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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop 32-26-12
Baltimore, Maryland 21,244-1,850 curs

ctNTtRs roR ¡útDtcAnÉ & MtÞtcÂlt) sËnvKts

CENTEN fOR MEDICAID & CHIP SERVICES

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

4Pî I I 20u

RE: Ohio State Plan Amendment (SPA) l8-003

Dear Ms. Sears:

V/e have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid State plan
submitted under transmittal number (TN) 18-003. Effective January l, 2018, this state plan
amendment proposes to update payment for services in nursing homes regarding behavioral health,
podiatry, and acupuncture.

V/e 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) of the Social Security Act and the regulations at 42

CFR 447 Subpart C. V/e hereby inform you that Medicaid State plan amendment l8-003 is approved
effective January l, 2018. Vy'e are enclosing the HCFA-179 and the amended plan pages.

Ifyou have any questions, please contact Fred Sebree at (217) 492-4122 or
Fredrick. sebree@cms.hhs. gov.

Y'

Kristin Fan,
Director

Enclosure
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001,4 Attachment 4.19-D

Su pplement 1
Page 1- of 2

RelstionJo 0rherse
The nursing facility per diem râte is a comprehensive rate that includes many items and services for
which the provider is not paid directly by the Medicaid program. The following items and services
are included in the nursing facility per diem rate:

Personal hygiene services provided by facility stalf or contracted personnel;
The purchase and administration of tuberculin tests;
Drawing specimens and forwarding specimens to a laboratory;
Medical supplies, defined as items with a very limited life expectancy (e.g.,

atomizers, nebulizers, bed pans, cathetet s, hypodermic needles, syringes,
incontinence pads, splints, and disposable ventilator circuitsJ;
Needed medical equipmenç defined as items that can stand repeated use,

are primarily and customarily used to serve a medical purpose, are not
useful to a person in the absence of illness or injury, and are âppropriate for
use in the facility (e.g., hospitaì beds, wheelchairs other than custom
wheelchairs, and intermittent positive-pressure breathing machines). For
dates ofservice on and after lanuary 1,2014, custom wheelchairs are not
included in the nursing facility rate and are covered on a fee for service
basis;
Emergency oxygen;
Over the counter drugs and nutritional supplements;
Physical therapy, occupational therapy, speech therapy and audiology
services provided by licensed therapists or therapy assistants;
Respiratory therapy services, including physician ordered administration of
aerosol therapy rendered by a licensed respiratory care professional;
Resident transportation other than medically necessaty transportation by
ambulance or wheelchair van. Medically necessary transpot'tation of
residents who do not require an ambulance or wheelchair van is paid
through the NF per diem.

The following items and services are not ìncluded in the nursing facility per diem rate but are paid
directly to the provider by the Medicaid program:

Covered dental services provided by licensed dentists;
Lâborâtory and x-ray procedures covered under the Medicaid plogram;
VentilatoÌs, other than services for ventilaror dependent individuals as described in
Section 001.20.5 ofAttachment 4.19-D, Supplement 1;

Prostheses and orthoses;
Pharmaceuticals, subject to the following conditions:
aJ When new prescriptions aÌ'e necessary following expirâtion ofthe

last refill, the new prescription may be ordered only after the
physician examines the patient;

bl A copy ofall records regardjng prescribed drugs for all patients must
be retained by the dispensing pharmacy for at least sjx years;

cl A receipt for drugs delivered to a NF must be sìgned by the facility
representatìve at the time of delivery; a copy must be maintained by
the pharmacy.

ApprovatD.t" APR 1? 2018

Effectìve Date f[p!]!

1)
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3)
4)
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TN 18-003
Su pe rsed es

TN 13-022



001.4 Attachment 4.19-D
Supplement 1

Page 2 of 2

6)
7)
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e)
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11J

12)

13)

Beììavjoral health services;
Physician services;
Podiatry services;
Vision care services;
Custom wheelchairs;
Non-emergency oxygen;
Medically necessary resident transportation by ambulance or wheelchair
VâN,

Acupuncture services in accordance with Attachment 3.1-A

Approvarout" APR 1? 20lB

Effect¡ve Date 1/U2018

TN 18-003
Su persedes

TN 13-022



001.6

Direct Care

Costs Included in Direct Care

Direct care costs are reasonable costs incurred for the following:

Registered nurses, licensed practical nurses and nurse aides employed by the
facility;
Direct care staff, administrative nursing stafl medical directors, respiratory
therapists, ând other persons holding degrees qualifying them to provide
therâpy;
Purchased nursing services;

Quality âssurancei
Consulting and management fees related to direct care;
Allocated direct care home office costs;
Habilitation stafl other than habilitation supervisors;
Medical suppÌies, habiìitation supplies and universal precaution supplies;
Emergency oxygen;
Over the counter pharmacy products;
Physical therapists, physical therapy assistants, occupational ther apists,
occupational therapy assistants, speech therapists, and audiologists;
Training and staff development, employee benefits, payroll taxes, worl<ers'
compensâtion premiums, and costs for self-insurance claims for individuals
whose wages are included in direct care;
Other direct care resources.

Attâchment 4.19-D
Su pplement 1

Page 1of 1

1)

2)

3l
4)
sl
6)
7)
8l
e)

10)
11)

12)

131

TN 18,003
Supersedes
TN 13-022

APR I ? 20t8

Approval Date _

Effective Date 1/1./201"8



001 .27 Appendix A Attachment 4.I 9-D
Supplerrent I
Page I of 6l

Ohio Departlnent of Medicaid
Medicaid Nursing Facility Cost Report

Instructions for completing the Ohio D€partment of Medicaid annual Medicaid cost report for
nursing facilities (NFs)

GI,NERAL INSTRUCTIONS

OVERVIEW

As a condition of participation in the Title XIX Medicaid program, each NF shall file a cost report with the
Depaftment. The cost report, including its supplements and attachments, rnust be filed within ninety days
after the end of the reporting period. The cost report shall cover a calendal year. However, if the provider.
participated in the Medicaid program for less than twelve months during the calendar year, then the cost
leport shall cover the portion ofa calendal year during which the NF participated in the Medicaid program.

If a plovider begins operations nn or aftel Ctctober 2, the cost report shall be filed in accordance with rule
5160-3-20 of the Ohio Adminisrrarive Code (OAC).

For cost reporting pulposes, NFs, othel tllan state-operatetl far:ilities, shall use the Chart of Accounts as set
folth in rule 5160-3-42 ofthc OAC, or relate its char.t of accounts dir.ectly to the cost Ieport.

TN t8-003
Supelsedes

.approvat ootÁPR 1? 2018

Effective Date l/l/2018

ODM 02524N1 (REV. 8/2017) lnstructions

TN I7-003



001 .27 Appendix A Attachmerrt 4. I 9-D
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Page 2 of 61

Ohio Deparhnent of Medicaid
Medicaid Nursing Facility Cost Report

trLECTRONIC SUBMISSION OF THE MEDICAID COST RDPORT

In accordance with the OAC, all providers are required to use the electt'onic cost repoÉ subnrissiou process.

Providers slrould use the Department-sponsoled computer softwate fol electronic subnrission of the cost
l'eport.

FILING RDOUIREMENTS

A complete and adequate Medicaid cost repoft must be lìled with the Department or postrnarked on or
before ninety days after the end of each facility's reporling period. Pulsuant to Ohio Revised Code (ORC)
section 5165.10, a provider whose cost report is filed or postnrarked aftel this date. is subject to a reduction
of their per diem rate in the amount of two dollars ($2.00) per resident day, adjusted f,or inflation. The late
file period will begin at the staft of the thirty day termination period and continue until the complete and

adequate cost repoú is received by the Depattment ol'the facility is terminated from the Medicaid prograrn.

A plovider may request a fourteen-day extension ofthe cost leport fìling deadline. Such requests must be
made in writing, including an explanation of the leason the extension is being requested, and must
demonstr'âte good cause in order to be glanted. Requests should be made to the Rate Setting and Cost
Settling Unit, Department of Medicaid.

In the absence of a tirnely filed cornplete and adequate cost repolt, ol' request for' filing extension, a provider'
will be notil'ied by the Depaßlrent of its failure to fìle a cornplete and adequate cost lepolt and will be given
thirty days to file the appropriate cost report and attachments. During this thilty day peliod, the late filing
rate reduction described previously will be assessed. If a providel fails to submit a complete and adequate

cost lepolt within this time period, its Medicaid provider agreement will be terminated according to section
5165.106 ofthe ORC.

REASONABLE COST

Please lead all instructions carefully befole con.rpleting the cost report.

Reasorrable cost takes into account ditect, ancillaly/suppol t, capital and tax costs ofplovidels of services,
irrcluding nonral standby costs. Departmental regulations regarding the reasonable and allowable costs are

contained in Chapter 5l60-3 of the OAC. ln addition, the following additional plovisions establish
guidelines and procedures to be used in detelnrining leasonable costs for services rendeled by NFs:

Ohio Revised Code and uncodified state law,
Regulations (OAC) plomulgated by the Department and codified in accordance with state law,
Plinciples of leimbursement for plovider costs with lelated policies described in the Centers for'

Medicale and Medicaid Services (CMS) Publication 15-1,

Plinciples of reimbulsenrent fol plovider costs with lelated policies described in the Code of Federal
ReguÌations (CFR), Title 42,Part 413.

TN I8-003
Supersedes
TN t7-003

¡pp,oval oateAPR l? 20lB

Effective Date l/l/20 l8

ODM 02524Nì (REV. 8/2017) Instructions
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Page 3 of 61

Ohio Depa|tment of Medicaid
Medicaid Nursing Faciìity Cost Repoú

ROUTINE SERVICES

The OAC lists covered services for all ploviders who selvc NF residents. The OAC delineates sÞrvices
reimbursed thlough the cost reporting nrechanism of NFs, 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 ploviders are r.equired
to submit cost data on an acirual basis of accounting, Couuty-operated facilities that utilize the cash
method ofaccounting may submit cost data on a cash basis.

OI{IO MEDICAID COST REPORT FORMS

The Ohio Medicaid nursing facility cost report is designed to provide statistical data, financial data, and
disclosule staten]ents as required by fèdelal and state fules. Exhibits to the cost report are part of the
documents that rnay be required to file a conrplete cost report. Each exhibit to the cost repolt n'ìust be
itlentified and ctoss-referenced to the applopliate 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 attachr¡ents listed below, lesponses such as "Not Applicable,', ,,N/4,', 

"Same as
Above," "Available upon request," or "Available ai tl'ìe time of Audit," will lesult in the cost leport being
deemed incomplete or inadequate. Pulsuant to sections 5165.10 and 5165.106 of the ORC, an inconplete
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 telmination olthe pr.ovider.agl.eement.

TABLtr OF COST RtrPORT SCHI,DULES

Cost
Renort Schedu les

ScÌredule A, Page I
Schedule A,Page 2
Schedu le A-l
Schedu le A-2
Schedule A-3
Schedule B-1
Schedule B-2
Schedule C
Schetl u le C-l
Schedu le C-2

Title

ldentifi cation and Statistical Data
Chain Home Office/Certification bv Oflicer of Plovider'
Sunrnraly of Inpatient Days
Detetmination of Medicare Part B Costs to Offset
Summaly of Costs
Tax Costs
l)irect Cale Costs
Ancillary/Support Costs
Adnrinistlatol s' Compensatiorr
Owners'/Relatives' Comperrsatiolt

Page
Number

Page I
Page 2
Page 3
Page 4
Page 5
P age 6
Pagcs 7-8
Pages 9- I I

Page 12

Pages 13 14

Approval Date lflpf, ] ? ?018

EffeÇt¡ve Dâte 1/ I/2018

]N l8-003
St¡rersedes
TN t7-003

ODM 02524N1 (REV. 8/2017) lnstluctions



001 .27 Appendix A

Ohio Depaltnrent of Medicaid
Medicaid Nursing Facility Cost Report

Cost of Services from Related Palties
Capital Costs
Analysis of Propelty, Plant and Equipnrent
Capitcl Addirions arrd/or Deletions
Balance Sheet
Equity Câpital of Ploplietary Providers
Revenue Trial Balance
Adjustrnent to Trial Balance
Medicaid Cost Report Supplemental Information
Wage arrd Hours Snlvey
Addendum for Disputed Costs
Effrployee Retention Rate

Attachment 4.19-D
Supplement I

Page 4 of 6l

Pages 15-17
Page I 8

Page I 9

Page 20
Page 21

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

APR r 7 2018
Approval Date _

Schedule C-3
Schedule D
Schedule D-l
Schedule D-2
Schedule E
Schedule E- 1

Attâchment I

Attachment 2
Attachment 3

Attachment 6

Attachment 7
Attachment 8

TN l8-003
Supersedes

TN t7-003

ODM 02524N1 (REV. 8/2017) lnstluctions

Effective Dale l/l/201 8



001.27 Appendix A

Ohio Departrrent of Medicaid
Medicaid NLrlsing Facility Cost Report

COST RDPORT INSTRUCTIONS

The following cost repoft instructions are in the older of schedule cotlpletion sequence.
. All expenses are to be rounded to the nearest dollar.
o All dates should contain eight digits and be formatted as follows

(MM-DD-YYYY).
. All date fields are denotetì as From/Thtough or Beginning/Ending.

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

Attachment 4.19-D
Supplenrent I
Page 5 of 6l

Month-Day-Year'

Scouence and Procedures for Completine Cosf ReÞort
Cost Report
Page Number

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

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

24. Schedule A, Page2 of2

I
3
I

23-25
4,6

1-8
9-r I

19

20
l8
26

6-1 1,18
l2

l3-14
l5-t7

2l
22

5

28-29
30
31

27
2

TN I 8-003
Supersedes
TN l7-003

Approval DatAPR 1? 2018

Eflective Date l/ l/2018

ODM 02524NI (REV. 8/2017) lnstluctions



001.27 Appendix A Attachrnent 4.1 9-D
Supplement I

Page 6 of 6l

Ohio Depaltment of Medicaid
Medicaid Nulsing Facility Cost Report

1. Schedule A. Paee I of2 - Identification and Statistical Data

INTRODUCTION:

The various cost report types are explained below. Except for'4.1, Year End cost reporl, all cost report
types must be accompanied with a cover letter explaining the reason for filing the cost report
information. An explanation ofthe cost report types is as follows:

4.1 - Year End Cost repods by providers with continued Medicaid participation having
ending dates of December 3 I , pursuant to Ohio Administrative Code.

4.2 New Facility Fot facilities new to the Medicaid program, where the actual cost of
operations are reported fol the first three (3) full calendar months, whicl,
ìncludes the date of certification, pursuant to OAC.

4.5 Final For the linal cost report of a plovidel who has experienced a change of
operator pursuant to OAC.

4.6 - Amended For cost repol'ts that ale filed aftel the fiscal year rate setting ancl couect
en'ols ofthe cost repol't used to establish the fiscal year Íate, pursuant to OAC.

Facilifv Identification

Provider Name (DBA) -Enter the "doing business as" (DBA) narne of the facility as it is registered with the

Ohio Secretary of State.

National Provider Identifier (NPI) - EnteL the NPI

Medicaid Provider Number Enter the seven digit Medicaid plovidel nurnber as it appeârs on the

Medicaid prov ider agr eement.

TN 18-003
Supersedes
TN l7-003

ODM 02524N1 (REV, 8/2017) Instluctìons
APR tr 7 ZOÎB

Approval Date _

Effective Date 1/ 1/2018
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PageT of 6l
Ohio Departme nt of Medicaid

Medicaid Nursing Facility Cost Repolt

CMS Certification Number (CCN), formerly the Medicare Provider Number - Enter.the six-digit CCN
furnished by the Ohio Departrrent of Hsalth (ODH) or CMS. CCNs ale assigned to each facility regardless
of the facility's Medicare certification 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 facility
is physically located.

Federal ID Number - Enter the Federal Tax ldentification Number as it is reported to the United States
lnternal Revenue Service.

ODH ID Number - Enter the Ohio Department of Health (ODH) 4-digit home number, also referred to by
ODH as the "Fac lD" Nulnber.

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

Period Covered by the Cost Report

This is a twelvc-month period ending Dêcembel thirty-first unless anothor poliod 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 Legal [,ntity Jdentification

Name and address ofplovider of NF services. Enter the legal business name for the provider olthis facility
as reported to the IRS for tax purposes, and as it appears on the Medicaid pr.ovider agreement. Furnish the
addless of this legal entity.

Tvpe of Control of Provider

Check the câtegory that describes the form of business, nonprofit entity, ol govel'nnlent organization under
which the facility is operated. For non-govelnment organizations this collesponds with tÌre \¡,iay tl.ìe operâtor
legal entity ìs registeÍed with the Ohio Secretary ofState. If itenr 1.4,2.6 or3.6 "Other.(specify)" is checked,
the provider must identify tlrat specific lype of control. Descriptions fot' the corrtrol types âre furnished
below.

TN 18-003
Supcrsedes

TN 17-003

Approval oflPf,lf,1fll$

Effective Date l/l/201 8

ODM 02524N1 (REV. 8/20l7) Instnìctions
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Ohio Deparhrent of Medicaid
Medicaid Nulsing Facility Cost Repolt

For Profit

Sole Proprietor - Exclusively owned; Plivate; Owned by a plivate individual or corporation under a

tradernark ol'patent; Ownership - for profìt. ln a sole proplietorsliip, the individual proprietor is subject to

full liability (personal assets and business assets) t esulting flt'onr business acts.

Partnership -An association of two or nìole persons oÍ entities that conducts a business for profit as co-

owneis. A partnership cannot exist beyond the lives of the partners. The partners are taxed as individuals
and are personally liable fol torts and contractual obligations. Active partuers ale subject to self-employment
tax. Each partner is viewed as the other's agent and traditionally is jointly and severally liable for the

tortuous acts ofany one ofthe partners. A contlact 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
propoltion in profits and losses.

General Partnership - A pattnership in which each partuer is liable fol all paltnership debts and obligations
in full, regardless ofthe amount ofthe individual partner's capital contribution.

Limited Partnership - A partnership in which the business is managed by one or more genelal pattners and

is provided with capital by limited paltners who do not participate in management, but who share in profits
and whose individual liability is limited to the an'ìount of their respective capital contributions. A limited
paltnership is taxed lil<e a partnership, but has rnany of the liability protection aspects of a cotporation. To
for.m a limited paÉnersl'ìip, a certificate of linlited partnelship must be executed and filed with the Secretary
of State (Secretary of State prescribes the folm lequired). The name of a lirnited paltnership must include the

words "Limited Paltnership," "L.P.," "Limited,

Limited Liabiliff Partnership A partnership folmed undet applicable state statute in which the
partnetship is liable as an enfity for debts and obligatiorrs and the partners are not liable pelsonally. This
type of paltnership must l egister with the Secretary of State as a linited liability partnelship.

Corporation - An invisible, intangible, artificial cleation of the law existing as a voluntary chatteled

association of individuals thât has nlost of the rights and duties of natural persons but with pelpetual

existence and limited liability. Any pelson, sirrgly or jointly with others, and without regard to residence,

dorricile or state of incorpolation may fornr a corporation. A "person" includes any cot'pot'ation, parhrership,

unincorpolated society ol association and two or more persons having a joint ol con'ìrnon interest.

Publicly Traded Company - A cornpany issuing stocl<s that ale traded on the open marl<et, either on a stock

exchange or on the over-the-counter nrall<et. Individual and institutional shareholders constitute the owners

of a publicly traded conrpany in proportion to tl'ìe amount of stock they own as a percentage of all
outstarrd ing stock.

rN lq:9-ql
Supelsedes
TN l7-003

ODM 02524NÌ (REV. 8/2017) Inshuctions
. ,{PR 17 2018
/.tpptovar uare

Effective Date l/l/2018
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ohio Departrnent of Medicaid 
Page 9 of 6l

Medicaid Nulsing Facility Cost Report

Limited Liability Company - An unincorporated conlpany formed under applicable state statute whose
members cannot be held liable fol the acts, debts, or obligations of the cornpany and that nray elect to be
taxetl as a partnelship. A limited liability company may be fornred in Ohio by any persou without regar.d to
residence, domicile or state or organization. The entity is formed when one o[ more per.sons of their
authorized representatives signs and files articles of organization \¡/itÌr the Secretary of State. The name of
the linited liability company must include the words "limited liability company," "LLC," "L.L.C.," ,,Ltd.,"

"Ltd," or "Lirnited." A "person" includes any natural pelson, corporation, partnership, limited partrrership,
trust, estate, association, Iimited liability company, custodian, nominee, tl'ustee, executor, administrator, ol
other fiduciary.

Business Trust - A business trust is cleated by a trust agreement and can only be created for specific
purposes: To hold, manage, administer, control, invest, reinvest, and operate propel'ty; to operate business
activities; to operate professional activities; to engage in any lawfuÌ act or activity for which business trusts
rnay be folmed under'Chapter 1746. ofthe ORC.

Location of Entitv. Oreanization or Incorporalion

If the legal entity that serves as the facility's provider/operator was fonned, olganized, or incorpor.ated in the
state of Ohio, check the Domestio linc.

Domestic refers to a business entity doing business in Ohio that was folmed, incorporated, or olganized in
Ohio.

If the legal entity that sel'ves as the faciliry's pfovider'/operatol was fo|med, organized, or incorporated
outside the state of Ohio, check the Foreign line.

Foreign refers to a business entity doing business in Ohio that was formed, incolporated, ol organized under
the laws of another state or of â foreign countly. Foreign corpolations lnust be licensed to do business in
Ohio. Foreign Ìimited liability cornpanies, foleign limited parhrelships, and foreign lirnited liability
partnelships 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
irrcorpolated on lhe Location line.

Tt,l l8-003
Supercedes

TN r 7-003
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Nonprofit

Nonprofit Corporation - A domestic or foreign corporation organized otherwise than for pecuniary gain or
profit. A nonprofit corporation can be eithel a "mutual benefit corpolation" or a "public benefit corporation."
A "public beuefit corporation" is a corporation fhat is recognized as exempt from federal income taxation
under 26 U.S.C. l, Sec. 501(c)(3), ol is olganized for a ptrblic or charitable purpose and that, upon

dissolution, must distribute its assets to a public benefit colporation, the United States, a state or any political
subdivision of a state, ol a person recognized as exempt fi'om federal income taxation under 26 U.S.C. l,
Sec. s01(c)(3).

Nonprofit Limited Liability Company - (See description of for plofit Limited Liability
Company) Nonprofit limited liability courpanies rnay be folmed in Ohio, and foreign nonprofit lirnited
liability cornpanies may be registered in Ohio. Section 1705.02 of the Ohio Revised Code states that "A
limited liability company may be folmed for arry purpose or purposes for which individuals lawfully may
associate themselves, including for any plofit or nonprofit purpose...." Section 5701.14 states that, "ln
order to determine a lirnited liability cornpany's nonplofit status, an entity is operating with a nonprofit
purpose under section 1705.02 of the Revised Code if that entity is orgauized other than fol the pecuniary
gain or plofit of, and its net earnings or any palt of its net earnings are not distlibutable to, its members, its

directols, its officers, o[ other private persons, except that the payment of reasonable compensation for
services rendered, payments and distributions in fuÍherance of its nonprofìt putpose, and the distribution of
assets on dissolution peruritted by section 1'702.49 oî the Revised Code are not pecuniary gain or profit or'

distribution ofnet earnings. "

lf the legaÌ entity that serves as the facility's plov ider/operator was formed, organized, ol incorporated in the

state of Ohio, check the Donrestic line.

Domestic lefers 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 plov ider/operator was formed, organized, ot' incot'porated
outside the state of Ohio, check the Foleign line.

Foreign refers to a business entity doing business in Ohio that was folmed, incorporated, or organized under

the laws of another state or of a foreign country. Foreign corporatiolts must be licensed to do business in

Ohio. Foreign linited liabiJity courpanies, f'oleign linrited partnelships, and foreign limifed liability
partnelships must be registeled to tl'ansact business in Olrio.

lf tlre Foleign line is checked, list the state or country where the legal entity was formed, organized, or
incorpolated on lhe Location line.

TN 18-003
Supersecles

TN 17-003
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Nonfederal Government

State - Entity operated under the authority of the state.

County - Entity operated undet the authority of the county as a Couuty Honre, County Nursing Home, or
Distl'ict Home in accordance with the ORC.

City - Entity operated under the authority ofthe city.

CitylCounfy - Entity operated under the authority ofthe city and county.
Practice Type

Indicate the practice type of the facility, in accordance with liccnsurc standards filed with ODII when
appÌicable. Please check all that apply.

Definitions

Physical Rehab Hospital Based - A hospital engaged primarily in ploviding specialized care to inpatients
with intensive, multi-disciplinary physical restorative service needs.

General/Acute Hospital Based - A hospitaÌ thât functions prìrralily to fumisli the array of diagnostic and
thelapeutic services needed to provide cale for a variety ofnredical conditions, including diagnostic x-r.ay,
clinical laboratory, and operating rooln services.

Long Term Acute Care Hospital (LTACH) Based - A hospital that is classified as a long-term car.e
hospital under 42 C.F.R. 412.23(el, that is errgaged prinrarily in providing rnedically necessâr.y speciaÌized
acute hospital cat'e for tnedically complex patients who are critically ill or have multi-system complications
or failules, and that has an avel'age length ofstay of for.ty-five days or. less.

Continuing Care Retirement Center (CCRC) or Lil'e Care Community - A living setting that
encompasses a continuum of care langing from al] apartn.ìent or' lodging, rneals, and maintenance ser.vices to
total nut'sing honre cal'e. All selvices are provided on the plemises of the continr.ling care retil.ement
colnnrunity or life cate cornmunity, and afe plovided based on the cor]tract signed by the individual r.esiderrt.
The residents may ol'lrray not quaÌify fol'Medicaid fol nursing home care, based on the sel.vices covered by
each lesident's individually signed contract.

TN t8-003
Supelsedes
'fN t7-003
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Other Assisted Living/Nursing Home combination - A facility that does not fit the descliption of a CCRC

or life care community, but has a nulsing horne as well as sone otlrer combiuation of assisted living ot'

residential care facility services on the same catrpus.

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

under established r:eligious tenets that plohibit conventional or uncorìventional medical care for the treatment

of a beneficialy, and the sole reliance on these religious tenets for care and lrealing, as set forth in Code of
Federal Regulations (CFR), Tit\e 42,Part 403, Subpart G.

Free Standing - A facility tliat stands independent of attachment or support'

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

of a facility that is in the same building and/ol shares the sanre license with a certified ICF-MR, or is in same

building as a recognized separate provider of Medicaid, such as a provider of outlier services (e.g., for
pediatric residents or residents with traumatic brain injury), ot for the outlier unit, is housed with a NF
providing non-outlier services. (l.lote: A plovidel of NF outlier selvices holds an Ohio Medicaid plovider
agreement addendum autholizing the provision of outlier services to a special population, e.g., pediattic
subacute.)

Name and Address of Owner of Real Estate - Entel the name and addless of the owner of the real estâte

where the facility is located. If the providel of Nli sen¡ices is the identical legal entity that owns the real

estate, re-entel'the plovider's legal entity identification hele.

2. Schedule A-1, Summary of Inpatient Days

Column I : Record the number of ODH-certified beds. If the nunrber of beds certified as nursing facility
beds by ODH changed during the middie of any given month, then calculate a weighted

average for that particular nrontlr rounded to the nearest whole number.

For example:

March 1, 20CY 100 certified beds

120 certified bedsMarch 1 6, 20CY

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

divided by 3l days in month of Malch - 110.3226

Average medicaid ceftified beds fol March 20CY : I 10
APR tr 7 2OI8
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Colur¡n 2:

Column 3

Column
4 and 5:

Column 4 Hospital Leave Days
Colunrn 5 Therapeutic Leave Days

Attachrnent 4.19-D
Supplement 1

Page l3 of6l
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Medicaid NLrlsing Facility Cost Report

Record the nunrber ofauthorized skilled, intermediate, and Medicaid inpatient days.

The day of adrnission. but not tlìe day ol discharge. is an inpatient day. When a r.esident is
admitted and discharged orr the same day, this is counted as one inpatient day.

Inpatient days include those leave days that are reimbursable under the ohio Medicaid
program. Private leave days are not included as inpatient days. Carr.y the total on line 13,
colurnn 9 forward to Schedule A, line 4, colunrn l.

Recol'd the liumber of Medicaid days for. those r.esidents covered by the MyCare Ohio
program. Leave days should be included.

Recold the total monthly reimbursable leave days for Medicaid residents [see the OAC -
coverage of medically necessary days and linrited absences].

NFs roport each medìcally uecessary day and lirnited absence as 50% of an inpatient day.
Report days at 50% of inpatient days in colunrns 4 and 5.

For Example:

January 20CY 100 celtified beds

January 20CY 3100 bed days avaìlable
(100 certified beds x 3 I days in January)

Actual nur¡ber ofdays lesidents ale in facility: 3000
Actual number ofdays residents out offacility on rredical leave = 60
Actual number ofdays residents are out offacility on therapeutic leave : 40

Report as folÌows if paid at 50% ofan inpatient day:

30
20

(60 days x 50%)
(40 days x 50%)

'l'N r ß-003
Supersedes

TN l7-003
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Colunrn6; Total of colulnns 2,3,4 and 5. Can'y the total on line 13, column 6 folward to Schedule A,
line 7.

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

Column
8, 9 and 1 1: 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 10: Record the number of Medicale days for those residents covered by the MyCare Ohio
p1'ogram.

Column 12: Record the numbel of inpatient days fol all residents. This column is the sum of columns 6

through I l.

3. Schedule A. Pase I of2. Statistical Data

Lines i and 2: Licensed Beds:

Enter the total number of beds licensed by ODll in column 2. Entet the total nurnber of beds licensed by

ODH and certified by Medicaid in colutnn I . Tempolaly changes because of alterations, painting, etc. do not

affect bed capacity.

Line 3: Total Bed Days:

For column l, this arnount is determined by multiplying the numbel of days in the reporting peliod by the

number of beds licensed by ODH and certified by Medicaid durìng the reporting peliod. Take into account

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

increase or decrease in licensed and certilied beds.

For column 2, this aurount is determiried by nrultiplying the nut¡bet' of days in the repoding period by the

number of beds licensed by ODH during the |eporting period. Take into accouÍìt increases or decreases in the

number ofbeds licensed and the nulnber ofdays elapsed since the increases or decleases.

Line 4: Total Inpatient Days:

For column l, obtain the answer from Schedule A-1, colunrn 10, line 13. Fo¡ colunrn 2, entet' the total

nurnber of inpatient days for the facility fol all ODI-I Iice¡rsed beds.

TN l8-003
Su¡rersedes
TN l7-003
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Line 5: Pelcentage of Occupancy:

This amount is the plopoltion oftotal inpatient/rcsidcnt days to total bed days dur.ing the r.eporting period.
Obtain the Percentage ofOccupancy answer.by dividing line 4 by line 3 in CoÌunrn 2.

Line 6: Ancillary/Suppor.t Allowable Days:

For computing Ancillary/Support costs, the Depaftrnent will not lecognize an occupancy rate of less than
90%o, If percentage of occupancy is 90%" or more, entel' the nurnbel of inpatient days stated on line 4. If
percentage of occupancy is less than 90%o, enfer 90o/o of fhe number of bed days stated on line 3 (See the
OAC). For providers on the Medicaid progr.am less than l2 months, also consult the OAC.

"+* Number of beds involved in the change" rel'ets only to those beds that were added, r'eplaced, or r.emoved.

4. Attachment 1- Revenue Trial Balance

Column 2: Enter total revenue for each line itenr.

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

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

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

Section A: Revenues

Lines I a,

2a, and 3a List gross chalges for all residents by payel type. Gloss charges must be repor.ted from a
uniform charge structure that is applicable to all lesidents. Revenue repolted under. Char.t of
Account nunrbers 5080 (Medical Supplies-Routine), 5100 (Medical Minor Equiprnent
Routine), and 5110 (Entelal Nutlitional rhelapy) musr be distributed among all non-Medicare
categolies.

rN r q-003

Supersedes

TN l7-003
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For columns 2 through 7, these lines represeÍìt tlle percentages of the individual revenue

reported by payer type divided by the total revenue reported in column 8. Report the
percentages by payer type and round to four decimal places. The total of all percentages must

equal 100%.

Line 4: Total all revenue reported on lines 1a, 2a, and 3a.

Section B: Costs

Line 5 Entel the latio of Medicare Part B charges wlrere the pt'imaly payer is Medicaid from colulnn 2

line 1b, 2b, and 3b. These ratios must be entered in the corresponding column, e.g., medical

supplies percentage from column 2 line 1b must be entet'ed on line 5, column 2 medical

supplies.

Enter the corresponding costs from Schedules B-2 and C, column 3 in the appropliate column.Line 6:

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-Offset

NOTE: Failure to complete Schedule A-2 will lesult in all Medicale PaÉ B revenue being offset against

direct care expenses on Schedule B-2,line 16.

6. Schedule B-1. Tax Costs (Columns 1-4)

An.ìounts paid to vendors fol purchase of sewices must not be shown in columns designated "salary." Such

anìounts should be shown in the "other" columu for tlre appropliate line itent(s).

Colunrn 1 : This coÌur¡n does not pet tain to any account in th is schedule.

Colurnn 2: Report any appropriate non-wage expetlses.

Colunrn 4: Report any increases or decleases of each line iten. Any entlies in this colun'ìrì that are not

flom Attachnrent 2 should be fully explained in accol'dance with the instructions on Attachment
3.

TN t8-003
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7. Schedule B-2, Direct Care Costs (Columns l-3)

Anrounts paid to vendots fol purchase of services must not be shown in columns designatcd "salary." Such
amounts should be shown in the "Othe/Contract Wages" column (2) for the appropriate line item(s). If no
specific line item exists, charge the cumulative expense to "Other Direct Care" ljne 12 and specify the detail
in the spaces provided at the bottom of Schedule B-2, page 1 of 2. Provide supporting documentation as
exhibits with cross references to applicable account number(s).

Column l: Report wages fol facility employees. Wages ale to include wages for sick pay, vacation pay,
other paid time off, as well as any other compensation paid to the ernployee.

Column 2: Report costs incurred for services pelformed by contlacted personnel employed by the facility to do
a service that would otherwise be performed by personnel on tlre facility's payr.oll. Also, report
any appropriate non-\ryage expenses, including contract services and supplies.

Column 3: Total of columns 1 and 2.

8. Schedule C. Ancilla rylSu nnort Costs (Columns l-3)

Amounts paid to vendors for purchase of services must not be shown in columns designated "salary." Such
amounts should be shown in the "Othery'Contract Wages" column (2) fol the applopriate line itern(s). lf no
specific line item exists, cllarge the cumulative expense to the "Othel Ancillary/Sr,rppoft" Iine 63 and
specify the detail in the spaces provided at the bottom of Schedule C, page 2 of 3. Provide supporting
documentation as exhibits with closs ¡eferences to applicable account nurnber.(s).

Column 1: Report wages fol facility employees. Wages are to include wages for sick pay, vacation pay,
other paid tiure off, as well as any other compensâtion paid to the employee.

Colunrn 2: Report costs incun'ed for selvices perfolnred by contlactecl personnel employed by the facility
to do a service that would otlrerwise be pelformed by personnel on the facility's payr.oll. Also,
report any appropriate non-wage expenses, including contrâct services and supplies.

Colurnn 3: Total of columus I and 2.

9. Schedule D-l, Analysis of Pronerty. Plant and EquiÞment

Conrplete per instructions on the folnr. This schedule sl.rould tie to Schedule E, (balance sheet) "Pr.operty,
Plant and Equipnrent" section.

10. Schedulc D-2. Canital Additions and/or Deletions

TN I8-003
Supelsecles
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Complete per instructions on the fon'n. Conrpletion of this schedule is optional if the detailed depreciation

schedule is submitted, which includes all criteria noted on Schedule D-2 except for columns 8 and 11.

Columns 12 and 13 are mandatot'y only in the event ofan asset deletion.

ll.

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

use gl'oup (A). NFs that did change operatot' on ol aftel July l, I 993, should use groups (A) and (B).

12. Attachment 2. Adiustmenf to Trial Balance

Columns 2 and 3. lines I thlough 20:

Enter the appr.opriate adjustments as ndcessary to cornply with CMS Publication 15-1, federal regulations,

state laws, and Ohio'Medicaid program regulations. lterns included on Attachment 2 must have attached

suppoftive detail. Cost adjustnrents for related paúy transactions must offset the appropliate expense

account in column 4 ofSchedules B-1, B-2, C and D.

Column 5. lines I through 20:

ln column 5, cross-reference adjustments to the appropriate expense account number. Calry the adjustment

in column 4 to the applopriate expense account on Schedules B-1, B-2, C and D, column 4.

Note: All adjustments to expense accounts should be rnade to the appropliate line ofSchedules B-1,8-2,
C and D and the appropliate expense account number enteted on Attachment 2, column 5.

Column 6, lines 1-20, line reference from Attachment I (ifapplicable).

Aftef completing Attachment 2 and entering adjustmerrts to expense Sclredules B-1, B-2, C and D, colunrn

4, the adjusted total expenses (Schedules B-1,P-2, C arrd D, column 5) can be computed.

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

Colur¡n 4: Repolt any increases or decreases in each line item. Any entries in this column that are not

flom Attachment 2 should be filly explained in accordance with the instructions on

Attachment 3.

If rro allocations are used, columns 6 and 7 need rrot be completed. ifallocations are used, the allocation

latio shoulcl be calculated to four places to tlre right ofthe decimal.

TN l8-003
Supercecles
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I4. Schedule C-l. Administrators Compensation

A sepalate schedule tnust be conrpleted for each pcrson clairning reimbursement as au administr.ator. in this
facility.

Section A:

Line 2: Wolk Experience

For this administrator, report the number of years of work experience in the health care field.
Ten years experience is the maximum allowance. Thus, fot tlris category, if the adnrinistr.ator.
has ten or more years experience jn the health care fìeld, then rcjcord telr year.s in this box.

Formal Education

For this administrator, report the nul¡ber of yeals of folrnal education beyond high school. six
ycat's fot'mal educatiou is the rnaxirluur allowance for this category. 'l'hus, if the administrator
has six ol more years of formal education, then record six years in this box.

Baccalaureate Degr'èe

For this administrator, record "Yes" if the adurinistrator has obtained a baccalaur.eate degree. If
the administrator has not obtained a baccalaureate degr.ee, then record ,'No."

Other Duties:

Record the total number of other duties not normally perfornred by an administrator. This
administrator may clairn up to four additionâl duties. lf this administrator perfomred four or
more extla duties, then repoft the maximum offour.

lnclude the following other duties in youl count: accounting, naintenance and housekeeping. lf
the administl ator performed any other duties, please conrplete the "Other, specify,' lines.

For example, if the administratol perfolrned laundry duties, tÌren record as follows: other,
specify laundly.

Line 3

Line 3.1

Line 4

TN l8-003
Supelsedes
TN I7-003
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Do not include any of the direct care duties listed below. If the administratot' perfolmed any of
the eight duties listed below, complete page 1 of Schedule C-2. If the administt'ator is an owuet'

or relative ofthe owner, cornplete page 2 also.

(a) Medical dit ector
(b) Director of nursing
(c) Registered nurse (RN)
(d) Licensed practical nurse (LPN)
(e) Respiratorytherapist
(Ð Charge nurse; r'egisteled
(g) Charge nurse; licensed plactical

Section B:

For each adnriuistratot complete the following:

Beginning and ending dates of employment during the lepolting period should be confined to periods of
employment in 20CY only. For example, if the administrator was employed by the plovider from March l,
20CY through March 3 1, 20CY, then for the 20CY feporling period the record of employment dates is as

follows: 03/0 l/20CY 03 131 l20CY.

Hours and percentage of time worl<ed weekly on site at the facility

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

thlough the home office use account 7695. AIi other adnrinistrators use account 7600

Amount of compensation: Except for county facilities tl'ìat operate on a cash basis, list all compensation

actually accrued to empÌoyees who pelfornr duties as the adurinisttatot. County facilities that operate on a

cash basis should list all conrpensation actually paid to employees who perform duties as the adnrinistrator.

If the administlator is an owner or relative of an o\.,r'ner, then complete Schedule C-2, page Z of 2. Do ttot

complete Schedule C-2, page 2 of 2 for a non-owner/adnr in istrator. Report the cost of all

ancillary/support¡'elatecl duties performed by adrninistlator on Schedule C, lÁe 44, account nutrber 7600

or Schedule C, line 65, account number 7695, whichever is applicabÌe.

'rN t8-003
Supelsedes
]'N l7-00i
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The applicable Direct Cale duties ar.e:

(a) Medical Director';
(b) Director of Nursing;
(c) Registeled Nurse (RN);
(d) Licensed Plactical Nurse (LPN);
(e) RespiratolyTherapist;

Ohio Depaltment ofl Medicaid
Medicaid Nursing Facility Cost Repor.t

Attachment 4. I 9-D
Supplemerrt I

Page 2l of 6l

¡pp'ouor outÁPR 1' 7 2018

Effective Date l/ l/20l8

(f) Charge Nulse; Registered; and,
(g) Charge Nurse; Licensed Practical

Example: An owner/administrator (or relative of owner') earned $65,000 conrpensation per.forrning duties
as follows:

RN $15,000; Administrator $45,000; Laundry $5,000; Total : $65,000

Compensation uray bc rcportcd as follows:

Schedule C-1 = $50,000 - Adrninistr:ator plus laundry compensation

Schedule ts-2 = Xì15,000 - RN courpensation

Please note the reporling procedures are the same regardless of whether the administrator is an
owner/administlatol', or a relative of the ownel..

Non-owner administl'ators will report theil wages on Schedule C-l (atlminishative and general wages) and,
if it applies, Schedule B-2 (direct care wages, as stipulated in the direct care duties listãbove). ly'ages for
non-owner/administrators are never r.epor.ted on Schedule C-2.

15. Schedule C-2

Page I of 2:

List all owners and/or relatives who received compensation fi'om this provider.. Also, cornplete the
schedule if any administrator wages are reported on Schedule B-2 fol the direct car.e duties listed-on page
20 of tlie instructions. This applies regaldless ofwhether the adrrinistrator is a non-owner./adnr inistùtJr.,
an owner/adnr inistrator, or a relative ofthe owner.

Specify the Irame of person(s) clainring compensatiou, position number. (see below), r.elationship to
owner'(s), years of expet'ierrce in this field. dates of errploynrent in this leporting periorJ, number. of hour.s

TN ¡8-003
Supersedes
TN 17-003

ODM 02524N1 (REV. 8/201?) lrstructions
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wor.ked in facility during the week, as well as tlre corresponding percentage of tinre worked at this facility,
account number', and amount cÌaimed for each person listed on the cost report. Social Seculity nunrbers are

not required for non-prcfit or governnterrtal facilities.

For purposes of cornpleting Schedule C-2, the following relationships are considered t'elated to the owner:

(l) Husband and wilel
(2) Natural palent, child, and sibling;
(3) Adopted child and adoptive parent;
(4) Stepparent,stepchild, stepblother, stepsister;
(5) Father-inlaw, mother-in-law, son-in-law, daughter -in-law, sister-in-law, and brotlier-in-law;
(6) Grandparent and glandchild; and,
(7) Foster parent, fostel child, foster brother', or fostet: sister.

Page 2 of 2;

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

received from other facilities participating in the Medicaid plogranr (in Ohio and other states). Also, list
any individual owning a 50% or mole interest in this provider. Compensation claimed must be for
necessary sel'vices'ànd lelated to resident care. Services rendered and compensation claimed must be

reasonable based upon the time spent in perfomring the duty, and reasonable for the duty being performed.

If Schedule C-2, page I is completed for a non-owner adrninistlator, then do not corrrplete this page lor the

non,owner administrator. Ail other owners, relatives of ownet's, ol owner/administlators identified on page

I nrust also be leported on page 2 ofschedule C-2. Social Security numbets are not required fot'non-profit
or governmental facilities.

Position Numbers for Corporate Officers

Select the foLu'-digit position numbel that appropliately identifies the job duty ofthe colporate officer

Example: Where there is a colporate president ofa 50-bed facìlity, the four-digit position nunrber is: CPOl

(C, P, zelo, one).

1. Corporate President Series (CP)

CP01 - Colporate President 1 (l - 99 beds)

CP02 - Colporate Plesideut 2 (100 - 199)

CP03 - Corpolate President 3 (200 - 299)

APR tr ? 2OI'
TN 18-003
Supelsedes

Approval Date _

Effective Date l/l/2018

ODM 02524NI (REV. 8/2017) Instructions
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Effective Date l/l/201 8

CP04 - Corpolate President 4 (300 - 599)
CP05 - Corporate President 5 (600 - 1199)
CP06 - Corporate President 6 (1200 +)

2. Corporate Vice - President Series (CV)

CVOl - Corpolate Vice-Pr.esident 1 (1 - 99 beds)
CV02 - Corpolate Vice-Pr.esidenr 2 (100 - 199)
CV03 - Corporate Vice-Presidenr 3 (200 - 299)
CV04 - Corporate Vice-President 4 (300 - 599)
CV05 - Corporate Vice-President 5 (600 - 1199)
CV06 - Corporate Vice-Plesident 6 (1200 +)

3. Corporatc Trcasurer Series (CT)

CTOI - Corporate Treasurer 1 (1 - 99 beds)
CI'02 - Corpolate Treasurer.2 (100 - 199)
CT03 - Corporate Tleasuler 3 (200 - 299)

CT04 - Corporate Treasurer 4 (300 - 599)
CT05 - Corporate TreasureL 5 (600 - I 199)
CT06 - Corporate Treasurer 6 (1200 +)

4. Board Secretary Series (BS)

BS01 - Corporate Board Secretary I (1 - 99 beds)
BS02 - Corporate Board Secr.etary 2 (100 - 199)
BS03 - Corpolate Board Secr.erary 3 (200 - 299)

BS04 - Corporate Board Secr.etar.y 4 (300 - 599)
BS05 - Corporate Board Secretary 5 (600 - I 199)
B506 - Corpolate Board Secretary 6 (1200 +)

TN 18,003
Supelsedes
TN I7-003

OD[4 02524N1 (REV. 8/201 7) lnrn.ucrions
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Position Number for Owners/Relatives of Owner

SeÌect the five-digit position nun.rber, which appropriately identifies the job duty of the owner and/or

r.elative of the owner. Please note that WH leferences the Wage and l-lour Survey - Attachnlent 6 of the

cost repoú.

Exarnple: Whele the owner served as medical dilector of the facility, the five-digit position nurnbel is:

WH002 (W, Fl, zero, zero, two).
WH Code Title Account Schedule / Line

Medical Director
Director of Nursing
RN Chalge Nurse
LPN Charge Nurse
Registered Nurse
Licensed Practical Nurse
Nulse Aides
Habilitation Staff
Respiratoly Therapist

Quality Assurance
Other Direct Care Salaries - Specify
Home Office Costs/Dilect Care - Salaly
DO NOT USE TFIIS POSITION CODE
In-House Trainer Wages
Classroom Wages: Nurse Aides
Clinical Wages: Nurse Aides
Physical Therapist
Physical Tl.rerapy Assistant
Occupational Therapist
Occupalional Therapy Assistant
Speech Therapist
Audiologist
EAP Adninistrator - Therapy
Self Funded Progt aur Admin.-Therapy
Staff Development - Therapy
EAP Administrator - Direct Care

Self Funded Progt anrs Admin. - Dilect Care

Staff De velopment - Dit'ect Cate
Dietitian

WFIO02
wH003
wH004
wHO05
wHO06
wHO07
v/H008
wHO16
wllO19
wH023
wH024
wH025
\ryH026
wH027
wH028
wH029
wH030
v/HO31
wH032
wH033
wH034
wH03s
wH063
wH064
wH065
wH036
wH037
WHO38
wH039

6100
61 05

61 l0
6ll5
6120
612s
6130
6110
6185
6205
6220
6230

6500
65ll
6s2t
6600
6605
661 0

6615
6620
6630
6643
6644
664s
6730
67 40
67 s0
7000

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

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

Schedule B-2, Line 6
Sclredule B-2, Line 7

Schedule B-2, Iine 8

Schedule B-2, line 9
Schedule B-2, line l0
Sclredrrle B-2, line 12

Schedule B-2, iine l3

Schedu le B-2,line 25

Schedule B-2,line 26
Sclredule B-2, line 27
Schedule B-2, line 36
Sclredu le B-2,line 37
Schedule B-2, Iine 38
Schedule B-2, line 39
Schedule B-2, line 40
Schedule B-2, line 4l
Schedule B-2,line 45
Schedule B-2,line 46
Schedule B-2,line 47
Schedu le B-2,line 52

Schedule B-2, line 53

Schedu le B-2,ltne 54

Schedule C, line 1

TN r8-003
Supersedes
TN l7-001
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Food Service Supelvisor.
Dietary Personnel
EAP Administrator' - Dietary
Self-Funded Programs Adrninistrator: Dietal.y

,700s
7015
707 5

7080

Account Schedule / Line

Scheduf e C,line 2
Schedule C, line 3

Schedule C, line 15

Schedule C, Iine l6

Schedu Ie C, line l7
Schedule C, line l9
Schedule C, line 20
Scliedule C, line 25
Schedulc C,line 26
Schedule C, line 27
Schedule C. line 28
Schedule C,line 29
Schedule C, line 30
Schedule C, line 3l
Schedule C,line 32
Schedule C, line 33
Schedule C, line 39

Sclredule C, line 44
Schedu le C, line 48
Schedu le C, Iine 5l
Schedule C, line 52
Sclredule C, line 53
Schedule C, line 55
Schedu Ie C, line 59
Schedule C, Iine 63
Schedule C,line 64

Schedule C, line 66
Sched u le C,line 67
Schedu le C, line 75
Schedule C, line 76
Sclredtrle C,line 77

wH044
v/H045
wH046
wH009
wHOl0
WHOI I
wHOt7
wHOl8
\¡/H020
wH021
wHO14
Ì/H013
v/H001
wH047
wH048
wH049
WHO5O
wHO5l
WHO52
WHO53
WHOs4
WHO55
Ì/H056
wH057
WHO58
tvH059
v/t-t060
wlJ06r
wH062

Staff Developrnent - Dietary
Medical/Habilitation Records
Phannaceutical Consultant
Activity Director'
Activity Staff
Recreational Therapist
Psychologist
Psychology Assistant
Social Work/Counseling
Social Services/Pastoral Care
Habilitation Supervisor
Program Director
Water and Sewage
DO NOT USE TFIIS POSITION CODE
Other Administlative Personnel
Security Services (SalaLy Only)
Laundry/H ousekeeping Superv isor
Housekeeping
Laundly and Linen
Accounting
Data Services (Salary Only)
Other Ancillary/Support - Specify: (Salary)
Home Offi ce Costs/Ancillary/Support (Salar.y)
DO NOT USE THIS POSITION CODE
Plant Opelations/Maintenance Superv isor.
Plant Operations and Maintenance
EAP Admínistrator - Ancillary/Support
Self-Funded Plograms Admin. - Ancillar.y/Suppor.t
Staff DeveÌopnent - Ancillary/Suppor.t

7090
7105
7110
7201
1211
1221
7231
7241
7251

7261

1211
7281
7511

7605
1625
1635
7640
7645
7655
167 5
7690
7695

1100
7'710
7830
7840
7850

TN l8-003
Supelsedes
TN l7-003
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16. Schedule C-3, Cost of Services from Related Oreanizations

Conrplete per insÍuctions on the form. Social Security nut¡bers are not required fot non-profit or
governmental facilities.

Related Party - An individual or organization that, to a significant exteÍìt, has conlmon ownership with, is

associated or affiliated with, has contlol of, or is contl'olled by, the plovider', as detailed below:

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

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

(1) Spouse;
(2) Natural pat'ent, child, ol sibling;
(3) Adopted parent, child, or sibling;
(4) Stepparent, stepchild, stepbrother', or stepsister;
(5) Father-in-law,nrother-in-law,son-in-law,daughter'-in-law,

Brother-inJaw, ot' sister-in-law;
(6) Grandparentot'glandchild;
(7) Foster carcgivet', f,ostel child, foster brother, or fostel'sister.

(2) Common ownelship exists when an individual or individuals possess significant ownership or equity
in both the provider and the other organization. Significant ownership or equity exists when an

individual or individuals possess five per cent ownership or equity in both the pÍovider and a

supplier. Signifrcant ownership or equity is presumed to exist when an individual or individuals
possess ten per cent ownership or equity in both the provider and another organization flom which
the provider purchases or leases leal property.

(3) Contlol exists when an individual or organization has the power, dilectÌy or indir:ectly, to

significantly influence or direct the actions ol policies of an ot'ganizatioti.

Partnership - An association of two or more persons or entities tllat conduct a business for plofit as co-

owners. A partnership cannot exist beyond the lives ofthe partners. The partners are taxed as individuals
and are personally liable for tolts and contractual obligations. Active partÍìers are subject to self-

employment tax. Each partnel is viewed as tlre other's agent and traditionally is jointly and severally liable
for the tortuous acts of any one of, the pârtnel s. A contract entered into by two or n'ìore pel sons in which
each agrees to f,urnish a part of the capital and labol fol a bttsiness enterpt ise and by wlrich each shat'es in

sonre fixed propoÍion in plofits and losses.

'fN l8-003
Supersedes
TN l7-003

Approval Date APR I ? 20lB

Effective Dat€ l/l/2018
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Corporation An invisible, intangible, altificial creation of the law existing as a voluntar.y, chartered
association of individuals tl'ìat has most of the lights and duties of natural persons but with petpetual
existence and limited liability. Any person, singly of jointly with others, and without r.egard to r.esidence,
domicile or state of incorpotation may form a corporatiou. A "person" includes any corporation,
partnersltip, unincorporated society or association and two or more per.sons having a joint
or comrnon intel'est. In the ORC, unless a corporation is specified as nonprofìt, it is assumed to be for.-
pr:ofit.

Limitcd Liability Company - An unincotporated courpany forned under applioable state statute whose
members cannot be held liable for the acts, debts, or obligations of the company and that nray elect to be
taxed as a padnelship. A lirnited liability company may be folmed in Ohio by any person without r.egard to
residence, domicile or state or organization. The entity is formed when one or lrore persons of their
authorized representatives signs and files alticles of organization with the Secretary of State. The name of
the lit¡ited liability conpany must include the words ,,limited liability company,,, ,'LLC,', ,'L.L.C.," 

"Ltd.,',
"Ltd," or "Limited." A "person" includes any natural pcrson, corporation, partnelslrip, liurited par.tner.ship,
trust, estate, association, limited liability company, any custodian, nominee, tlustee, executor, adrninistrator,
or other fìducialy.

17. Schedule [,. Balance Sheet

Enter balances recorded in the facility's books at the beginning and at the end of the reporting period in the
applopriate columns. Where the facility is a distinct part of a NF, enter total amourrts applicable only to
the distinct part.

18. Schedule E-1. (Optional) Equitv Capital ofProprietary Providers

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

Lines 1 through 2l - Calculate equity.

NOTE: Lines 8 through 2l - Must specifìcally identify any amounts entered. An example of amounts
that may be included on these lines is inter-company accorÌnts.

19. Attachment 6, Wage and Hour Survev

Corrplete Attachntent 6 per instruct¡ons to plovide necessaly information on the wage and hour
suppleurent. Thele must be colresponding hours listed if wages ar.e indicated.

NOTE: Wages are to include wages for sick pay, vacation pay, and other paid tinre off as well as any
other colllpetlsatiort paitl lo the employee. Please do not include contract wages or. ncgativc

TN t8-003

Supelsedes
'IN l7-003
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wages on this forrn. Except as noted below, tl'ìe alnounts reported in column (C) must agree to the

collesponding account numbels on Schedules B-2 and C, column I .

In circumstances involving related party transactions or adjustlnents due to home office wages,

the arnounts reported in column (C) inay not agt'ee to the corresponding account nutnbers on
Schedules B-2 and C, column l. If the amounts feported do not agree, please explain the reason

fol the difference on Attachment 3, Exhibit 5 (ol greater'[i.e., Exhibit 6, Exhibit 7, etc.])

20. Attachment 7, Äddendum for Disputed Cost

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

classified differently than as t'eported on the cost leport. Enter in the "Reclassification From" column the

specilìc account title and chaft number as entered on the cost repoú, as well as costs applicable to columns
I thlough 3. Enter in the "Reclassification To" column the schedule, line nunrber, and reason you believe
these costs should be reclassified.

21. Attachment 8, Emplovee Retention Rate

Line I - Number of ernployees refers to the number of people on the payroll at the beginning of the
cost repoÍing period. For example, an enrployee who works 20 hours per week is counted as one

employee, just as one who works 40 hours per weel<.

Line 2 - Of the employees counted in Line 1, the number still employed at the end ofthe 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 PELì fol all of its residents. The facility ntay
use either the full or mid-level nursing home version ofthe PELI.

a

TN l8-003
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TN l7-003
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22, Attachment 3, Sunnlemental Information

AttacÌr requested documentation as instructed.

23. Schedule A. Pase 2 of2, Certification by Officer ofProvider

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

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

¡ Maintains uniform procedures in each facility for handling admissions, utilization review, prepalation
and processing admission notices and bills, ancl

o Maintains and centrally controls individual provider cost reports and fiscal recor.ds.

. In addition, a majol poltion of the Medicare audit for each provider in the chain can be performed
centrally at the chain "home office."

All plovidels that ate currently part of a chain organization or that are joining a chain olganization must
complete this section with inforn.ration about the chain home office.

A' Check Box - If this section does not apply to this provider, checì< the box plovided and sl<ip to the
celtification section.

B. Chain Home Office Information - If thele has been a change in the horre office information since
the previous cost reporting peliod, cl,ech "Change," and plovide the effective date of the change.

Cornplete the applopliate fields in this section:

. Ful'tlish the legal business narre and tax identification nurnber of the chain home office as
lepolted to the IRS.

. Fulnislr the street address ofthe home office corporate headqualters. Do not give a P.O. Box or.
Drop Box addless.

TN l8-003
Supersedes

TN t7-003
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C. Provider's Affiliation to the Chain Home Office - lf this section is being compieted to report a

charrge to the information previously reported about the provider's affiliation to tlre chain hotne office
since the last cost repoding peliod, check "Change," and provide the effective date ofthe change.

Check all that apply to indicate how this providel is affiliated with the home office.

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

administlator, ownerr or responsible officer. The otiginal signature must be notarized.

Ifthe cost repoft preparel'is a company, complete the "Repott Prepaled by (Company)" line only. lf
the cost repoÍ is completed by an individual, complete the "Report Plepared by (lndividual)" line
only.

TN l8-003
Supelsedes
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_ 4.5 Final

_ 4.6 Amended

following)lype
_ 4.1 Year-End

_ 4.2 New Facility

Section 001.27 Appendix A

Publicly Traded Company (1.10)

_ Limited Liabilily Company (1.5)

_ Business Trust (1 6)

Oh¡o Department ot Med¡ca¡d
I\4EDICAID NURSING FACILITY COST REPORT

lNSTRUcTloNs: Th¡s cost report must be postmarked pursuant to Ohro Adm¡nistrative Code. Faiture to file timely wilt resu in reduction ofthe
curent prospeclive ¡ate by lwo dollars ($2 00) per pâlient perday. This rate reductron shattbe ãdjusted for inftation in accordance with Ohio
Revised code Read inslruclions belore completing the form PLEASE RoUND To THE NEAREsT DoLLAR FoR ALL ENTR|Es tvlADE oN
THIS COSI REPORT. When completed, sut¡mit a diske e or compact dtsc to Ohio Depadment of lredicåid, Deputy
Dheclo/s Office, Cosl Repoding Unil, P.O Box 182709, Columbus, Ohio 4g2tB-27O9

_ Sole Proprietorship (1.'1)

_ Part¡ership ('1.2)

_ I General

_ 2. Limited
_ 3. Limited Liabilily Partnership

_ Corporation (1.3)

Attachnrent 4. l9-D
Supplen'ìeÍìf 1

Page 3'1 of61

Pãge 1

Schedule A

Apploval Dut"ApR Í? Z0lg

Effective Date 1/l/2018

_ other lspecify): (1.41

ALL PATIEN-TS

Licensed beds al beginning of period
Lacensed beds at end of period
Tolal bed days avallable
TotalinpâtienLdays
Percenlage of occupancy (line 4 divided by line 3 X 1OO)
Anci¡lary/Support allowâble days (greaterof tine 4 or.9 X tine 3)

OHIO I!'ìEDICAL ASSISTANCE PROGRAI\I PATIENTS
7. Total patienl days (fiom Schedule A-1, tine 13, column-6)
L Utilization Râte (line 7 divided by line 4, coJ. .1 X l0O)

*IF LINE 2IS DIFFERENI FROI\4 COL. 1, LINE 1, NOIE DATE OF CHANGE- AND NU¡T1BER OF BEDS INVOLVED IN CHANGE 

-
-lF LINE 2 ls DIFFERENT FRotM col. 1, LINE 1, NorE DATE oF cnaruce 

- 

AND NUMBER oF BEDS INVoLVED tN CHANGE..IF LINE 2 IS DIFFFREN] I ROI\¡ COL. 'I, LINE 1, NO] L DATE Or CHATCE 

- 

AND NI'I\4BFR OF BI OS INVOI VFN ,I CHNÑEÈ 
-

"IF LINE 2 IS DIFFERENT FROI\¡ COL. 2, LINE 1, NO-TE DATE OF CHANGE 

- 

AND NI JI\4ÊFR OF BFNS IN\/OI \/FD IN CHANGE 

-,
..IFLINE2ISTJIFFERENI I-ROM COL 2, LINE 1, NOTE DATE OF CHANGE AND NUI\'BER OT BEDS INVOLVED INCHANGE
"t, LINL 2 ts DTFFFRËNì FRorv col. 2, LrNE 1, No-f E DATE oF cHANct -ll- AND NUI\,,IBER oF BLDS rttvor-v¡o rt¡ c¡mci -

TN 18-003

1.
*2.

3.

5.
6.

Supelsedes

Provider Name (DBA) Nâlional Provider ldenlifier Cf\¡S Cerlificâlion Number

Address (l)
Address (2)

City
Zip Code

State of Ohio

Domestic Non-Profit
Domestic Non-ProfÌt

Coporation (2 4)
LLC 12.7J

Foreìgn Non-Profit Corporation Locationt_ (2.5)
Foreign Non-Prof¡t LLC: Localiont-.- (2.8)
Othe¡ (not yet defined "non-profit" entity) Specifyj _ (2.6)

Federal lax lu Numþer rer¡od Covered by Cost Reporl

outl J NumDef

Address (1)
Address (2)
City
Z¡p Code State

Address
City
Zip Code

(1)

t2)

State

Check allthal apply:

a. Physicaf Rehâb Hospilal Based
b. General/Acute Hospital Based
c- Long Term Acule Care Hospital (LTACH) Bâsed
d. Continuing Cãre Retrrement Cenler (CCRC) or

Life Care Commun¡ly
e. OlherAssisled Living/Nursing Home CombÌnalion
f Religious Non-l\Iedical Health Care lnstitution (RNHCt)
g. Free Slanding
h. Combined with ICF-MR and/or Outlier Unil
r. Other (Spec;fy)

Non.Federal Government
_ srate (3 1)

_ County (3.2)

_ City (3 3)

_ Cily - County (3.4)

Other (Specify): (3.6)

oÐtM 02524N (REV. 8/2017)

TN I 7-003
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Page 2
Schedule A

2of2
CHAIN HOME OFFICE/CERTIFICATION BY OFFìCER OF PROVIDER

Provider Name

This sechon is to be completed with information about the "HOME OFFICE'for
those pÍovideß that are members of, or are joining, a chain organization.

A. ¡f ihis sect,on does not apply check here.

B. Chain Home office lnformation _ Change Effective Date

'1. Name of Home Ofice as Repo¡ted to the ¡RS lFederal Tax lD Number

2 Home off¡ce Busrness St¡eet Address Line 1

Home Office Busrness StÍeel Address Line 2

City lState lZlP Code

C. Provide/s Affìliation to the Chain Home Offìce Change Effective Date

Check the appropriate boxi

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

3._lvlanaged/Related
4. Wholly Owned

5. _ Leased.
6. _ Other (Specify):

ln eccordance with the l\¡edicaid Aqency Fraud Detection ând lnvestigation Ptogram rule 42 CFR 455 18

all cost reports submitted to the Ohio Department of Medrcãid will be ce'tifed âs followsl

¡i]ISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONÌAINED IN THIS COST REPORT, OR CONCEALMENT OF

A IV]ATERIAL FACT, IVIAY BE PROSECUTED UNDER FEDERAL AND STATE LAWS ANÞ PUNISHED BY FINE AND/OR IMPRISONMENT.

I hereby certify that I have read the above statement and that I have examined the accompanying cost report ând supporting schedules and

êttachmerts prepared for (name of provider) 

-, 

l\ledicaid Provider Number-
for the cosi report perrod beginning 

- 

and end¡ng 

- 

and that to the best of my knowjedge and behef,

It ts a true, accurate, and complete statement prepared from the books and records ofthe provide(s) in accol'dance with applicable insiructions,

except as noted.

Signature of Owner, Officer, or Au{ho zed Representative of Provider Date of Signature

Pr¡nt or Type Name of Owner, Off¡cer, or AuthoÍized Representahve of Provider
(Last) (First) (r\¡. r.)

I¡tle lTeleohone Nurnber
lnrea coce t )

Email Address

Report Prepared by (Company)

Report Prepared by (lndividual)

lLast) (Firsl) (r\4 r.)

T¡tle

Address

:ity, State, Zrp Code

EmailAdd¡ess

of Records or Number fo¡ Audil Contâct Person
Code ( )

3¡ty State lZip Code

NOTARIZED

SLrbscribed and cluly sworn before me acco¡ding to law, by the above named officer or adminiskalor this 

- 

day ol-
21_al 

-, 

county of _-, and state of 

-
TN r 8-003
Supelsedes
TN I 7-003

A pploval DateoDM 02524N (REV. 8i2017)

EfÏective Date I /l /201 8



Section C01.?7 Appendix A
Attachment 4.19-D

Supplement I
Page 33 of61

Page 3

ScheduleA¡SUMMARY OF INPATIENT DAYS

Repoding Period

Nole: Round all leave days to ¡r'r'o decjmalplaces.

INSTRUCTIoNS: Alldata must be stated on a service date (accruâl)basÌs. Forexample, January datâwoutl inct¡rdeontythe appt¡cãbte
days and billings for services rendered durjng January. Nursing facilities i¡ust repo¡teach medically necessary leêvedayand limiied
âbs:nce as either 50% or 18% ofãn inpatient day Ptease reler to the Ohio Adm¡nistrâtive Codefordelaits

totåt
lnrâtient

_Da!4s
(sum cols. 6-

11)

page 1, line 4,

Other Days

111\

MyCarc
Medicáre

Days

110)

fvledicåre
Days

t9l

Da!4s

18)

[4edicaid Pat¡ents

Managed
Cate
Days

i7')

I

I Olai Medrcãrd
Days

(sum cols. 2-5)

Schedule A
page 1, line 7

Therapeutic
Leave
Days

(@ 5o%)
t5)

Hospital
Leave
Days

(@ 50%)
t4)

MycaÉ
Medicaid

Days

l3)

Seruice
Days

(2\

of
l\,,led¡cåid

Certified
Seds

1. Jan

f\¡ar

5 May

Jun

Jul

l- Arrg

5ep

10. ucï

11. Nov

13. TOTAT

li_es 1

through

TN t 8-003
Supersedes

TN 17-003

Approval oateAPR I 7 2018oDt¡ 02524N (REV. 8/2017)

Effective Date 1/1/201 8



Section 001.27 A ppendix A

DETERMINATION OF MEDICARE PART B COSTS TO OFFSET

Attachrnent 4.l9-D
Suppletnent I

Page 34 of61

Page 4

Schedule A-2

Name

INSTRUCTIONS: Enter gross chârges for resident days report€d in Schedule A-1 and Attachment 4. These gross charges must be ¡eported from ê

uniform charoe structure applicable to all residenls

uescflpÙon

SECTION A: REVENUES

Part Pr¡vate

(4\

l\¡ed¡care

Seruices Other

l\ledica¡d

t7\

Total Revenue
(sum of columns

2 through 7)

1b Percênt ôf Me.licâl SrnôLiês Revenue bv Paver Source

)â Mê.li.5l Minñr FñIrómênl RêvenìF

1000/^

?h Þêr^ênl 
^f 

Fñ1Þrâl Êêê.liñ^ RêvênIÊ hv ÞâvÞr Sõ'rr.Þ 100%

4. Total Revenue Source

SECTION B: COSTS Supplies Minor Offset

5. Percentage of Medicare Part B charges where primâry payer

6. Costs (from Schedule B-2, line 15, column 3, and Schedule c,
lines 10 ân.l 35 c.ilr,mn 3l

nes line 6) Offset costs i

identified in line 6 above.

SECTION C: ANCILLARY/SUPPORT COSTS - OFFSET

L Ancillary/Sopport costs (Schedule C, l¡ne 79, column 3 less
C¡hô^"lô a liñôc 1A )^ 41 q, 4'1^nà11 .^ltññ .1\

9. Total costs (total of Schedule ts-l, lrne 5, Schedule B-2, llne þþ,
Schedüle C line 79 Schedule O lines 12 ând 18. column 3)

10. Ancillary/Support costs as a percent oftotalcosts
lline I .livided bv line 9\

11. Costs offset ( lrom lrne / column 5 aþove )

APR f 7 20ts
TN l8-003 Apploval Date
Supersedes

TN l?-003 Effective Date 1/l/2018

oDM 02524N (REV 8/2017)



Section 001.27 Appendix A
Attachrnent 4. l9-D

Supplenrent 1

Page 35 of 61

SUIV]MARY OF COSTS

Page 5

Schedule A-3

PÍovider Name lReportrng Perod
lFror Thrôuôh

REIMBURSABLE COSTS
Schedule
Relerence

Line
{1ì

Sub
Total

í2\

lotal
Cost

TAX COST CENTER
'1. Tâx Cost B-1 line 5 ColT

DIRECT CARE COST CENTER

2. Direct Care Cosl B-2 line-56 Col 7

ANCILLARYiSUPPORT COSI CENTER
3. Anc¡llary/Support Cost C line-7g Col 7

4 Assets Acouired

5 Assets thru Chânqe of Operator ___.. c¡oup B

6. TOTAL CAPITAL COST (Sum of lines 4 and 5) Cot 2

7. TOTAL REIMBURSABLE COSTS
{sum ol lines 1 2 3ând6JCô|3

RECONCtLtAItON OF COSTS

14. Less Non-reimbursable f¡om Schedule C, page 3, l¡ne 95.... .........
15. TotalRe¡mbursable

Schedule /
Line #

lotal Adjustments:
lncreases (DecÍeases)

t)\

Adjusted Tolal (Opt.) Allocated
Adjusted lotal

aol T
I aol 3 .ol7

:ol 3 col 5
11 :ol 3 col 5
12 :ol 3

Totals ¡ {B) I
col5l
s

(A) Agrees to Total Expenses per Worktng Trial Balance
(B) Agrees to Attachment 2, line 21, column 4, and Schedule A-2, lines 7 and ,12, column 5.
(C) Aqrees to Schedule A-3, line 7, column 3.

NOTE: Round all cost data to the nea¡est whole dollar.

TN 1 8-003
Supelsedes
'tN l7-003

App.ovat oare APR tr ? 2018
oDt\l 02524N (REV. 8/2017)

Effective D ate 1 I 1 /20 1 8



Section 001.27 Appendix A
Attachment 4.1 9-D

Srìpplemellt I
Page 36 of 61

Page 6

Schedule B-1TAX COSTS

Provider Name I\redicaid Provider Number Reporling Period
Frnm Thrôrôh

TAX COSTS
ohârt

of
salary
Fâc¡lity

Employed

utnel
Contract
Wages

Total

lcot 1+col2l

Adjustments
lncreases

(Decreases)

Adjusted
Total

lcor 3+col 4]

Alloc. Allocated
Adjust. Tolal
lcol 5xool 6l

l7)'

Frânchise Tâv lAllâch FT 1 120ì
commerciâl Aclivitv Tax ICAT)

*** lf allocalion is used, limit lhe precision to four places to the ríght of the decimal.

Noler Round all cosl dala lo the nearest whole dollar.

TN t 8-003
Supelsedes
TN r 7-003

APR tr 7 2OIS
Approval Date

Elfeclive Dare 1/1/20I 8

oDt\rl 02524N (REV. 8/2017)



Section 001.27 Append¡x A
Altachmert 4.19-D

Sr¡pplement I
Pâge 37 of 61

Page 7

Schedule 8,2
1of2

DIRECT CARE COSTS

DIRECT CARE COSTS
Çharl Salary

Facility
Employed

Other/
ConlÍact

Total

lcol 1+Col2l (Ðecreases)
(4\

Tolal

lcol 3+Cotal
t5)

Adjusl Totâl

tcolsxcol6l
NURSING AND
HABILITATION/RËHABILITATION

. lìled¡cal Ðirector

10. Qualilv Assurance
lq and l\¡anaoement Fees - Direct

ce ! osrs/ urrecr uare ""

I I
I b. Meorcat sLtppres - Med lcafe Non. Bilaþte
l7 ôwñên - Fmêr^a

rrecauuon ùuppfes

,qrqes - rurcnased Nufstng

Salâry Olher

'. Enter home ofice costs on tine 13 only They are not to be d¡stribuled to âny other tine on this schedute.

"' lfallocâtion js used, calcr.rlate the altocation ratio to four ptaces to the righi ofthe decimat.

Nole: Round allcost data lo the nearestwhole dotlar.

TN l8-001 Apploval Drr*+pftf? 
Z.iBSupelsedes Hr

oDl\4 02524N (REV 8/2017)

TN l7-003 Effective Date 1/1/2018



Section 001.27 Appe ndix A
Attâclrnrent 4.I 9-D

Supplernent I

OIRECT CARE COSTS

Page 38 of 61

Page I

SctÌedule B-2
' 2of2

DIRECT CARE COSTS

NURSE AIDE TRAINING I
Employed+ (2',tI

Tolal

[Col 1+col2¡

Ê
t4)I

Tolal
lcor3+col4]

Ë

^1,î:

Ê

Adjust. Tolal

fcolsxcol6l
(7\

I

35. TOTAL Nurse Aide Tralnlng

DìRECT CARE THERAPIES

Â.im¡n - lhêrrñv

40. TOTAL Dlrect care Therapies
(sum of lines S6lhrough 47)

@
STAFF DEVELOPIIENT lNo Purchåsed Nurslns) T

5t TOTAL PayrollTaxes, Fringe Beneflts,3ñd
r linêqr'q ihrnrnh 5¿\

56. TOTAL REII\4BURSABLE ÐIRECT

lf allocation is used, the allocâtion ralio should þe câlculãted to lovr Þlaces lo the right of lhe decimâL

Nôle: allcost d¿t¿ should be rounded lo the nearesl lvhole dollar

TN I 8-003
Supelsedes
TN r 7-003

APR I ? 201S
Apploval Dâte _

F-ffective Date ì /l /2018

oDf\¡ 02524N (REV 8/2017)



Section 001.27 A ppendix A
Attacltnlent 4.1 9-D

Supplernent I
Page 39 ol61

page g

Schedule C

1of 3

ANCILLARY/SUPPORT COSTS

ANCILLARY/SUPPORT
Chad

of
Salêry
Facility

Employed
/1ì

Qtneí
Conlrect
Wages

lotal

icol 1+Col2

Adjustments
lncreases

(Decreases)

AdJusted
Total

[Col 3+Col4]
t5ì

Alloc

t6ì

Allocated
Adjust. Total

[Col Sxcol 6]

DIETARY COST
1 Dietiiiân

FOO0 Servrce Superv'sor

A Êmñl^wÞc À¡êâlc

10 Enterâls: Medicare Billãblê

12, PêyfO[ taxes - uletary

¡]IEDICAL RECORDS, PHARMACY, AND
SUPPLIES

19 [.4edicâl/HâbrlitationRecôrds

Pefsonal Çare - Supplres

I I
29 Psvchôloôv Assislânt I

JU Socral Work/Counselinq I

31. SocialServrces/PastoralCare I

Habrlrtatlon Superv¡sor I

of lines 35

I I
Waler ând Sêwâoc I

. Tr¿sh and Refuse Removãl I

Prov¡der Name Medicaid Provider Number Keponrng Peflod

." lf allocation is used, the âllocalion ratio slrould be calculated to four places to the right of the decimal
Nutë. All oost diiti¡ should bc roLlndcd to the nearest whote do år

TN l8-003
Supelsedes
TN 17-003

App'oval Dut"Ap*-T 
å 2(lîg

oDf\¡ 02524N (REV. 8/2017)

Effective Date 1/l/201 I



Section 001 .27 Appendix A
Attachment 4.l9-D

Supplenrent l
Page 40 of 61

Page 10

Schedule C

2of3
ÀNCILLARY/SUPPORT COSTS

ANCILLARY/SUPPORT
chart

ol Facility
Émployed

Conlrâcl
lcol 1+Col2l {Decreases)

Tolal
rCol 3+Col

¡5ì

I A roc.

toll 
,o'

Adjust. Tolal

[Col sxcol 6l

ADMINISI RAI IVE ANIJ GÊNERAL SERVIçb5
frl A.lminiqtrãtôr

¡ o laL admlnlstalrve ånd (ieneral servrces
(sum of lines 43lhrough 64)
I/lAINTËNANCÊ AND MINOR EQUIPMENT

i^ plrñtôñÊrâriñña/À¡âinlâñâñ.Þq"ôÞn,icôr -ts
11. TOTAL lvlâ¡ntenance ând M¡nor Equlpment

(sum of l,nes 66lhrouqh 70)
PAYROLL TAXES, FRINGE BENEFITS, AND
SIÀFF rìFVFI ÔÞMFÑI

I

78. TOTAL PâyrollTaxes, Fr¡nge Benefits, and Staff
DÞvêlônmÊñf /qIm nl linê.72 thtõrdl177\ I

79 l9laL Re¡mbursaþle Anc¡llary/support cost
(sum of lines 18,24 34 37,42,65,71,and7A) I

llome offìce cosls are lo be entered on line 65 oniy They are nol to be disl¡ibuted to âny other line on this schedule.

Sâlary Oiher

falTÀl lml'et i;a iô linê 61 Cñhrmñ. 1 ând ,ì

lfâllocâtion is used, the âllocaliorì ralio should be calculated lo tour places to lhe rightof lhe declmal

,lPR 1? 20fsTN 18-001 Approval Date '

Supelsedes
TN l7-003 Effective Date l/l/2018

oDt\, 02524N (REV. 8/2017)



Section 00 | .27 Appendix A
Attachment 4.19-D

SupplemeÍìt 1

Page 41 ol61

Page 11

3of3
ANCILLARY/SUPPORT COSTS

ANCILLARY/SUPPORT
Chârt Salary

Employed

Olhe¡/
Conkact

Toial

coll+col2 (Decrêases)

-Iotal

lcol 3+col4l lcol sxcol 6l

N()N-T<EIMtJUT(SAttLE E'(PENSES
ìô lêôênd Drrñ(

'5. 
TOTALNon.RehbursabloExpenses
lsum of lines S0lhrouoh 94ì

-

)6. TOTAL Anc¡llary/Support Cost

lsum ôf ìinêe79 âñd 95ì

I

lfallocâtion is used, the allocation ralio shot¡ld be calculated to toLrr ptaces to th€ rightofthe decimal.

Note Allcosl datâ should be rounded 10 the nearestwhole dollar

TN I 8-003
Supelsedes
TN I ?-003

Applovar out$lL L! 2018

Effective Date I /l /201 8

ooÀ¡ 02524N (REV. 8/2017)



Section 001.27 Appendix A
Attachurent 4. l9-D

Supplement I

Page 42 of t31

ADMINISTRATORS' COMPENSATION

Page 12

Schedule C-1

Medicaid Provider

SECTION A:

SECTION B:

This Administralor's Dates of
During Th;s Reporting

Êmployment
Period Hrs.

t3ì

%

l4\

Accounl
Number

Column
Number

Amount

Beginning Dale
(l\¡ l\4DDYY)

End¡ng Date
(I\,lMDDYY)

* AdministEtors of hospitâl based nurs:ng facililies reporl Soc¡al Security number.

,, Report the number ol hou.s consistent wilh the amolrnt of compensalion reported. lf the amount in column (7) is allocated, hours paid

musl be allocated using the same ratio.

'*' This schedute musl be completed for alf administralors regardless ofwhether lhe administratois salary is Íepoded in account number
7600 or accoLrnt number 7695. (Use only accounl number 7600 or 7695, whichever is âppropriate )

TN l 8-003
Supelsedes
TN r 7-003

APR tr 7 2O1B
A pproval Date

Effective Date 1/l /201 8

Nâme License Number" Securily Number

ls the adminislrator an owner or â relative? _ yes No

l. Base percentage allowance

2. Yeârs ofwork experience ¡n related wolk area, if adm ¡n¡slrâtive, m¡lst be in
health câre fìeld (not to exceed 10 years ).

3. Years offormal education beyond high school (not to exceed six yeêrs if
baccalaureâte degree is obtained orfour years if baccalaureate ¡n not obta¡ned )

4. Dulies olherthan those normally performed by th¡s posilion where a salary ¡s not declared (not lo exceed
fourextra duties)

fimes 4 =

l-%

5. Counly Adjùstment

6. Ownership Points

3.1 Was baccalaureate degree obtained?

7. Sublolal of lines 1 through 6

T¡mês 5 =

a. Accounting
b. lvainlenance
c. Housekeeping
d. Other - speciry
e. Other - speci¡/

TotalDuties

Yes _No

Â Alrô\ùân.Ê Pêr.êniâôê /ênlêr line 7 nôl lô eyceed 150%ì

oDI\' 02524N (REV 8/2017)



Section 001 .27 Appendix A
Attachment 4. I 9-D

Supplement I

Page 43 of 6l

Page 13

Schedule C-2

l of 2

OWI'¡ERS' / RELATIVES' COMPENSAÎON
OTHER THAN COMPENSATION FOR FACILITY ADMINISIRATOR DUTIES

Reporting Period
From: Throuoh

I\¡edicêid Provider NumbêrProvider Name

INSTRUCTIONS: ¡f no con,pensâlion is reported do not complete this form, othelwise al¡ items within this schedule must be completed.
However, Social Security nJmbers êre not required for non-proft or governmental facilities. Dela¡l owners' and/or relatives'
compensation includèd on Schedules B-2 and C net of appt¡cable Column 4 ad¡ustments.

Comoensation

Amount

(12ì'

Col.

No

(1 1 )

Account
Number

Hours

Dates of Employment

Duing th¡s Reporting

End¡ngBeginning

Years

o(
Êxper.

f5l

Re¡ationship

to

Owner

(4\

Position

Number

SocialSecur¡ty
Number

Individual's

NâñE

r1)

* Repo¡l the number of hourÂ consistent with the ârnount of compensâtìon reported. lf the amount ìn column 12 is âlloc€lec,, hours paid must be al¡ocated the same way.

* * See cost report instructions pages 22 through 25 for posìtion numbers.

TN l8-003
Supersedes
TN 17-003

. APR L',r 2018
Approvar uate _

ODI¡ 02524N (RÉV 8i20'17)

Effective Date l/1/201 8



Attachment 4.19-D
Section 001.27 Appendix A Supplement 1

OWNERS'/RELAT¡VES' CPMPENSATION

Page 44 of 61

Page 'i4

Schedule C-2

2of2

Reporting Periodl\4edicaid Provider NumberProvìder Name

Amount of
Compensation

Paid Weeklv
Hours

Medicaid

Provider Number

15)

Number

of Beds

l4\

Facility Name

(3)

SocialSecurity
Number

lndividual's Nâme

Report the number of hours cons¡stent with the amount of coñpensation reporled. If the amounl in column I is alìocated, hours pêid must be âllocated the same way.

TN 1 8-003
Supersedes

TN 17-003

APR 17 20t8
Approval Date _

oDr\¡ 02524N (REV. 8/20'17)

Effective Date 1/ 1/201 8



Section 00i -27 Appendix A
Attachment 4. I 9-I)

Supplement l
Page 45 of 6'1

Page 15

Schedu¡e C-3

1 of3

COST OF SERVICES FROM RELATED PARTIES

Reporting PeriodIVledicaid Provider NunberProvider N¿m,ê

ln the amount of cnsts to be re mbursed by the Ohio N4edicaid program, âre any costs included which are â result offransactions with â related party? *

Yes No lfyes, complete item 2.

2. Does lhis cost repc¡l indude pâyments to related pârties in excess ofthe cosls to the retated pârty?

Yes No Ifyes, complete the tâble below

Cost to

Relãted Pa¡1y

t9ì

Actual Cost
Claimed on this

Cost Report

ItemAccounl
Number

Percent
Ownêrship

Federal

ID.

No.

u\

Nâme of
Related

Party

t3)

Sociâl

Security

No.

Name of Owne:

¿1ì

For further explan¿lirn see Ohio Adminislraiive Code.

Note: Social Security numbers are nol required for non.proft or governmentâl fãciìities.

TN I 8-003
Supersedes

TN 17-003

APR 1? 2018

Approval Date _
oDt\l 02524N (RÉV. 8i2017)

Effective DaIe ) I ) 120 1 I



Section 001 .27 Appendix A
Attachment 4.19-D

Supplement I

COST OF SERVICÊS FROM RELATED PARTIES

Page 46 of 61

Page 16

Schedule C-3
2oÍ3

Med¡ca¡d Provider Number lReporting Per¡od
Jrovrder Name

(All individuals owning greater than 10% ofthe land or build¡ng, ând/or greâter than 5% of non reaì estate business, etc., must be identmed by name and Social Security number ) 
*

Note: Social Security numbers are not required for non-profit and governmentâl faciliiies.

4. List all persons performing the duties ofofficer, director or equivalence (President, VP, Secretary, or other related posit¡ons).
Note: Soc¡al SecuÍty nurnbers are not required for non-proit ãnd govemmental facitities.

5. List a ll other fâ cìlitìes lhat have relâted ownersh¡p as set fo¡1h in Section 5165.01 ofthê ORC.

For fudher explânâtion see Ohio Admìnistrative Code.

TN 18-003
Supersedes
TN t 7-003

Approval Date APR 1? 20X8

StalesSN or l-ed lll #7o UWnerSnlP

oDt\¡ 02524N (REV 8i2017)

Effective Date 1/l /2018



Section ù0I .27 Appendix A
Attachment 4.19-D

Supplement I

Page 47 of 61

Page 17

Scheduje C-3

30f3

Medicaid Provider Number lRepoñn0 Penod

lror: 'fhrouoh:
Provìder Name

¡ñvolvement in progral^ìs established by -Iitle XVlll (N¡ed¡care), Title XIX (Mêdicaid), or Title XX of the Sociêl Security Act as amended?

Yes 

- 

No 

- 

lf yes, list names below: Note: Social Security numbers are not requìred for non-proft and governmental facilities.

or the Ohio lndus:rial Co.nmission within the previous twelve monlhs?

Yes Note: Sociêl Security ñumbers are not required for non-profit and governmenlal facilities.

COST OF GOODS OR SERVICES FROM RELATED PARTIES

l,Jo

month period.

Contractor Name

TN I 8-003
Supersedes

TN 17-003

APR 1? ¿018

Approval Date _

Effective Date 1/l /2018
oDr\r 02524N (RE\' 8/2017)



Sect¡ôn 001.27 Appendix A
Attacl'ìmenf 4.1 9-D

SuppJenrent I

Page 48 of 61

CAPITAL COSTS

Page 18

Schedule D

Ptovider NumberName

CAPITAL COSTS
Chart of

t2\

Total Adjustment
lncreâse

{Decrease)

Adlusted
Total

lcol3+Col4l
Adjusted Total

IColsxCol6l

3 Amôrlizâtiôn - Leasehold lmû¡ove.
¿ DêÒrê.iâtiôn - Fõrrioment

Dêb¡ê.iâuôn - Trâñsnôrlâtion EouiD

Nonextensive Renovations - Deprec¡at¡on/Amortizatlon cuö5, ö0öb,
anaT

11 Home office costs - capital "
12. TOTAL Câpital Costs Group A

** Home Office Costs are to be entered on line 1 1 only they are not to be distributed to any other line in Group A

GROUP B ASSETS ACQUIRED THROUGH A CHANGE OF OPERATOR

INSTRUCTIONS: Facilities, other than leased faolaties, that changed operator on or after 7/01/93 use this group to report expeûses incurred through

a change of operator on ot aftet 7l01l93.
Leâsed fâcilities that changed operator on or afte¡ 5/27192 use this group to report expenses incurred lh¡ough a change oí operalot on ot allet 5127192

luse column (4) to adjust reported costs to the allowable costs as defìned in Ohio Administrative Code l

CAPITAL COSTS
Chart of
Account

l2\

Total Adjustment
lncrease

(Decrease)

Adjusled
Total

[col 3+col4]

Allocaled
Adjusted Total

{Col5xCol6l

EouiDment
Proo Plânt & EouiD.

16 Amôrlizâtiôn of Fiñâñl]¡no Costs
17 I aâsô Exðonco
18. TOTAL Capital Costs Group B

." lf allocation is used, the allocation ratio should be ca¡culated to four places lo the right oflhe decimal

Note: All cost data should be rounded to lhe nearest whole dollar.

INSTRUcTIONS Facilities that did not charìge operator on or âfter 7/01/93 need only use group A
Facilities that did change operator on or after 7/01/93 use groups A and B.

GROUP A ASSETS ACQUIRED

TN I 8-003
Supelsedes
TN I 7-003

ÂPt? 1 7 2¡19
Apploval Date _oDM 02524N (REV. 8/2017)

Effective Dale I /1 /2018



Section 001.27 A ppeudix A

ANALYSJS OF PROPERTY, PLANT AND EQUIPIl/ìENT

Attachment 4.l9-D
Supplernent 1

Page 49 of61

Pâge 19

Schedule D-1

INSTRUCTIONST Facilities thâl did not change operator on or after 7/Oj/93 need only use group A
Facilities lhâl did change operator on or âfter 7/0jl93 use groups A ând B

cRoup A assETs Aceu¡RED

ACCOUNT
tlate

Acquired

t1ì

Cost al
BeginnÍng
ol Pedod

Additrons

Reduclions

Cost at End
of Period

(Col2+Col3)
Depreciation
End of Period

{5ì

Net Book Vâlue
End of Pe od
(Col4-col5)

Depreciâtion
this

Period

L Êqurpment

OTAL

ACCOUNT
Cosl al

Beginning
Reductions

Poect Cort
End of Pe¡iod
(Col 1 + Col2)

Depreciation
End ol Period

Net Book Value
End of Pe od
(Col3-col4)

Depreciation/
Amortization
this Period

lnteresl
lhis

Period

Tol¿¡l
Columns
(6+7)

_.(9)::..,

NONEXTENSIVE RENOVATIONS

INSTRUCTIONS: Complete for nonextensive renovalions in Lrse .lr¡ring cost reporl Þer¡od and completed pr¡or to 7/1/05.

GROUP B ASSETS ACQUIRED THROUGH A CHANGE OF OPERATOR

lNsTRUcTloNS: Facililies, olher than leased facil¡lies, that changecJ operâtor on or after 7/01/93 use this group to Eport expenses incurred through
a change of operalor on ot aÍtet 7lO1t93.

Hâs there been âny change in the orig¡nal hislorjcal cost of capital assets?

ACCOUNT
uate Çost ât

Eeginning
of Perod

t2\

Addilions

Reductions

Cost at End

(Col2+Col3)
Depreciât¡on
End of Period

Net Book value
End of Perlod
(Col2-Col5)

t6l

Depreciation
lhis

Period

_YES _ NO

lf yes, submit complete detail

APR 1? 2018
TN l8-001 Approval Dare _
Supelsedes
TN I 7-003 Effecrive Date I /l /201 8

oDt\4 02524N (REV. 8/2017)



Attachment 4.19-D
Section 001.27 Appendix A Supplement I

CAPITAL ADDITIONS/DELETIONS

Page 50 of 61

Page 20

Schedule D-2

Rêport¡ng Period
From:

lvled¡ca¡d Prov¡der NumberProvider Name

Entries into columns 12 ând 13 are mandatory only in the event ofasset deletions-

oarn or (Loss)
on Disposal

113)

sâles
Pdce

Net
Book
Value

C/R Period
Ending Accum
Depreciêtion

Depreciâtion
for

C/R Periòd

Annual
Deprcciation

lJseful
Liie

Acquisition
Cost

Method
of

Deprec.

Date
Disposed

(MMiDD/rl)

Date
Acquired

(Mrvì/DDÂ/Y)
t3l

Assel
Account

Tifle
(2\

Asset
Description

t1)

TOTAL

NOTE: Columns 6, 9, 10, and 'l 1 should iie to Schedule D-l Capital Cost for each column.

APR 17 20t8
TN I8-003 Approval Date _
Supersedes

TN 17-003 Effective Date l/l/2018

oDf\¡ 02524N (REV. 8/2017)



Section 001.27 Appendìx A
Attachlnent 4. l9-D

Supplenìent l
Page 51 of 61

BALANCE SHEET

Page 21

Schedule E

Ivledicaid Provider Number Reponrng Pen0o

Eeoinnrno of Period

IOIALS (must t¡e to l¡ne 33)

TN t 8-003
Supelsedes

TN 17-003

Applovâl oate APR X ? 20,18

CURRENT
chart 01

Acct. No.

1n1n

tsALANCE F

Beginning of Period
:R EOOKS

End of Period

3. Accounts Receivable
4. Allowance for Uncollectible Accounts

Notes Receivable5.

1070
1080

11nO

6. Allowance for Uncollectible Notes Receivable
7. Other neceivables
8 cosr settlement 

-

g. lnuentories
'l0 Prepaid Expe
'I1. Short- lerm lnveslmenls
12. Þpecral Expenses

I I
tJ, r otat uurrent asseF (sum ot ttnes 1 thtough 12)

PROPERTY, PLANT Á
14. ProDerlv. Plant and Eouiomenl
15. Accumulated Deoreciâtion ¿nd Amôrti7âtion
16. Nonextensive Renovat¡ons

-

I I
17. Accumlrlated Deprec¡atio¡ and Amortization - Nonextensive Renovâtions
1e. fgtqlErge+y, -Plant and Equipment (sum of m

OTHER ASSETS
19. Non-Current

ueposrts
L Uue lrom Ou,lers/Otl¡ceß (to Sch. E-1. line 2)

llelerecl Chôrges and Olhcr Assets
lJ, Notes ¡-(ecervaÞle - Long-lerm

-

as oositive âmounlsì(;URREN I

-

I
36. Related Partv Loans - lnterest Allowâble
37. Related Pa¡lv Loâns - lnterest Non-Allowãhle llô S.h F-1 linê Iì
38. Non-lnterest Beârino Loans from Owners lrô S.h F-1 linÊ ¿ì

oDI\4 02s24N (REV 8/2017)

Effective Dâte I /l /2018



Section 001 .27 Appendix A
Attachment 4. l9-D

Supplement I

EQUITY CAPITAL OF PROPRIETARY PROVIDERS

Pâge 52 of 61

Page 22

Schedule E 1

SECTION A: TOTAL EQUITY

TOTAL EQUITY Beg¡nn¡ng of Period End of Per¡od

'10 Other Sbê.itu'

19 ôther Sôe.itu'

zr. umef, ìipeory:
22, TOTAL Equ¡ty

TN l8-003
Supelsedes

APR tr 7 2018

Approval Date _

Effective DaIe 1 / 1 120 1 8

oDI\¡ 02524N (REV. 8/2017)

TN 17-003



Section 001.27 Appenclix A
Attachlnent 4.l9-D

Sìjpplement I
Page 53 of 6'l

Page 23

Attachment 1

1of 3

REVENUE TRIAL BALANCE

RÊVENUE ACCOUNT NAME

RouïNEsERVim
1. Pr¡vâte

ulrârt oi
Account

t
5010

lotal

É

Adjustments
lncrease

(Decreêse)+
Adjusted

Total
(cor. 2 + col.3)

É
lvledicare

3. I\redicaid
4.

UEUUçTIONS FROM REVENUES
7. Contracluâl Allowance-lvlêdicâre
L Contrâcluâl Allowânce-Medicâ¡d
s. Contrâcluãl Allowâncê'Olhêr

IHET(APY 5EItVICES
tz. íIvstcat ¡ rìetaov
13. OccuoationalTherâDv
14

'ìti. Resprralory lheÍapv 5060
17. TOTAL (lines l2lhroush 16)

MEDICAL SUPPLIES
18. Ivledicare B - I\redicâid ToSch A-2 linelâ Côl 2

I

-

T
lg. MedÍcâre B Ôlher TôSch A-2 line 1â Côl I

Olher To Sch. A-2. L¡ne 1â. Côl 6
24. Niedicaid To Sch A-2 linelâ Côl 7
25. Ivledicâl Sùoolies

. Ivledicare B - Olher Tosch A-2 Line2â Col 3
10. Privâle ToSch A-2 linê2â c,õl ¿

TÕS.h A-2 ¡inê2â Cñl 6

Medica¡d To Sch. A-2. Line 2â. Col 7
. Medrcal Minor tqu¡pment - Roul¡ne

PÍovider Name l\led¡caid Provider Number lReporting Period

TN 1 8-003
Supetsedes

TN l7-003

Apploval Date
APR 1? 2018oDM 02524N (REV. 8/2017)

Effective Date lill201 8



Section 001.27 A ppend ix A
Attachment 4. 19-D

Sùpplernent I
Page 54 of 61

Pøge 24

Attachment 1

2of3
REVENUE TRIAL BALANCE

Reporl¡ng Per¡od

REVENUE ACCOUNT NAIVIE
Chârt of
Account

l1ì

Tôtal Adjustments
lncrease

(Decrease)

Adjusted
Total

(cor.2 + col. 3)

ENTERAL NUTRITION THERAPY

To Sch A-2 I ine 3ã Col 7

45. TOTAL Enteral Nutrit¡on Thera¡rv (lines 37 throush 44)
OTHER ANCILLARY SERVICE

-

I I
47. Personal Care
48. Laundry Service - Routine
49. TalTÀl atthê? Án.¡llâtu SÞru¡^ê llinês ¿6 thrñInh ¿Âì

5150
5160

Ên TOTAI Orhêr Sèru¡cês flinês 50 lhrôuoh 59ì

TN 1 8-003
Supelsedes
TN I 7-003

APR t 7 2018
Approval Date

Eflective Date l/1/201 8

Accoünt l¡tle



Section 001.27 A ppendìx A
Attachmenl 4.l9-D

Srìpplerrent 1

Page 55 of61

Page 25

Altachment 1

3 of3
REVENUE TRIAL BALANCE

Reporling Per¡od

REVENUE ACCOUNT NAME
chan ot
Accounl

Iolal Adjustments
lncrease

(Decrease)

Adjr¡slêd
Total

(Col. 2 + Col.3)
l4\

Nr}N.r)PFRÂTING
61. [ranaoement Services
62 Cash Discounls

Vend¡nq lvach¡ne Revenues
. Vendino I\¡achinê Commissions

67. Renlal - SDace

71. lnterest lncome - Restricled Funds
72. lnterêst lncome - Funded DeDreciâlion
73. lnlerest lncome - Retâted Pârlv RevênÜe

78. Nurse Aidê Trâ¡nino Proorâm Rêvenue
/9. Contr¡butions

- - -

TN I 8-003 Applovalout"{lR n ! 20lE
Supelsedes

TN l7-003 Effective Date l/1/2018

oDt\¡ 02524N (REV. 8/2017)



Section 001.27 Appendix A
Attachment 4. l9-D

Supplement I

ADJUSTMENT TO TRIAL BALANCE

Page 56 of 61

Page 26

Attachment 2

Provider Name Medicaid Provider Number Period

DESCRIPTION

Revenue
Chart of

Nrlmbert
Salary

lncrease
(Decrease)

(2\I

Other
lncrease

(Decrease)

å

Totel
lncreâse

(Decrease)
(Col.2+Col.3)+

Expense
Chârt of
Account
NumbeÍ

å

Revenue
RefeÍence

Attêchmen{ 1

Line

å

I

TN l8-003

/r"R tr 7 20lB
App|oval Date _

Supersedes

oDtr4 02524N (REV. 8/2017)

TN 17-003 Effective Date 1/l/2018



Sectìon 001.27 Appênd ix A
Attachinert 4.1 9-I)

Supplement I
Page 57 of61

MEDICAID COST REPORT SUPPLEMENTAL INFORIVIATION

Page 27

Attachment 3

Name Medicaid Provider Number

Exhibit 1.

Exhibit 2

Exhibit 3.

Exhibit 4.

Exhibit 5

As per the cost report instructions, any documentation (required by the Depadment or needed to
cladfy indiv¡dual line items or groupings) must be submitted as hârd copy and lâbeled as an
exhibit. To facilitate (he reporting a¡d review process of the submitted cost repod (including
exhibits), the Department requi¡es that exhiblts 1 through 4 sha¡l be standardized according to the
following criter¡â. Exhibits I and 2 are required and shall be labeled accordingly. Exhibits 3 and 4,
if needed, shall also be labeled accordtngly. ln certa;n situations, f exhiblts 3 and 4 are no{
êppl¡câble, the corresponding exhibit number shall not be used Any other additional exhibit
attached will be labeled by number (beginning with 5). Exhibits 1 th¡ough 4 are reserved for the
specific items as lisled below

Please attach one copy ol the following:

Fac¡l¡ty t al balance that details the general ledger account names as of December 31, 2OCy.

¡F THE CHARI OF ACCOUNTS IN APPENDIX A OF OHIO ADI\¡INISTRATIVE CODE
RULE 5,i60-3-42 IS NOT USED, IT IS THE RESPONSIBILITY OF THE PROVIDER TO RELATE ITS CHART
OF ACCOUNTS DIREC'TLY TO THE COST REPORT-
(One copy with each cost report rs required.)

Complete ând detailed depreciation schedules in a format âs defined on schedule D-2
of this cost repod. (One copy with each cost report ¡s required.)

Home offce trial balances and the allocalion work shêêtÊ that shDw how the home otfce
tÍial bâlance is allocaled to each indivtdualfacility's cost report.
lnclude the account gror.rpings for êâch home offioe oocoünt. The allocat¡on procedures
are pursuant to Cl\¡S Publication l5-1, (lf âpplicâble - one copy with each cost report is required )

Copies of the Franchise Tax forms to suppod any Faanchise Taxes reported.
(lf applicable - one copy with each cost report is required.)

Any olher documentation which is necessaÍy to explain costs.
ldentit exhibits wlh cross references to âpplicable schedule and line number or item,
example: Exhibit 5 references Schedule C, ljne I. col 4

Failure to cross-reference exhibits, to the applicable cost reporl schedule, line, and column
qualify this report as being ¡ncomplete. lncomplete filings can result in penaltles âpplied pursuant
to Ohio Administrative Code.

TN 18-003

Supelsedes

TN l7-003

Applovat Date APR tr ? 2018
oDlvl 02524N (REV. 8/2017)

Effective l)ate I /1i2018



Section 001.27 Append ix A

WAGE AND HOURS SURVEY

Attachrrent 4.I 9-D
Supplement I

Page 58 of 61

Page 28

Attachment 6

1af2

INSTRUCTIONS: Repoit the numbe¡ oi hours consislent with the amount ofcompensation repofted.

Column (C): Enter wages (net of adjustments) paid to facil¡ty personnel (This must agree wilh lhe sum of column 1 on
Schedules B-2, C and Atlachment 2, column 2).

Column (D): Enler lolalwâges paid lo ãn owner of lhe fâcility as reporled on C-2 (This must agree 
',!ith 

Schedule C-2).

Column (E)r Column (C) miñus column (D).

Column (F) Enter total hours that coÍespond with lhe lolalwages reported in column (C).

Column (G)i Enter total hours lhal ôorrespond wilh the total wages reported in column (D).

Column (H)r Column (F) minus column (G).

WAGE COST CENTERS
Çñan

of
t0þt

Paid
Wâges

Paid

lotal

Wages Paid

lotal
Hours
Paid

Hou¡s
Pa¡d

lotal

Hours Paic

lqlm ñf linFs 1 thrñrnh '13\

18. I OIAL Nrrse Arde I rarnlng
(sum of lines l5 throuqh 1/)
DIRECT CARE THERAPIES

(sum of lines 19 throuoh 27)
PAYROLL TAXES, FRII''GE BENEFITS
AND STAFF DEVELOPMENT DIRECT CARE

TOTAL PâyrollTâx, Fr¡nge Benel¡ts, and
Stafl Development (sum of l¡nes 29 through 31)

TOTÀL Pâdê I ¡srJm ôf liñes 1¿ 1a 2aãnd32ì

TN I 8-003
Supersedes

TN r 7-003

Applovar Drr" APR 13 2018

Efiective Date 1/l /2018

oDl\¡ 02524N (REV. 8/2017)



Section 001.27 Appendix A

WAGE AND HOURS SURVEY

Attachment 4.1 9-D
Suppleurent I

Page 59 of 6l

Page 29

Altachment 6

2on2

Reporting

WAGE COST CENTERS
Chart totat

Pâid
tcì

Wages
Paid
IDì

totat

Wages Paid

totât
Hou¡s
Paid

Hours
Paid

folal

Hours Paid

Dietihan
Food Seruice Supervisot

40 TOTAL D¡etary (sum of l¡nes 34 throìlgh 39)

42. Pharmaceutical Consultant
43. ToTAL Haþ¡t¡tâtion and Pharmaceut¡cal

(sum of lines-41 and 42)
acïvrflÈs.HÀffi

53, TOTAL Act¡vities, Hâbìlitation, and Soclal Serv¡ces
lsum of lines 44 throuqh 52)
IITILITIES

18. Residenl Transporlalion

)2. Accounlinq

tu tAL AomtntsûaÛve ano ('enerat servrcês
(sum of lines 55 throuqh 65)
MAINTENANCE PFRSÔNNFI

69. TOTAL l\ilâlnienance Personnel (sum of liñes 67 and 68)
PAYROLL TAXES, FRINGE BENEFITS
AND STAFF DEVELOPMENT - ANCILLARY/SUPPORT

70. EAP Adminiskâtor - Ancillarv/SuDDôrl
71. Self Funded Proq. Admin.- Ancillarv/SuDDorl

73, TOTAL Payro¡l Taxes, Fr¡nge Benefits, and Staff
Dêvêlôbmênt - Àn.illâru/Srnñôrt /qrñ 

^r 
7o rhn 

' 
7r\

75, TOTAL ATTACHMENT 6 Pagcs I and 2
/s,,rù úl li¡Èq 33 årr¡ 7¿\

I I

TN I 8-003
Supelsedes
TN r 7-003

Apploval Dut. {pR{ 7 Z0fg
oDt\¡ 02524N (REV 8/2017)

Effective Date 1ll /2018



Section 001.27 Appendix A
Attachment 4.19-D

Supplernent I

ADDENDUM FOR DìSPUTED COSTS

Page 60 of 61

Page 30

Attachment 7

Report¡ng Period

INSTRUCTIONS This attachment is for the reportìng of costs âs specifed in the Ohio Revised Code that the provider believes should be

c'assified differently than required on the cost report.

1. Enter in the "Reclassification From" columns the specific account title and chart number as enlered on the cosl report, as well as cosls applicable
to columns 1 throuqh 3.

2 Enter ¡n the "Reclassification To" columns the schedule, line number, and reason you believe these costs should be reclassified.

CURRENT COST CENTERS

-

TAX COSTS

Cha
of

I
Salary
Facility

Employed

ü

Other/
Contlact
Wages

(2)I
Adjusted

Tolal

t3)I
Schedule

ü

Line

ü

Reason

3.

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

-

DIRECT CARE COSTS
6.

L

t0, TOTAL Dìrect Care Costs
{sum of lines 6 throuqh 9)

-

ANCILLARY/SUPPORT COSTS
11

13

15. TOTAL Ancillary/Supporl Costs
lsum of lines 11 throuoh I4l

-

NON REIIlIBURSABLE EXPENSES
16.

18

20. l'O IAL Non Reimbursable Êxpenses
lsum of lines 16 throuoh 19)

-

CAPITAL COSTS
21

I T

tN r 8-003

APR T ? 2OI8
Approval Date

SupersedesoDM 02524N (REV.8/2017)

TN l7-003 Effective Date 1/)/2018



Section 001.27 Appendix A

Employee Retent¡on Rate

AttachlTìent 4.19-D
Supplernent I

Page 61 of 61

Page 31

Attachment I
rrovider Name fVIed¡caid Provider Number Report¡ng Period

From: Throuoh:

1. Number of employees_on first lull payrollend¡ng date ofthe cosl report¡ng period

2. Ofthose in Line 'i, number of employees on last pâyrollending dale of the cost repod¡ng period
remaining from Line I

3. Employee Retenlion Rate ((Line 2 divided by L¡ne 1).100%)

Preferences for Evervdãv Livinq Inventorv {PELI)

Does the nursing facility ulilize the fullor m¡dlevel nursing home vers¡on ofthe
Preferences lor Everyday Living lnventory (PELI) for all of its residents? _Yes _No

TN I 8-003
Supelsedes
TN r 7-003

APR tr ? 2018
Approval Date

oDM 02524N (REV. 8i2017)

Effective Dare 1 I ) l20l 8



001.28 Attachnrent 4. I 9-D
Appendix A Supplement I

Page I of 5l

CHART OF ACCOUNTS
Rev. 8/201 7

TABLtr 1

BALANCE SHEET ACCOUNTS _ ASSETS

CURRENT ASSETS

1001 Petty Cash

1010 Cash in Bank

Genelal Account
Payroll account
Savings account
Imprest cash funds
Certificates of deposit
Money mall<et
Resident lunds

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

r 030 Accounts Receivable

1030.1 Plivate
1030.2 Medicare
1030.3 Medicaid
1030.4 Othel Payers

The balances in tlrese accounts represent the an'ìounts due the nursing facility fot'

services delivered and/or supplies sold.

1040 Allowance for Uncollectible Accounts Receivable

This account represents the estimated amount of uncollectible receivables.

1010.1
1010.2
r 010.3
1010.4
I0t0.5
I 01 0.6
1 01 0.7

APR tr 7 2OI8
TN I 8-001 Approval Drte
Supelsedes
TN 17-003 Effective Dare lttltl4AlS



001 .28

Appendix A
Attachment 4.19-D
Supplernent I

Page 2 of 5l

1050

CHART OF ACCOUNTS
Rev. 8/2017

Notes Receivable

This account repl'eseuts notes receivable due on demand, or that portion of notes
due withìn twelve (12) nronths ofthe balance sheet date.

1060 Allowance fol Uncollectible Notes Receivable

This account represents the estimated amount ofuncollectible notes receivables.

1070 Other Receivables

1070.1 Employees
1070.2 Sundly

I 080 Cost Settlements

1080.1 Medicare
1080.2 Medicaid

These accounts tepresent amounts due provider from current or prior unsettled
cost lepolting periods.

1090 Inventories

1090.1 Medical and þr'ogr.am supplies
1090.2 Dietary
1090.3 Gift shop
1090.4 Housekeepingsupplies
1090.5 Laundly and linen
1090.6 Maintenance

These accounts represent the cost of unused nur.sing facility supplies.

TN I8-003 ,Apploval Do," ApR I ? Z0lB
Supersedes
TN l7-003 Efiective DaIe i,1112018



001 .28 Attachment 4.1 9-D

Appendix A Supplement I

Page 3 of 5l

CHART OF ACCOUNTS
Rev.8/2017

I100 Prepaid Expenses

I 100.1 Insurance
1 100.2 Interest
I 100.3 Rent
I100.4 Pension plan
I 100.5 Selvice contract
1 100.6 Taxes
I 100.7 Other'

These accounts Íepresent paylnents for costs that will be charged to future
accounting periods.

1il0 ShoÉ - Te[m lnvestments

1 1 10.1 U.S. Government securities
I I 10.2 Marketable securities
I 1 10.3 Other

ll20 Special Expenses

1120.1 Telephone systems

1120.2 Prior authorized rnedical equipment

Unamoltized cost oftelephone systems and priol authorized medical equipment.
Arnortized cost oftclephonc systcms acquired before 1211192, if the costs were

leported as administrative and genelal on the facility's cost leport for the peliod
ending l2l3ll92, should be reported in accout:t 7 620.

TN l8-oo3 Approvat ou,. APR I 3 20lB

Supersedes
TN I7-003 Effective Date I/1i2018



001 .28
Appendix A

Attachment 4.19-D
Supplernent I

Page 4 of 51

CHART OF ACCOUNTS
Rev. 8/2017

1200 Propelty, Plant and Equipnrent

Nursing facilities that did not change operator on or afrer 7101/93 need only use
group (A). Nulsing facilities that did change operator on or after 7/01/93 use
groups (A) and (B).

(A) Land
Land implovements
Building and building improvements
Equipment
Transportation equipment
Leasehold improvements
Financing cost - cost of issuing bonds, underwriting fees,
closing costs, mortgage points, etc,

(B) NFs that changed operator on or after '7101193 use this group to report
assets acquired through a change ofoperator on or after 7/01/93.

1200.8 Land acqu iled on or after 7101/93 through a change of
operator

1200.9 Building and building improvernents acquired on or after
7/01i93 through a change of operator

1200.10 Equipn.rent acquired on or after 7/01/93 through a change of
operator

(C) (Assets under capital lease)

1200. I 8 Assets under capital lease - prior to 5127 /92
1200.19 Assets undel capital lease - on or afrcr 5127/92

1200.1

1200.2
1200.3
1200.4
1200.5
t200.6
1200.7

TN 18'003 Approval uate- APR 1? 2018

Supelsedes
TN l7-003 Effective Date 1¡U2018



001.28 Attachment 4.19-D
Supplenrent IAppendix A

Page 5 of51

CHART OF ACCOUNTS
Rev. 8/2017

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

Nursing facilities that did not change opelatol on or after 7/01193 need only use
group (A). Nursing facilities that did change operator on or after 7101/93 use
groups (A) and (B).

(A) 1250. I Land irnprovernents
1250.2 Building and building improvernents
1250.3 Equipnient
1250.4 Tlansportation equipment
1250.5 Leasehold improvenrents
1250.6 Financing cost - cost of issuing bonds, underwriting fees, closing

costs, mortgage points, etc.

(B) NFs that changed operatol on or after 7 /01/93 use this group to report
assets acquired thlough a change ofoperator on or after 7101193.

1250.7 Building and building improvements acquiled on or aîter 7/01/93
through a change of operator

1250.8 Equipment acquired onor after l/01193 through a change of
opelator

(C) (Assets under capital lease)

1250.1 8 Assets under capital lease -priorto 5/27 /92
1250.19 Assets under capital lease - on or after 5127/92

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

(A) 1300.1 Building and building implovenrents
1300.2 Equiprnent
1300.3 Leaseholdimprovements
1300.4 Financing Cost - cost of issuing bonds, underwliting fees,

closirrg costs, Ír'rol'tgage points, etc.

(B) (Assets under capital lease)

1300.9 Assets under capital lease - prior to 5127192

1300.10 Assets under capital lease -onor after 5127192

1350 Accumulated Depre ciation and Amortization - No¡rextensive Renovations

(A) I 350.1 Building and building improvenrents

TN t8-003 App|ovat Date APR tr 3 2018

Supersedes
TN 17403 Effective Dare 1/112018



001 .28
Appendix A

TN 18-003 Apploval nate APR tr T 2018

Supelsedes
TN 17-003 Effective Date lt!1¡!291Å

Attâchmerìt 4. I 9-D
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1350.2 Equiprnent
1350.3 Leaseholdimprovements
I 350.4 Financing cost - cost of issuing bouds, underwriting fees,

closing costs, mortgage points, etc.

(B) (Assets under capital lease)

1350.9 Assets under capital lease -priorlo 5127192

1350.10 Assets under capital lease - on or after 5127192
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1410

1400. l
1400.2
1400.3
1400.4
1400.5
1400.6
1400.7

Deposits

1410.1

1430.1

1430.2

1430.3
1 4i0.4
1430.5

CFIART OF ACCOUNTS

Certificates of deposit
U.S. Govetnment securities
Bank savìngs account
Marketable securities
Cash surrender value of insurance
Replacement reserve
Funded depleciation

Workers' conrpensation
1410.2 Leases
1410.3 Other

1420 Due From Owners/Offi cels

1420.1 Officers
1420.2 Owners

1430 Deferred Charges and Othel Assets

Escrovr' accounts
Defened loan costs and finauce charges except propelty, plant and

equipment
Olganization expenses
Goodwill
Stad-up costs

1440

/lPR tr 7 2018
TN l8-001 Apploval Date _
Supelsedes
TN l7-003 Effective Date 11112018

Notes Receivable - Long Tetnr

This account represents notes receivable or portion thereofdue Inot'e thatr

twelve (12) months fror.l.r balance sheet date.
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TABLE 2

BALANCD SHEDT ACCOUNTS _ LIABILITIES

CURRENT LIABIL]TIES

2010 Accounts Payable

2010.1 Trade
2010.2 Resident deposits - private
2010.3 Resident funds

These accounts represent amounts due to vendors, creditor.s, and residents for
services and supplies pulchased, which are payable within one (l) year of tlre
balance shcct datc.

2020 Cost Settlements

2020.1 Medicare
2020.2 Medicaid

These accounts represent amouÍtts due to Medicare or Medicaid from current or
prior unsettled cost repor.ting periods.

2030 Notes Payable

2030.1 Notes payabÌe - 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 denrand, or. due within one year of the balance
sheet date.

TN l8-003 z\pproval Datc APR I ? 2018

Supelsedes
TN l7-003 Effective Date l¡11¡2018
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2040 Current Portion of Long Tet'ln Debt

This account represents the plincipal of notes, loans, mortgages, capital Ìease

obligations or bonds due within twelve (12) rnonths ofthe balance sheet date

2050 Accrued Conrpensation

2050.I
2050.2
2050.3
2050.4
2050.5
2050.6

Salaries and wages
Vacations
Sick leave
Bonuses
Pensions - retirements plans
Profit sharing plans

Payloll Related Withholding and Liabilities

2060.1 Federal income
2060.2 FÌCA
2060.3 State
2060.4 Local income
2060.5 Employer's portion of FICA/Medicare taxes or OPERS

2060.6 Group irtsurance ptetn iutn
2060.7 State unernployment taxes

2060.8 Federalunernployrrìenttaxes
2060.9 Worl<er'scompensation
2060.10 ljnion dues

2060

TN l8-oo3 Approval Date APR I ? ?tlîB

Supelsedes
TN l7-003 Effective Dafe Ll!12!lÅ
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2080.1
2080.2
2080.3
2080.4
2080.5
2080.6
2080.7

2090.1
2090.2
2090.3
2090.4

CHART OF ACCOI]NTS

Real estate
Personal property
Federal income tax
State income tax/franchise tax
Local income tax
Sales taxes
Other taxes

2090 Othel Liabilities

Accrued interest
Dividends payable
Other
Flanclrise permit fee

1N l8-003 App.oval nu,. 
- 

APR I ? 201t

Supelsedes
TN l7-003 Effective Date Lll¡2918
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LONG TERM LIABILITIES

2410 Long Terrn Debt

2410.1 Mortgages
2410.2 Bonds
2410.3 Notes payable
2410.4 Constl'uctionloans
2410.5 Capital lease obligations
2410.6 Life insurance policy loan

These accounts reflect liabiÌities that have matul'iÎy dates extending beyond one
(1) year aftel the balance sheet date.

2420 Related Pafty Loans
lnterest allowable undet Medicare guidelines.

2430 Related Party Loans
Interest non-allowable under Medicare guidelines.

2440 Non-Interest Bearing Loans ft'om Owners
See the Centers for Medicare and Medicaid Services (CMS) Publication l5-1,
section 1210

2450 Defelred Liabilities

24s0.1
2450.2
2450.3
2450.4

Revenue
Federal inconre taxes

State income taxes
Local inconre laxes

APR tr ? 20,8
TN l8-003 Apploval Date _
Supersedes
TN I7-003 Effective Date 111/2018
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TABLtr 3

BALANCE SHEET ACCOUNT-CAPITAL

This account represents the diffelence between total assets aud total liabilities for the
leporting entity. This account includes capital of for-profit entities and not-for-profit
entities (fund balance). lt also represents the net effect ofall the tlansactions within
accor¡nt balances, including but not limited to contributions, distr.ibutions, tr.ansfers
between funds and current year profit or loss. In addition, it represents capital stock and
associated accounts.

3000 Capital

TN 18-003 Approval oate nPR tr ? 2018
Supelsedes
TN I 7-003 Effèctive DaIe | ¡!\2018
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5010
501 1

5012
5 013
5014

Room and Board - Private
Room and Boald - Medicare
Roorn and Board - Medicaid
Room and Board - Vetefans
Room and Board - Other

ANCILLARY SERVICE REVENUES

5020 Physical Therapy
5030 OccupationalTherapy
5040 Speech Therapy
5050 Audiology Therapy
5060 RespiratoryThelapy
5070 Medical Suþplies - Medicare

Items that are billable to Medicare legardless ofpayer type.

5070.1 Medicare B -Medicaid
5070.2 Medicare B - Other
5070.3 Plivate
5070.4 Medicale A
5070.5 Veterans
5070.6 Other
5070.7 Medicaid

5080 Medical SLrpplies - RoLrtine
Medicaid allowable supplies that are not billabÌe to Medicale legardless of payer
type.

5085 Habilitation S upplies

APR tr 7 2OIB'lN I8-003 Apploval Date _
Supelsedes
TN L7-003 Effective Dãte 11112018
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5090 Medical Miuor Equipn,ent - Medicare
Items that are billable to Medicale regardless of payer type .

5090.1 Medicare B - Medicaid
5090.2 Medicare B - Other
5090.3 Private
5090.4 Medicare A
5090.5 Vetelans
5090.6 Other'
5090.7 Medicaid

51 00 Medical Minor Equiprnent - Routine
Medicaid allowable equipment that are not billable to Medicare regardless of
payer type.

5l 10 Enteral Nutrition Therapy - Medicale
llems lhat are billable to Medicale iegarclless of payer type.

5110.1 Medicale B -Medicaid
51 10.2 Medicare B - Other
5 I 10.3 Private
5l 10.4 Medicare A
5 I 10.5 Veterans
5l 10.6 Other
5 I 10.7 Medicaid

5120 Entelal Nutlition Therapy - Routine
Medicaid allowable enterals thât ale not billable to Medicare regardless of payer
type.

st40
5150
5160

Incontinence Supply
Personal Care
Laundry Service - Routine

'l'N l8-003 Approval Date _Supe'sedes --TPR-tr?-2018

TN I 7-003 Effective Date )]ft!2913
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OTHER SERVICE REVENUES

These accounts represent other clrarges for services as well as for certain services not
covered by the Medicaid pl'ogram.

5 310 Dry Cleaning Service
5320 Communications
5330 Meals
5340 Barbel and Beauty
5350 Personal Pulchases - Residents
5360 Radiology
5370 Laboratory
5380 Oxygen
5390 Legend Drugs
5400 Other, Specify

NON-OPERATING REVENUES

55 10 Management Services
5520 Cash Discounts
5530 Rebates and Refunds
5540 Gift Shop
5550 Vending Machine Revenues
5555 VendingMachineCornrnissions
5560 Rental-Space
5570 Rental-Equ ipnent
5580 Rental-Other
5590 Interest Income - Working Capital
5600 Interest ìncome - Restricted Funds
5610 ìnterest Income - Funded Depleciation
5620 Intelest Income - Related Palty Revenue
5625 Interest Income - Contlibutions
5630 Endowments
5640 Gainiloss on Disposal of Assets
5650 Gain/Loss on Saie oflnvestr¡ents
5660 Nulse Aide Tlaining Plograllr Revenue
5670 Unlestlicted Contributions

TN l8-003 Approval Pate APR I ? 2018
Supersedes
TN I 7-003 Effective Date .ll lr2ü8
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DEDUCTIONS FROM REVENUES

5710 Contractual Allowance - Medicale
5720 Contractual Allowance - Medicaid

5730 Contlactual Allowance - Other
A single account that is the sum of 5710, 5120 and 5730 can be maintained by
those nursirrg facilities tliat do not l'ecord col'ìtractual allowances by payrnent
source. Detail suppoúing this single account rnust be available.

5740 Charity Allowance

TN l8-00J Approval Dale /\pR I ? 2018
S upersedes
TN l7-003 Effective Date 1/l/2018
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TABLE 5

TAX COST

TAXES

6060 Real Estate Taxes
Real ploperty tax expense incuued by the plovider'

6070 Personal Property Taxes
Personal propefty tax expense incurled by the provider

6080 Franchise Tax
Allowable poltion of fi'anchise tax as defined in section2122.4 of CMS Publication
15-t .

6085 Conrnercial Activity Tax (CAT)
Annual business privilege tax; begun July I , 2005.

TN l8-003 Approval Date
Supersedes

APR tr ? 2Or8

TN l 7-003 Effective Dafe lt!1!2918
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TABLE 6

DIRtr,CT CARE COSTS

These accounts include costs that ale specified and lepresent expenses related to the
delively ofnursing and habilitation/rehabilitation selvices. The ter.m "licensed" refers to
state of ohio licensure.

NURSING AND HABILITATION/REHABIL]TATION

6100 Medical Director
A physician licensed undel state law to plactice medicine who is responsible for the
implementation ofresident care policies and the coordination ofrnedical care in the
facility.

6100.1 Medical director - salary
6100.2 Medical director - contract

6l 0s

6l r0

Director of Nr"rrsing
A full time registered nurse who has, in writing, administrative authority,
responsibility, and accountability fol the functions, activities and training of the
nulsing services staff, and selves only one nursing facility in this capacity. (NFs that
receive a waiver flom the state of Ohio are not lequired to liave a full-time director
of nursing.)

6105.1 Dilector ofnu¡sing - salary
6105.2 Director ofnursing - contract

RN C'harge N urse
A legistered nulse (RN) dcsignatcd by the dilector ofnursing who is responsible for.
the supervision ofthe nulsing activities in the facility.

6l I 0.1 RN charge nurse - salat y
6110.2 RN charge nurse - contract

. APR tr? 2O1B
TN 18-001 Apploval Date n

Supelsedes
TN I 7-003 Effective Date !'11201 8
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6115 LPN Chalge Nurse
A licensed practical (vocational) nurse designated by the director ofnulsing who is
responsible for the supelvision ofthe nursing activities in the facility.

6115.1 LPN clrarge nurse - salary
61 15.2 LPN chalge nurse - contract

6120 Registeled Nurse
Salary ofregistered nurses providing dilect nursing care to residents. This account
does not include registered nurses from a nursing pool agency (pulchased nursing).

6120.1 Registeled nurse - salary
6120.2 Registered nurse - contract

6125 Licensed Practical Nurse
Salary oflicensed plactical nurses providing directnursing careto residents. This
account does not include licensed practical nurses from a nursing pool agency
(purchased nursing).

6125.1 Licensed pt'actical nurse - salary
6125.2 Licensed practical nurse - contract

6130 Nulse Aides
Salary of individuâls, other than licensed health prof'essionals, directly providing
nursiug ol uulsing-r'eÌated selvices to tesidelrts in a facility and uon-technical
personnel ploviding suppolt fol dilect nulsing cale to residents. Their
responsibilities may include, but are not Iimited to, bathing, dlessing, and personal
hygiene ofthe lesidents, as well as activities ofdaily living. This account does not
include nurse aides flom a nursing pool agency (purchased nursing). (Excludes
liousekeeping and laundly duties.)

TN t8-003 Apploval out" APR tr 7 2018

Supersedes
TN l7-003 Effective Date 1/l/2018
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6l 85

6205

6170 Hab¡litation Staff
Personnel trained in habilitation who provide habilitation services.

6170.1 Habilitation staff- salary
6170.2 Habilitation staff - contract

Respilatoly Therapist
A professional licónsed undet state law to lender. r'espiratory care.

6l 85.1 Respiratory therapist - salaly
6185.2 Respiratory therapist - contract

Quality Assurance
lndividua ls providing the quality assurance functions in the facility, as overseen by
tlre committee established under 42 CFR, Section 483.75 (O). (Supplies are
ìncluded in program supplies.) This account includes costs previously reported as
util ization review personhel.

6205.1 Quality assulance - salary
6205.2 Quality assurance - contract

6210 Consulting and Management Fees
Direct cale consulting fees that are-paid to a non-related entity pur.suant to the OAC,
are necessary pursuant to CMS Publication l5-1, section 2135, and that do not
duplicate services or functions provided by the facility's staff or other provider
contractual services.

TN l8-003 Approval not. APR 1? 2018

Supelsedes
TN l7-003 Effective Dare ll!1i!201&
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6220 Other Direct Cale Medical Servrces
Dilect care medical seruices not previously listed.

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

6230 Hone Offìce Costs/Direct Cale
Direct care expenses of a sepalate division or entity that owns, leases or manages
lnore than one facility (hon-re offìce). These costs must be related to patient care
and are lirnited to home office personnel functioning in place of the facility
personnel in the nulsing and habilitation/rehabilitation costs as specified in the
direct care cost ceÌrter, and are allocated to the facility in accordance with CMS
Publication l5-1, sections 2150 through 2150.3, "Home Office Costs."

6230.l Home office/direct care - salary
6230.2 Home office/direct cale - other'

APR tr 7 2018
TN I 8-003 Apploval Date_
Supersedes
TN 17-003 Efl'ective Date lll/2018
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MEDICAL SUPPI-IES

Medical supplies - ltems that are disposable, ol have a limited life expectancy, including
but not limited to: atomizers and nebulizels, cathetel's, adhesive backed foam pads, eye
shields, hypodelrnic syringes and needles. Routine nursing supplies such as: isopropyl
alcohol, analgesic lubs, antiseptics, cotton balls and applicatols, elastic support stockings,
dlessings (adhesive pads, abdominal pads, gauze pads and rolls, eye pads, stockinette),
enelna administratiolt apparatus aud etrernas, hydlogen peroxide, glycelin swabs,
lubricatingjellies (Vaseline, I(Y Jelly, etc.), plastic or adhesive bandages (e.g. Band-Aids),
rnedical tape, tongue depressols, tracheotomy care sets and suction catheters, tube feeding
sets and component supplies, some ovel'the counter drugs, etc. (excludes incontinence
supplies, enterals, and all items tlrat are directly billed by supplier to Medicare and
Medicaid.)

For those facilities participating in Medicaid and not in Medicare, al1 medical supplies are
to be classified in account 631 1. For those facilities participating in both the Medicare and
Mcdicaid proglams, meclioal supplies nrust be categorized and classified as follows:

6301 Medical Supplies Billable to Medicare
Medical supplies for facilities palticipating in Medicare that ate billable to Medicare
regardless of payer type.

631 I Medical Supplies Non-Billable to Medicale
Medical supplies for facilities not palticipating in Medicare, as well as lnedical
suppÌies for facilities that ale not billable to Medicale regardless ofpayer.type.

6321 Oxygen - Err.rergency stand-by only

6330 Habilitation Supplies
Supplies used to provide selvices nreasured by the currenf vel.sion ofthe minimum
data set (MDS), which assist the resident to cope with daily living, the aging
process, and perfolmance oftasks nolnrally perfornted at his/hel chronological stage
of development. Does not include cost of nreals fol out-of-facility functions.

6340 Un iversaÌ Precaution Supplies
Supplies required fol the protection oflesidents and facility staffwhile pelforming
plocedures which involve the handling of bodily fluids. Supplies include nrasks,
gloves, gowns, goggles, boots, and eye wash, (Excludes tlash bags and paper.
towels.)

TN 18-003 Approvat Date ApR 1 ? 2018
Supersedes
TN l7-003 Effective Date l/l/2018
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PURCHASED NURSING SERVICES

Expenses incurled by the facility to a nulsing pool agency for tenìporary direct care
personnel.

6401 Registered Nurse Purchased Nursing
Registered nulses providing direct nulsing cat'e to residents

6411 Licensed Practical Nurse Purchased Nursing
Licensed practical nulses providing direct nursing care to residents.

6421 Nurse Aides Pulchased Nur sing
Individuals, other than Iicensed health plofessionals, directly providing nursing or
nursing-related services to residents in. a facility and non-technical pelsonnel
providing support fol direct nursing cale to residents. Their lesponsibilities rnay
ir,clude, but are not limited to, batlring, dressing, and personal hygiene of the
lesidents, as well as activities ofdaily living. (Excludes housekeeping and laundly
duties.)

APR I 7 20î8
I N I8-001 Apploval Date
Supelsedes
TN l7-003 EffectiveDate Lllt29l8
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NURSE AìDE TRAINING

6500 ln-House Trainel Wages
This account includes, and is limited to, train the tlainer salary or wages while
attending a state approved prograÍìl, guest speaker fees, and salaries and wage
expense for the primary instructol and program coordinator providing facility-based
nurse aide training programs in order to cornply with the ORC.

65 I I Classroom Wages: Nulse Aides
This account is limited to wages paid to nurse aides dur.ing the classroom portion of
the state approved training and competency evaluation programs, wages paid for
continuing education pursuant to the ORC, and wages paid dur.ing the state
approved colnpetency test including travel time. Include only those wages paid for.
youl oìNrr lacility staff.

6521 Clinical Wages:Nurse Aides
This account is limited to wages paid to nurse aides during the clinical por.tion of
the state approved tlaining and competency evaluation programs and wages paid for.
continuing education pursuant to the ORC. lnclude only those wages paid fot your
own facility staff.

6531 Books and Supplies
This account is limited to books and supplies expense incurred by the facility for
nurse aide t'aining, i.e., textbooks and reference nraterial used for class preparatiotr.
This account does not include costs that may be used iu rnore than one cost center,
i.e., office suppìies, expense of opelating a copier., linens, cotnputers, etc.
(Mannequins wilì only be considered in their entirety and ar.e subject to the
capitalization policy stated in the capital cost center, par.agraph A.)

TN l8-oo3 Approval not" APR 1? 2018

Supersedes
TN I 7-003 Efl'ective Date ll\2ß18
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Transportation
This account is limited to the mileage allowance paid to nurse aides fi'om your
facility to attend either a classroom or ciinical training session at a state approved
nurse aide training plograrn and/or mileage allowance paid to nurse aides to attend
state approved competency tests, e.9., using the individual's own vehicÌe. This
account does not include expense incurred fol the use of a facility's own vehicle.

Tuition Payr.nents

This account is lirnited to tuition payments to othel'entities that pfovide state
approved nurse aide training for your nurse aides in order to comply with the ORC,
excluding payments to other nursing facilities.

Tuition Rein-rbulsement
This account is limited to the reimbursen'ìent of costs incurred by the facility to
reimburse an individual who is not ernployed, or does not have an offer to be
ernployed, as a nurse aide but becomes employed by, or received an offer for
employment from, the facility not latel'than t\¡r'elve months after completing a nurse
aide tlaining and competency evaluation program. Reimbursement to the nurse aide
shall be made on a pro-rata basis during the peliod in which the individual is

employed as a nulse aide.

Contractual PayInents to Other Nursing Facilities
The account is limited to payments to other nursing facilities that provide state
approved nurse aide training for your nurse aides in ordet to comply with the ORC.

Registration Fees and Application Fees

This account is lirnited to all registration fèes and application fees necessary to
cornply with the ORC, i.e., train the tlainel fees in order to conply with the ORC
and state approved conrpetency exanr fees fol nurse aides.

Employee Fringe Benefìts
Nulse aide training (selies # 6500) This account is linited to fringe benefits for'
employees ploviding and/or attending state approved nurse aide training/testing
programs pursuant to the ORC. Includes seÌf insurance furrds. (This account
excÌudes vacation and sicl< pay salaly.)

TN l8-oo3 Approval out" APR Í 7 2018

Supersedes
TN 1 7-003 Effective Date L!!12018
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DIRECT CARE THERAPIES

6600 PhysicalTherapist
A qualified plofessional licensed under Ohio law as physical therapist.
6600.1 Physical therapist - salary
6600.2 Physical therapist - contract

6605 Physical Therapy Assistant
An individual licensed under Ohio law as a physical thet'apy assistant.

6605.1 Physical thelapy assistant- salary
6605.2 Physical thelapy assistant - contract

6610 OccupationalTherapist
A qualified professional licensed under Ohio law as an occupational therapist.
6610.1 Occupational therapist - salaly
6610.2 Occupational therapist - contract

6615 Occupational ThelapyAssistant
An individual licensed under Ohio law as an occupational therapy assistant.

6615.1 Occupational therapy assistant - salaly
6615.2 Occupational thelapy assistant - contl.act

6620 Speech Therapist
A qualified professional licensed under Ohio law as a speech therapist.
6620.1 Speech therapist - salary
6620.2 Speech tl'ìel'apist - contract

6630 Audiologist
A qualified professional licensed under Ohio law as an audiologìst.
6630.1 Audiologist - salaly
6630.2 Audiologist contract

TN 18-003 Apploval uatc APR I? 2018

Supelsedes
TN 17-003 Effective Date l]!!2913
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DIRECT CARE THERAPIES PAYROLL TAXES, FRINGE BENEFITS, STAFF
DEVELOPMENT

6640 Payroll Taxes - Thelapy

Dilect care therapies payloll related expenses incurred which are: empÌoyer's
portion of FICA taxes or Ohio PubÌic Ernployees Retirernent System (OPERS);

state unemployment taxes or selfinsurance funds for unemployment compensation
as stated in CMS Publication 15-1, section 2122.6; and federal unemploylnent taxes
(excludes purchased nursing).

6650 Workers' Compensation - Therapy

Direct care therapies premiurns incuued by the facility fol'state of Ohio Bureau of
Workers' Compensation or self insurance program as stated in CMS Publication 15-

l, section 2122.6 (excludes purchased nulsing).

6660 Enrployee Fringe Benefits - Therapy

Direct care therapies fringe benefits such as: medical and life insurance premiums
ol selfinsurance funds; employee stock option program; petrsion and profit sharing;

'personal use of autos; employee inoculations, employee assistance proglam, and

employee meals, as defined in CMS Publication 15-1, section 2144. If fringe
benefitrs are discliminatory to owners and related parties, they are considered part of
cornpensation. This account does not include benefìts for nursing facility pelsonnel
in account 6590, employee fringe benefits fot'nurse aide training. (This account
excludes purchased nulsing as well as vacation and sick pay salary.)

6665 Employee Assistance Program Adminisirator' - Therapy

An individual who perfornrs the duties of the employee assistance program
adnrinistrator for direct care therapies personnel.

6665.1 EAP administrator therapy - salary
6665-2 EAP adminis[r'alor ther¿py - corìtlact

TN I8-003 Apploval Date
Supelsedes

APR 1? 20t8

TN l7-003 EffectiveDate lt4tQ0fL
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Self Funded Proglam Adrninistlator - Therapy
An individual who performs the administrative functions of the self insured
programs. (Report only the poltion related to direct care therapies.)

6670.1 Selfl-funded administrator thetapy - salary
6670.2 Self-funded administlator therapy - contract

StaffDeveloplnent Therapy
Contínuing training that enables the employee to perform his or her duties
effectively, efficiently, and competer, tly. Includes travel costs for individual's own
vehicle, associated with direct care therapies 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 tr.ainer wages. "Other"
costs include registration fees, travel and per diem expenses, training supplies and
contlact trainer fees.

6680.1 Staff development therapy - salary
6680.2 Staff development therapy - other

DIRECT PAYROLL TAXES, FRINGE BENEFITS, STAFF DEVELOPMENT

This series represents payroll taxes, workers' compensation, fringe benefits, EAp
adnrinistlator, selffunded programs administrator and stafT development. These accounts
should not be used to report payroll taxes, workers conrpensation, and frirrge benefits for.
Direct Care Therapies, which should be lepor.ted in accounts 6640 through 6645.2.

6700 Payloll Taxes
Dilect cale payrolllelated expenses incurred such as: employer.'s portion ofFICA
taxes ol Ohio l'jublic Ernployees Retitement System (OPERS); state unemployment
taxcs or scÌf insurance funds for unemployurent cotnpet'ìsatiotì as statcd ir CMS
Publication 15-1, section 2'122.6; and federal unenrployment taxes (excludes
pulc hased nu rsing).

671 0 Workel s' Compensation
Dilect cale plemiums inculred by the facility for state of Ohio Bureau of Wot.kers'
Compensation or selfinsurance plogram as stated in CMS Publication I 5-I , section
2122.6 (excludes purchased nulsing).

rN 18-003 Approval oate APR trnd 20,18
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Employee Flinge Benefits
Direct care flinge benefìts such as: medical and life insulance prerniurns or self
insulance funds; ernployee stock option program; pension and profit sharing;
pelsonal use of autos; employee inoculations, employee assistance program, and
employee rneals, as defined in CMS Publication l5-1, section 2144. If frlnge
benefits are discriminatoly to owrers and r elated parties, they are considered part of
compensation. This account does not include benefits for nursing facility personnel
in account 6590, enrployee fringe benefits for nurse aide tlaining. (This account
excludes purchased nursing as well as vacation and sick pay salary.)

Ernployee Assistance Program Administlator - Direct Care
An individual who performs the duties of the en.rployee assistance program
administlator fol dilect care personnel.

6',730.1

6130.2
EAP administrator dilect care - salary
EAP adnrinistrator direct care - contract

Self Funded Prograrns Administrator' - Direct Care
An individual who perfonns the administrative functions of the self insured
pl'ograms. (Repol t only the poltion related to direct care.)

6740.1 Self-funded administl'ator direct care salaly
6740.2 Self-funded administlator direct care - conùact

Staff Developrnent - Direct Care
Continuing training that enables the employee to perform his ol her duties
effectively, efficiently, and competently. Includes travel costs for individual's own
vehicle, associated with direct care personneÌ for attending tlaining. This account
does not include expenses incun'ed for the use ofa facility's own vehicle, or dues,
subscriptions and licenses. "Salaly" includes only the tlainel wages. "Other" costs
irrclude legistration fees, travel and per dienr expenses, training supplies and

contract trainer fees.

6750.1 Staff developrnent direct care salal'y
6750.2 Staff developmeÍìt dilect cal'e - contract

APR tr 7 ¿OI8
TN I 8-001 Approval Date_
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TABLE 7
ANCILLARY/SUPPORT COSTS

Ancillary/Suppod costs includes costs othet than direct care costs, tax costs, or capital
costs.

7000 Dietitian
Service plovided 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 F'ood service supelvisor'- contract

7015 Dietaly Personnel
Personnel providing dietary services. (Excludes dietitian, food selvice supervisor
and personrrel repolted in account 7050, contract meals personnel.)

7015.1 Dietary pelsonnel - 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 equipnrent or repairs as well as

housekeeping items such as paper towels, trash bags, etc.)

7030 Dietary Minol Equiprnent
Dietary equiprrent that does not meet the facility's câpitalization criteria specified in
the Ohio Adnrinistlative Code (OAC).

'lN llj-001 Annloval l)ate rìt ) ----+Supersedes \PR1?2ol8
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7035 Dietary Maintenance and Repait'
Maintenance supplies, purclrased setvices and maintenance contracts fol the dietaly
depaúment.

7040 Food In-Facility
Food required to prepare tneals in the facility

7045 Ernployee Meals
Enrployee 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 services delivered to the facility fi'onr an outside vendor.)

For those facilities participating in Medicaid and not in Medicare, all enteral nutritional
therapy and additives (food facilitatols), whethet administered orally ol tube fed, are to be

classified in account 7056. For those facilìties participating in both the Medicare and

Medicaid pl'ograms, enterals must be categorized and classified as follows:

7055 Enterals: Medicare Billable
EnLcral nutritional therapy and additive (food facilitators), whethel adrninisteled
orally or tube fed, for facilities participating in Medicare which are billable to
Medicare legardless ofpayer type.

7056 Enterals:MedicareNon-Billable
Enteral nutritional therapy and additives (food facilitatols), whethel administeled
olaÌly or tube fed, fol facilities not participating in Medicare, as well as entelals fcrr

facilities which are not billable to Medicare regardless ofpayel type.

APR 1? 2018
TN I 8-001 Approval Date_
Supelsedes
TN I 7-003 Effective Date 11112018
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DIETARY PAYROLL TAXES, FRINGE BENEFITS, STAFF DEVELOPMENT

7060 Payloll Taxes - Dietary
(series #7000) Payloll-related expenses incurred, which are ernployer's porlion of
FICA taxes or Ohio public employees' retirement system (OPERS), state
unemployment taxes or self insurance funds for unemploynent compensation as
stated in CMS Pul¡lication 15- I , section 2122.6, and federal unernployment taxes.

7065 Workers' Compensation - Dietary
(series #7000) Premiums incurred by the facility for state of Ohio Bureau of
Workers' Compensation or self insurance program as stated in CMS Publication l5-
1, section 2122.6.

7070 Ernployee lìr'inge Beuefits - Dietaly
(series #7000) Fringe benefits such as lnedical and life insur.ance premiums or self
insurance funds, employee stock option progrâm. pensinn and profit sharing,
personal use of autos, employee inoculations, enrployee assistance program, and
employee meals, as deflned in CMS Publication l5-1, section 2144. lf fringe
benefits are discriminatory to owners and related parties, they ar.e considered part of
conrpensation. (This account excludes vacation and sick pay salary.)

7015 Enrployee Assistance Proglam Administrator - Dietary
(series #7000) An individual who performs the duties ofthe employee assistance
program adnrinistlator for dietary per.sonnel.

7075.1 EAP adninistlator dietary - salar.y
7075.2 EAP administrator dietarv - contract

7080 Self-Funded Proglams Administr.ator - Dietary
(series #7000) An individual who performs the adnrinistrative fi¡nctions ofthe self
insuled plograms. (Report only the poltion related to dietary.)

7080.1 Self-funded adnrinistrator dietary - salary
7080.2 Self-funded administlatol dietarv - contrâcr

TN l8-003 Approval DatelPR [ ? 2018
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Sta ff Developnrent - D¡elaly
(selies #7000) Continuing training that enables the enrployee to perform his or her
duties effectively, efficiently, and competently. ìncludes travel costs for
individual's own vehicle, associated with dietaly pelsonnel 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 tlainer
wages. "Other" costs include registration fees, travel and per diem expenses,

training supplies and contract trainer fees.

7090.1 Staff developrnent dietary - salary
7090.2 Staff development dietaly - other'
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MEDICAL/I-IABILITATION, PHARMACEUTICAL AND INCONTINENCE SUPPLIES

7l0s Medical/Habil itation Records
Personrrel responsible for maintaining clinical records on each resident in
accordance with a'ccepted professional standards and practices.

7105.1 Medical/habilitation records - salary
7105.2 Medical/habilitation recor.ds - contract

7l l0 Phalmaceutical Consultant
. The selvices of a licensed phalmacist who provides consultation on all aspects

ofthe plovision ofpharrnacy selvices in the facility as stated in 42 CFR, Section
483.60(h).

71 I 0. I Pharmaceutical consultant .- salary
7110.2 PharnaceuticaÌ consultant - contract

7115 Incontinence Supplies
Reusable and disposable incontinence supplies (except catheters). Supplies include
cloth or disposable diapers, under-pads, plastic pants, and the cost ofdiaper service
of such items.

7120 Personal Care
Supplies required for maintenance ofroutine personal hygìene ofthe body, hair, and
nails ofthe hands and feet. lncludes body lotion, body powder, toothbrush and
toothpaste, disposable razors and shaving supplies, hail cuts, shampoo, and routine
hail care supplies provided by facility. (Excludes contract beautician who per.forms
non-rout¡ne services.)

7125 Ploglanr Supplies
Supplies used to plovide activity, sociaÌ services and religious programs available to
all lesidents. Does not incÌude cost of meals fol out offacilitv functions.

l'N l8-003 App.oval ¡"," 
-APR 
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ACTIVITY AND HABILITATION/REHABILITATION

7201 Activity Dilector'
A professional, as requil'ed by the Code ofFederal Regulations, who oversees and is

lesponsible for the activity plograrn.

7201 .1 Activity director - salary
7201.2 Acfivity director - contract

7211 Activity Staff
Personnel providing services related to the activity program

7211.1 Activity pelsonnel - salary
7211.2 Acfivity personnel - contract

7221 Recleational Therapist
A professional, as required by the Code ofFederal Regulations, who oversees and is
responsible for the recreational program.

7221.1 Recreational therapist - salary
7221.2 Recreational thelapist - contract

7231 Psychologist
A plofessioual licensed under state law to plactice psychoÌogy

7231.1 Psychologist - salary
7231.2 Psychologist - contract

7241 PsychologyAssistant
An individual trained in psychology to assist the psychologist.

1241 .l Psychology assistant - salaty
7241 .2 Psychology assistant - contract

7251 Social Wolk/Counseling
A plofessional licensed under state lâw to plactice social worl< ol counseling

7251 .l Social worl</counseling - salary
7251.2 Social work-/counseling - contract

APR 1? 2018
TN l8-001 Approval Date _
Supersedes
TN 17-003 Effective Date l/l/2018
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7261 Social Selvices/Pastoral Care
Personnel ploviding social services and/or pastolal selvices.

7261.1 Social services/pastoral care - salary
7261 .2 Social services/pastoral care - contract

1271 Flabilitatjon Superv isor
Supervisol responsible for the delivery of se¡¡ices to residents with n-rental
retardation or developmental disabilities in a nursing facility to allow them to attain
ot' maintain their highest placticable level of functioning.

127 | .l Habilitation supervisor - salary
7271.2 Habllitation supervisor - contract

7281 Plograrn Director
An individual who carries out and monitors the_various professional interventions in
accordance \¡/ith the stated goals and objectives of every .individual program plan.
Inrplenrents_the active treatment or specialized service ptogram defined by each
resident's individuaÌ prograln plan. Works directly with residents and with
paraprofessional, nonprofessional, and othel professional program staffwho wor.k
with residents.

7281.1 Proglam director - salary
7281.2 Program director contract

APR [ ? 2Û18
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MEDICAL MINOR EQUIPMENT

Medical nrinor equipment lil¡ited to enteral pumps, bed cradles, headgear, heat cladles,
helnial appliances, splints, traction equipment, hypothermia or hyperthelrnia blankets, egg
cl'ate nrattresses, and gel cushions. Medical equiprrent that does not qualify fol the facilify
asset capitalization policy and is not included in this gloup should be reported in mìnor'
equipment, account 7730.

For those facilities participating in Medicaid and not in Medicale, all medical minor
equiprnerrt should be classified in account 7302. For those facilities participating in both
the Medicare and Medicaid programs, medical minor equipment must be categorized and
classified as follows:

7301 Medical Minor Equiprnent Billable to Medicale

Medical rninor equiprnent fol facilities palticipating in Medicale that are billable to
Medicare regal'dless of payer type.

7302 Medical Minor Equipment Non-Billable to Medicare

Medical minor equipnent for facilities not palticipating in Medicare, as well as

medical minol equipment for facilities that are not billable to Medicare regaldless of
payer type.

APR x 7 20ts
TN I 8-001 Apploval Date
Supersedes
TN l7-003 Effective Dafe lll/20\8
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UTILITY EXPENSES

7501r Heat, Light, Power
Selvices plovided to furnish heat, light and power. (This account does not include
costs associated with on-site salaries or maintenance of heat, light, power'.)

15ll Watel and Se\ /age

Services provided to furnish water and sewage treatment for facilitics witbout 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 repail of
such operations, including the EPA test. The supplies are limited to expendable
watel and sewage treatment and water softener supplies that are used on the water
and sewer system. Payroll taxes and fringe benefits should be teported under
accounts 7800 and 7820, respectively.

7511.1 Water and sewage - salaly
751 1.2 Water and sewage other

7521 Trash and Refuse Removal
Services provided to furnish trash and refuse removal, including grease trap removal
fees. (This excludes housekeeping items such as trash bags.)

7531 Hazaldous Medical Waste Collection
Contract selvices provided to fulnish hazardous waste collection bags, containers
and lerrroval service.

APR X ? 2018
TN l!:003 Apploval Date _'
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TN I 7-003 Effective Date ll 1 r2Q I I



001 .28

Appendix A
Attachnrent 4.19-D
Supplement 1

Consulting and Management Fees
Ancillaly/Support consulting fees that at'e paid to a non-related entity pursuant to
the OAC, are necessaly pul'suant to CMS Publication 1 5 - I , Section 2l 35, and that
do not duplicate services or functions provided by the facility's staff or other
plovider contfactual sel vices.

Office and Adnrinistrative Supplies
Supplies such as copiel supplies, printing. postage, office supplies,
nulsing/hab ilitation and medical recolds forms, and data selvice supplies.

Conrnunications
Service charges fbr telephone services.

Page 39 of 5l
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Rev. 8/2017

ADMINI STRATIVE AND GENERAL SERVICES

7 600 Adnrinistlator
Expenses incurred by a facility for an individual(s) who functions as the
administrator licensed by the state ofOhio and who is responsible forthe dilection,
supervision and coordination of facility functions.

7 600.l Administrator - salaty
7600.2 Adninistrator - contract

7605 OtherAdministrativePersonnel
Administrator in ttaining, assistant adtninistrator, business manager, purchasing
agent, hunran resources, r'eceptionist, secretarial and clerical staff.

1605.1 Other administrative - salary
7605.2 Other administrative - contract

7610

7615

7620

APR [ 7 ¿018
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7 625 Security Services
Salalies, purchased services, or supplies to protect pfopeúy and residents.

7625.1 Seculity services - salary
7625.2 Security services - other

Tlavel and Enteltainment
Expenses such as mileage allowance, gas, and oil for vehicles owned or leased by
the facility, nreals, lodging, and commercial tl'ansportation expense incurred in the
normal course of business. lncludes all purchased commercial transportation
services for ambulatory/non-arnbulatory residents. Excludes transportation cost that
is directly leirnbursed by Medicaid to the tl'ansportation provider as set forth in the
OAC.

7631 ResidentTranspoftation
Report all lesident transportation in this account.

l63l.l Resident transportation - salary
7631 .2 Resident transpoftation - other

7635 Laundry/Housekeeping Supervisor
An individual who supervises the laundry/housekeeping functions and/or personnel.

7635.1 Laundly/Housekeeping supervisor'- salary
7635.2 Laundry/Housekeepingsuperyisol' contract

7640 Housekeeping
ììousekeeping services, including supplies, wages, and pulchased services. This
includes tlash bags and paper towels.

7640.1 ì-ìousekeeping salaly
1640.2 H ousel<eep ing - other

'lN l8-003 Approval pate APR X'l 2018

Supelsedes
TN l7-003 Elfective Dare ll ll29l3



001 .28
Appendix A

Attachnrent 4.19-D
Supplerr.rent I

Page 4l of5l

CHART OF ACCOT]NTS
Rev. 8/201 7

764s Laundry and Linen
Laundry services, including supplies, wages, and purchased services, as well as

linens fol all areas. Excluding incontinence supplies specified in account 7115.

7645.1 Laundry/linen - salaly
7 645.2 Laundry/linen - other

7650 Legal Setvices
Legal services except as excluded in the OAC.

7655 Accounting
Accounting, Bookkeeping Fees and Salaries.

7655.1 Accounting - salaty
7655.2 Accounting - contract

7660 Dues, Subscriptions and Licenses
Expense ofdues, subscliptions and licenses incurred by facility

7665 Interest - Other'
Expense of shoft term credit and working capital interest incurred. (This account
does not include late fees, fines or penalties.)

7670 I nsurance
Expense of insurance such as general business, liability, malpractice, vehicle, and
property ir.rsurance.

7615 Data Services
Data services personnel and pulchased services.

7675.1 Data services - saÌary
7675.2 Dala services - contlact

7 680 Help Wanted/l nfolurational Adveltising
Help wanted ads, yellow pages, and other advertising media that are informationaÌ
as opposed to promot¡onal in nafure âs stated in CMS Publication l5-1, section
2136.1 .

TN 18-003 ApprovaÌ nate APR X f 2613
Supersedes
TN I 7-003 El'fective Date 11112018
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7685 Amortization of Start-Up Costs
Alnoltization ofcosts included in account 1430.5, not otherwise allocated to other
cost centers, in accordance with CMS Publication l5-1, section 2132, which were
inculled by a facility.

7686 Amortization of Organizational Costs
Amortization ofcost included in account 1430.3. as described in CMS Publication
15-1, scction 2134.

7690 Othet Ancillaly/Support Adnrinistrative Services Specify below
Ancillary/Suppoft administrative services not previously listed.

7690.1 Othel Ancillary/Suppolt - salaty
7690.2 Other Ancillary/Suppolt - contract

IIOMD OFFìCE COSTS

7695 Honre Office Costs/AncillaryiSupport
Ancillary/Support expenses of a sepatate division ol entity that owns, Ieases or
manâges more than one facility (home office). These costs must be related to
administrative and management servìces allocated to the facility in accordance with
CMS Publication l5-1, section 2150 through 2150.3, "Horne Office Costs."

7695.1 Honre office/Ancillary/Support- salary
1695.2 l-loneoffice/Ancillary/Support other

TN 18-003 Apploval Drt"___AFF*$ 
1016
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MAINTENANCE AND MINOR EQUIPMENT

7700 Plant Operations and Maintenance Supewisor
An individual wÌro supervises the plant operations and maintenance procedures
and/or nraintenance pelsonnel.

7770.1 Operations/maintenance supervisor' - salary
7 7 7 0.2 Operations/maintenance supervisor - contract

7710

7',120

7730

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

Repair and Maintenance
Supplies, purchased services and uraintenance contracts for all departments.
(Excludes dietary maintenance account 7035 and on-site watel and sewage account
75r L)

Minol Equipment
Equ ipnent that does not meet the fàcility's capitalization cliteria specifìed under the
OAC. The general chalacteristics are: cornparatively small in size and unit cost;
subject to inventory control; fairly large quantity is used; and generally, a useful ìife
of apploximately three years or less. (Exclude account 7030 - dietary nrinor
equipment, and items Iisted jn accounts 7301 and7302 - nedical minor equipment.)

EQUIPMENT ACQUIRED BY OPERATING LEASE

7740 Leased Equiprnent
This account includes the cost of equipment, including vehicles, acquired by
operating lease executed before Decenrber l, 1992, ifl the costs ale reported as

adnrinistrative and genelal costs on the facility's cost report for the cost leporting
period errding l)ecenrber'31, 1992. (Al1 leases effective al\er l2/0'l/92, should be

lcported in account 8065 fol asscts acquiled prior fo 7101/93)

APR tr ? 2Û18
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ANCILLARY/SUPPORT PAYROLL TAXES, FRINGE BENEFITS, AND STAFF
DEVELOPMENT

7800 Payroll Taxes
AncillaryiSuppolt payt'oll-r'elated expenses incurled, such as: employer's poltion of
FICA taxes ol Ohio public enrployees letirement systern (OPERS); state
unemployment taxes or self insurance funds for unemployment compensation
according to CMS Publir"ation 15-1 , seorion 2122.6; and federal unenrployment
taxes.

781 0 Workers' Compensation
Ancillary/Support premiunrs incurred by the facility lol state of Ohio Buleau of
Wot'kers' Compensation or self insurance program as stated in CMS Publication l5-
I , sectiott 2122.6.

7820 Er-nployee Flinge Benefits
Ancillary/Support fringe benefits such as medical and life insurance premiums or
self insurance funds, employee stock option pl'ogram, pension and profit sharing,
personal use of autos, employee inoculations, employee assistance proglam, and
ernpfoyee meals, as defined in CMS Publication l5-1, section 2144. If ftinge
benefits are disclirrinatory to ownels and related parties, they are considered part of
compensation. (This account excludes vacation and sick pay salary.)

7830 Employee Assistauce Plogram AdrTrinistlator - Ancillary/Suppolt
An individual who pelforms tlie duties of the employee assistance progranl
adnrinistlator fol' Anci I lary/Suppolt personnel.

7830.1 EAP administratol Ancillary/Support - salary
7830.2 EAP adnrinistlator Ancillary/Support - contlact

TN I 8-003 Aooloval Datc| ¡ -----+Supe'sedes 'lPR 1T 2018
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Self-Funded Proglams Administratol Ancillary/Suppolt
An individuaÌ who performs the administrative functions of the self insured
programs. (Repolt only the poltion lelated to Anc¡llary/Support.)

'7840.1 Self-funded admin. Ancillaly/Suppolt - salaly
7840.2 Self-funded admin. Ancillary/Support - contract

Staff Developrrent - Ancillaly/Support
Contir.ruirrg training that enables the employee to perform his or her duties
effectively, efficiently, and competently. Includes travel costs for individual's own
veÌricle, associated with Ancillary/Support personnel fol attending training. This
âcrount does not include expenses incurred for the use ofa facility's own vehicle, or
dues, subscliptions and licenses. "Salary" includes only the trainer wages. "Other"
costs include registration fees, travel and per diem expenses, training supplies and
contract tlainel fees.

7850.1 Staff deveÌopment Ancillaly/Support - salary
7850.2 Staff development Ancillary/Support - other'

APR 17 2018
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NON-REIMBURSABLE EXPENSES

These costs are described in rules under Chapter 5160-3_of the OAC, and are
billable eithet to Medicale, dilectly to Medicaid by the provider of the item or
service, or to othel third-palty payers.

9705
9710
9715
9720

Legend Drugs
Radiology
Laboratory
Non-Emelgency Oxygen

Other Non-l{eimbursable - Specily Below.
Rcpoft costs fol custom wheelchails in this account.

9725.1 Other Non-Reimbursable - salaly
9725.2 Othcl Non-Reimbursable - other'

97'25

APR 1? 2018
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9730 Lale Fees, Fines or Penalties
Includes those fees, fines, or penalties as stated in CMS Publication l5 - I and audit
fines assessed pursuant to section 5165.1010 ofthe Ohio Revised Code.

9735
9740
9745

Federal lncome Tax
State Inconre Tax
Local Inconre Tax

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.

9755 Promotional Advertising and Malketing

97 55.1 Plomotional advertising/rnalketing - salary
97 55.2 Promotional advertising/marketing - other

9760 Contributions and Donations
See CMS Publication 15-1, section 608

9765 Bad Debt

9770 Parenteral Nutrition Therapy

9776 Franchise Permit Fee
Flanchise pernrit fee inculred by tlre provider'. This is the fi'anchise permit fee
assessed by the Ohio Depaltment Medicaid to nursing facilities. The providel shall
repolt one hundled pel cent ofthe franchise permit fee in account 9J 7 6. Franchise
taxes aÍe to be Íeported in account 6080, Flanchise Tax.
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TABLE 8
CAPITAL COSTS

Capital costs means the actual expense incurled for all ofthe following:

(A) Depleciation and interest on any capital asset with a cost offive hundred dollals or'

more per itenr and a useful life of at least two (2) years. Plovider may, if it desires,
establish a capitalization policy with lower minimum criteria, but under no
circumstances rnay the five hundred dollar criteria be exceeded.

(1) Buildings;
(2) Building improvemerits;
(3) Equiprnent;
(4) Exlensivelenovations;
(5)'-t'ransportationequiprnent;

(B) Amortization and interest on land inrpt'overnents and leasehold implovements;
(C) Arnortization of Îìnancing costs;
(D) Lease and rent oflantl, builtling, an<J cquipment that does not qualify for aocount 7740

Leased Equiprnent.

Nursing facilities that did not change operator on or after 711193 need only use group (A).

Nursing facilities that did change operator on or after 7lll93 use groups (A) and (B).

GROUP (A) ASSETS ACQUIRED

8010 Depreciation Building and Building lmprovements
Depreciation of building and building irnprovernents.

8020 A¡lortization - Land lmprovements
Anrortization expense for land improvements.

8030 Amoltization - Leasehold ìrnprovenrents
Leaselrold ilnprovelnents are ar¡oltized over the rel¡aining life ofthe lease or the
useful life of,the inrplovement, but no less than five years. However, if the useful
life ofthe improvement is less than five yeals, it lray be amortized ovel its useful
life. Options on leases will notbeconsidered in the conrputation fol amortization of
leasehold irnplovernerrts.
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8040 Depleciation - Equiprrent
Deprec iation expense lor equ¡prrent.

8050 Depreciation - Transportation equipment
Depreciation expense fol transportation equiprnent.

8060 Lease and Rent - Building
Expense incurred for lease and rental expenses relating to buildings. Capitalized
assets as a result of lease obligations should be depreciated and included in the
proper depreciation accounts.

8065 Lease and Rent Equiprnent
Expense incurred for lease and rental expenses relating to equipment. Capitalized
assets âs a result of lease obligations should be depreciated and included in the
propel depreciation account. This account includes all leases effective after
12/01/92 for assets acquired prior Io 7/01193. (Cost of equipment, including
vehicles, acquiled by operating lease executed before 12101192 and the costs
repolted as administrative and genelal on the facility's cost report for period ending
12131192 are to be reported in account 7740.)

8070 Intelest Expense - Property, Plant and Equipment
Interest expense incurred on mortgage notes, capitalized lease obìigations, and other
bon'owing fol the acquisition of land, buildings and equipment.

8080 Arnoltization of Financing Cost
Al¡ortization expense of long term financing cost such as cost of issuing bonds,
underwriting fees, closing costs, mortgage points, etc.
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NONEXTEN SIVE RENOVATIONS

Expenses for nonextensive renovations including depreciation, interest and amoftization of
financing cost completed prior to July l, 2005.

8085 Depreciation/Amoltization
Depreciâtion and amortization expenses for nonextensive renovations.

8086 Intelest - Renovations
Interest expense incurred on nrortgâge notes, capitalized lease obligations, and other
borrowing for nonextensive renovation pulposes.

8087 Amortization ofFinancing Cost - Renovations
Amoltization expense for cost of issuing bonds, underwriting fees, closirrg costs,
moÍtgage points, etc. incurred for nonextensive renovations.
Amortization expense of long term financing costs such as cost of issuing bonds,
underwriting fees, closing costs, mortgage points, etc., acquired through a cliange of
opelator on or after 711193.

8090 Hone Office Costs/Capital Cost
Capital expenses ofa separate division or entity that owns, leases or manages mole
than one facility (honre office). These costs must be related to capital cost as

specified in the capital cost center, and are allocated to the facility in accoldance
with CMS Publication I 5- I , sections 2l 50 through 2l 50.3, "Home OfJÌce Costs."
(All horne offìce costs fol gloup (A) are to be entered in this account. They are not
to be distributed to any other account in this gl'oup.)
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GROUP (B) ASSETS ACQUIRED THROUGH A CFIANGE OF OPERATOR

Nursing facilities, othel than leased facilities, that changed operator on or after 7/1/93 use

this group to report expenses incurled thlough a change of operator on or after 7lll93.
Leased nulsing facilities that changed operator on or after 5127192 use this group to report
expenses irrculred thlough a cÌrange of operatol on or after 5127 /92.

8l I 0 Depreciation - Building and Building Improvements
Deþr'eciation ofbuilding and building improvements acquired through a change of
operator on or after 7 ll193.

8140 Depleciation
Depreciation

Equipment
expense for equipment acquired through a change of operator on or

aîter 7 ll /93.

8l 70 Interest Expense - Property, Plant and Equipment
lntelest expense incun'ed on moÉgage notes, capitalized lease obligations, and other
borlowing for the acquisition ofland, buildings and equipment acquired through a

change of operator on or after 711193.

8l 80 Arnortization oi Financing Cost
Anloltizatiun expense ofl long telur firrauciug costs suclt as cost of issuing bùlÌds,
underwriting fees, closing costs, mortgage points, etc., acquired through a change of
operator on or afrct 711/93.

8195 Lease Expense
Lease expenses incurred through a ohauge of operator on or after 5/27192-
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