS INVOLVED IN CHANGE

-rF LINE 2 rs DTFFERENI FRoM col. 2, LtNÈ 1, NorE DATE oF oHANG E 

- 

aND NUIUBER oF BEDS INVoLVEo ¡N CHANGE 

-
oDM 02524N (REV. 2/2017)
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CHAIN HOME OFFICE/CERTIFICATION BY OFFICER OF PROVIDER
Page 2

Schedule A
2ôf2

This section is to be completed with infomat¡on about the "HOME OFFICË' for
those providers thât âre members ol or are join;ng, a chain organrzalion.

A. lf this section does not apply check here _
B. Chain Home Offìce lnformâtion _ Change Effective Dâte :

1. Name of Home Offce as Reported to the IRS Federal Tax lD Nurnber

2. Home Offrce Bus¡ness Skeet Addrcss Lrne 'l

Home Office Business StreetAddress Lrne 2

ZIP CodeCity lState

L Provrde/s Affliation to the Chain Home Office _ Change Effective Date

Sheck the appropriate box:

1. _ Joint Venture / Padnership
2._Operâted/Related

3._
4.

l\,lanaged / Related
Wholly Owned

5. _ Leâsed
6. _ Other (Specify)l

ln accordence with the l,,ledicaid Agency Fraud Detection and lnvestigâtion Program rule 42 CFR 455.18
all cost reports submitted to the Ohio Depalment of l\4edicaid wjl¡ be certified as followsl

¡/IISREPRESENTATION OR FALSIFICAT¡ON OF ANY INFORMATION CONTAINED IN THIS COST REPORT, OR CONCEALMENT OF
A Iì/IATERIAL FACT, MAY BE PROSECUTED UNDER FEDERAL AND STATE LAWS AND PUNISHED BY FINE AND/OR IMPRISONMENT.

I hereby certiry that I have read the above statement and that I have examined the accompanying cost repod ancÍ supporting schedules and
attachments prepared for (name of provjder)-, Medicaid Provider Number-
for the cost report per¡od beginning 

- 

and ending 

- 

and that to the best of my know¡edge and belief,
it ts a true, accurâte, and complete statement prepared from the books ând rccords of the provider(s) in accordance with applicable ìnstruct¡ons,
except as noted.

Signature ofOwner, Ofñcer, orAutho zed Representative of Prcvider Date ofSignature

P nt or Type Name ofOwner, Offìcer, or Authorized Representat¡ve of Provider
(Last) (First) (lvl.l.)

lrtle Telephone Number
lEma¡l 

Address

Repod Prepared by (Company)

Repol Prepared by (lndivdual)
lLast) (Fist) (N,r. r.)

Irtle

Address

:dy, Stale, Zip Code

:mail Address

of Records or
Code ( )

lity lstate lzip Code

NOTARIZED

Subscríbed and duly sworn before me according to law by the above named officer or âdminiskator this 

- 

dêy of-
20_ counly of and state of

oDt\4 02524N (REV. 2/2017)
rN: '17 oo3 Approvat D"l" JUN 0'6 2017

SuPersedes
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S\I MMARY OF INPA-TìENI DÂYS

INSTRUCIìONS: Alldâla ñlslbê sioled on¿seryicédal€ (âccruål)bssis ForexamPlê Jânu¿ry dal8 rculd include onlv lhe âppllcâbl€

days ând billings lor seryices rendêÉd during January. Nùßiñg fåcililies musl r€porl êá.h m€diællv ¡ecess€ry le€vô d8vå¡d l¡miled

sbsenceáseìlher50%or1a%ofåninpallenlday Plêåse refer lo lhô ohio Adminislr6live code lordelails

l1)(@ 50%) (@ 5o%)

Nolo: Round alllêávêdâys lo hÀo decimalpl¿ces.

oDM 02524N (REV. 2/201?)
fN, 1?-oo3App,"""r o",",JUN 0 5 2017

Supersedês
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À,4edicaid ProviderNumberP¡ovrder Name

DETERMINATION OF MEDICARE PART B COSTS TO OFFSET

Pêge 34 of 61

Page 4

Schedule A-2

INSTRUCTIONS: Enter gross charges for resident days reported in Schedule A-1 and Attachment 4. These gross charges must be reported from a

uniform charge structure applicable to all residents

Descr¡ption

SECTION A: REVENUES
t1\

Meotc€re

Serv¡ces
and

Other

Medicaid

t7\

Tolal Revenùe
(sum ofcolumns

2 through 7)

t8ì

lh oêr.êñ1^f irÂ.¡i¡'¡ qr'ññliêc RÊvêñrF hv Pâver Source '10004

3h pêr.ênt ôf Fnterâl Feedino Revenue bv Paver Source

4. Total Revenue bv Paver Source

SECTION B: COSTS

t1\

lvledical
Siipplies

Medrcal
lVrnor
Equip.

Entelals Total
offset

(5)

5. Percentage of Medicåre Part B charges where primary payer
iê ¡\¡ê.ii^,i.| rfrôm S.hê.irìê A-2 columñ 2. aDDlicåble line b)

6. Costs (from ScheduÌe B-2, line 16, column 3, and Schedule c,
liñêc 1n âñd 1q ..h'ññ 3ì

7 Costs to be (line 5 times line 6). Offse
âñ.1 linêq i.lênlifie.i ìn line 6

cosls in

on lhe

SECTION C: ANCILLARY/SUPPORT COSTS - OFFSET

L To-iãñõsG(iõiãl of schedule B-1,line5, schedule 8"2, l¡ne58'
s^hê.i,,1Ê c liñê 80 schêdule D liries 12 and 18. column 3)

10. Ancillary/Suppod costs as a percent oftotal costs
¿liñê a.tivi.le.l bv line 9)

ll Costs offset ( from ¡ine 7 column 5 above )

oDt\4 02524N (REV. 2/2017)
rN: r7-oo3 Approvar D","¡lJU0'5 2017

SuPersedes
TNr 16-006 Effective Dale: o211312017



SUMMARY OF COSTS

Page 35 of 61

Page 5

Schedule A-3

Provider Name À¡edicaid Provider Number lReporting Pe od
lr."- Th¡ñ,'ñh

RECONCILIATION OF COSTS

'15. Total Reimbursable....-.-...........

(A) Agrees to Total Expenges per Working Trial Balance.
(B) Agrees to Attachment 2, line 21, column 4, and Schedule A 2, lines 7 ând 12, column 5.

(C) Agrees to Schedule A-3, line 7, column 3.

NOTE: Round all cost data to the nearest whole dollar

fN: 17-003 Approval out"&lN 0 L
Supersedes

Schedule /
Line #

Total

f1)

Adjustmentsl

lncreases (Decreases)
Adjusted Total

l3l

(Opt.) Allocated

Adjusted Tolal

I côl 5
I
10

11

12

l1

(c)
14. Less Non-re¡mbursable from Schedule C, page 3,line 95.

REIMBURSABLE COSTS
Scheduìe
Refercnce

Line

Sub
Total

Total

Cost

TAX COST CENTER

1. Tax Cost B-1 line 5 Col 7

DIRECT CARE COST CENTER

2. Dlrect Care Cost B-2 l¡ne 58 Col 7

ANCILLARY/SUPPORT COST CENTER

3. Ancillary/Suppol Cost C line 80 Col 7

6. TOTAL CAPìTAL COST (Sum of lines 4 and 5) Col 2

of lines 3 end Col 3
7. TOTAL REIMBURSABLE COSTS

oDt\4 02524N (REV. 2/2017)
TN: 16 006 Efective Dalet 0211312017

2017



TAX COSTS

Page 36 of 61

Page 6

Schedule B-l

Prcvider Name Mêdìcaid Provider Number lReporting Period
ThroLrqh:

TAX COSTS
unan Sâlary I Other/

Facility I Contract
Employedl Wages

Total

[Col 1+Col 2]

AdJUStments
lncreases

(Decreases)

Adjusted lAlloc.
Totâl

lcol 3+Colall
,Ã\ I ¡nr

Allocãted
Adjust. Total

[Col Sxool 6]
t7\

Personal Prooertv Taxes
Fràn.hisê Tâv lAttach FT 1120)
commerc¡al Activitv Tax ICAT)

**' lf allocation rs used, limit the prccision to four places to the r¡ght of the decimal

Noter Round all cost data to the nearest whole dollar

oDM 02524N (REV 2/2017)
rN: r7-oo3 Approvar Drt" JUN 0 5 20.17

SuPersedes
TN: 1 6-006 Effect¡ve Dale: 021 1312017



DIRECTCARE COSTS

Page 37 of 6'1

Page 7

Schedule B-2
1 ol2

DIRECTCARE COSTS
Chad

of

T

Salâry
Facility

Employed

ü

other/
Contract

å

lcoll+Col2t (Decreases)t
Adjusted

Total

lool3+Cor4l

ü

Allor.

t
Adjust. Total

lcolSxcol6l

ü

PN ah,r.Þ N".cê

I i.anÞ o.l Þrâ.tiêâlN',reê

11. Behavþral ând Mental Heaìth Seruices
12. Consulting and Månaqement Fees - D¡rcct
13. Olher Direct Care- Specifo below
14 Home Ollrce Costs/utrecluarc -_

@
(sum of lines I through 14)
MEDICAL, HABILITATION, AND
UNIVERSAL PRECAUTION SUFPLIES

16. IVedical SuÞplies - l\¡edicare Billable
17 [rêrli.,l s¡rññliêq - Mê.1i.ãrè Non-BillaÞle

I I I I
18. Oxvgen - E mergencv stand-bv
i-ã---*,^." - ^rh"' ih;" FñÊrdênd qlând-bv lonlv lhrouoh 12l31/13)
?n,hililâli^ñS'rñnliÞs

2 t¡t rrted¡cal, xa¡il¡tatlon, and unlversâl
Precâut¡on Supplles (suû of lines 16 through 21)

PURCHASED NURSING SERVICES
23 Reqislered Nurse - Purchased Nursinq
,, I i¡ôñcarl pr,.n^âl Nrrqê- Purchâsed Nursino

I I I
25 Nurse Aídes - Purchased Nursing
26 TOTAL Purchased Nurs¡ng

/ê"ñ ^r liñÞs t? lhh,'.h 25\

Medic€rd Provrder NUmbef Reporling Pe¡iod
Frôñ Throuoh:

Other

rôT^r /m st tiê lô line 13 Columns 1 and 2)

" Enter home offrce costs on lioe 14 only They are nol to be dlstribuled to any other line on this schedule

"'lfallocationisused,calculatelheallocafionratiotofourplacestotherightoflhedecimal

Note: Round all cost data lo lhe nearest whole dollar'

TN: 17-003 Approval Date:
JUN 0 5 2017

Siperse'des

oDt\¡ 02524N (REV. 2/2017)

TN: 16-006 Efiective Dalet 0211312017



DIRECT CÁRE COSTS

Page 38 of 61

Page 8

Schedule B-2
2 ol2

DIRECT CARE COSTS

NURSÊ AIDE TRAINING I

Salâry

Employed
{l)

-

othe¡/
Contrâct

t lcol 1+Col2l

Ê
(Decreases)

-

Totsl

lcor3+col4]
l5)I

^l'::

å

Adjusl. Totsl

lcol5xcor6lt

3¿ Côntrã.1r,ãl Pâñèñls lo Other NFs

37 TOTAL Nurse Alde Trâlnlng

OIRECT CARE THERAPIES

3q Phvri.âlThêrãnv Assislânl

¿, SôÊÊ.h Thêr¡nist

¿¿ PâvrñlllãYÊ. - Thêrãnv

49 Slâff Develooment - Theraov
50 TOTAL DlrectCars Theraples

rsuñ ol ¡hes 38 throuoh 49)
PAYROLL TAXES, FR¡NGE BENEFITS, ANO
STAFF DEVELOPIVENT (No PUTChâSEd NUTSiNg)

Ã1 ÞâvrnllTâYÞ. - nkê.i Cârê
I I I

5, wnrkê/r Cômõêñsâliôn - Direcl Cå¡e
c - ni¡ê.t aarê

5Â siâff Dêvêklnmênl - Dire.l Care

"'¡fallocalionisused,lheållocalìonralioshouldbecslculatedtofou¡placestolherishloflhedecimál

Note: All cost dêla should be rounded to the nearesl \thole dollar'

rNi 17-003 Approvat D"t", JUN 0 õ 2017
SuPersedes

TN: 1 6-006 Effeclive Dale. 021 1312017

oDt\¡ 02524N (REV. 2/2017)



Page 39 of61

Page 9

ANCILLARY/SUPPORT COSTS Schedule C
1of3

lVedicaid Provider NumtJerProvider Name

Adjusted
Total

lool 3+Col 4l

Alloc. Allocãted
AdJUst. Total

lool Sxcol 6l
ANCILLARYi SUPPORT

Chart
of

Employed
Contráct

fcol 1+Col
Increâses

(Decreases)

D¡ETARY COST
1 Dielitian

Food Service SuDervisol

Ilielârv Slrôôlies ând Exoenses
Dietâru Minôr FôÍinmenl
niêlâru Mâintênáñce ân.i Reoâir

1'1 Enterâlsr l\ledìcâreNon-Billable
Dietârv

11 Wôrkers' Cômnensâtion - Dielarv
¿ Fñôlôvêê F.inde Benefits - Dietarv

1q FAP Adñin¡qtrâlôr - Dielârv
lê sÞlf Frh.lÞ¡l P.ññrâñs A.lmin - Dietârv
7 Stâfi DÊvÞlñômêñt - Dietârv

18. TOTAL D¡etary (sum of lines 1 through 17)

MEDICAL RECORDS, PIIARMAÇY, ANU

19 l\,,ìedrcal/Habilitation Records
Phãrmâceuhcãl Consultant

I lncont¡nenceSuDolies
P-.rsonal care - Suoolies
Prôõrâm SuÕôlies

24. TOTAL Medical Records, Pharmacy, and
Supplies (sum ol lines 19 throuqh 23ì
ACTIVITIES, HABILITATION, AND
SOCIAL SERVICES

)Â Â.fi,ih, nirê.tñr
I I I

)7 ÞsrôâriññârTha.âñiet

Psvcholoov Assístânt 72Á1

I Sô.iâl Sêruicêq/Pâstorål Câre
Hâhilitâhôn SIñetuisôr
Prôôrâm Dire.tôr

34. TOTAL Activ¡ties, Habilitat¡on, and
SocialServices (sum of lines 25 thrcugh 33)
N]lENI'^I n,INôÞ IôI IIÞMFNT
Àtê¡i.ãl l\¡inôr Èñ!'in

36. Il¡edical [4¡nor Eou¡Þ. lvledrcare Non-B,llaÞle

37. TOTAL Medical lV¡¡nor Equrpment
rsùm of lines 35lhrouoh 36)

u'flL|TY COSTS
ìA Éêât I idht Pñwê.

E
dô TEch âñ.1 RêlrcÞ Rêmôvâl

.*'lfallocationisused'theallocationratioshouldbecalcula(edtofoulplacestotherightofthedecimal'
Notê: All cost data should be rounded to the nearest whole dollar'

rN: i7-oo3 Approval Drt. JUN 0 õ 20,17
oDt\,l 02524N (REV. 2/2017)

SuPersedes
TNI 16-006 Effect¡ve Dale 0211312017



ANCILLARY/SUPPORT COSTS

Page 40 of61

Page 10

Schedule C

2oÍ3

ANCILLARY/SUPPORT
unãn Salary

Facility
Employed

Other/
Contract
Wages

Iotal

lcol 1+Col2

AoJUSlments
lncreases

(Decreases)

Adiusted I Alloc
Total

lcor3+colall

Allocated
Adjust Total

lCol sxcol 6l

17\

ADMINISTRAIIVE AND GENERAL SERVICES

rtlha¡ Árlminiqrrâtivê Pêrsônnel
I

Offìce ând Admìnislrative SUDÞlies I

ResdentTransoorlation (onlvthrouqh 12,3'1/13) I

Laundrv/HousekeeDino SuDervisor

lâ¡rñ.1ru Ànrl I iñÞn
I

I

^mñrti7âli^n ^f 
Stâ¡t-l lñ Côsls

Amñ11i7âliôn ñI Oroânizâliônal Cosls I

--I;;;ãE;;7;;i" 
- Âmlrâ^,/s' ,ñññrt *"

i5 TOTAL Adm¡n¡statlve and General Servlces
(sum of lines 43lhrough 64)ffi

ì6 P¡anlOoerâlionVMaintenanceSuDewisor
I -l-Rêñâi. ân.l MãintÞnâñ.e

r lôâcô¡d F^' ññÞñl
/2 TOTAL Mâlntenance ãnd M¡nor Equlpment

(sum of lines 66 through 71)@
ClAFÊ NF\/FI ôPMFNT
Þ,wr llTâYAq - Ân^illâru/Srrônôrl
WôrkÞrq' aôñôênsâtion - Ancillarv/SuÞDort

79 TOTAL Pâyroll-faxes, Fr¡nge Benef¡ts, and
Dêvêloomênt lsum of lines 74 throuqh 79)

Staff I
I

:: Home ofÍce costs are to be entered on tine 65 only. They a¡e not to be distribuled to any ôther line on this schedule

Salary ()ther

e añh,mnc 1 ân.l rì

'-' lfallocation is
Note: All cosl data

used, lhe allocalion ralio should be calculaled to four places to the righlofthe decimal

should be rounded to the nearestwhole dollar'

oDM 02524N (REV. 2/2017)

rN: 17-oo3 Approval D"t" JUN 0 5 2017
SuPersedes

TN. '16-006 Effective Dalet 02h312017



ANCILLARY/SUPPORT COSTS

Page 41 of61

Page 11

3of3

ANCILLARY/SUPPORT

Salary
Facility

Employed

Olher/
Conlracl

Tolal

lcol 1+cor2 (Decreasesl

Adtusted ¡ arroc

tcol 3+corall
/Â\ I /Â\

Adjust. Total

ICol5xcol6l

NON-REIIT¡BURSABLE EXPENSES

l2

J6 Lale Fees, Firìes or Penaltìes
17 FÞ¡larâl lñ.ñma TãY ---t--

lñcrmñ.ê- aìffi.ers' I ¡fe

Þ,rÂñtÞrrl N"l¡iliôñ Thêrånv

)6 f OTAL Non-Re¡mbursab¡e Expenses
rsum oflines 81 throuoh 95)

-

I I I

Olher

"' lf allocation is used, the allocalion ral¡o should be calculated to lour places tolhe right of the dê'imal

Nole: All cosl dâla should be rounded {o the neârest whole dollar'

oDt\rt 02524N (REV. 2/2017)

rN: 17-oo3 Approval D"t" 'JUN 0 õ 2017
SuPersedes

fN: 16-006 Efiective Dale: 0211312017



ADMINISTRATORS' COMPENSATION

Page 42 on 61

Page 12

Schedule C-1

Name Security Number

Relationship to Provider

ls lhe âdministrator an owner or a relative? Yes No

'1. Base percentage allowance

2. Years of work expe ence in related work area, $ administratìve, must be in

health care field (not to exceed 10 years )

3. Years of formal education beyond high school (not to exceed six years if

baccalaureate degree is otrta¡ned or four years if baccalaureate in not obtained )

3.1 Was ttêccalâureate degree obtaìned? 

-Yes -No

fimes 4 =

Times 5 =

4. Dutiesotherlhanthosenormallyperformedbythisposilionwhereasâlaryisnotdeclaled(nottoexceed
four exka duties)

a. Accounting
b. Ivlaíntenânce
c. Housekeeping
d. Other - specìt
e. Other - specify

Totãl Duties

5. County Adjustment

6. Ownership Points

7. Subtotal of lines 1 through 6

I\,4ediceid Provider Number Report¡ng Period
Throuoh:

SECTION A:

SECTION B:

Th¡s AdmrnrstlatoTs Dates of Employment
Dur¡ng This Reporting Period Hrs. %

Number
Column
Number

f6)

Beginning Dâte
(IMMDDYY) (IlIMDDYY)

' Admin¡stratoß of hospital based nursing facil¡t¡es report Social Security number'

.' Report the number of hours consistentwilh the amount of compensation reported. lf the amount in column (7) is allocated, hours paid

must be allocated using the same ratio

,.. This schedule must be completed for all administl.ators regaÍdless of whether the admin¡stralof's salary is reported in account number

7600 or account number 76b5. (Use only account number 7600 or 7695, whichevef is appropriate.)

rN: 'r7-003 Approval D"t",JUN 0.5 2017
SuPersedes

TN: 16-006 Efteclive Dale. 0211312017

oDt\4 02524N (REV. 2/2017)



OWNERS' / RELATIVES' COi'!PENSAIION

O'THER THAN COMPENSAf ION FOR FACILIIY ADIÚINISIRATOR DUTIES

Page 43 of 61

1o¡ 2

tN STRUCTTONS: tf no ømpensa0on tsroporled do nor æmplelê lhlsforn, olhêM¡se allil€ms ìlilhin lhis schedu e mÙst b€ comPleted

Howevef.sociålsocurilynÙmbercar€notreqUìredfofnon.PÞ'ilorgovefñmenlalfacilìlies'DêIailowners'ånd/o¡relatives'
comÞensalion i¡.luded on schêdulesa-2 êñd c netofâppllc¿ble column4 adjushents

col.

B69iñning End ng

Repor the nùmbe, ot houfs consistentwilh the amount ol compsnsalion ¡epoled. ll the åmount in colÛmn 12 is ållocåled, hours paid musl be allocaled lhe same wáv

See @sl repol inslruclions: pages 23,24, ¿nd 25 lor Posilion nÙmbers

TN: 1 7-003 ApP¡ovål Oale:

TN: 16-006 Efective Date:

JUN 0 5 2017

o2113t2417
ooM02524N (REV. 2/2017)



Påge 44 of 61

OWNERS'/RELAIIVES' COMPENSAÏON
2o12

Repo¡1lhe number of hoûrs coôsistenl with th6 amounl olcompensalion roporled. lf lh€ âmount in column I is állocated, hours pâid musl be allocaled the same wav.

oDM O2524N (REV. 212017)
rN, r7,oo3APP'""'|D'r"' JUN 0 5 2017

SuPersêdes
'rN: 16406 Efeclive Dale: 02/13/2017



COST OF SERVICES FROI!1 RELATED PARTIES

Page 45 of 61

10f 3

1 . h lhe ¿mounr ol cosls lo be re mbursed by lhe Ohio M6dicâ d prôgram, a¡e any cols includ€d whlch are a ¡6sult ol lránsaclions wilh ã ¡elated Parly?

Yes _ No

lfyes, @mplole lhe table below

lo.

' For lurlher explanalion sêê Ohio AdminìslÞlive Code.

Nore: social secu¡ily numbers ¿re not required fo¡ ñon-prolit or govemmenlal facililies.

lN: l6-006 Efeclivõ
"","JUN 

06 2017

ôâte. 02t13t2017
ooM 02524N (REV.22017)



COSIOF SERVICES FROIM RELATED PARIIÊS

Page 46 of 61

2 ø13

Nolê: Socidl Securily numbers a€ rÌol requi.ed for non-Pro[l and qovem¡nènlal r¿cililles

4'Listallpersonspolorminglheduliesofoficef'dlrecldor€quivålence{Pßsideñ|,VP'Secrel¿ry'ofolherrelatedposilions)'
Nolo: Socl¿l Seclily numb€rs ar€ notrequired fornon_p.oft ¿ndgovemmental låc¡lilies

5 Lisl allother lacilli€6 thal nave relaled ownership as sel fofih h s€ct¡on 5111.20 ol lhe oRc

For lurther oxÞlanalion see Ohio Admin¡slrallvo Code

oDtv 02524N (REV 2/2017)

,",,r-*.o00,"",, 
'",",JUN' 

0 5 2017
Supersedes

TN: 16 006 Efeclive Dête:02/13/2017



Page 47 of 61

COSTOF GOODS OR SÊRV¡CES FROIIII RELATED PARIIES Schedùlê C¡
3ol3

l]-'---

invotvemenl in pfog¡ams eslãblshed þy TiÍe xvlt (M6drø¡e), firle xrx (Medic¿id), or'llllo xx or lh€ soclálse4rity Act ås amênded?

yes _ No _ tf yes, tist nam6s betow: Note: so.ial security numbeß ar6 not requifed for non'profit and sovefnmenlal lacili¡es

orthe Ohio lnduslrial Commissìon wilhin lhe prsv¡ous twelvê months?

yes_ No _ [y€s,lisrnam6s Þêtowi Note:sociâtsecufilynumbe¡sar6nol¡equ]redlofnon-prolila¡dgovérnmontalfaciilies

oDÀ402524N (REV 2/2017)

lN: 17-003 Approvêl Oåte:

TN: 16 006 Ef€clive Date:

JUN 0,5 2ot7

0211312017



CAPITAL COSTS

Page 48 of 6l

Page 18

Schedule D

Name

INSTRUCTIONS: Facil¡ties that drd not chânge operator on or afler 7/01/93 need only use groùp A
Facilities that did change operator on or after 7/01/93 use groups A and B.

GROUP A ASSETS ACQUIRED

CAPITAL COSTS
Chart of
Account

(2\

Total Adjustment
lnctease

(Decrease)

Adjusted
Total

[Col 3 + Col4]

AltocaÞ0
Ad¡usted Totâl

lcol5xCol6l

3 Amôñi7aliôn - Leasehold lmorove.

5 Denrê.¡âtiôn - Trânsôônâliôn E.triio
6 ¡ êâqê âñ.1 Rênt - B'ril.lind
7 I Þâ\ê ân.l RÊnl - Fñ iñmênt

Nonextensive Renovations - Deptec¡at¡on/Amorttzatlon öuö5, aoÈb
8087

'12. TOTAL CapitalCosts Group A

" Home Offìce Costs âre to be entered on line 1 I only. They âre not to be dish¡buted to âny other line in Group A

GROUP B ASSÊTS ACQUIRED THROUGH A CHANGE OF OPERATOR

INSTRIJCTIONS: Facil¡tres, other than leased facililies, that changed ope€tor on or after 7/01/93 use this group to report expenses incìrrred through

a change of operator on ot afÍet 7101193.

Leaseifaciljties that changed operalor on or after 5/27192 ìrse this group to report expenses ìncurred through a change of opeßlot on ot aftet 5127192.

luse column (4) to adjust repo¡ted costs to lhe allowable costs as defned in Ohio Administrative Code l

CAPITAL COSTS

t1l

chan o1 tolat AOJUStment
lncrease

(Decrease)

Adjusted
Total

lcol 3 + col4l

Alloc. Allocateci
Adiusted Total

lcol5xCol6l

l3 DÊñrÞ.iâliôn - Brildind
1¿ DÊnrê^iâtiôn - FdIiññêñl

Þrñn Þlãñt & Fñrrin

8195
18. TOTAL CapitalCosts Group E

tt'lfallocationisused,theallocationratioshouldtiecalculatedtofourplacestother¡ghtofthedecimal.

Nole: All cost datê should be rounded to the nearesl wholê dollar'

rN: 1z-003 Approval D","' JUN 0'5 2017oDi/ 02524N (REV 2/2017)

SuPersedes
lN: l6-006 Effective Dale: 0211312017



ANALYSIS OF PROPERTY, PLANT AND EQUIPIVENI

Page 49 of 61

Page 1g

Schedule D¡

INSTRUCTIONST Facililies that did not change opelatoron or alterTl01/93 need only use grot¡p A.

Facilities lhat did change operator on or after T/01/93 use groups A ând B.

GROUP A ASSETS ACQUIRED

ACCOUNT
lJate

Acquired
(,ost al

Beg¡nnin9
of Period

Addit¡ons
or

Reductions

Cost at End
of Period

(col2+col3)
Depreciat¡on
End of Pe¡iod

Net Book Value
End of Period
(Col4-Col5)

Deprecialion
lhis

Perod

ACCOUNT
Date

Acquired
Cost at

Beginning
of Period

Additions
or

Reductions

Cosl at End
of Period

(col2+Col3)
Depreciation
End of Period

f5)

Net BooK Value
Encf of Period
(Col2-Col5)

Deprecra¡on
lhís

Penod

_YES _NO
lf yes, subm¡t complete detail.

NONEXTENSIVE RENOVATIONS

TNSTRUCTTONS: Complete for nonextensive renoval¡ons in use during cosl rcporì period and completed pdorto 7/1/05.

GROUP B ASSETS ACQUIRED THROUGH ACHANGE OF OPERATOR

TNSTRUCTIONS: Facilities, other than leased Íacilities, that changed operator on or afler 7/01/93 use lhrs group to Éport expenses incured through

â chânge ofoperâlor on ot aller 7101193.

Has there been any change in the original historical cost of c¿pital âssets?

rN: 17-003 Approval D"t" JUN 0 5 2017
Supersedes

End of Period
Depreciation

Net Book Value
End of Pe od
(Col 3 - Col4)

Depfecrat¡on/
Amodization
lhis Period

lnlerest
this

lotal
Coluûns
(6+7)

ACCOUNT
at

of Period

Addít¡ons

Reductions

Projecl cost
End of Period
(col 1+col2)

13ì

oDM 02524N (REV 212017)

TN: 16-006 Effective Dale: 0211312017



CAPITAL ADDIIIONS/DELETIONS

Pase 50 of61

Enrries inro@lùmns 12 ¿nd 13 are mandalory only in lhe êvenl ol ¿sset delelions.

(M^4/DD/lYlTille
Life

NOÍE: Colunns 6, 9, 10, and 11 should lie lo Sch€dule D-1 Câpil¿l Cost lor each column

oDr\¡ 02524N (REV. 22017)

lN: 17-003 Approval Dãlê:

TN: 16-006 Efeclive Dâlei

JqN 0ö zCIti

o2t13t2011



BALANCE SHEET

Page 51 of 61

Page 21

Schedule Ê

Provrder Name Number

CURRENT ASSETS
çnaft ot

Acct No
I tsALANCE PER BOOKS
I Bedinninô ôl pê.iñ.II Fn.l ôl Pêriô.1

1. Pettv Cash
2. Câsh in Banks rGeneral At'.Íìôunt
l Accounts Receivâhle
4. Allowån.-e fôr I lncôlle.Jiblê Arnôr hts

f070 I

1080 I

1090 I I

12. Spec¡al Exoenses
13, Total CurrentAs9ets (sum of lines 1 throuqh '12)

PROPERTY, PLANT AND EQUIPMENT
'14 PrôôÊriv Plâñt ãn.l Fdr¡iðmênf

OTHER ASSETS
1400 I

21 Due from Owners/Offi.ers ltô Sch F-1 line2)

H
205D I

2060 I

12 -Iaxes Pavable
13. Other Liâbilities - Specify below
34. Total Current Líab¡l¡t¡es (sum of lines 26 througb 33)

LONG TERùl LIABILITIES (Report credit balances as positive amounts)
35 lônô-TÊrñ DÊhr

J9. Uelerred LraUlrlies

OTAL LIABILITIES AND CAPITAL (must eQuâl l¡ne 25)

Bêñinñiñô 
^f 

PÞriñ.I

rN: 17-oo3 Approvar D"t" JUN 0.5 2017
Supersedes

TN:'16-006 Effective Dale: 0211312017

oDM 02524N (REV 2/2017)



EAU¡TY CAPITAL OF PROPRIETARY PROVIDERS

Page 52 of 6'i

Page 22

Schedule E-1

Provider Namei Me0tcato ProvrdeÍ NumÞer Reporting Period

SECTION A: TOTAL EQUITY

TOTAL EQUITY

l BooKs
Begìnnrng ot Petoo

¿î
End of Period

t2\
/f¡ôñ S.h F linÊ ¿?ì

n'É frôm ñs,nêrc/ôfl.êre /f¡ôm S.h F liñê 2'1ì
Pêlâtô.r Þârv i ô'ñc - lnrÞrêcr ñ^n-Al!ñMhlê rfrôm S.h F line 37ì
Nr^n lnlêrècr E¡êâriñ^ I ñâñê rr m ôsñêrc /frôm S.h F linc 38ì
Fooilv in assets Leased from Relâted Parlv lattach detail)
Hôme Offi.e Fô'ritv lâitâch deta¡lì

7 Câeh S,d¡Fñ.iêr Vâlrê ôf I ife lnsrirâncê Poliôv

1n ñthêr qñÊ.iÁ/

1,r aìrhêr cñÞ^ila/
¿ Olher Soecitu:

15 Olher Sôecitu:
16 Olhêr Sôê.itu

1Â Olhêr Sôê.ifù

¿2. TOTAL Equ¡ty

rN: 17-003 Approvar Da", JUN 0 5 2017
SuPersedes

lN: 16 006 Effective Dafe: 0211312017
oDfr¡ 02524N (REV. 2/2017)



REVENUE IRIAL BALANCE

Page 53 of61

Page 23

Attachment l
1of 3

RÊVENUE ACCOUNT NAME

Chart of

t1ì

I otal Adlustments
lnctease

(Decrease)

Adjusted
Total

(col.2 + col.3)

ROUTINE SERVICE. ROOM AND BOARD

5013

i Other 5014

i. ToTÂl R",'fine Service - Room and Board (lines I through 5)

aññt.â¡t"rl Allôdâñ.Þ-Olhêr 5730
n ahâ.ih, AII^\dâñ.Þ

11. ToTÂt Dêductions from Revenues (lines 7 through 10)

Ã À¡',riôlôñv Tha.âñv

17. TOTAL (lines 12 through 16)
MEDICAL SUPPLIES I

ro r\¡-¡r-.. R -ãrh;- Tô sc,[ A-2. Line 1a. Col. 3
Tô s.h A-2 Line 14. Col. 4 5070,3

To Sch A-2, Line 14, Cql.5
, vêlÞønc To Sch A-2, Line 1a, Col- 6 

-

)" axh-- To sch. A-2. L¡ne 1a, col. 6
sch A-2. Line 1a. Coi.7

26. Habilitatìon Suoolies 5085

27. TOTAL Med¡cal Supplíes (lines 18 throuqh 261

MEDICÂL MINOR EOUIPMENT E E
zq ¡¡"4i"..oì - olr'"r To Sch A-2. Line 24. Col 3
cô P.r"; --- To sðh. A-2. Líte 2a,Col.4
ffi2,Line2ê,col.5

5090-5

a,tl-; To Sch. A-2, Line 2a, Col. 6 

-

15 MÊ.1i.âì Minôr Fôü¡oment - Routine
nmêñt llíneç 28 throuoh'35)

Provider Name IMedicaid Provìder, Number Reporting Per¡od
ThroLrqh.

oDM 02524N (REV. 2/2017)

rN: 17-oo3 Approval D"te, JUN 0 5 2017
SuPersedes

TN: '16-006 Effective Dalet 0211312017



Paqe 54 of 6l

Page 24

REVENUE TRIAL BALANCE Attachment 1

2af3

Numbet

REVENUE ACCOUNT NAME

Chart of

11ì

Total

(2\

Adjustments
lncrease

(Decrease)

Adjusted
Total

{Col.2+Col 3)
(4\

5110-1
5110-2

ið. Meoþare Èt _ ulrìcr I v rlr r' ^-'¡ Ln '!! sq' ve -
tõ:-F;Gi- To sch A'2, Line 3a' col 4
i ñ Àr-,1r,...- Â TÕ sch A-2. Line 3a. Col. 5

v"i.'.". 
-- 

fo sclr. A-2, LiDg!ê.çg!-q-

5120

¡i--;ñ;;r r"rMi N"rr¡r¡ôn Thêrâov llines 37 throuqh 44)

5160

5320
5330

5350

5370
5380

ærctn"ã-ææoelo*
r¡ ror¡t Ot¡er Serv¡ces llines 50 throuqh 59) 

-

5400

ToTAL (must tie to line 59 column 2)

oDtvl 02524N (REV. 2/2017)

rNr '17-oo3 Approval Da", .lUN 0 5 2017
SuPersedes

TN î6-006 Effective Dale: 0211312017



REVENUE TRIAL BÀLANCE

Paqe 55 of 61

Page 25

Attachment 1

3of3

Ivedicaid Provider NumberProvider Name

REVENUE ACCOUNT NAME

Chart of

lli

Total

(2)

Adjuslments
lnctease

(Decrease)

Adjusted
Total

(cor.2+col.3)
ø\

5510

64. Gift Shop

^Â 
\/êñâinñ Àrâ.hinê ÞêvênIrc

5540

5560
5570

5590

72 lniêreqt lncôme - Funded Deoreciation 5610

5670

,0. TOTAL Non-oÞeratinq (iines 61 through 79) ---- E I E

oDN4 02524N (REV. 2/2017)

rN: i7-oo3 Approval D"," JUN 0 5 4017
SuPersedes

TN: 16-006 Effective D ale: 0211312017



ADJUSTMENT TO TRIAL BALANCE

Pâge 56 of61

Page 26

Attachment 2

rrovider Name n edicaid Provider Number Period

DESCRIPTION
Chart of

Numbert
Salary

lncrease
(Decrease)

(2\I

Other
lncrease

(Decrease)

t3)

Ë

Total
lncreâse

(Decreese)
(Col.2+Col.3)

É

Expense
Chart of

Number

å

Revenue
Reference

Attachmenl 1

L¡ne&
2

4.

10

12

14

oDlvl 02524N (REV. 2/2017)

rNr l7-oo3 Approvar Drt" JUN 0,ö 20li
SuPersedes

TN: '16-006 Effective Dale. o2h3l2o17



MEDICAID COST REPORT SUPPLEMENIAL INFORMATION

Page 57 of61

Page 27

Altachment 3

ProviderName

Exhibìt 1

Exhibit 2.

Exhibit 3.

Exhibrl4.

Exhibrt 5.

As per the cost report inskuct¡ons, any documentation (required by lhe Deparlment or needed to
clarify individual l¡ne items or groLlpings) must be submitted as hard copy and labeled as an
exhrbit. To facilitâte the reporting and review process of the subm¡tied cost rcpod (including

exhibits), lhe Depadment requires that exhlbits 1 through 4 shall be standardizect according to the
follow¡ng crite a. Exhibits 1 and 2 are required ând shall be 

'abeled 
accordingly. Exhibrts 3 and 4,

if needed, shall also be lâbeled accordingly. ln certain situations, if exhibits 3 and 4 are not

âppticåble, the coresponding exhibit number shall not be used. Any other additionâl exhibit

attached !,/iÌl be labeled by number (beginning with 5). Exhibits 1 through 4 arc rcserved for the
speofic items as listed below

Please attach one copy ol the follow¡ng:

Facility trial batance that details the generâlledger account nâmes as of December 31, 20CY

IF THE CHART OF ACCOUNTS IN APPENDIX A OF OHIO ADI\¡INISTRATIVE CODE

RULE 5160,3.42 IS NOT USED, IT IS THE RESPONSIBILITY OF THE PROVIÞER TO RELATE ITS CHART

OF ACCOUNTS OIRÉCTLY TO THE COST REPORT.
(One copy wìth each cost report is required.)

Complete and detailed depreciation schedules in a format as defined on schedule D-2

of th)s cost report. (One copy with each cost report ¡s ¡equired.)

Home office triâl balances and the allocation work sheets that show how the home office

trial balance is allocated to each individual facility's cost repod
lnclude the account groupings for each home ofÍice account The allocâtion procedures

are pursuant to CMS Publication 15-1, (lf applicable - one copy with each cost report is required.)

Copies of the Franchise Tax forms to suppod any Franchise Taxes ¡epoded
(lf applic€b,e - one copy with each cost report is required )

Any other documentation which ls necessary to explain costs
ldent¡fy exhibits with cross references to applicable schedule and l¡ne number or item'

exarnple: Exhrbit 5 references Schedule C, line I, col. 4

Failure to cross-reference exhib¡ts, to the applicable cost repo,l schedule' line' and column
qualify this report as being incomplete. lncomplete lìlings can resu¡t in penalties applied pursuant

to Ohio Administrative Code.

oDt\4 02524N (REV 2/2017)

rNr '17-003 Approval Date: .llli! 0 6 2017
SuPersedeS

TNi 16-006 Effective Dalet 0211312017



WAGE AND HOURS SURVEY

Page 58 of61

Page 28

Attachment 6
1of2

INSTRUCTIONS: Report the numberofhours consistentwth lhe amount ofcompensal¡on reporled.

Column (C): Enterwages (net of adjustments) paid to facil¡ly personnel(Thrs must agree wilh the sum of column 1 on
Schedules B-2, C and Attachment 2, column 2).

column (D): Entertotalwages paid 10 an owner ofthe faciljty as reported on C-2 (This must agree w¡th Schedule C-2).

Column (E): Column (C) minus column (D).

Column (F): Enter lolal hours that corespond with the lotalwages reported ¡n column (C).

Column (G): Entertolal hours that corrcspond wilh lhe totalwages repoled in côlumn (D).

Column (H): Column (F) mrnus column (G).

WAGE'COST CENTERS

{A)M
RFHÀBII IIÂIION

Chart
of

lotal
Wages

Pa¡d

Owneß
Wages

Paid

Total

Wages Paid

Total
Hours
Pad

Owneß
Hours
Paid

@ñ
(sum of lines I lhrough 14)
NIIRSF ÂIT'F TRÂINING

17 Clâsshôm Wão.,as Nurse Aides

19. TOTAL Nurse Aide Tralnlng (sum ol lrnes 1b lnrougn 1ö)

DIRECT CARE THERAPIES

2A Stâf DeveloDmenì - Theraov
29. TOTAL Direct care Therâples

(sum of lines 20 through 28)
PAYROLL TAXES, FRINGE BENEFITS
AND STAFF DEVELOPMENT - D¡RECT CARE

33. IOTAL Payroll Tax, Fringe Benef¡ts, ând
Staff Deve¡opment {sum of lines 30 through 32)

ToTAL Pâoê 1 lsum of l¡nes 15 13.29 and 33)

oDI\' 02524N (REV 2/2017) rN: '17-oo3 Approvat D"t" JUN 0 5 2017
supersedes

TN: 16-006 Effeclive Dale: 0211312017



WAGE AND HOURS SURVEY

Page 59 of61

Page 29

Altachment 6
2ot2

WAGE COST CENTERS

/Áì
ANC¡LLÀRY/SUPPORT DIETARY COST

Chart

Ê

Total

Paíd
rc)I

Owners
Wâges

Paid
tD)I

Total

Wages Paid
¡E)I

T0tat
Hours
Paid

*

Owneß
Hours
Paid

I

Total

Hoùrs Paid

å

c Àrlmin - niÞrân,

41 TOTAL DIetâry {sum of l¡nes 35 throLrgh 40)

HABILITATION AND PHARMACEUTICAL
¿, 

^rô.li¡âl/Hâhililâliñn 
eÞ.ñrrlc

44 TOTAL Habil¡tat¡on and Pharmaceut¡cal
aq'm ôf linêq ¿2 ánd 431

ACTIVITIES. HABILITATION, AND SOCIAL SERVICES
¿6 À.livitu Dnê^l^r

1o Þcv¡hñl^^w Àccietãnr

52 Hâbilìtâliôn S'roefvisor

54 TOTAL Act¡v¡ties, Habllltatlon, and Soclalselvlces

I tl tîFq
55 Wâler ând Sewage (salaN onlv)

ADMINISTRATIVE AND GENERAL SERVICES I I I I I I
57 Other A.iminiskâlive Personnel
ÃA cô.'rih. cô^¡i^ôc - /câlrru ñnlù

61

65 Olher Ancillâru/Sùonort lsalaru onlvì
66 Home Omce Ancillarv Câre Salarv
67 ToTAL Adm¡nlstrat¡ve and General Seruices

68 Plânl Oôêrâtions l\rainlenânce SuDeruisor
Ao Þtâñl rl^ôrâr¡^ñc,ñ.1 À,1âintêñân^ê

70 TOTAL Ma¡ntenânce Personnel(sum oflines 68 and 69)
PAYROLL TAXES, FRINGE BENEFITS
AND STAFF ÞEVELOPIV]ENT.ANCILLARY/STJPPORT

n.illrru/C',ññ^rl

74 TOTAL Payroll Tâxes, Fr¡nge Benef¡ts, and Staff
llÞvêlônmênt - Ânc¡llâru/Sunoôrt lsum of lines 71 thru 73)

75 TOTAL Paqe 2

:
76 IOTÀL ATTACHMENT 6 Pâges f and 2

rNr 17-oo3 Approval D"t" JUN 0'5 2017

oDt\¡ 02524N (REV. 2/2017)

Supersedes
TN. 16-006 Effective Dale 02l13l2o17



Mediceid Provider Number)rov¡der Name

Page 60 of 6l

Page 30

Attachmenl 7ADDENDUM FOR DISPUIED COSTS

INSTRUCTIONS: This attachment is for the repoding ot costs as specifed in the Ohio Revlsed Code that the provider believes should be

classified differently than requ¡red on the cost rcport

1- Enter in the ,,Rectassifìc¿tion From" columns the specilc account title and chart number as entered on the cost reporl, as weìl as costs applicable

to columns 1 through 3.

2. Enter in the ,,Reclassific¿tion To, columns the schedule, line number, and reason you believe these costs should be reclassified

Reclass¡f¡c€'

CURRENT COST CENTERS

Chart
of

Salary
Facility

Employed

Other/
Conkacl
Wages

t2\

Adjusted
Allocated

Total
f3)

Schedule

t4)

Line Reason

1.

3.

5. TOTAL Tax Costs
lsum of lines 1 throuqh 4)

-

DIRECT CÂRE COSTS

10. TOTAL D¡rect Care Costs
(sum of lines 6 throuqh 9)

-

ANCILLARY/SUPPORT COSTS
11

I
12

14.
15. TOTAL Anc¡llary/Support Costs

{sum of lines 1'l throuqh 14)

-

NON REIMBURSABLE EXPENSES T
17

19.

20. TOTAL Non Reimbursable Expenses
(sum of lines 16 throuqh 19)

-

CAPITAL COSTS
21

I
22

24.
¿5. TOIÀL Cap¡tal Cost

/qlrm Õf lines 21 throuoh 24) I I

oDM 02524N (REV 2/2017)

rN: 17-oo3 Approvat D"t" JUN 0 5 ¿017
SuPersedes

TN: 16-006 Effective D ale: 0211312017



Employee Retention Rate

Page 61 of 61

Page 31

Atachment I

Provider Nâme Medicaid Provider Number lRepoding Per¡od

1. Nu mber of em ployees-on lìrst {ull payroll end ing date of the cosl report¡ng period

2. Ofthose in Line 1, number of employees on ìast payrollending date of the cost reporting period

remaining from Line 1

3. Employee Retention Rate ((Line 2 d¡vided by L¡ne 1)*100%)

Preferences foÌ Everydav L¡v;nq Inventoru {PELI}

Does the nursing facility ut¡lize the full or mid-level nursing home version of the

Preferences for Everyday Livjng lnvenlory (PELI) for allof its residonts? Yes No

oDM 02524N (REV. 2/2017)

ÎN 17-oo3 Approvat D"'" JUN 0,5 2017
SuPersedes

TN: 16'006 Effeclive Dale 0211312017



001.2 8 Attachment 4.19-D

Supplement 1

Page l of 1

Chart ofAccounts
The chart ofaccounts set forth in Appendix A ofthis section is used to establish the minimum level

of detail to allow for the preparation of Medicaid nursing faciliry cost reports. If the chart of
accounts in Appendix A is not used by a nursing facility provider, it is the responsibility of the
provider to relate its chart of accounts directly to the Medicaid nursing facility cost report.

TN 17-003
Su persedes
TN 13-022

ApprovalDate .ltjNl {ì 5 2017

Ef f ecliv e D ate 02 / L3 / 2017



TN: l7-003
Supersedes
TN: l3-022

Scction 001.28
Appendix A

Attachment 4.19-D
Supplenrent I
Page I of 51

5160-3-42
CHART OF ACCOUNTS

Rev. 02/2017

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 Certificates of dePosit
1010.6 Money market
1010.7 Resident funds

These cash accounts represent the amount ofcash deposited in banks or
fi nancial institutions.

1030 Accounts Receivable

t 030.1 Private
1030.2 Medicare
1030.3 Medicaid
1030.4 Other Payers

The balances in these accounts represent the amounts due the nursing

facility for services delivered and/or supplies sold

I 040 Allowance for Uncollectible Accounts Receivable

This account represents the estimated amount ofuncollectible receivables.

Approval out", ,JIJN 0 5 2017

EffecljY e Dare: 021 1 3 120 1 7



Section 001.28
Appendix À

Attachment 4.1 9-D
Supplement I

Page 2 of 5l
5160-3-42

CHART OF ACCOUNTS
F.ev.02l20l7

1050 Notes Receivable

This account represents notes receivable due on demand, or that portion of
notes due \¡/ithin twelve (12) months ofthe 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

I 080.1 Medicare
1080.2 Medicaid

These accounts represent amounts due provider from current or prior
unseltled cost reporting periods.

1090 Inventories

Medical and program supplies
Dietary
Gift shop
Flousekeeping supplies
Laundry and linen
Maintenance

These accounts represent the cost of unused nursing facility suppÌies.

ApprovaÌ oat"' JUI',| t 5 2017

Effective Date: 02/ 1 3 /20 l1

1090.1
t090.2
l 090.3
1090.4
I 090.5
1090.6

TN: 17-003

Supelsedes
TN: l3-022



TN: l7-003
Supelsedes
TN: 13-022

Section 001.28
Appendix A

Attachment 4.19-D
Supplement I

Page 3 of 5l
5160-3-42

CHART OF ACCOUNTS
Flev. 0212017

1100 Prepaid Expenses

1100.1 Insurance
1100.2 lnterest
1 100.3 Rent
1100.4 Pension plan
1100.5 Servicecontract
I 100.6 Taxes
I 100.7 Other

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

1110 Short - Term lnvestments

1 I 10.1 U.S. Government securities
1 I I 0.2 Marketable securities
I I 10.3 Other

1120 Special Expenses

1120.1 Telephonesystems
1120.2 Prìor authorized medical equiprnent

Unamortized cost oftelephone systems and plior authorized medical

equiprnent. Amorlized cost oftelephone systems acquired before 12/1192,

if the costs were reported as administrative and general on the facilityrs
cost reporf for the period ending l2l3l/92, should be reported in account
7620.

Approval out", JUN 0 5 2017

Effectiv e D ate: 02 I I 3 /20 11



Section 001.28
Appendix A

Attachment 4.19-D
Supplement I

Page 4 of 51

5160-3-42
CFIART OF ACCOUNTS

F.:ev. 0212017

1200 Property, Plant and Equipment

Nursing facilities that did not change operator on ot after 7/01/93 need

only use group (A). Nursing facilities that did change operator on or after

7/01/93 use groups (A) and (B).

(A) 1200.1 Land
1200.2 LandimProvements
1200.3 Building and building improvements

1200.4 EquiPment
1200.5 TransPortationequiPment
1200.6 LeaseholdimProvements
1200.7 Financing cost - cost of issuing bonds, undel'writing

fees, closing costs, moftgage points, etc.

(B) NFs that changed operator on or after 7101193 use this group to

report assets acquired through a change of operator on or after

7101193.

1200.8 Land acquired on ot after 7101193 through a change of
oPerator

1200.9 Building and building improvements acquired on or
after 7101193 through a change of operator

1200.10 Equipment acquired on or after 7/01/93 through a
change of oPerator

(C) (Assets under caPital lease)

I 200.1 8 Assets under capital lease - prior to 5/27 /92

1200.19 Assets under capital lease - on or alter 5127/92

TN: 17-003 Approval lut", JUN 06 2017

Supersedes
TN: l3-022 Effeclive DaIe: 0211312017



1300

TN: l7-003
Supersedes
TN: l3-022

Section 001.28
Appendix A

Attachment 4.1 9-D
Supplernent I

Page 5 of5l
5160-3-42

CF{ART OF ACCOUNTS
Rev. 02/2017

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

Nursing facilities that did not change operator on or after 7/01/93 need

only use group (A). Nursing facilities that did change operator on or after

7/01/93 use groups (A) and (B).

(A) i250.1 Land improvements
1250.2 Building and building improvements
1250.3 Equipment
1250.4 Transportation equipment
1250.5 Leasehold imProvements
1250.6 Financing cost - cost of issuing bonds, underwriting fees,

closing costs, mortgage Points, etc.

(B) NFs that changed operator o n ot aftet 7101193 use this group to

repoÍ assets acquired through a change of operator on or after

7101193.

1250.7 Building and building improvements acquired on or after

7/01/93 through a change of operator

1250.8 Equipment acquired on ot aftet 7/01/93 through a change of
oPerator

(C) (Assets under caPital lease)

I 250. I 8 Assets under capital lease - prior to 5/21/92

1250-19 Assets under capital lease - on or after 5127192

Nonextensive Renovations
As defined in the Ohio Revised Code (ORC).

(A) I 300.1 Building and building improvements

1300.2 Equipment
1300.3 LeaseholdimProvements
I 300.4 Financing Cost - cost of issuing bonds, underwriting fees,
' closing costs, mol'tgage points, etc

(B) (Assets under caPital lease)

I 300.9 Assets under capital lease - prior to 5127192

1 300.1 0 Assets under capital lease - on or after 5/27192

epp.o'uut Pat", JUN 0 6 2017

Elfective Date: 021 13 120 l'7



Section 001.28
Appendix A

Attachment 4.19-D
Supplement 1

Page 6 of 51

5160-3-42
CI]ART OF ACCOUNTS

Rev. 0212011

1350 Accumulated Depreciation and Amortization - Nonextensive Renovations

(A) 1350.1 Building and building improvements
1350.2 EquiPment
13 50.3 Leasehold imProvements

1350.4 Financing cost- cost ofissuing bonds, underwriting fees,

closing costs, mortgage points, etc.

(B) (Assets under caPital lease)

1350.9 Assets under cap ital lease - priot to 5/27 /92

1350.10 Assets under capital lease - on or aftet 5127/92

TN: l7-003 Approval put", 
-JUN 

0 5 2017

Supersedes
TN: l3-022 E|fecTiveDate: 0211312017



Section 001.28
Appendix A

5160-3-42

Attachment 4.1 9-D
Supplement I

Page 7 of 5l

F.ev. 0212017

OTHER ASSETS

1400 Non-Currentlnvestments

CHART OF ACCOUNTS

CeÉificates of deposit
U.S. Government securities
Bank savings account
Malketable securities
Cash surrender value of insurance
Replacement reserve

Funded depreciation

Workers' compensation
Leases

Other

1410

1400.1
1400.2
1400.3

1400.4
1400.5
1400.6
1400.7

Deposits

1410.I
1410.2
1410.3

1420

1430

1440

TN: 17-003 Approval Date: 
-JUII 05 2017

Supersedes
TN: 13-022 Effective Dare: 02/13/201'l

Due From Owners/Officers

1420.1 Officers
1420.2 Owners

Deferred Charges and Other Assets

1430.1 Escror¡,/accounts

1430.2 Deferred loan costs and finance charges except property,
plant and equiPrnent

t 430.3 Organization expenses

1430.4 Goodwill
1430.5 Start-up costs

Notes Receivable - Long Tenn

This account represents notes receivable or portion thereof due more

than t\¡r'elve ( l2) months from balance sheet date.



TN: l7-003
Supersedes
TN: l3-022

Section 001.28
Appendix A

Attachment 4.19-D
Supplement I

Page 8 of 5l
5160-3-42

CHART OF ACCOUNTS
Rev. 0212017

TABLE 2

BALANCE SHEtr,T ACCOUNTS - LIABILITIES

CURRENT LIABILITIES

2010 Accounts Payable

2010.1 Trade

2010.2 Resident deposits - private
2010.3 Resident funds

These accounts represent amounts due to vendors, cteditors, and residents

for seruices and supplies purchased, which are payable within one (1) year

of the balance sheet date.

2020 Cost Settlements

2020.1 Medicare
2020.2 li{edicaid

These accounts represent amounts due to Medicare or Medicaid fron
current or prior unsettled cost repofiing 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 within one year ofthe
balance sheet date.

Approval out", JUI{ 0 6 2017

Efîecriv e D a|e: 02 I | 3 I 20 17



Section 001.28
Appendix A

Attachment 4.19-D
Supplement I

Page 9 of 5l
5160-3-42

CFIART OF ACCOL]NTS
Rev. 0212017

2040 Current Portion of Long Terrn Debt

This account represents the principal ofnotes, loans, moÉgages, capital

lease obligations or bonds due within twelve (12) months ofthe balance
sheet date.

2050 AccruedCompensation

2050.1 Salaries and wages

2050.2 Vacations
2050.3 Sick leave

2050.4 Bonuses

2050.5 Pensions - retirements plans

2050.6 Profìt sharing plans

2060 Payroll Related Withholding and Liabilities

Federal income
FICA
Stâte

Local income
Employer's porlion of FICA/Medicare taxes or OPERS

Group insurance premium
State unemployment taxes

Federal unempìoyment taxes

Worker's compensation
lJnion dues

Approval Dul" JUN 0 5 2Û17

Elfective Date: 021 13 12017

2060.1
2060.2
2060.3
2060.4
2060.5
2060.6
2060.7
2060.8
2060.9
2060.1 0

TN: l7-003
Supersedes
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2080.1
2080.2
2080.3
2080.4
2080.s
2080.6
2080.7

2090.1
2090.2
2090.3
2090.4

CHART OF ACCOUNTS

Real estate
Personal property
Federal income tax
State income tax/franchise tax
Local income tax
Sales taxes
Other taxes

2090 Other Liabilities

Accrued interest
Dividends payable
Other
Franchise permit fee

TN: l7-003 Approval Dd"' JUN 05 ¿CIï/
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LONG TERM LIABILITIES

24r0 Long Term Debt

2410-1 Mortgages
2410.2 Bonds
2410.3 Notes Payable
2410.4 Constructionloans
24105 Capital lease obligations

2410.6 Life insurance PolicY loan

These accounts reflect liabilities that have maturity dates extending

beyond one (l) year after the balance sheet date.

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

2450 DeferredLiabilities

24s0.1
24s0.2
2450.3
2450.4

Revenue
Federal income taxes

State income taxes

Local income taxes

TN: 17-003 Approvalput", JUN 05 2017

Supersedes
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TABLE 3

BALANCE SHEET ACCOUNT-CAPITAL

This account represents the difference between total assets and total liabilities for
the reporting entity. This account includes capital of for-profìt entities and not-for-
profit entities (fund balance). It also represents the net effect ofall the
transactions within account balances, including but not limited to contributions,
distributions, transfers between funds and current year profit or loss. In addition, .

it represents capital stock and associated accounts.

3000 Capital

Approval Dut" JUhl 0 5 2017
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TABLE 4
REVENUE ACCOUNTS

ROUTINE SERVICE REVENUES

5010 Room and Board - Private
501I Room and Board - Medicare
5012 Room and Board - Medicaid
5013 Room and Board - Veterans

5014 Room and Board - Other

ANCII-LARY SERVICE REVENUES

5020 Physical Therapy
5030 OccupationalTherapy
5040 Speech Therapy
5050 Audiology Therapy
5060 RespiratoryTherapy
5070 Medical Supplies - Medicare

Items that are billable to Medicare regardless ofpayer type.

5070.1 Medicare'B - Medicaid
5070.2 Medicare B - Other
5070.3 Private
5070.4 Medicare A
5070.5 Veterans
5070.6 Other
5070.7 Medicaid

5080 Medical Supplies - Routine
Medicaid allowable supplies that are not billable to Medicare regardless of
payer type.

5085 HabilitationSuPPlies

Apploval Pate, .ltlN 0 5 2017
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5090 Medical Minor Equipment - Medicare
Items that are billable to Medicare regardless ofpayer type.

5090.1 Medicare B -Medicaid
5090.2 Medicare B -Other
5090.3 Private
5090.4 Medicare A
5090.5 Veterans
5090.6 Other'
5090.7 Medicaid

5100 Medical Minor Equipment - Routine
Medicaid allowable equipment that are not billable to Medicare regardless

ofpayer type.

5110 Enteral Nutrition Therapy - Medicare
Items that are billable to Medicare regardless ofpayer type.

51 10.1 Medicare B - Medicaid
5110.2 Medicare B * Other
51 10.3 Private
5l 10.4 Medicare A
5 I 10.5 Veterans
5l I 0.6 other
5l 10.7 Medicaid

5120 Enteral Nutrition Therapy - Routine
Medicaid allowable enterals that are not billable to Medicare regardless of
payer type.

lncontinence Supply
Personal Care

Laundry Service - Routine

5140
5150
5 160

TN: l7-003 Approval out", - luN 05 2017

Supersedes
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OTHER SERVICE REVENUES

These accounts represent other charges for services as well as for certain services

not covered by the Medicaid program.

5310
5320
53 30
5340
5350
5360
5370
53 80
5390
5400

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

55 10

5520
5530
5540
5550
5 555
5560
5570
55 80

5590
5600
5610
5620
5625
563 0

5640
5650
5660
5670

TN: l7-003
Supersedes
TN: l3-022

NON-OPERATING REVENUES

Managernent Setvices
Cash Discounts
Rebates and Refunds
cift Shop
Vending Machine Revenues

Vending Machine Commissions
Rental-Space
Rental-Equiprnent
Rental-Other
Interest Income - Working Capital
ìnterest Income - Restricted Funds

Interest Income - Funded Depreciation
Interest Income - Related Party Revenue

Interest Income - Contributions
Endowments
Gain/Loss on Disposal of Assets

Gain/Loss on Sale of lnvestments
Nurse Aide Training Program Revenue

Unrestricted Contri butions

Approval lut", .!. ltl 0å 2017
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DEDUCTIONS FROM REVENUES

5710 Contractual Allowance - Medicare
5720 ConÍracrual Allowance - Medicaid

5730 Contractual Allowance - Other
A single account that is the surn of5710, 5720 ancl5730 can be

maintained by those nursing facilities that do not record contractual
allowances by payment source. Detail supporting this single account must
be available.

57 40 Charity Allowance

TN: l7-003 Approval oate: JtjN 06 2017
Supersedes
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TABLE 5
TAX COST

TAXES

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

6070 Personal Properly Taxes
Personal property tax expense incun'ed by the provider.

6080 Franchise Tax
Allowable portion of franchise tax as defined in section 2122.4 of CÌllS
Publication 15-1.

6085 Commercial Activity Tax (CAT)
Annual business privilege tax; begun July 1,2005.

Approval pate, JUN 0 6 2017
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TABLE 6
DIRECT CARE COSTS

These accounts include costs that are specified and tepresent expenses related to the
delivery of nursing and habilitation/rehabilitation services. The term "licensed"
refers to stale of,Ohio licensure.

NURSING AND HABILITATION/REHABILITATION

6l 00 Medical Director
A physician licensed under state la'¡/ to practice medicine who is responsible

for the implementation of resident care policies and the coordination of
medical care in the facility.

6100.1 Medìcal director - salary

6100.2 Medical director - contract

6105

6110

Director ol- Nursing
A full time registered nurse who has, in writing, administrative authority,
responsibility, and accountability for the functions, activities and training of
the nursing services staff, and serves only one nursing facility in this capacity.

Q.,lFs that receive a waiver from the state of Ohio are not required to have a

full-time director of nursing.)

6105.1 Director ofnursing - salary

6105.2 Director ofnursing * contract

RN Charge Nurse
A registered nurse (RN) designated by the director of nursing who is
responsible for the supervision ofthe nursing activities in the facility.

6110.1 RN charge nurse - salarY

6l 10.2 RN charge nurse - contract

Approval Date: JUN 0 5 2t17
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61 l5 LPN Charge Nurse
A licensed practical (vocational) nurse designated by the director ofnursing
who is responsible for the supervision of the nursing activities in the facility.

61 15.1 LPN charge nurse - salaty
6115.2 LPN charge nurse - contract

6120 Registered Nurse
Salary of registered nurses providing direct nursing care to residents. This
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 Practical Nurse
Salary oflicensed practical nurses providing direct nursing care to residents.
This account does not include licensed practical nurses frorn a nursing pool
agency (purchased nursing).

6125-l Licensed practical nurse - salary
6125.2 Licensed practical nurse - contrâct

6130 Nurse Aides
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.)

TN: 17-003 Approval out", JUN 0.6 2t17
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6170 HabilitationStaff
Personnel trained in habilitation who provide habilitation services.

6170.1 Habilitation staff - salary
6170.2 ÍIabilitati on staff - contract

Respiratory Therapist
A professional licensed under state la\¡r' to render respiratory care.

6185.1 Respiratory therapist - salary
6185.2 Respiratory therapist - contract

Quality Assurance
Individuals providing the quality assurânce functions in the facility, as

overseen by the committee established under 42 CFR, Section 483.75 (O).
(Supplies are included in program supplies.) This account includes costs
previously reported as utilization review personnel.

6205.1 Quality assurance - salary
6205.2 Quality assurance - contract

6l 8s

6205

6201 Behavioral and Mental Health Services

6207 .1 Behavioral and Mental Health Services - salary
6201 .2 Behavioral and Mental Health Services - contract

6210 Consulting and Management Fees

Direct care consulting fees that are_paid to a non-related entitypursuant to the
OAC, are necessary pursuant to CMS Publication I 5- l, section 2135, and that
do not dupìicate services or functions provided by the facility's staffor other
provider conlractual services.

TN: 17-003 Approval Out"' JUN 0 5 2017
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Other Direct Care Medical Servroes

Direct care medical services not previously listed.

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

Home Office Costs/Direct Care

Direct care expenses of a separate division or entity that owns, leases or
manages more than one facility (horne office). These costs mustberelated to
patient care and are limited to home office personnel functioning in place of
the facility personnel in the nursing and habilitatior/rehabilitation costs as

specified in the direct care cost center, and are allocated to the facility in
accordance with CMS Publication 15-1, sections 2150 through 2150.3,
"Home Office Costs."

6230.1 Home office/direct care - salary
6230.2 Home office/direct care - other

¡ppro,,ot out"' JUN 0 5 2017
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MEDICAL SUPPLIES

Medical supplies - ltems that are disposable, or have a limited lif,e expectancy,

including but not limited to: atomizers 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 enernas, 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, some over

the counter drugs, etc. (excludes incontinence supplies, enterals, and all iterns that are

directly billed by supplier to Medicare and Medicaid.)

For those facilities participating in Medicaid and not in Medicare, all medical

supplies are to be classified in account 631 L For those facilities participating in both

the Medicare and Medicaid programs, nredical supplies must be categorized and

classified as follows:

6301 Medical Supplies Billable to Medicare
Medicaì supplies for facilities paúicipating in Medicare that are billable to

Medicare regardless of payer rype.

63ll Medical Supplies Non-Billable to Medicare
Medical supplies for facilities not pariicipating in Medicare, as well as

medical supplies for facilities that are not billable to Medicare regardless of
payer type.

Oxygen - Emergency stand-bY onlY

Oxygen (only through 12131113)

Reporl all oxygen other than emergency stand-by oxygen in this account.

This includes contents ofoxygen cyÌinders or tanks, including liquid oxygen,

oxygen producing machines (concentrators) for specific use by an individual

recipient, and costs ofequipment associated with oxygen administration, such

as carts, regulators/humidifiers, cannulas, masks, and demurrage, pursuant to

rule 5160:3 - 19 of the Administrative Code.

Approval Date, JUN $11 2017
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6330 Habilitation Supplies
Supplies used to provide services measured by the current version of the
minimum data set (MDS), which assist the resident to cope with daily living,
the aging process, and performance oftasks nonnally performed at his/her
chronological stage ofdevelopment. Does not include cost of meals for out-
of-facility functions.

6340 UniversalPrecautionSupplies
Supplies required for the protection of residents and facility staff while
performing procedures which involve the handling ofbodily fluids. Supplies

include masks, gloves, gowns, goggles, boots, and eye wash. (Excludes trash

bags and paper towels.)

PI]RCHASED NURSìNG SERVICES

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

6401 Registered Nulse Purchased Nursing
Registered nurses providíng direct nursing care to residents

6411 Licensed Practical Nurse Purchased Nursing
Licensed practical nurses providing direct nursing care to residents.

6421 Nurse Aides Purchased Nursing
Individuals, other than licensed health professionals, directly providing
nursing or nursing-related services to residents in a facility and non-technicaÌ
personnel providing suppon for direct nursing care to lesidents. Their
lesponsibilities 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.)

ApprovalDare: .JUN 05 ?0î7
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NURSE AIDE TRAINING

6500 In-House Trainer Wages

This account includes, and is limited to, train the trainer salary or wages
while attending a state approved pl'ograrn, guest speaker fees, and salaries and

wage expense for the primary instructor and program coordinator providing
facility-based nurse aide training programs in order to comply with the ORC.

651 1 Classroom Wages: Nurse Aides
This account is limited to v,/ages paid to nurse aides during the classroom
poÍion ofthe state approved training and competency evaluation programs,
\¡/ages paid for continuing education pursuant to the ORC, and wages paid
during the state approved competency test including travel time. Include only
those wages paid for your own facility staff.

6521 Clinical Wages: Nurse Aides
This account is limited to \¡r'ages paid to nurse aides during the clinical
portion ofthe state approved training and competency evaluation programs

and wages paid for continuing education pursuant to the ORC. Include only
those wages paid for your own facility staff.

653 I Books and Supplies
This account is lilnited to books and supplies expense incurred by the facility
for nurse aide training, i.e., textbooks and reference material used for class

preparation. This account does not include costs that may be used in nore
than one cost center, i.e., office supplies, expense of operating a copier.
linens, computers, etc. (Mannequins will only be considered in their entirety
and are subject to the capitalization policy stated in the capital cost center,
paragraph A.)

TN: 17-003
Supersedes
TN: l3-022
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6541

6551

6s60

6570

6580

6590

CHART OF ACCOUNTS
Rev. 02/2017

Transponation
This account is limited to the mileage allowance paid to nurse aides from
your facility to attend either a classroom or clinical training session at a state
approved nurse aide training program and/or mileage allowance paid to nurse
aides to attend state approved competency tests, e.g., using the individual's
own vehicle. This account does not include expense incuned for the use ofa
facility's own vehicle.

Tuition Payments
This account is limited to tuition payments to other entities thatprovide state
approved nurse aide training for your nurse aides in order to comply with the
ORC, excluding payments to other nursing facilities.

Tuition Reimburser¡ent
This account is limited to the reimbursement of costs incurued by the facility
to reimburse an individual who is not employed, or does not have an offer to
be employed, as a nurse aide but becomes employed by, or received an offer
for employment from, the facility not later than twelve months after
completing a nurse aide training and competency evaluation program.
Reimbursement to the nurse aide shall be made on a pro-rata basis during the
period in which the individual is employed as a nurse aide.

Contractual Payments to Other Nursing Facilities
The account is limited to pâyments to other nursing facilities that provide
state approved nurse aide training for your nurse aides in order to comply
with the ORC.

Registration Fees and Application Fees

This account is limited to all registration fees and application fees necessary

to comply with the ORC, i.e., train the trainer fees in order to comply with the
ORC and state approved competency exam fees for nurse aides.

Employee Fringe Benefits
Nurse aide training (series # 6500) - This account is limited to fringe benefits
for employees providing and/or attending state approved nurse aide
training/testing programs pursuant to the ORC. Includes selfinsurance funds.
(This account excludes vacation and sick pay salary.)

Approval Put., JUN 0 6 2017
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DIRECT CARE THERAPIES

6600 PhysicalTherapist
A qualified professional licensed under Ohio law as physical therapist.

6600.1 Physical therapist - salary
6600.2 Physicaltherapist contract

6605 Physical Therapy Assistant
An individual licensed under Ohio law as a physical therapy assistant.

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

6610 OccupationalTherapist
A qualified professional licensed under Ohio law as an occupational
therapist.

6610.1 Occupational therapist - salary
6610.2 Occupalional therapist - contract

6615 OccupationalTherapyAssistant
An individual licensed under Ohio law as an occupational therapy assistant.

6615.1 Occupational therapy assistant - salary
6615.2 Occupational therapy assistant - cont'act

6620 Speech Therapist
A qualified professional licensed under Ohio law as a speech therapist.

6620.1 Speech therapist - salary
6620.2 Speech therapist - contract

6630 Audiologist
A qualified professional licensed under Ohio Iaw as an audiologist.

6630.1 Audiologist - salary
6630.2 Audiologist - contract

TN: l7-003 ADDrovaÌ Date: ¡r,, RJN 0S 2017
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DIRECT CARE THERAPIES PAYROLL TAXES, FRINGE BENEFITS, STAFF
DEVELOPMENT

6640 Payroll Taxes Therapy

Direct care therapies 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 funds for
unemployment compensation as stated in CMS Publication 15-1, section
2122.6; and federal unetnployment taxes (excludes purchased nursing).

6650 Workers' Compensation - Therapy

Direct care therapies premiums incuned by the facility for state of Ohio
Bureau of Workers' Compensation or self insurance program as stated in
CMS Publication 15-1, section 2722.6 (excludes purchased nursing).

6660 Employee Fringe Benefits - Therapy

Direct care therapies 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
assistarce program, and employee meals, as defined in CMS Publication 15-

1, section 2144. f fringe benefits are discriminatory to owners and related
parties, they are considered part of compensation. This account does not
include benefits for nursing facility personnel in account 6590, employee
fi-inge benefìts for nurse aide training. (This account excludes purchased

nursing as well as vacation and sick pay salary.)

6665 Employee Assistance Program Administrator - Therapy

An individual who performs the duties of the employee assistance program

administrator for direct care therapies personnel.

6665.l EAP administrator therapy - salary

6665.2 EAP administrator therapy contract

TN: 17-003 approuul Put"' JUN 0 5 2017
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Self Funded Program Administrator - Therapy
An individual who performs the administrative functions of the self insured
programs. (Report only the portion related to direct care therapies.)

6670.1 Self-funded administrator therapy - salary
6670.2 Self-funded administrator therapy - contract

Staff Development - Therapy
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 \ryith direct care therapies personnel for attending
training. This account does not include expenses incuned for the use ofa
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 trainer fees.

6680.1 Staff development therapy - salary

6680.2 Staff development therapy - other

TN: 17-003
Supersedes
TN: l3-022

DIRECT PAYROLL TAXES, FRINGE BENEFITS, STAFF DEVELOPMENT

This series represents payroll taxes, workers' compensation, fringe benefits, EAP
administrator, self funded programs administratol and staff development. These
accounts should not be used to repoft payroll taxes, workers compensation, and
fringe benefits for Direct Care Therapies, which should be reported in accounts 6640
through 6645.2.

6700 Payroll Taxes

Direct care payroll reìated expenses incurred such as: employer's portion of
FICA taxes or Ohio Public EmpÌoyees Retirement System (OPERS); state
unemployment taxes or selfinsurance funds for unemployment compensation

as stated in CMS Publication l5-1, section 2122.6; and federal
unemployment taxes (excludes purchased nursing).

671 0 Workers' Compensation
Direct care premiums incurred by the facility for state of Ohio Bureau of
Workers' Compensation or self insulance program as stated in CMS
Publication l5-1, section 2122.6 (excludes pulchased nursing).

Approval Date: JUN 0 5 3017
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6730

6740

6750

CHART OF ACCOUNTS
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Employee Fringe Benefìts
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 ofautos; employee inoculations, employee assistance
program, and employee meals, as defined in CMS Publication 15-1, section
2144. If fringebenefrts are discriminatory to o\¡r'ners and related parties, they
are considered part ofcompensation. This account does not include benefits
for nursing facility personnel in account 6590, employee fringe benefits for
nurse aide training. (This account excludes purchased nursing as well as

vacation and sick pay salary.)

Employee Assistance Program Administrator - Direct Care

An individual who performs the duties ofthe employee assistance program
administrator for direct care personnel.

6730.1 EAP administratór direct care - salary

6730.2 EAP administrator direct care - ¿ontract

Self Funded Programs Administrator - Direct Care

An individual who performs the administrative functions of the self insured
programs. (Report only the poftion related to direct care.)

6740.1 Self-funded administrator direct care - salary
6740.2 Self-funded administrator direct care - contract

Staff Development - Direct Care

Continuing training that enables the employee to perform his or her duties
effectively, efficiently, and competently. lncludes 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 ofa 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 trainer fees.

6750.1 Staff development direct care - salary

6750.2 Staffdevelopment direct caro - contract
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TABLE 7
ANCILLARY/SUPPORT COSTS

Ancillary/Supporl costs includes costs other than direct cal'e costs, tax costs, or
capital 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 Service Supervisor
An individual supervising the dietary procedures and/or personnel.

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

7015 Dietary Personnel
Personnel providing dietary services. (Excludes dietitian, food service
supervisor, and personnel reported in account 7050, contract meals
personnel.)

7015.1 Dietary personnel - salary
7015.2 Dietary personnel - contract

7025 Dietary Supplies and Expenses
Dietary items such as dishes, dish-washing liquid, plastic wrap, cooking
utensils, silverware and dietary supplies. (Excludes equipment or repairs as

well as housekeeping items such as paper towels, trash bags, etc.)

7030 Dietary Minor Equipment
Dietary equipment that does not meet the facility's capitalization criferia
specified in the Ohio Administrative Code (OAC).

TN: 17-003 Approval pur"' JUN 05 20,17
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7035 Dietary Maintenance and Repair
Maintenance supplies, purchased selices and maintenance contracts for the
dietary department.

7040

7045

TN: l7-003
Supersedes
TN: l3-022

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

Employee Meals
Employee meals that do not qualify under CMS Publication 15-1, section
2144 "Fringe Benefits".

7050 Contract Meals and Contract Meals Personnel
Expenses associated with contracting for the food service function in the
facility. (Includes food senices delivered to the facility 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 pafticipat¡ng in
both the Medicare and Medicaid programs, enterals must be categorized and
classifìed as follows:

7055 Enterals: Medicare Billable
Enteral nutritional therapy and additive (food facilitators), whether
administered orally or tube fed, for facilities participating in Medicare which
are billable to Medicare regardless of payer type.

7056 Enterals: Medicare Non-Bìllable
Enteral nutritional therapy and addìtives (food facilitators), whether
administered orally or tube fed, for facilìtìes not participating in Medicare, as

well as enterals for facilities which are not billable to Medicare regardless of
payer type.

Approvaloate: JUN 05 2017
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DIETARY PAYROLL TAXES, FRINGE BENEFITS, STAFF DEVELOPMENT

7060 Payroll Taxes - Dietaly
(series #7000) Payroll-related expenses incurred, which are employer's
portion ofFICA taxes or Ohio public employees' retirement system (OPERS),
state unemploynent taxes or self insurance funds for unemployment
compensation as stated in CMS Publication 15- 1, section2l22.6,andfederal
unemployment taxes.

7065 Workers' Compensation - Dietary
(series #7000) Premiums incuned by the facility for state of Ohio Bureau of
Workers' Compensation or self insurance program as stated in CMS
Publication 15-1, section 2122.6.

7070 Employee Fringe Benefits Dietary
(series #7000) Fringe benefìts such as medical and life insurance prem iums or
self insurance funds, employee stock option program, pension and profit
sharing, personal use ofautos, employee inoculations, employee assistance
program, and employee meals, as defined in CMS Publication 15-1, section
2144. If fringebenefits are discriminatory to owners and related padies, they
are considered part of compensation. (This account excludes vacation and
sick pay salary.)

1075 Employee Assistance Program Administrator Dietary
(series #7000) An individual who performs the duties of the employee
assistance program administrator for dietary personnel.

707 5.1 EAP administrator dietary - salary
7075.2 EAP administrator dietary - contract

7080 Self-Funded ProgramsAdministrator Dietary
(series #7000) An individual who performs the administrative functions of
the self insured programs. (Repon only the portion related to dietary.)

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

TN: 17-003 Approvalnate: .illl\l 05 2017
Supersedes
TN: l3-022 Effective Date'. 02/1312017
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Staff Development - Dietary
(series #7000) Continuing training that enables the employee to perform his
or he¡ duties effectively, effìciently, ând competently. Includes travel costs
fo¡ individual's own vehicle, associated with dietary personnel for attending
training. This account does not include expenses incured for the use of a
facility's own vehicle, or dues, subscriptions and Ìicenses. "Salary" includes
only the trainer wages. "Other" costs include registration fees, travel and per
diem expenses, training supplies and contract trâiner fees.

7090.1 Staff developrnent dietary - salary
7090.2 Staff development dietary - other

Approval out", JUN 06 ?017
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MEDICAL/HABILITATION, PHARMACEUTICAL AND INCONTINENCE
SUPPLIES

710s Medical/Habilitation Records
Personnel responsible for maintaining clinical records on each resident in
accordance with accgpted professional standards and practices.

7105.1 Medical/habilitation records - salary
7105.2 Medical/habilitationrecords contract

7110 Pharmaceutical Consultant
The services of a licensed pharmacist who provides consultation on al I
aspects ofthe provision ofpharmacy services in the facility as stated in 42
CFR, Section 483.60(b).

Pharmaceutical consultant - salary7110.1
7110.2

TN: l7-003
Supersedes
TN: l3-022

Pharmaceutical consultant contract

7l l5 Incontinence Supplies
Reusable and disposable incontinence supplies (except catheters). Supplies
include cloth or disposable diapers, under-pads, plastic pants, and the cost of
diaper service of such items.

7120 Personal Care
Supplies required for maìntenance ofroutine personal hygiene ofthe body,
hair, and nails of the hands and feet. lncludes 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 who performs non-routine services.)

'1125 Program Supplies
Supplies. used to provide activity, social services and religious programs
available to all residents. Does not incÌude cost of meals for out offacility
functions.

ApprovalDate: "jtlN {l$ lfi/
Effective Date: 021 13 D01 7
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ACTIVITY AND HABILITATION/REHABILITATION

7201 Activity Director
A professional, as required by the Code ofFederal Regulations, who oversees
and is responsible for the activity program.

7201.1 Activity director - salary
7201.2 Activity director - contrâct

72ll Activity Stáff
Personnel providing services related to the activity program.

7211.1 Activity personnel - salary
7211.2 Activily personnel - contract

7221 Recreational Therapist
Aprofessional, as required by the Code ofFederal Regulations, who oversees

and is responsible for the recreational program.

7221.1 Recreational therapist - salary
7221.2 Recreafional therapist - contract

7231 Psychologist
A professional licensed under state law to practìce psychology

7231.1 Psychologist - salary
7231.2 Psychologist - contract

7241 PsychologyAssislant
An individual trained in psychology to assist the psychologist.

7241 .1 Psychology assistant - salary
7241.2 Psychologyassistant contract

7251

TN: l7-003
Supersedes
TN: l3-022

Social Work/Counseling
A professional licensed under state law to practice social work or counseling.

1251.1 Social work/counseling - salary
'7251.2 Social work/counseling - contract

Approval¡ut", JUN 06 20,17

Effective Date: 021ß129l'7



Section 001.28
Appendix A

Attachment 4.19-D
Supplement I
Page 36 of 5l

5160-3-42
CHART OF ACCOUNTS

F.ev. 02/2017

7261 Social Services/Pastoral Care
Personnel providing social services andlor pastoral services.

7261.1 Social services/pastoral care - salary
7261.2 Social servicesþastoral care - contract

7271 Habilitation Supervisor
Supervisor responsible for the delivery of services to residents with mental
retardation or developmental disabilities in a nursing facility to allowthem to
attain or maintain their highest practicable level of functioning.

7271.1 Habilitation supervisor - salary
7271.2 Habilitation supervisor - contract

7281 Program Director
An indivídual who carries out and monitors the various professional
interyentions in accordance with the stated goals and objectives of every
individual program plan. Implements,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.

7281.'l Program director - salary
7281,2 Program director - contract

TN: 17-003 Approval ¡ut", JUN 0 ö 2017

Supersedes
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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 hyperthermia
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 7730.

For those facilities participating in Medicaid and not in Medicare, all medical minor
equipment should be classified in account 7302. For those facilities participating in
l¡oth the Medicare and Medicaid programs) medical minor eqúipment must be
categorized and classified as follows:

7301 Medical Minor Equipment Billable to Medicare

Medical minor equipment for facilities participating in Medicare that are
billable to Medicare regardless ofpayer type.

7302 Medical Minor Equipment Non-Billable to Medicare

Medical minor equipment for facilities not pafticipating in Medicar.e, as well
as medical minor equipment for facilities that are not billable to Medicare
regardless olpayer type.

TN: 17-003 Approval Dut" 'JLIN 0 5 2017
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UTILITY EXPENSES

7501 Heat, Light, Power
Services provided to fumish heat, light and power. (This account does not
include costs associated with on-site salaries or maintenance of heat, light,
power.)

7s11 Water and Sewage
Seruices provided to fumish 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
that are used on the water and sewer system. Payroll taxes and fringe benefits
should be reported under accounts 7800 and 7820, respectively.

7511.1 Water and sewage - salary
7511.2 W atet and sewage other

7521 Î'ash and Refuse Removal
Services provided to furnish tlash and refuse removal, including grease trap
removal fees. (This excludes housekeeping items such as trash bags.)

7531 Hazardous Medical Waste Collection
Contract services provided to furnish hazardous waste collection bags,
containers and re¡noval service.

TN: l7'003 epptovatDate: JUN 0.5 2017
Supersedes
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ADMINISTRATIVE AND GENERAL SERVICES

7600 Administrator
Expenses incured by a facility for an individual(s) who functions as the
administrator licensed by the state of Ohio and who is responsible for the
direction, supervision and coordination of facility functions.

7600.1 Administrator - salary
7600.2 Administrator - contract

7605 Other Administrative Personnel
Administrator in training, assistant administrator, business manager,
purchasing agent, human resources, receptionist, secretarial and clerical staff.

7605.1 Other administrative - salary
7605.2 Other adrninistrative - contract

7610

7615

7620

Consulting and Management Fees
Ancillary/Supporl consulting fees that are paid to a non-related entity
pursuant to the oAC, are necessary pursuant to cMS Publication 15-1,
Section 2135, and that do not duplicate services or functions provided by the
facility's staffor other provider contractual services.

Office and Administrative Supplies
Supplies such as copier supplies, printing, postage, office supplies,
nursing/habilitation and medical records forms, and data service supplies.

Communications
Service charges for telephone services.

TN: 17-003 approuaroate: JIJN 05 2017
Supersedes
TN: 13-022 Effeúive Date: 0211312017
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7 625 Security Services
Salaries, purchased services, or supplies to protect property and residents.

7625.1 Security services - salary
7625.2 Securily services - other

7630 Travel and Entertainment
Expenses such as mileage allowance, gas, and oil for vehicles owned or
leased by the facility, meals, lodging, and commercial transpoÍation expense
incurred in the normal course ofbusiness. Includes all purchased commercial
transpofation services for ambulatory/non-ambulatory residents. Excludes
transpoftation cost that is directly reimbursed by Medicaid to the
transpoftation provider as set forth in the OAC.

7631 Resident Transpoftation
Report all resident transportation in this account. Note that ambulance and
ambulette transporlation provided on or after Januâry 1,2014 can be billed
directly to Medicaid by the transportation provider.

763I.1 Resident transporlation - salary
7631 .2 Resident transportation other

7 635 LaundrylHousekeeping Supervisor
An individual who supervises the laundry/housekeeping functions and/or
personnel.

I635.1 Laundry/Housekeeping supervisor- salary
'/635.2 Laundry/Housekeeping supervisor contract

7640 Housekeeping
Housekeeping services, including supplies, wages, and purchased services.
This includes trash bags and paper towels.

7640.1 Housekeeping - salary
7640.2 Housekeeping - other

Approval ¡u6, JUN 0 5 2[117
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7645 Laundry and Linen
Laundry services, including supplies, wages, and purchased services, as well
as linens for all areas. Excluding incontinence supplies specified in account
71t5.

7645.1 Laundry/linen salary
7 645.2 Laundry/linen - other

7650 Lega| Services
Legal seruices except as excluded in the OAC.

7655 Accounting
Accounting, Bookkeeping Fees and Salaries.

7655.1 Accounting - salary
7 655.2 Accounting - contráct

7660 Dues, Subscriptions and Licenses
Expense ofdues, subscriptions and licenses incured by facility.

7665 Interest - Other
Expense ofl short term credit and working capitaì interest incurred. (This
account does not include late fees, fines or penalties.)

7670 Insurance
Expense ofinsurance such as general business, liability, malpractice, vehicle,
and propeÉy insurance.

7675 Data Services
Data setvices personnel and purchased services.

7675.1 Data services - salary
7675.2 Data services - contract

7680

TN: l7-003
Supersedes
TN: 13-022

Help Wanted/Informational Advenising
Help wanted ads, yellow pages, and other advertising media that are
informational as opposed to promotional in nature as stated in CMS
Publication 15- l, sectìon 2136.1.
approval Date: JUN 0 5 ?,017
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7685 Amoftization of Start-Up Costs
Amortization ofcosts included in account 1430.5, not otherwise allocated to
other cost centers, in accordance with CMS Publication l5-1, section 2132,
which were incured by a facility.

'7 686 Amofüzation of Organizational Costs
Amortization of cost included in account 1430.3, as described in CMS
Publication 15-1, section 2134.

7690 Other Ancillary/Support Administrative Services - Specify below
Ancillary/Support administrative services not previously listed.

7690.1 Other Ancillary/Support - salary
7690.2 Other Ancillary/Support - contract

HOME OFFICE COSTS

7 695 Home Office Costs/Ancillary/Support
Ancillary/Support expenses ofa separate division ol' entity that owns, leases
or manages more than one facility (home office). These costs must be related
to adrninistrative and management services allocated to the facility in
accordance with CMS Publication 15- 1, section 2150 through 2150.3, ''Home
Office Costs."

. 7695.1 Home office/Ancillary/Support - salary
7695.2 Home office/Ancillary/SuppoÉ - other

ApprovaÌ out", JUN 0 õ 20'17
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MAINTENANCE AND MINOR EQUIPMENT

7700 Plant Operations and Maintenance Supervisor
An individual who supervises the plant operations and maintenance
procedures and/or maintenance personnel.

777 0.1 Operations/maintenance supervisor - salary
7 7 7 0.2 Operarions/maintenance supervisor - contract

77 t0

7720

7730

7735

]'N: l7-003
Supersedes
TN: l3-022

EQUIPMENT ACQUIRED BY OPERATING LEASE

7740 Leased Equipment
This account includes the cost of equipment, including vehicles, acquired by
operating lease executed before December I , 1992, ifthe costs are repoÍed as

administrative and general costs on the facility's cost repolt for the cost
repoding period ending December 31, 1992. (All leases effective after
12/01'192, should be reported in account 8065 for assets acquired prior to
7/01t93).

Approvallate: JUN 05 2017

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

Repair and Maintenance
Supplies, purchased services and maintenance contracts for all deparlments.
(Excludes dietary maintenance account 7035 and on-site water and sewage
account 751 i.)
Minor Equipment
Equipment that does not meet the facility's capitalization criteria specified
under the OAC. The general characteristics are: comparatively smalÌ in size
and unit cost; subject to inventory control; fairly large quantity is used; and
generally, a useful life of approximately three years or less. (Exclude account
7030 - dietary minor equiprnent, and items listed in accounts 7301 and 7302

- medical minor equipment.)

Custom Wheelchairs (only through 12/31/13)
This account includes the cost ofall custom wheelchairs and related repairs.

Effectiv e D ate: 021 13 I 20 I 7



Section 001.28
Appendix A

5160-3-42

Attachment 4.1 9-D
Supplernent I
Page 44 of 51

C}IART OF ACCOUNTS
P.ev. 02/2017

ANCILLARY/SUPPORT PAYROLL TAXES, FRINGE BENEFITS. AND STAFF
DEVELOPMENT

7800 Payroll Taxes
Ancillary/Suppolt payroll-related expenses incuned, such as : employer's
portion ofFICA taxes or Ohio public employees retirement system iOpERS);
state unemployrnent taxes or self insurance funds for unemployment
compensation according to CMS Publication 15-1, section 2122.6; and
federal unemployment taxes.

7810 Workers'Compensation
Ancillary/Support premiums incuned by the facility for state of Ohio Bureau
of Workers' Compensation or self insurance program as stated in CMS
Publication 75-1, section 2122.6.

7820 Employee Fringe Benefits
Ancillary/Support fringe benefits such as medical and life insurance
premiums or self insurance funds, employee stock option program, pension
and profit sharing, personal use ofautos, employee inoculations, employee
assistance program, and employee meals, as defined in CMS publication I 5_
1, section 2144. If fringe benefits are discriminatory to owners and related
parties, they are considered paft of compensation. (This account excludes
vacation and sick pay salary.)

7830 Employee Assistance Program Adrninistrator - Ancillary/Support
An individual who performs the duties of the employee assistance program
administrator for Ancillary/Suppot personnel.

7830.1 EAP administrator Ancillary/Supporl - salary
7830.2 EAP administrator Ancillary/Suppoft - contract

TN: 17-003
Supersedes
TN: 13-022
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7840 Self Funded Programs Administrator - Ancillary/Support
An individual who performs the adr¡inistrative functions of the self insured
programs. (Report only the portion related to Ancillary/Support.)

7840.1 Self funded admin. Ancillary/Supporr - salary
7840.2 Self funded admin. Ancillary/Support - contract

7850 Staff Development - Ancillary/Support
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 Ancillary/Support 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" includes
only the trainer wages. "Other" costs include registration fees, travel and per
diem expenses, training supplies and contract trainer fees.

7850.1 Staff development Ancillary/Support - salary
7850.2 Staff development Ancillary/Support - other

rN: 17-003 Approval Dat" .full 0 5 20f7
Supersedes
TN: l3-022 Effective Date: 02/13/2017
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NON.REIMBURSABLE EXPENSES

These costs are described in rules regarding therapy under Chapter 5l 60-3-of
the OAC, and are billable either to Medicare, directly to Medicaid by NFs, or
to other third-party payers.

9705
9110
9715
9',720

Legend Drugs
Radiology
Laboratory
Non-Emergency Oxygen
On or after January 1,2014, report costs for non-emergency oxygen in this
account.

Other Non-Reimbursable - Specify Below. On or after January
repoft costs for wheelchairs in this account.

9725.l Other Non-Reimbursable - salary
9725.2 Other Non-Reimbursable - other

1,2014,9725

TN: 17-003 Approvalput"' JIJN 05 20.17
Supersedes
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9735
9740
9745

9755

9160

9765

9770

9716

rN: 17-003 Approval Date: JJNI 0 6 2tJ17
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9750 Insurance - Officer's Life
This is non-reimbursable expense when the facility is the beneficiary, except
as referenced in CMS Publication l5- 1, section 2130.

CITART OF ACCOTINTS
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Late Fees, Fines or Penalties
lncludes those fees, fines, or penalties as stated in CMS publication 15-l and
audit fines assessed pursuant to section 5165.1010 ofthe Ohio Revised Code.

Federal Income Tax
State Income Tax
Local Income Tax

Promotional Advertising and Marketing

97 55.1 Promotional adverlising/marketing - salary
91 5 5.2 P romofional advertising/marketing - other

Contributions and Donations
See CMS Publication 15-1, section 608

Bad Debt

Parenteral Nutrition Therapy

Franchise Permit Fee
Franchise permit fee incuned by the provider. This is the franchise permit fee
assessed by the Ohio DepaÍment Medicaid to nursing facilities. The
provider shall report one hundred per cent of the franchise permit fee in

^ccoùnt 
977 6. Franchise taxes are to be reported in account 6080, Franchise

Tax.
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CAPITAL COSTS

Capital costs means the actual expense incurred for all ofthe following:

(A) Depreciation and interest on any capital asset with a cost of five thousand
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 minimum criteria,
but under no circumstances may the five thousand dollar criteria be exceeded.

(1) Buildings;
(2) Buildingimprovements;
(3) Equipment;
(4) Extensiverenovations;
(5) Transpodat¡onequipment:

(B) Amortization and interest on land improvements and leasehold improvements;
(C) Amorlization of financing costs;
(D) Lease and rent of land, building, and equipment that does not qualify for

account 7740 Leased Equipment.

Nursing facilities that did not change operator on or afterT/1193 need only use group (A).

Nursing facilities that did change operator on or after 7 /l193 use groups (A) and (B).

GROUP (A) ASSETS ACQUIRED

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

8020 Amortization - Land Improvements
Amortization expense for land improvements.

8030 Amodization - Leasehold Improvements
Leasehold improvements are amortized over the remaining life ofthe lease or
the useful life ofthe improvement, but no Ìess than five years. However, if
the useful life of the improvement is less than five year.s, it may be amofiized
over its useful life. Options on leases will not be considered in the
computation for amortization of leasehold improvements.

TN: 17-003 Approval out"' JUN 05 2017
Supersedes
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80s0

8060

8065

8070

8080

Depreciation - Transportation equipment
Depreciation.expense for transportation equipment.

Lease and Rent - Building
Expense incurred for lease and rental expenses t.elating to buildings.
Capitalized assets as a result of lease obligations should be depreciated and
included in the proper depreciation âccounts.

Lease and Rent - Equipment
Expense incurred for lease and rental expenses relating to equipment.
Capitalized assets as a result oflease obligations should be depreciaied and
included in the proper depreciation account. This account includes all leases
effective after 12/01/92 for assets acquired prior to 7/01193. (Cost of
equipment, including vehicles, acquired by operating lease executed before
12/01/92 andthe costs repolted as administrative and general on tbe facility,s
cost report for period ending 12/31192 are to be repofied in account 77 40.)

Interest Expense - Property, Plant and Equipment
Interest expense incurred on moúgage notes, capitalized lease obligations,
and other borowing for the acquisition of land, buildings and equipment.

AmoÍization of Financing Cóst
Amoftization expense of long term ffnancing cost such as cost of issuing
bonds, underwritìng fees, closing costs, mortgage points, etc.

TN: I7-003
Supersedes
TN: l3-022
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NONEXTENSIVE RENOVATIONS

Expenses for nonextensive renovations including depreciation, interest and
amortization offinancing cost completed prior to Ju ly l, )OOS.

8085 Depreciation/Arnortization
Depreciation and amofüzation expenses for nonextensive renovations.

8086 Interest - Renovations
lnterest expense incurred on mortgage notes, capitalized lease obligations,
and other borrowing for nonextensive renovation purposes.

8087 Amortization of Financing Cost - Renovations
Amortization expense for cost of issuing bonds, underwriting fees, closing
costs, mortgage points, etc. incumed for nonextensive renovations.
Amofüzation expense of long term financing costs such as cost of issuing
bonds, underwriting fees, closing costs, -ã,tgag" points, etc., a"quireã
through a change of operator on or after 7/1 /g3 .

8090 Home Office Costs/Capital Cost
Capital expenses ofa separate dìvision or entity that owns, leases or manages
more than one facility (home office). .Ihese 

costs must be related to capial
cost as specifìed in the capital cost center', and are alrocated to the faciliiy in
accordance with CMS publication l5_1, sections 2150 through 215ó.3,
"Home office costs'" (All home office costs for group (A) are to be enterei
in this account. They are not to be distributed to any other account in this
group.)

TN: 17-003
Supersedes
TN: 13-022
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GROUP (B) ASSETS ACQUIRED THROUGH A CHANGE OF OPERATOR

Nursing facilities, other than leased facilities, that changed operator on o r after T lllg3
use this group to report expenses incurred through a change of operator on or after
7 /1/93. Leased nursing facilities that changed operator on or aft er 5/27 /92 use this
group to repofi expenses incu*ed through a change of oper aror on or aîter 5127192.

81 10 Depreciation - Building and Building hnprovements
Depreciation of building and building improvements acquired through a
change of operator on or after 7/1/93.

8140 Depreciation - EquipmenL
Depreciation expense for equipment acquired through a change of operator
on or after 7 /1/93 .

8170

81 80

8195

Interest Expense - Propelty, Plant and Equipment
lnterest expense incured on mortgage notes, capitalized lease obligations,
and other borrowing for the acquisition of land, buildings and equipment
acquired through a change of operator on or after 7 /l/93.

Amoftization of Financing Cost
Amorlization expense of long term fìnancing costs such as cost of issuing
bonds, underwriting fees, closing costs, mo(gage points, etc., acquireã
through a change ofoperator on or afær 7 /1/93.

Lease Expense
Lease expenses incured through a change ofoperator on or after 5lZ7/92.

TN: l7-003
Supersedes
TN: l3-022

Approval Date: JLIN 0 5 2017

Effective Date: 02/ 13120 17
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Disclosure Reouirements
Nursing facility providers are required to disclose upon request all contracts in effect during the
cost reporf period for which the cost of the service from any individual or organization is $ 10,000
or more in a 12-month period. In addition, nursing facility providers are required to identify all of
the following on their cost reports:

All known related parties;
Each known individual, group ofindividuals, or organization not otherwise
publicly disclosed who owns or has common ownership in whole or in part of
any mortgage, deed of trust, property, or asset of the facilityj
Ifthe provider is a corporation, each corporate officer or director;
If the provider is a partnership, each partner;
Each provider, whether participating in the Medicare or Medicaid program or
not, which is part of an organization thât is owned, or through any other device
controlled, by the organization of which the provider is a part;
Any director, offìcer, manager, employee, individual, or organìzation having
direct or indirect ownership or control of 50/o or more, or who has been
convicted ofor pleaded guilty to a civil or criminal offense related to
involvement in programs established by Title XVfll, Title XIX, or Title XX of the
Social Security Act;
Any individual currently employed by or under contract with the provider, or a
related parfy organization in a managerial, accounting, auditing, legal, or similar
capacitywho was employed within the previous 12 months by the Ohio
Department ofMedicaid, the Ohio Depârtment ofHealth, the Ohio Office ofthe
Attorney General, the Ohio Department of Developmental Disabilities, the Ohio
Department of Commerce, or the Industrial Commission of Ohio.

1l
2)

3)
4)
sl

6)

7)

Providers are further required to furnish upon request all contracts in effect during the cost report
period either ofthe following circumstances:

The cost ofthe service from any individual or organization is $10,000 or more
in a 12-month period.
The services ofa sole proprietor or partnership incurs no cost and the imputed
value ofthe service is $10,000 or more in a 1Z-month period.

1)

2)

Approval Date JUN 0.6 ?017

Effect¡ve Date 02113l2017
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Records Retention
Nursing facility providers sharr retain financiar, statisticar, and medicar records supporting costreports and craims for services for the greater ofr"u"n y""., ,rt"r a cost report is fired iftheDepartment of Medicaid issues an audii report, o. ri* yå".. ãit". ,rr 

"pp""r 
.igr,ì. ..ìão"e iã,h"audit report are exhausted.

Penolties
Nursing facility providers who fail to retain the required financial, statistical, or medical records areìia ble for the greater of the following amounts:

1) $1,000 per audit;
2) 25% ofthe amount by which the un-documented cost increased Medicaidpayments to the provider during the fìscalyear.

Additionally, nr.rrsing faciliry providers who fail to retain the required financia¡, statistical, ormedical records to the ex.enr rhat fired cost reports 
"." 

noi 
"uãitrur" 

.hr i".;;;;;;f;'""'penaìties specified above. Providers with records that are noiàuaitaule will be allowed sixty daysto provide the necessary documenration. Ifat the end ofthe srxty ãays ilr" ."ãroáäiå.*árir",been provided and are determined auditable, the propos"a pen"fty_ill be withdrawn.

Refusing legal access to fìnanciaì, statistical, or medicar records arso shall resurt in a penarry asspecifìed above for.outstanding medicar services until such timl as the requesr.ed information ismade available to the Department of Medicaid.

Approvat oate JIIÀl 0.5 Zt]lZ

Eff ecT¡v e D ate 0Z / 13 / 2OI7
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