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Facility-specific nursing home rates are established prospectively using prices calculated using the base 
year cost report. Each rate is the sum of the direct care rate component, the ancillary and support 
services price, the capital price, the tax rate component, and the per Medicaid day quality payment rate. 

Cost reports reflect allowable costs ( costs determined by the Ohio Department Medicaid to be 
reasonable and do not include fines paid). Unless otherwise specified, allowable costs are determined 
in accordance with the following, as currently issued and updated, in the following priority: 

1) Title 42 Code of Federal Regulations (CFR) Chapter IV 
2) The provider reimbursement manual (CMS Publication 15-1) 
3) Generally accepted accounting principles. 

A reasonable cost is one that is an actual cost that is appropriate and helpful to develop and maintain 
the operation of patient care facilities and activities, including normal standby costs and that do not 
exceed what a prudent buyer pays for a given item or service. The costs of goods, services and facilities 
furnished to a provider by a related party are includable in the allowable costs of the provider at the 
reasonable cost to the related party. 

TN 16-021 Approval Date NOV O l 2016 
Supersedes 
TN 11-022 Effective Date 07/01/2016 



001.2 

Eligibility for Ptzyment for Nursing Facility Services 

Attachment 4.19D 
Supplement 1 

Page 1 ofl 

In order to be eligible for Medicaid payments the operator of a nursing facility shall enter into a 
provider agreement with the department, apply for and maintain a valid license to operate if so 
required by law, and comply with all applicable state and federal laws and rules. The operator of a 
nursing facility that chooses to be a Medicaid provider must maintain Medicare certification for all beds 
participating in the Medicaid program. 
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Base Year 
The base year, first used for rates in state fiscal year 2017, is calendar year 2014. 
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Relation to Other Services 
The nursing facility rate is a comprehensive rate including many services otherwise provided 
through the Medicaid program on a fee for service basis. The following services are included in the 
nursing facility per diem and are not available to residents of a nursing facility on a fee for service 
basis: 

1) Personal hygiene services provided by facility staff or contracted personnel; 
2) The purchase and administration of tuberculin tests; 
3) Drawing specimens and forwarding specimens to a laboratory; 
4) Needed medical and program supplies, defined as items with a very limited 

life expectancy (e.g., atomizers, nebulizers, bed pans, catheters, electric pads, 
hypodermic needles, syringes, incontinence pads, splints, and disposable 
ventilator circuits); 

5) Needed medical equipment, 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 appropriate for 
use in the facility (e.g., hospital beds, wheelchairs other than custom 
wheelchairs, and intermittent positive-pressure breathing machines). For 
dates of service on and after january 1, 2014, custom wheelchairs are not 
included in the nursing facility rate and are covered on a fee for service 
basis; 

6) Emergency oxygen; 
7) Over the counter drugs and nutritional supplements; 
8) Physical therapy, occupational therapy, speech therapy and audiology 

services provided by licensed therapists or therapy assistants; 
9) Services provided by a licensed psychologist; 
1 0) Respiratory therapy services, including physician ordered administration of 

aerosol therapy rendered by a licensed respiratory care professional; 
11) Resident transportation other than medically necessary transportation by 

ambulance or wheelchair van. Medically necessary transportation of 
residents who do not require an ambulance or wheelchair van is paid 
through the NF per diem. 

The following services are not included in the nursing facility per diem and are available to 
residents of a nursing facility on a fee for service basis. Reimbursement for these services is in 
accordance with Attachment 4.19-B. 

1) 
2) 
3) 
4) 
5) 

TN 13-022 
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TN 11-022 

Covered dental services provided by licensed dentists; 
Laboratory and x-ray procedures covered under the Medicaid program; 
Ventilators; 
Prostheses and othoses; 
Pharmaceuticals, subject to the following conditions: 
a) When new prescriptions are necessary following expiration of the 

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

b) A copy of all records regarding prescribed drugs for all patients must 
be retained by the dispensing pharmacy for at least six years; 
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c) A receipt for drugs delivered to a NF must be signed by the facility 
representative at the time of delivery; a copy must be maintained by 
the pharmacy; 

6) Psychologist services provided by a community mental health center; 
7) Physician services, including all covered diagnostic and treatment services, 

all medically necessary physician visits, and required physician visits; 
8) Podiatry services limited to one visit per month in a NF setting. Other 

podiatry visits that occur within the same month may be covered if those 
visits take place in a setting other than a NF; 

9) Vision care services; 
10) Custom wheelchairs; 
11) Non-emergency oxygen; 
12) Medically necessary resident transportation by ambulance or wheelchair 

van. 
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Peer groups are used to establish the direct care, ancillary and support and capital price components for nursing 
facility rates and to establish rates for individual providers. Providers are assigned to peer groups based on the 
provider's geographical location and the number oflicensed beds reported on the provider's annual cost report 
for the calendar year preceding the fiscal year for which the rate is established. For a provider new to the 
Medicaid program, the initial number of licensed beds documented in the provider agreement shall be used; 
subsequently the number of beds reported on the provider's annual cost report will be used. In the case of a 
change of operator, the entering operator shall be assigned to the peer group that had been assigned to the 
exiting operator on the day immediately preceding the date on which the change of operator occurred; 
subsequently the number of licensed beds reported on the annual cost report shall be used. No adjustment will 
be made to the provider's placement in a peer group due to a change in bed size until the first day of the next 
fiscal year. 

Direct Care 
Three peer groups are used to establish the direct care component for nursing facility rates. Peer Group 1 
consists of facilities located in Brown, Butler, Clermont, Clinton, Hamilton and Warren counties. Peer Group 2 
consists of facilities located in Allen, Ashtabula, Champaign, Clark, Cuyahoga, Darke, Delaware, Fairfield, Fayette, 
Franklin, Fulton, Geauga, Greene, Hancock, Knox, Lake, Licking, Lorain, Lucas, Madison, Mahoning, Marion, 
Medina, Miami, Montgomery, Morrow, Ottawa, Pickaway, Portage, Preble, Ross, Sandusky, Seneca, Stark, 
Summit, Trumbull, Union and Wood counties. Peer Group 3 consists of facilities located in Adams, Ashland, 
Athens, Auglaize, Belmont, Carroll, Columbiana, Coshocton, Crawford, Defiance, Erie, Gallia, Guernsey, Hardin, 
Harrison, Henry, Highland, Hocking, Holmes, Huron, Jackson, Jefferson, Lawrence, Logan, Meigs, Mercer, 
Monroe, Morgan, Muskingum, Noble, Paulding, Perry, Pike, Putnam, Richland, Scioto, Shelby, Tuscarawas, Van 
Wert, Vinton, Washington, Wayne, Williams, and Wyandot counties. 

Ancillary and Support and Capital - Establishing Price Components 
Six peer groups are used to establish the ancillary and support and capital price components for nursing facility 
rates. Peer Group 1 cons{sts of facilities with fewer than 100 beds located in Brown, Butler, Clermont, Clinton, 
Hamilton and Warren counties. Peer Group 2 consists of facilities in those counties with 100 or more beds. 

The current price components for Peer Group 3 were calculated using reported costs for facilities with fewer 
than 100 beds located in Allen, Ashtabula, Champaign, Clark, Cuyahoga, Darke, Delaware, Fairfield, Fayette, 
Franklin, Fulton, Geauga, Greene, Hancock, Knox, Lake, Licking, Lorain, Lucas, Madison, Mahoning, Marion, 
Medina, Miami, Montgomery, Morrow, Ottawa, Pickaway, Portage, Preble, Ross, Sandusky, Seneca, Stark, 
Summit, Trumbull, Union and Wood counties. Peer Group 4 consists of facilities in those counties with 100 or 
more beds. 

The current price components for Peer Group 5 were calculated using reported costs for facilities located in 
Adams, Ashland, Athens, Auglaize, Belmont, Carroll, Columbiana, Coshocton, Crawford, Defiance, Erie, Gallia, 
Guernsey, Hardin, Harrison, Henry, Highland, Hocking, Holmes, Huron, Jackson, Jefferson, Lawrence, Logan, 
Meigs, Mercer, Monroe, Morgan, Muskingum, Noble, Paulding, Perry, Pike, Putnam, Richland, Scioto, Shelby, 
Tuscarawas, Van Wert, Vinton, Washington, Wayne, Williams, and Wyandot counties. Peer Group 6 consists of 
facilities in those counties with 100 or more beds. 
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Six peer groups are used to assign price components for ancillary and support and capital when calculating 
nursing facility rates. Peer Group 1 consists of facilities with fewer than 100 beds located in Brown, Butler, 
Clermont, Clinton, Hamilton and Warren counties. Peer Group 2 consists of facilities in those counties with 
100 or more beds. 

Peer Group 3 consists of facilities with fewer than 100 beds located in Ashtabula, Champaign, Clark, 
Cuyahoga, Darke, Delaware, Fairfield, Fayette, Franklin, Fulton, Geauga, Greene, Hancock, Knox, Lake, Licking, 
Lorain, Lucas, Madison, Mahoning, Marion, Medina, Miami, Montgomery, Morrow, Ottawa, Pickaway, Portage, 
Preble, Ross, Sandusky, Seneca, Stark, Summit, Union and Wood counties. Peer Group 4 consists offacilities in 
those counties with 100 or more beds. 

Peer Group 5 consists of facilities located in Adams, Allen, Ashland, Athens, Auglaize, Belmont, 
Carroll, Columbiana, Coshocton, Crawford, Defiance, Erie, Gallia, Guernsey, Hardin, Harrison, 
Henry, Highland, Hocking, Holmes, Huron, jackson, Jefferson, Lawrence, Logan, Meigs, Mercer, 
Monroe, Morgan, Muskingum, Noble, Paulding, Perry, Pike, Putnam, Richland, Scioto, Shelby, 
Trumbull, Tuscarawas, Van Wert, Vinton, Washington, Wayne, Williams, and Wyandot counties. 
Peer Group 6 consists of facilities in those counties with 100 or more beds. 
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Direct Care 

Costs Included in Di•·ect Care 
For dates of service befo1·e January 1, 2014, direct care costs are reasonable costs incurred for the 
following: 

1) Registered nurses, licensed practical nurses and nurse aides employed by the 
facility; 

2) Direct care staff, adminisiJ·ative nursing staff, medical directors, respiratory 
therapists, and other persons holding degrees qualifying them to provide 
therapy; 

3) PUJ·chased nursing services; 
4) Quality assurance; 
5) Consulting and management fees related to direct care; 
6) Allocated direct care home office costs; 
7) Habilitation staff, other than habilitation supervisors; 
8) Medical Supplies, habilitation supplies and universal precaution supplies; 
9) Oxygen; 
10) Over the counter pharmacy products; 
11) Behavioral and mental health services; 
12) Physical therapists, physical therapy assistants, occupational therapists, 

occupational therapy assistants, speech therapists, and audiologists 
13) Training and staff development, employee benefits, payroll taxes, workers' 

compensation premiums, and costs for self-insurance claims for individuals 
whose wages are included in direct care; 

14) Other direct care resources. 

For dates of service on or after january 1, 2014, direct care costs are reasonable costs incurred for 
the following: 

1) Registered nurses, licensed practical nurses and nurse aides employed by the 
facility; 

2) Direct care staff, administrative nursing staff medical directors, respiratory 
therapists, and ot:1er persons holdmg degrees qualifying them to provide 
therapy; 

3) Purchased nursing serv:ces, 
4) Quality assurance; 
5) Consulting and manageme•1t fees related to direct c:::re; 
6) Allocated direct care home office costs; 
7) Habilitation staff, other than hablatation supervisors; 
8) Medical Supplies, habilitation supplles and unive1·sal precaution supplies; 
9) Emergency oxygen; 
10) Over the counter pharmacy producrs; 
11) Behavioral and mental health services; 
12) Physical therapists, physical therapy assistants, occupational thempists, 

occupational therapy assistants, speech therapists, and audiologists 

TN 13-022 Approval DatgEC 0 2 2015 
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13) Training and staff development, employee benefits, payroll taxes, workers' 

compensation premiums, and costs for self-insurance claims for individuals 
whose wages are included in direct care; 

14) Other direct care resources. 
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Calculation of Direct Care Price 
A direct care price is established for each peer group using the base year costs reported by 
providers in that peer group using the following calculation: 

1) Group providers into the peer groups defined above. 
2) Using calendar year 2014 as the base year, calculate the direct care cost per 

diem for each provider by dividing the direct care costs the provider 
reported on the base year Ohio Medicaid cost report by the inpatient days 
reported on the same cost report. 

3) Calculate the direct care cost per case mix unit (CPCMU) for each provider 
by dividing the provider's direct care cost per diem by the annual average 
case mix score for the provider during the base year. The annual average 
case mix score is the average of the quarterly case mix scores for all 
residents regardless of payer during the base year. 

4) Determine the CPCMU of the provider at the twenty-fifth percentile in each 
peer group. When making this determination, exclude providers without a 
12 month cost report in the base year and providers whose direct care costs 
are more than one standard deviation from the mean direct care costs in the 
peer group. 

5) Multiply the CPCMU of the provider at the twenty-fifth percentile by 102%. 
6) Multiply the result in the step above by the rate of inflation for the eighteen 

month period beginning on the first day of July in the base year and ending 
on the last day of December in the following calendar year. Inflation is 
measured using the employment cost index for total compensation, health 
services component, published by the United States Bureau of Labor 
Statistics, as the index existed on July 1, 2005. When a new base year is 
selected, the employment cost index for total compensation, nursing and 
residential care facilities occupational group, published by the United States 
Bureau of Labor Statistics will be used. 

7) Increase the result in the previous step by one dollar and eighty-eight cents. 
8) Multiply the result in the previous step by 105.08% to calculate the peer 

group price. 

TN 16-013 Approval DatOCf 14 2016 
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A facility specific direct care rate component is calculated by multiplying the peer group price by 
a facility specific semi-annual case mix score. For rates effective on the first day of July 2011 the 
fiscal year, the price is multiplied by the semi-annual Medicaid case mix score for the quarters 
ended June 30, 2010 and October 31, 2010. Subsequently, rates are adjusted for changes in 
acuity effective July 1 and January 1 of the fiscal year. The July 1 acuity adjustment will be made 
using the semi-annual Medicaid case mix scores for the preceding quarters ended December 31 
and March 31. The January 1 acuity adjustment will be made using semi-annual Medicaid case 
mix scores for the preceding quarters ended June 30 and September 30. 

JUI't. J.; 8 10\2 
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Each facility's rate for direct care costs is based on a case mix payment system. The case mix payment 
system begins with the Minimum Data Set version 3.0 (MOS 3.0), the resident assessment instrument 
used in Ohio for implementing standardized assessments and for facilitating care management in 
nursing facilities. The MOS 3.0 is used in Ohio to comply with regulations specified in 42 C.F.R. 483.20 
that require nursing facilities to provide comprehensive, accurate, standardized, reproducible 
assessments of each long term care facility resident's functional capacity, including assessments of 
medical conditions. The MDS 3.0 also includes Ohio-specific data elements designated as Section S. 

All nursing facilities must submit encoded, accurate, and complete MOS 3.0 data for all residents of 
Medicaid certified beds, regardless of pay source or anticipated length of stay. Data must be encoded in 
accordance with 42 C.F.R. 483.20 and with federal MOS 3.0 data submission specifications. 

MOS 3.0 data submitted by nursing facilities is used to calculate quarterly, semiannual, and annual case 
mix scores, which in turn are used to calculate the direct care component of each nursing facility's per 
diem rate. 
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Resource Utilization Groups [RUG} Classification System 
The Ohio case mix payment system uses the resource utilization groups (RUG) classification system, 
which is a methodology for grouping nursing facility residents into case mix groups in a way that is 
clinically meaningful, and uses criteria that sufficiently differentiates one group from another. Ohio 
uses the following versions of the RUG classification system: 

1) For rates paid for services provided before July 1, 2016, version III (RUG III). Based 
on the items in the MDS 3.0, if a resident meets the criteria for placement in more 
than one group, the resident will be placed in a group within the highest major 

J category of resident types according to the hierarchy unless the activities of daily 
living (ADL) index score is not met for placement within the highest major category 
of resident types. In descending order, the hierarchy of RUG III major categories 
using the forty-five grouper model as used in Ohio is as follows: 
a) Extensive services. 
b) Special rehabilitation 
c) Special care. 
d) Clinically complex. 
e) Impaired cognition. 
f) Behavior problems. 
g) Reduced physical function. 

2) For rates paid for services provided July 1, 2016 and thereafter, version IV (RUG 
IV). Based on items in the MDS 3.0, if a resident meets the criteria for placement 
in more than one group, the resident will be placed in a group according to the 
hierarchy. In descending order, the hierarchy of RUG IV major categories using 
the forty-eight, fifty-seven, or sixty-six grouper model is as follows: 
a) Rehabilitation plus extensive services (sixty-six grouper model only). 
b) Rehabilitation. 
c) Extensive services. 
d) Special care high. 
e) Special care low. 
f) Clinically complex. 
g) Behavioral symptoms and cognitive performance. 
h) Reduced physical function. 

Each of the RUG groups is assigned a relative resource weight. The relative resource weight 
indicates the relative amount of staff time required on average for workers in the registered nurse 
(RN), licensed practical nurse (LPN), and nurse aide (NA) worker classifications to deliver care to 
residents in a particular RUG group. Relative resource weights are calculated as follows using the 
average minutes per worker classification per RUG group provided by the United States 
Department of Health and Human Services (HHS), and the most recent available three-year 
averages of RN, LPN, and NA wages in Ohio Medicaid certified nursing facilities as reported on the 
Ohio Medicaid annual cost report: 

1) By setting the NA wage weight at one, wage weights for RNs and LPNs are 
calculated by dividing the NA wage into the RN or LPN wage. 

TN 16-012 Approval Dat~CT 14 2016 
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2) To calculate the total weighted minutes for each RUG group, the wage weight for 
each worker classification is multiplied by the average number of minutes that 
classification of workers spends caring for a resident in the RUG group, and then 
the products for each RUG group are summed. 

3) Relative resource weights are calculated by dividing the lowest group's total 
weighted minutes into each group's total weighted minutes. Weight calculations 
are rounded to the fourth decimal place. The RUG group with the lowest total 
weighted minutes receives a relative resource weight of 1.0000. 

Residents whose MOS 3.0 forms contain missing or out-of-range responses to data elements used to 
determine the RUG classification shall be assigned to a default group. The lowest relative resource 
weight for the RUG groups (1.0000) is used as the weight for the default group. 
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1 SE3 3.6037 1 ES3 6.5333 
2 SE2 2.9532 2 ES2 4.9111 
3 SE1 2.5253 3 E1:l1 4.6889 
4 RUC 2.7812 4 RAE 3.6667 
5 RUB 2.0327 5 RAD 3.4889 
6 RUA 1.6546 6 RAC 2.9778 
7 RVC 2.4192 7 RAB 2.4222 
8 RVS 2.2206 8 RAA 1.7778 
9 RVA 1.7320 9 HE2 4.2444 
10 RHC 2.6820 10 HE1 3.3111 
11 RHB 2.2565 11 HD2 3.7333 
12 RHA 1.8480 12 HD1 2.9778 
13 RMC 2.8835 13 HC2 3.4444 
14 RMB 2.3328 14 HC1 2.7333 
15 RMA 2.0480 15 HB2 3.3111 
16 RLB 2.4124 16 HB1 2.6889 
17 RLA 1.7119 17 LE2 3.6000 
18 SSC 2.4449 18 LE1 2.8222 
19 SSB 2.2715 19 LD2 3.4444 
20 SSA 2.1546 20 LD1 2.7333 
21 CC2 2.4231 21 LC2 2.8444 
22 CC1 2.1474 22 LC1 2.2667 
23 CB2 1.9681 23 LB2 2.6667 
24 CB1 1.8232 24 LB1 2.1111 
25 CA2 1.7925 25 CE2 3.0667 
26 CA1 1.6009 26 CE1 2.7556 
27 182 1.5112 27 CO2 2.8889 
28 181 1.4600 28 CD1 2.5778 
29 IA2 1.2366 29 CC2 2.4000 
30 IA1 1.1481 30 CC1 2.1333 
31 882 1.4861 31 CB2 2.0889 
32 881 1.4116 32 CB1 1.8889 
33 BA2 1.2090 33 CA2 1.6222 
34 BA1 1.0259 34 CA1 1.4222 
35 PE2 1.7400 35 882 1.8222 
36 PE1 1.6983 36 881 1.6667 
37 PD2 1.5821 37 BA2 1.2889 
38 PD1 1.5509 38 BA1 1.2000 
39 PC2 1.4489 39 PE2 2.8000 
40 PC1 1.3925 40 PE1 2.6000 
41 PB2 1.1054 41 PD2 2.5778 
42 PB1 1.0892 42 PD1 2.3778 
43 PA2 1.0503 43 PC2 2.0667 
44 PA1 1.0000 44 PC1 1.8889 
45 BC1 1.0000 45 PB2 1.5556 

46 PB1 1.4444 
47 PA2 1.1111 
48 PA1 1.UUUU 
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RUG CLASSIFICATION SYSTEM 
RELATIVE RESOURCE WEIGHTS 

RUC 3.9556 
RUB 3.8667 2 RUL 
RUA 2.4000 3 RVX 
RVC 3.7333 4 RVL 
RVB 2.8667 5 RHX 
RVA 2.7111 6 RHL 
RHC 3.7111 7 RMX 
RHB 2.9556 8 RML 
RHA 2.2444 9 RLX 
RMC 3.6222 10 RUC 
RMB 3.2667 11 RUB 
RMA 2.0667 12 RUA 
RLB 3.6667 13 RVC 
RLA 1.8000 14 RVB 
ES3 6.4889 15 RVA 
ES2 4.9111 16 RHC 
ES1 4.0667 17 RHB 
HE2 4.2444 18 RHA 
HE1 3.3111 19 RMC 
H02 3.7333 20 RMB 
H01 2.9778 21 RMA 
HC2 3.4444 22 RLB 
HC1 2.7333 23 RLA 
HB2 3.3111 24 ES3 
HB1 2.6889 25 ES2 
LE2 3.6000 26 ES1 
LE1 2.8222 27 HE2 
L02 3.4444 28 HE1 
L01 2.7333 29 H02 
LC2 2.8444 30 H01 
LC1 2.2667 31 HC2 
LB2 2.6667 32 HC1 
LB1 2.1111 33 HB2 
CE2 3.0667 34 HB1 
c..;E1 2.7556 35 LE2 
CO2 2.8889 36 LE1 
C01 2.5778 37 L02 
c..;c..;2 2.4000 38 L01 
lA,1 2.1333 39 LC2 
CB2 2.0889 40 LC1 
CB1 1.8889 41 LB2 
CA2 1.6222 42 LB1 
CA1 1.4222 43 CE2 
BB2 1.8222 44 CE1 
BB1 1.6667 45 CO2 
BA2 1.2889 46 C01 
BA1 1.2000 47 CC2 
PE2 2.8000 48 CC1 
PE1 2.6000 49 CB2 
P02 2.5778 50 CB1 
P01 2.3778 51 CA2 
PC2 2.0667 52 CA1 
PC1 1.8889 53 BB2 
PB2 1.5556 54 BB1 
PB1 1.4444 55 BA2 
PA2 1.1111 56 BA1 
PA1 1.0000 57 PE2 

58 PE1 
59 P02 
60 P01 

Approval Date 0CU 4 2016" 61 PC2 
62 PC1 
63 PB2 
64 PB1 
65 PA2 

Effective Date 03/01/2016 66 PA1 

6.2667 
6.6222 
5.3556 
6.2000 
5.1778 
5.9556 
5.0889 
5.4000 
3.8667 
3.7778 
2.4000 
3.7111 
2.7333 
2.6889 
3.5333 
2.8889 
2.2444 
3.3556 
2.9778 
2.0667 
3.6667 
1.8000 
6.4889 
4.9111 
4.0667 
4.2444 
3.3111 
3.7333 
2.9778 
3.4444 
2.7333 
3.3111 
2.6889 
3.6000 
2.8222 
3.4444 
2.7333 
2.8444 
2.2667 
2.6667 
2.1111 
3.0667 
2.7556 
2.8889 
2.5778 
2.4000 
2.1111 
2.0889 
1.8889 
1.6222 
1.4222 
1.8222 
1.6667 
1.2889 
1.2000 
2.8000 
2.6000 
2.5778 
2.3778 
2.0667 
1.8889 
1.5556 
1 ......... 

1.1111 
1.0000 
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Calculation of Nursing Facility Case Mix Scores 
After processing MOS 3.0 resident assessment data and classifying residents using the RUG 
classification system, the Department of Medicaid calculates quarterly, semiannual, and annual nursing 
facility case mix scores. Two quarterly facility average case mix scores are calculated each quarter. The 
first is the quarterly facility average total case mix score. The second is the quarterly facility average 
Medicaid case mix score. For each nursing facility that submits timely, accurate, and sufficient resident 
assessment data, the quarterly facility average total case mix score is calculated as follows: 

1) Add together all resident case mix scores for the quarter, including resident case 
mix scores in the RUG default group. The lowest weight for the RUG groups 
(1.0000) is used as the weight for the default group. 

2) Divide the sum of the resident case mix scores by the total number of residents. 

For each nursing facility that submits timely, accurate, and sufficient resident assessment data, the 
quarterly facility average Medicaid case mix score is calculated as follows: 

1) Add together all Medicaid resident case mix scores for the quarter, including 
Medicaid resident case mix scores in the RUG default group. The lowest weight for 
the RUG groups (1.0000) is used as the weight for the default group. 

2) Divide the sum of the Medicaid resident case mix scores by the total number of 
Medicaid residents. 

Data is considered timely when the nursing facility submits the resident assessment data by the 
filing date, and the data includes assessments for all residents in Medicaid certified beds as of the 
reporting period end date. Data is considered accurate and sufficient when data that is submitted 
timely provides sufficient information for accurately classifying at least 90% of all residents in 
Medicaid certified beds into RUG non-default groups. Additionally, data is considered accurate and 
sufficient when data that is submitted timely and corrected timely provides sufficient information 
for accurately classifying at least 90% of all residents in Medicaid certified beds into RUG non­
default groups. For each nursing facility that does not submit timely, accurate, or sufficient resident 
assessment data, the department shall assign a penalty score that is 5% less than that facility's 
quarterly facility average case mix score for the preceding calendar quarter. 

The semiannual facility average Medicaid case mix score is determined as follows: 

1) 

2) 

TN 16-012 
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The semiannual facility average Medicaid case mix score for the payment period 
beginning the first day of July for a given fiscal year shall be the average of the 
quarterly facility average Medicaid case mix score from the preceding December 
and March reporting quarters. If a facility does not have a quarterly facility 
average Medicaid case mix score for both the December and March reporting 
quarters, the median annual facility average case mix score for the nursing 
facility's peer group shall be assigned as the semiannual facility average Medicaid 
case mix score. 
The semiannual facility average Medicaid case mix score for the payment period 
beginning the first day of January for a given fiscal year shall be the average of the 
quarterly facility average Medicaid case mix score from the preceding June and 
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September reporting quarters. If a facility does not have a quarterly facility 
average Medicaid case mix score for both the June and September reporting 
quarters, the median annual facility average case mix score for the nursing 
facility's peer group shall be assigned as the semiannual facility average Medicaid 
case mix score. 

The annual facility average case mix score is calculated as follows: 

1) Add all qualifying case mix scores. 
2) Divide the sum of the qualifying case mix scores by the total number of quarters 

of qualifying scores. 

Qualifying case mix scores are scores for facilities that have at least two quarterly facility average 
total case mix scores, and that also submitted resident assessment data timely, accurately, and 
sufficiently. If the department assigned a nursing facility a quarterly facility average total case mix 
score but the facility did not submit resident assessment data timely, accurately, or sufficiently, the 
assigned score is not used to calculate the facility's annual average case mix score. 
In addition, for any score that was adjusted, the adjusted score is substituted according to the 
following hierarchy: 

1) Adjusted quarterly facility average total case mix scores established by a rate 
reconsideration decision resulting from an exception review of resident 
assessment information conducted according to Section 001.8.4 of Attachment 
4.19-D, Supplement 1 before the effective date of the rate. 

2) Adjusted quarterly facility average total case mix scores as a result of exception 
review findings from an exception review conducted according to Section 001.8.4 
of Attachment 4.19-D, Supplement 1. 

TN 16-012 Approval Date OCT 14 2016 
Supersedes 
TN NEW Effective Date 03/01/2016 



001.8.4 

Exception Reviews 

Attachment 4.19-D 
Supplement 1 

Page 1 of l 

An exception review is a review of minimum data set (MOS) resident assessment data. Exception 
reviews are conducted at selected nursing facilities by registered nurses or other appropriate 
licensed or certified health professionals as determined by the Department of Medicaid who are 
employed by or under contract with the department to identify any patterns or trends related to 
resident assessments that could result in inaccurate case mix scores. Facilities may be selected for 
an exception review based on the findings of a Medicaid certification survey conducted by the 
Department of Health, a risk analysis, or prior performance of the nursing facility. 

If an exception review is conducted before the effective date of a nursing facility's rate for direct 
care costs, and the exception review results in findings that exceed tolerance levels specified by the 
department and indicate the facility received a higher rate than it was entitled to receive, the 
department will use the exception review findings to calculate or recalculate individual resident 
case mix scores, and to calculate or recalculate the nursing facility's quarterly facility average total 
case mix scores, quarterly and semiannual facility average Medicaid case mix scores, and annual 
facility average case mix scores. The department will use the nursing facility's quarterly facility 
average total case mix scores, quarterly and semiannual facility average Medicaid case mix scores, 
and annual facility average case mix scores based on exception review findings to calculate or 
recalculate the facility's rate for direct care costs for the appropriate six month period. 
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APPENDIX A 

EXCEPTION REVIEW 
RESIDENT INITIAL SAMPLE SELECTION 

1-4 All 

5-10 5 

11-20 8 

21-40 10 

41-44 11 

45-48 12 

49-52 13 

53-56 14 

57-75 15 

76-80 16 

81-85 17 

85-90 18 

91-95 19 

96-100 20 

101-105 21 

106-110 22 

111-115 23 

116-160 24 

161-166 25 

167-173 26 

174-180 27 
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EXCEPTION REVIEW 
RESIDENT INITIAL SAMPLE SELECTION 

181-186 28 

187-193 29 

194-300 30 

301-310 31 

311-320 32 

321-330 33 

331-340 34 

341-350 35 

351-360 36 

361-370 37 

371-380 38 

381-400 39 

401-410 40 

411-420 41 

421-430 42 

431-440 43 

441-450 44 

451-460 45 

461-470 46 

471-480 47 

481-490 48 

491-500 49 

501 or greater 50 
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EXCEPTION REVIEW 
RESIDENT EXPANDED SAMPLE SELECTION 

1 1 

2 2 

3 3 

4 4 

5 5 

6 6 

7 7 

8 8 

9 9 

10-11 10 

12 11 

13 12 

14-15 13 

16 14 

17 15 

18-19 16 

20 17 

21-22 18 

23 19 

24-25 20 
26 21 

27-28 22 
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RESIDENT EXPANDED SAMPLE SELECTION 

29-30 23 

31 24 

32-33 25 

34-35 26 

36-37 27 

38-39 28 

40-41 29 

42-43 30 

44-45 31 

46-47 32 

48-50 33 

51-52 34 

53-55 35 

56-57 36 

58-60 37 

61-62 38 

63-65 39 

66-68 40 

69-71 41 

72-74 42 

75-77 43 

78-81 44 
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RESIDENT EXPANDED SAMPLE SELECTION 

82-84 45 

85-88 46 

89-92 47 

93-95 48 

96-100 49 

101-104 50 

105-108 51 

109-113 52 

114-118 53 

119-123 54 

124-128 55 

129-134 56 

135-140 57 

141-146 58 

147-152 59 

153-159 60 

160-167 61 

168-174 62 

175-183 63 

184-191 64 

192-201 65 

202-211 66 
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EXCEPTION REVIEW 
RESIDENT EXPANDED SAMPLE SELECTION 

212-221 67 

222-232 68 

233-245 69 

246-258 70 

259-272 71 

273-287 72 

288-304 73 

305-322 74 

323-342 75 

343-364 76 

365 or greater 77 

TN 16-012 Approval Date OCT 14 2016 
Supersedes 
TN NEW Effective Date 03/01/2016 

Attachment 4.19-D 
Supplement 1 

Page 4 of 4 



001.9 Attachment 4.19-D 
Supplement 1 

Page 1 of2 
Ancillary and Support 

Coste: Included In Ancillaty and Support 
For dates of service before january 1, 2014, ancillary and suppo::t costs are reasonable costs 
incurred by a nursing facility that are not direct care costs, capital costs, or tax costs. They include, 
but are not limited to, costs incurred for the following: 

1) Activities; 
2) Social services; 
3) Pharmacy consultants; 
4) Habilitation supervisors, qualified mental retardation professionals, and 

program dil·ectors. 
5) Program and incontinence supplies; 
6) Food, enterals, dietary supplies, and dietary personnel; 
7) Laundry and housekeeping; 
8) Security; 
9) Adminisn·ation, bookke~ping, purchasing department, human resources, 

and communication; 
10) Medical equipment, minor equipment, and wheelchairs; 
11) Utilities; 
12) Liability and property insurance; 
13) Travel; 
14) Dues, license fees, and subscriptions; 
15) Home office costs not otherwise allocated; 
16) Legal and accounting services; 
17) Resident transportation; 
18) Maintenance and repairs; maintenance and repairs are necessary and 

proper to maintain an asset in a normally efficient working condition and de 
not extend the useful life fthe asset two years o1· more. Maintenance and 
1-epairs include, but are not limited to ordinary repairs such as painting and 
wallpapering. 

19) Help wanted and informational advertising; 
20) Start-up costs and organizational expenses; 
21) Other interest; 
22) Training and staff development, employee benefits, payroll ~axes, workers' 

compensation premiums, and costs for self-insurance claims for individuals whose 
wages are included in ancillary and support. 

For dates of service on or after January 1, 2014, ancillary and support costs are reasonable costs 
incurred by a nursing facility that are not direct care costs, capital costs; or tax costs. They include, 
but are not limited to, costs incurred for the following: 

1) Activities;· 
2) Social services; 
3) Pharmacy consultants; 
4) Habilitation supervisors, qualified mental retardation profes:sicnals, .1:1d 

program directors. 
5) Program and incontinence supplies; 
6) Food, enterals, dietary supplies, and dietary personnel; 
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7) Laundry and housekeeping; 
8) Security; 
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9) Administration, bookkeeping, purchasing department, human resources, 
and communication; 

1 0) Medical equipment, minor equipment, and wheelchairs other than custom 
wheelchairs; 

11) Utilities; 
12) Liability and property insurance; 
13) Travel; 
14) Dues, license fees, and subscriptions; 
15) Home office costs not otherwise allocated; 
16) Legal and accounting services; 
17) Resident transportation other than medically necessary transportation by 

ambulance or wheelchair van; 
18) Maintenance and repairs; maintenance and repairs are necessary and 

proper to maintain an asset in a normally efficient working condition and do 
not extend the useful life fthe asset two years or more. Maintenance and 
repairs include, but are not limited to ordinary repairs such as painting and 
wallpapering. 

19) Help wanted and informational advertising; 
20) Start-up costs and organizational expenses; 
21) Other interest; 
22) Training and staff development, employee benefits, payroll taxes, workers' 

compensation premiums, and costs for self-insurance claims for individuals whose 
wages are included in ancillary and support. 
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Calctllating the Ancillary and Support Price and Rate 
An ancillary and support price is established for each pee1· gmup using the base year costs 
rep01ted by providers in that peer gmup using the following calculation: 

1) 
2) 

3) 

4) 

5) 

6) 

TN 13·021 
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Group providers into the peer groups defined above. 
Calculate the ancillary aud support cost per diem for each provider by 
dividiug the ancillary and support costs the provider reported on the base 
year cost report by the greate1· of inpatient days or 90% of licensed bed days 
~vailable. For purposes of calculating the facility's occupancy rate and 
licensed bed days available, the department shaH include any beds the 
nursing fiiicility removes from its Medicaid certified capacity unless the 
nursing facility also removes the beds from its ltcensed bed capacity. 
Determine the ancillary and support per diem of the provider at the twenty­
fifth percentile in each peer group. When making this determination, 
exclude providers without a 12 month cost report in the base year and 
provide1·s whose ancillary and support costs are more than one standard 
deviation from the mean ancillary and support costs in the peer group. 
Multiply the result in the step above by the rate of inflation for the eighteen 
month period beginning on the fii"St day of july in the base year and ending 
on the last day of December in the following calendar year. Inflation is 
measured using the consumer price index for all items for all u1·ban 
consumers f01· the north central region, published by the United States 
Bureau of Labor Statistics, as the index existed on july 1, 2005. When a new 
base year is selected, the consumer price index for all items for all urban 
consumers for the midwest 1·egion, published by the United States Bureau of 
Labor Statistics~ will be used. 
Multiply the result in the previous step by 105.08% to calculate the peer 
group p1·ice. 
The provide1·'s anclllary and support 1·ate component is equal to the ancillary and 
support price for the peer group. 
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Costs Included in Capital 
Capital costs are reasonable costs incurred for depreciation, amortization and interest on any 
capital assets that cost $500 or more per item, including the following: 

1) Buildings and building improvements; 
2) Equipment; 
3) Transportation equipment 
4) Land improvements; 
5) Leasehold improvements; 
6) Financing costs. 

Depreciation, amortization and interest for capital assets cost~ng less than $500 per item may be 
considered capital costs in accordance with the provider's practice. Depreciation for costs paid or 
reimbursed by a government agency shall not be included in cost reports unless that part of the 
payment is used to reimburse the government agency. Amortization ofthe cost of acquiring 
operating rights for the relocated beds is not an allowable cost. 

Capital costs also include rent and lease expense for land building and equipment. Allowable lease 
expense is deterniined as follows: 

(1) For a lease of a facility that was effective on May 2 7, 1992, the entire lease expense 
is an allowable expense. 

(2) For a renewal of a lease of a facility that was effective on May 27, 1992 that is 
pursuant to a renewal option in existence on May 27, 1992, the entire lease 
expense is an allowable expense. 

(3) For a renewal of a lease between the same parties and for the same lease payment 
as a lease in effect on May 27, 1992, the entire lease expense is an allowable 
expense. 

( 4) For a lease of a facility in existence on May 27, 1992 but not operated under a lease 
on that date, the allowable lease expense is the lesser of the annual lease expense or 
depreciation and interest calculated using the lessor's historical capital asset cost 
basis adjusted for one half of the change in the consumer price index for all items for 
all urban consumers as published by the United State Bureau of Labor Statistics 
during the time the lessor held each asset until the beginning of the lease. Interest 
will be imputed at the lessor of the prime rate plus two percent or ten percent 

(5) For a lease of a facility with a date of licensure on or after May 27, 1992 that is 
initially operated under a lease, the entire lease expense is an allowable capital cost 
if there was a substantial commitment of money for construction of the facility after 
December 22, 1992 and before July 1, 1993. 

(6) For a lease of a facility with a date of licensure on or after May 27, 1992 that is 
initially operated under a lease, if there was not a substantial commitment of money 
for construction of the facility after December 22, 1992 and before July 1, 1993, the 
allowable lease expense is the lesser of the annual lease expense or the sum of the 
following: 
(a) Depreciation calculated at the inception of the lease using the lessor's capital 

asset cost basis; and 
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(b) The greater of the lessor's actual annual amortization of financing costs and 

interest expense at the inception of the lease or imputed interest calculated 
using 70% of the lessor's capital asset cost basis. 

(7). For the lease of a facility with a date oflicensure on or after May 27, 1992, that was 
not initially operated under a lease and has been in existence for ten years, the 
allowable capital costs are the lesser of the annual lease expense or depreciation 
and interest calculated using the lessor's historical capital asset cost basis adjusted 
for one half of the change in the consumer price index for all items for all urban 
consumers as published by the United State Bureau of Labor Statistics during the 
time the lessor held each asset until the beginning of the lease. Interest will be 
imputed at the lessor of the prime rate plus two percent or ten percent 

(8) For a subsequent lease of a facility that was operated under a lease on May 27, 1992, 
allowable capital costs are the lesser of the annual lease expense or the annual old 
lease payment If the old lease was in effect for at least ten years, the old lease 
payment will be adjusted by one half of the change in the consumer price index for 
all items for all urban consumers, as published by the United States Bureau of Labor 
Statistics, from the beginning of the old lease to the beginning of the new lease. 

(9) For a subsequent lease of a facility not in existence or not operated under a lease on 
May 27, 1992, allowable capital costs equal the lesser of the annual lease expense or 
the allowable capital costs under the old lease. If the old lease was in effect for at 
least ten years, the old lease payment will be adjusted by one half of the change in 
the consumer price index for all items for all urban consumers, as published by the 
United States Bureau of Labor Statistics, from the beginning of the old lease to the 
beginning of the new lease. 

(10) A revision of a lease does not change the allowable capital costs under a lease. 
(11) The allowable capital costs for a lease to a related party equal the lesser of the 

annual lease expense or the reasonable cost to the lessor. 
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Calculating the Capital Price and Rate 
A capital price is established for each peer group using the base year costs reported by 
providers in that peer group using the following calculation: 

1) Group providers into the peer groups defined above. 
2) Using calendar year 2014 as the base year, calculate the capital cost per diem for 

each provider by dividing the capital costs the provider reported on the base 
year Ohio Medicaid cost report by the licensed bed days available. For purposes 
of calculating the facility's licensed bed days available, the department shall 
include any beds the nursing facility removes from its Medicaid certified 
capacity unless the nursing facility also removes the beds from its licensed bed 
capacity. 

3) Determine the capital per diem of the provider at the twenty-fifth percentile in 
each peer group. 

4) Multiply the result in the previous step by 105.08% to calculate the peer group 
price. 

5) The provider's capital rate component equals the capital price for the provider's 
peer group. 
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Capital Cost Basis 
The capital cost basis of nursing facility assets is determined as follows: 

(1) For facilities with dates oflicensure on of before June 30,1993 that have not 
undergone a change of operator since that date, the capital cost basis equals the 
actual allowable cost basis listed on the facility's cost report. 

(2) For facilities with dates of licensure after June 30, 1993, the capital cost basis is 
determined in accordance with the principles of the Medicare program. 

(3) If a provider transfers an interest in the facility to a related party, there is no 
increase in the cost basis of the asset unless the related party is a relative of the 
owner, the provider making the transfer retains no interest in the facility, and the 
Department of Job and Family Services determines that the transfer is an arm's 
length transaction. 

( 4) If a facility undergoes a change of operator afte~:" June 30, 1993 and the transfer is 
not to a related party, the basis of the asset.is adjusted by one half the change in the 
consumer price index for an items for all urban consumers as published by the 
United States Bureau of Labor Statistic during the time the transferor held the asset 
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All assets are depreciated using the straight~ line method of depreciation. Buildings are depreciated 
over forty years or a different peri~d approved by the department Components and equipment 
shall be depreciated over a period consistent with the guidelines of the American Hospital 
Association or a different period approved by the department If additional guidance is needed, the 
Internal Revenue Service Publication 946 "How to Depreciate Property" shall be used to determine 
the useful life of that capital assets. 

No depreciation is recognized in the month that an asset is placed into service. A full month's 
depredation expense is recognized in the month following the month the asset is placed into 
service. In the month an asset is disposed and it is not a change in ownership, depr:eciation equal to 
the difference between the historical cost and accumulated depreciation is recognized. 
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Theta~ rate component is calculated on a facility specific basis and reflects costs incurred for real 
estate taxes, personal property taxes and corporate franchise taxes. To calculate the tax rate 
component, the tax costs reported on the facility's cost report in the base year are divided by the 
licensed bed days available in the base year. The result is multiplied by 105.08%. 

If a nursing facility had a credit regarding its real estate taxes reflected on its cost report for 
calendar year 2003, the facility's rate for tax costs (until the fiscal year for which the department 
redetermines all nursing facilities' rates for tax costs) will be calculated using the tax costs paid for 
calendar year 2004 by the number of licensed bed days available in calendar year 2004. 
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In state fiscal year 2012, the franchise permit fee rate component is $11.47. The franchise permit 
fee rate component is eliminated for state fiscal year 2013 and thereafter. 
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Quality Indicators and Per Medicaid Dav Quality Payment Rate 

Quality Indicators 
Department of Medicaid determines the per Medicaid day quality payment rate for nursing facilities 
based on the number of quality points nursing facilities earn for meeting five different quality indicators. 

The Department of Medicaid will use data from the following measurement periods to determine quality 
points: 

1) For state fiscal year 2017, the period beginning July 1, 2015 and ending December 31, 
2015. 

2) For each subsequent state fiscal year, the calendar year immediately preceding the state 
fiscal year. 

A nursing facility may earn a maximum of one point for each of the following five quality indicators 
during the measurement period. Based on the number of quality indicator points earned, the 
Department of Medicaid will calculate a per Medicaid day quality payment rate for each nursing facility. 
To earn a point for each of the quality indicators, the nursing facility shall meet the following criteria. 

1) Pressure Injuries 
Score no more than the twenty-fifth percentile of both the short-stay and long-stay Ohio 
nursing facility residents' pressure injury rate. The Department of Medicaid obtains 
pressure injury rates from the Centers for Medicare and Medicaid Services (CMS) 
website at https://data.medicare.gov /Nursing-Home-Compare/ Quality-Measures/djen-
97ju. Statistical data published by May thirty-first for the measurement period will be 
included in the calculation. If a nursing facility has insufficient data to calculate a 
pressure injury rate, the facility shall not receive a quality point for this indicator. 

2) Antipsychotic Medication Use Rate 
Score no more than the twenty-fifth percentile of both the short-stay and long-stay 
nursing facility residents' antipsychotic medication use rate. The Department of 
Medicaid obtains the antipsychotic medication use rate from the CMS website at 
https://data.medicare.gov/ Nursing-Home-Compare/Quality-Measures/djen-97ju. 
Statistical data published by May thirty-first for the measurement period will be included 
in the calculation. If a nursing facility has insufficient data to calculate an antipsychotic 
medication use rate, the facility shall not receive a quality point for this indicator. 

3) Avoidable Inpatient Hospital Admissions 
Attains a rate of 1.0 or less for avoidable inpatient hospital admissions for residents who 
are in receipt of Medicaid, resided in the nursing facility during a minimum of two days 
preceding the hospital admission, and resided in the nursing facility for a minimum of 
fourteen days during the measurement period. Nursing facility residents with 
catastrophic conditions and dominant, metastatic and complicated malignancies are 
excluded. The Department of Medicaid utilizes the following methodology for each 
nursing facility for determining the rate for avoidable inpatient hospital admissions: 
a) The expected admissions rate will be calculated using Medicaid hospital claims, 

including third-party crossover claims, from the twelve-month period preceding 
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the measurement period. The Department of Medicaid will assign an all-patient 
refined diagnosis-related group to each claim. Each nursing facility resident will 
be assigned to one of twenty-seven aggregate clinical risk groups. Each nursing 
facility's risk-adjusted expected admission rate will be calculated based on the 
number of nursing facility residents in each of the clinical risk groups during the 
twelve-month measurement period. 
The actual hospital admission rate will be calculated using actual hospital 
admissions from Medicaid hospital claims, including third-party crossover 
claims. 
The actual-to-expected avoidable inpatient hospital admission rate is calculated 
by dividing the nursing facility's actual hospital admission rate by the expected 
hospital admission rate. 

If a nursing facility fails to complete the avoidable hospital admissions portion of section 
eight of the Medicaid nursing facility annual cost report, the facility shall not receive a 
quality point for this indicator. 

4) Employee Retention Rate 
Attain an employee retention target rate of at least the seventy-fifth percentile. The 
Department of Medicaid calculates the percentile using the employee retention rates 
from section eight of all Medicaid nursing facility annual cost reports. If a nursing facility 
enters a NO" response or does not provide a response in the employee retention portion 
of section eight of the Medicaid nursing facility annual cost report, the facility shall not 
receive a quality point for this indicator. 

SJ Preferences for Everyday Living Inventory (PELI) 
Utilize the nursing home version of the PELI for all of its residents, and indicate in section 
eight of the nursing facility's annual cost report that it was used. If a nursing facility 
enters a NO" response or does not provide a response in the PELI portion of section eight 
of the Medicaid nursing facility annual cost report, the facility shall not receive a quality 
point for this indicator. 

The Department of Medicaid shall establish a methodology whereby religious nonmedical health care 
institutions (RNHCis) can earn one point for each of the five quality indicators described above. 
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Calculation of the Per Medicaid Dav Quality Payment Rate 
For state fiscal year 2017 and each fiscal year thereafter, the Ohio Department of Medicaid shall 
calculate the per Medicaid day quality payment rate for each nursing facility as follows: 

.11 Determine the number of inpatient Medicaid days reported by each nursing 
facility on the Medicaid nursing facility annual cost report for the calendar year 
preceding the fiscal year in which the quality payment will be paid. 

2). Determine the total number of inpatient Medicaid days reported by all nursing 
facilities on the Medicaid nursing facility annual cost report for the calendar 
year preceding the fiscal year in which the quality payment will be paid. 

fil Determine the number of quality points earned by each nursing facility during 
the applicable measurement period as specified in section 001.17 of Attachment 
4.19-D, Supplement 1. 

.1:). For each nursing facility, multiply the number of inpatient Medicaid days as 
determined in paragraph 1) above for the nursing facility by the number of 
quality points earned by the nursing facility as determined in paragraph 3) 
above. This product is the point days earned by each nursing facility . 

.5). Determine the total number of point days for all nursing facilities. 
fil. Multiply one dollar and seventy-nine cents by the total number of Medicaid days 

delivered by all nursing facilities as determined in paragraph 2) above. This 
product is the total amount of quality funds to be paid to nursing facilities by the 
Ohio Department of Medicaid in the applicable fiscal year. 

Zl Divide the total amount of quality funds to be paid as calculated in paragraph 6) 
above by the total number of point days for all nursing facilities as determined 
in paragraph 5) above . 

.fil Multiply the amount calculated in accordance with paragraph 7) above by the 
quality points earned by each nursing facility as determined in paragraph 3) 
above. This product is the per Medicaid day quality payment for each nursing 
facility. 

The largest per Medicaid day quality payment for a fiscal year shall be paid to nursing facilities that 
meet all of the quality indicators for the measurement period. 

If a nursing facility undergoes a change of operator during a fiscal year, the per Medicaid day 
quality payment rate to be paid to the entering operator for nursing facility services that the 
nursing facility provides during the period beginning on the effective date of the change of operator 
and ending on the last day of the fiscal year shall be the same amount as the per Medicaid day 
quality payment rate that was in effect on the day immediately preceding the effective date of the 
change of operator and paid to the nursing facility's exiting operator. For the immediately following 
fiscal year, the per Medicaid day quality payment rate shall be as follows: 

1) If the effective date of the change of operator is on or before the first day of 
October of the calendar year immediately preceding the fiscal year, the amount 
determined for the nursing facility in accordance with section 001.18 of 
Attachment 4.19-D, Supplement 1 for the fiscal year. 

TN 16-021 Approval Date NOV O l 2016 
Supersedes 
TN 14-016 Effective Date 07/01/2016 



001.18 Attachment 4.19-D 
Supplement 1 

Page 2 of 2 

2) If the effective date of the change of operator is after the first day of October of 
the calendar year immediately preceding the fiscal year, the mean per Medicaid 
day quality payment rate for all nursing facilities for the fiscal year. 

Nursing facility providers may request a rate reconsideration on the basis of a possible error in the 
calculation of the per Medicaid day quality payment rate. 

TN 16-021 Approval Date NOV O 1 2016 
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State fiscal year 2012 is the final year of the transition to full implementation of the 
reimbursement methodology. For that year, a stop loss provision will limit the decrease in a 
provider's rate if the rate determined for the provider for fiscal year 2012 is less than 90% of the 
rate the provider was paid on June 30, 2011. For those providers, the amount of the decrease in 
their rate that exceeds 10% will be reduced by 50% . 

. ·. 
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For an entering operator that begins participation in the Medicaid program, the operator's initial 
rate shall be the rate the exiting operator would have received had the exiting operator continued 
to participate in the Medicaid program. 

JUN 1· 8 1012 
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New facility 
The initial rate for a facility with a first date of licensure or Medicaid certification on or after July 1, 
2006, including a facility that replaces one or more existing facilities shall be calculated as follows: 

1) The direct care rate component equals the product of the direct care price 
determined for the facility's peer group and the facility's case mix score. 
a) If the nursing facility replaces an existing facility that participated in the 

Medicaid pr<?gram immediately prior to the first day the new facility 
begins to participate in the Medicaid program is the semiannual case mix 
score most recently determined for the facility being replaced, adjusted 
for any difference in the number of beds between the new facility and 
the facility being replaced. 

b) For all other new facilities, the case mix score shall be the median annual 
average case-mix score for the facility's peer group. 

2) The ancillary and support rate component equals the ancillary and support price 
determined for the facility's peer group. 

3) The capital cost rate component equals the capital price determined for the 
facility's peer group. 

4) The tax rate component equals the median tax rate component for the facility's 
ancillary and support peer group. 

5) The quality incentive payment equals the mean quality incentive payment made 
to nursing facilities. 

•, •. 
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If a nursing facility adds or replaces one or more Medicaid certified beds, the rate for the added or 
replaced bed equals the rate for the nursing facility's existing bed. 

TN 11-022 Approval Date ___ _ 
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An outlier is a facility or unit in a facility serving residents with diagnoses or special care needs that 
. require direct care resources not measured adequately by the MDS 3.0 or who serve residents with 

special care needs otherwise qualifying for consideration. An outlier rate is a contracted rate and 
may differ from a standard rate as follows: 

1) The direct care rate component may be increased if deemed necessary based 
on analysis of historical direct care costs if the provider had previously been 
a Medicaid provider, a comparison of direct care. costs and staffing ratios of 
facilities caring for individuals with similar needs, a comparison of payment 
rates paid by private insurers or other states, and an analysis of the impact 
on historical costs if there are plans to change the patient mix. 

2) The ancillary and support rate component may be increased due to 
increased expenses deemed necessary by the Ohio Department of Medicaid 
for treatment of individuals requiring outlier services. 

3) The capital rate component may be adjusted to reflect costs of specialized 
high cost equipment or their capital expenditures necessary for treatment of 
individuals requiring outlier services. 

Individuals must receive prior approval for outlier services. 

TN 14-023 Approval Dat6FP 17. ~015 
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Low Resource Utilization Residents 
The per diem rate for nursing facility services provided to low resource utilization residents shall 
be a flat rate instead of the facility-specific total per diem rate. Low resource utilization residents 
are those residents who are assigned to the PA1 and PAZ resource utilization groups, which are 
assigned the two lowest relative resource weights possible: 1.0000 and 1.1111. 

Beginning in state fiscal year 2017, payment for low resource utilization residents shall be as 
follows: 

1) 

TN 16-009 
Supersedes 
TN 11-022 

$91.70 per Medicaid day. $91.70 per Medicaid day is established using the 
following methodology: 
a) Using Minimum Data Set version 3.0 (MDS 3.0) data and data from the 

Medicaid Information Technology System (MITS), determine which nursing 
facility residents in Ohio were assigned to the PA1 or PAZ resource 
utilization groups who successfully transitioned from a nursing facility into 
the community and received Medicaid services for the entire state fiscal 
year 2014. 

b) Using claims data from MITS, determine Medicaid costs for state fiscal year 
2014 incurred by each individual in a) above. Claims data includes costs for 
the following: 
i) State plan home health services. Services include those provided by 

a physical therapist, occupational therapist, speech/language 
pathologist, registered nurse, and nurse aide. 

ii) Waiver services. Services include home delivered meals, 
homemaker services, chore services, personal care services, 
emergency response systems, minor home modifications, 
transportation, and home medical equipment and supplies. 

iii) Mental health and addiction services. Services include diagnostic 
psychological evaluations, pharmacologic management, alcohol 
and/or drug assessments, screenings, and services, mental health 
assessments, and partial hospitalizations. 

iv) Durable medical equipment. Services and items include 
occupational therapy re-evaluations, infusion supplies, waterproof 
tape, non-sterile gloves, gauze, walkers, toilet rails, seats, stools, and 
benches, hospital beds, power operated vehicles, and disposable 
briefs and underpads. 

c) Calculate the average of the costs determined in b) above. This represents 
the average per diem direct care costs for individuals who receive Medicaid 
services in the community, or $7.32. 

d) Calculate the statewide average of ancillary and support prices for all Ohio 
nursing facilities in state fiscal year 2014. This equals the ancillary and 
support cost component of the low resource utilization per diem rate, or 
$55.54. 

e) Calculate the statewide average of capital prices for all Ohio nursing 
facilities in state fiscal year 2014. This equals the capital cost component of 
the low resource utilization per diem rate, or $11.29. 

Approval Date OCT 2 a 2016 
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t) Calculate the statewide average of tax prices for all Ohio nursing facilities in 
state fiscal year 2014. This equals the tax rate component of the low 
resource utilization per diem rate, or $1.11. 

g) Calculate the statewide average of the quality incentive price for all Ohio 
nursing facilities in state fiscal year 2014. This equals the quality incentive 
payment portion of the low resource utilization per diem rate, or $16.44. 

h) The low resource utilization total per diem rate of $91.70 equals the sum of 
the amounts calculated inc), d), e), t), and g) above. 

2) An additional $23.30 per Medicaid day shall be paid for a total of $115.00 per 
Medicaid day if the nursing facility cooperates with the ombudsman program in 
efforts to help the facility's low resource utilization residents receive the services 
that are most appropriate for their level of care needs. 

TN 16-009 Approval Date OCT 2 a 2016 
Supersedes 
TN New Effective Date 01/01/2016 
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(For Medicare Part A cost-sharing provisions, see Appendix to Item 3 of Supplement 1 to 
Attachment4.19-B, page 1 ofl) 

The Medicaid maximum allowable reimbursement rate is 109% of the nursing facility's Medicaid 
per diem. Effective January 1, 2012 and thereafter, the Medicaid maximum allowable 
reimbursement is 100% of the nursing facility's Medicaid per diem. 

TN 16-009 Approval Date OCT 2 8 2016 
Supersedes 
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The nursing facility per diem rate includes Medicaid payments for Medicare or other third-party 
insurance cost-sharing, including coinsurance or deductible payments, associated with services that are 
included in the nursing facility per diem. 

Neither the nursing facility resident nor the Ohio Department of Medicaid is responsible for any 
Medicare or other third-party insurance cost-sharing, including coinsurance or deductibles, associated 
with services that are included in the nursing facility per diem. 

TN 16-009 Approval Date OCT 2 a 2016 
Supersedes 
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5101:3-3-22 Rate recalculations, interest on overpayments, penalties, 
         repayment of overpayments, and deposit of repayment of 
         overpayments for nursing facilities (NFs) and intermediate 
         care facilities for the mentally retarded (ICFs-MR). 

 
(A) If the provider properly amends its cost report under rule 5101:3-3-20 of the 
Administrative Code, the Ohio department of job and family services (ODJFS) 
makes a finding based on an audit under rule 5101:3-3-21 of the Administrative 
Code, or ODJFS makes a finding based on an exception review of resident 
assessment information conducted under section 5111.27 of the Revised Code after 
the effective date of the rate for direct care costs that is based on the assessment 
information any of which results in a determination that the provider has received a 
higher rate than it was entitled to receive, ODJFS shall recalculate the provider's 
rate using the revised information. ODJFS shall apply the recalculated rate to the 
periods when the provider received the incorrect rate to determine the amount of 
the overpayment. The provider shall refund the amount of the overpayment. In 
addition to requiring a refund under this rule, ODJFS may charge the provider 
interest at the applicable rate specified in this rule from the time the overpayment 
was made. 
 
(1) If the overpayment resulted from costs reported for calendar year 1993, the 
interest shall be no greater than one and one-half times the average bank 
prime rate. 
 
(2) If the overpayment resulted from costs reported for subsequent calendar years: 
 
(a) The interest shall be no greater than two times the average bank prime rate 
if the overpayment was equal to or less than one per cent of the total 
medicaid payments to the provider for the fiscal year for which the 
incorrect information was used to establish a rate. 
 
(b) The interest shall be no greater than two and one-half times the average 
bank prime rate if the overpayment was greater than one per cent of the 
total medicaid payments to the provider for the fiscal year for which the 
incorrect information was used to establish a rate. 
 
(3) ODJFS shall determine the average bank prime rate using statistical release 
H.15, "Selected Interest Rates," a weekly publication of the federal reserve 
board, or any successor publication. If statistical release H.15, or its successor 
ceases to contain the bank prime rate information or ceases to be published, 
ODJFS shall request a written statement of the average bank prime rate from 
the federal reserve bank of Cleveland or the federal reserve board. 
 
(B) ODJFS also may impose the following penalties: 
  
 

SNODGR
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(1) If a provider does not furnish invoices or other documentation that ODJFS 
requests during an audit within sixty days after the request, no more than the 
greater of one thousand dollars per audit or twenty-five per cent of the 
cumulative amount by which the costs for which documentation was not 
furnished increased the total medicaid payments to the provider during the 
fiscal year for which the costs were used to establish a rate; 
 
(2) If an owner fails to provide notice of sale of the facility closure, voluntary 
withdrawal or voluntary termination of participation in the medical assistance 
medicaid program, or change of operator as required by rules 5101:3-3-51.6 
and 5101:3-3-84.5 of the AdministrativeRevised Code, no more than the 
current average bank prime rate plus four per cent of the last two monthly 
payments. 
 
(C) If the provider continues to participate in the medical assistance medicaid program, 
ODJFS shall deduct any amount that the provider is required to refund under this 
rule, and the amount of any interest charged or penalty imposed under this rule, 
from the next available payment from ODJFS to the provider. ODJFS and the 
provider may enter into an agreement under which the amount, together with 
interest, is deducted in installments from payments from ODJFS to the provider. 
 
(D) ODJFS shall transmit refunds and penalties to the treasurer of state for deposit in the 
general revenue fund. 
 

SNODGR
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Sec. 5111.26 Annual Cost Report for Each Facility; Reported by New Provider 
 
(A)(1)(a) Except as provided in division (A)(1)(b) of this section, each provider shall file 
with the department of job and family services an annual cost report for each of the 
provider's nursing facilities and intermediate care facilities for the mentally retarded that 
participate in the medicaid program. A provider shall prepare the reports in accordance 
with guidelines established by the department. A report shall cover a calendar year or the 
portion of a calendar year during which the facility participated in the medicaid program. 
A provider shall file the reports within ninety days after the end of the calendar year. The 
department, for good cause, may grant a fourteen-day extension of the time for filing cost 
reports upon written request from a provider. The director of job and family services shall 
prescribe, in rules adopted under section 5111.02 of the Revised Code, the cost reporting 
form and a uniform chart of accounts for the purpose of cost reporting, and shall 
distribute cost reporting forms or computer software for electronic submission of the cost 
report to each provider at least sixty days before the reporting date. 
 
(b) If rates for a provider's nursing facility or intermediate care facility for the mentally 
retarded were most recently established under section 5111.254 or 5111.255 of the 
Revised Code, the provider shall submit a cost report for that facility no later than ninety 
days after the end of the facility's first three full calendar months of operation. A If a 
nursing facility or intermediate care facility for the mentally retarded undergoes a change 
of provider thatthe department determines, in accordance with rules adopted under 
section 5111.02 of the Revised Code, is an arm's length transaction, the new provider 
shall submit a cost report for that facility not later than ninety days after the end of the 
facility's first three full calendar months of operation under the new provider. The 
provider of a facility that opens or undergoes a cha nge of provider that is an arm's length 
transaction after the first day of October in any calendar year is not required to file a cost 
report for that calendar year. 
 
(c) If a nursing facility undergoes a change of provider that the department determines, in 
accordance with rules adopted under section 5111.02 of the Revised Code, is not an arms 
length transaction, the new provider shall file a cost report under division (A)(1)(a) of 
this section for the facility. The cost report shall cover the portion of the calendar year 
during which the new provider operated the nursing facility and the portion of the 
calendar year during which the previous provider operated the nursing facility. 
 
(2) If a provider required to submit a cost report for a nursing facility or intermediate care 
facility for the mentally retarded does not file the report within the required time period 
or within fourteen days thereafter if an extension is granted under division (A)(1)(a) of 
this section, or files an incomplete or inadequate report for the facility, the department 
shall provide immediate written notice to the provider that the provider agreement for the 
facility will be terminated in thirty days unless the provider submits a complete and 
adequate cost report for the facility within thirty days. During the thirty-day termination 
period or any additional time allowed for an appeal of the proposed termination of a 
provider agreement, the provider shall be paid the facility's then current per resident per 
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day rate, minus two dollars. On July 1, 1994, the department shall adjust the two-dollar 
reduction to reflect the rate of inflation during the preceding twelve months, as shown in 
the consumer price index for all items for all urban consumers for the north central 
region, published by the United States bureau of labor statistics. On July 1, 1995, and the 
first day of July of each year thereafter, the department shall adjust the amount of the 
reduction in effect during the previous twelve months to reflect the rate of inflation 
during the preceding twelve months, as shown in the same index. 
 
(B) No provider shall report fines paid under sections 5111.35 to 5111.62 or section 
5111.99 of the Revised Code in any cost report filed under this section. 
 
(C) The department shall develop an addendum to the cost report form that a provider 
may use to set forth costs that the provider believes may be disputed by the department. 
Any costs reported by the provider on the addendum may be considered by the 
department in setting the facility's rate. If the department does not consider the costs 
listed on the addendum in setting the facility's rate, the provider may seek reconsideration 
of that determination under section 5111.29 of the Revised Code. If the department 
subsequently includes the costs listed in the addendum in the facility's rate, the 
department shall pay the provider interest at a reasonable rate established in rules adopted 
under section 5111.02 of the Revised Code for the time that the rate paid excluded the 
costs. 
 
(2005 H 66, eff. 7-1-05) 
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Nursing facilities (NFs) and intermediate care facilities for the 
mentally retarded (ICFs-MR): medicaid cost report filing, record 
retention, and disclosure req-uirements. 

As a condition of participation in the Title XIX medicaid program, each NF and ICF -MR 
shall file a cost report with the Ohio department of job and family services (ODJFS). The 
cost report, JFS 02524N "Medicaid Nursing Facility Cost Report .. (re>r. Ol/2007)~ 
1/2010 as found in appendix A rule 5101:3-3-42.1 of the Administrative Code for NFs, 
and JFS 02524 "Medicaid ICF-MR Cost Report" (Rev. 0112007) as found in appendix A 
rule 5101:3-3-71.1 ofthe Administrative Code for ICFs-MR, including its supplements 
and attachments as specified under paragraphs (A) to (L) of this rule or other approved 
forms for state-operated ICFs-MR, must be filed electronically within ninety days after 
the end of the reporting period. Except as specified under paragraph (E) of this rule, the 
report shall cover a calendar year or the portion of a calendar year during which the NF 
or ICF-MR participated in the medicaid program. In the case of a NF or ICF-MR that has 
a change of operator during a calendar year, the report by the new provider shall cover 
the portion of the calendar year following the change of operator encompassed by the 
first day of participation up to and including December thirty-first, except as specified 
under paragraph (G) of this rule. In the case of a NF or ICF-MR that begins participation 
after January first and ceases participation before December thirty-first of the same 
calendar year, the reporting period shall be the first day of participation to the last day of 
participation. ODJFS shall issue the appropriate software and an approved list of vendors 
for an electronically submitted cost report no later than sixty days. prior to the initial due 
date of the cost report. For reporting purposes NFs and ICFs-MR, other than state­
operated facilities, shall use the chart of accounts for NFs and ICFs-MR as set forth in 
rules 5101:3-3-42 and 510 l :3-3-71 of the Administrative Code respectively, or relate its 
chart of accounts directly to the cost report. 

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

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

(a) On the last day of the calendar year for the health care facility's year end cost 
report, except as provided in a paragraph ( G)(2) of this rule; or 

NOV ...:1 20\t 
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(b) On the last day of medicaid participation or when the facility closes in 
accordance with rule 51 Ol :3-3-02(A)(l) of the Administrative Code; or 

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

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

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

(3) During the thirty day termination period or any additional time allowed for an 
appeal of the proposed termination of a provider agreement, Feffor each day 
thea complete and adequate cost report is sabmitted after its original due datenot 
received, the provider shall be assessed a late tile penalty. The late file penalty 
shall be determined using the prorated medicaid days paid in the late file period 
multiplied by the penalty. The penalty shall be two dollars per patient day 
adjusted each July first for inflation during the preceding twelve months as 
stated in division (A)(2) of section 5111.26 of the Revised Code. The late file 
penalty period will begin the day after the cost report's due datethe date ODJFS 
issues its written notice and continue until the complete and adequate cost report 
is received by ODJFS or the facility is terminated from the medicaid program. 
The late file penl;llty shall be a reduction to the medicaid payment. No penalty 
shall be imposed during a fourteen-day extension granted by ODJFS as specified 
in paragraph (A) of this rule. 

(B) An ''Addendum for Disputed Costs" shall be an attachment to the cost report that a 
NF or ICF-MR may use to set forth costs the facility believes may be disputed by 
ODJFS. The costs stated on the addendum schedule are to have been applied to the 
other schedules or attachments as instructed by the cost report and/or chart of 
accounts for the cost report period in question (either in the reimbursable or the 
nonreimbursable cost centers). Any costs reported by the facility on the addendum 
may be considered by ODJFS in establishing the facility's prospective rate. 

NOV --1 1011 
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(C) ODJFS shall conduct a desk review of each cost report it receives. Based on the desk 
review, the department shall make a preliminary determination of whether the 
reported costs are allowable costs. Before issuing the determination ODJFS shall 
notify the facility of any information on the cost report that requires further support. 
The facility shall provide any documentation or other infom1ation requested by 
ODJFS and may submit any information that it believes supports the reported costs. 
ODJFS shall notify each NF and ICF-MR of any costs preliminarily determined not 
to be allowable and provide the reasons for the determination. 

(I) The desk review is an analysis of the provider's cost report to detem1ine its 
adequacy, completeness, and accuracy and reasonableness of the data contained 
therein. It is a process of reviewing information pertaining to the cost report 
without detailed verification and is designed to identify problems warranting 
additional review. 

(2) A facility may revise the cost report within sixty days after the original due date 
without the revised information being considered an an1ended cost report. 

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

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

(D) During the time when a cost report is open for audit, the provider may an1end the cost 
report upon discovery of a material error or material additional information~ that 
inereases or deereases the total per diem east of the applicable cost center or rate by 
ten ceats per patieat day or greater. If the error or additieaal infoffiia~ion W{)Uld 
ehange the per diem east ar rate ay less than ten cents per patieat day, the previder 
may not, amend the eost report ODJFS shall not charge interest under division (B) 
of section 5111.28 of the Revised Code based on any error or additional information 
that is not required to be reported under this paragraph. ODJFS shall review the 
amended cost report for accuracy and notify the provider of its determination in 
accordance with section 5111.27 of the Revised Code. Since the audit determines 
reasonable and allowable costs, a cost report cannot be amended once an audit has 
been completed. However, should subsequent events occur or infonnation become 
available to the provider after the audit is completed that affects the costs for the cost­
reporting period, such information may be submitted to ODJFS if the final settlement 
of the cost report period has not been adjudicated. 

TN # 09-028 Approva1 Date 
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(E) The annual cost report submitted by state-operated facilities shall cover the twelve­
month period ending June thirtieth of the preceding year, or portion thereof. if 
medicaid participation was less than twelve months. 

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

(G) Three-month cost reports: 

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

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

(H). Providers are required to identify all known related parties as set forth under 
paragraph (BB) of rule 5101:3-3-01 of the Administrative Code. 

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

(1) Each known individual, group of individuals, or organization not otherWise 
publicly disclosed who owns or has common ownership as set forth under 
paragraphs (BB) and (CC) of rule 5101:3-3-01 of the Administrative Code, in 
whole or in part, any mortgage, deed of trust, property or asset of the facility. 
When the facility or the common owner is a publicly owned and traded 
corporati.on, this information beyond basic identifYing criteria is not required a.S 
part of the cost report but must be available within two weeks when requested. 
Publicly disclosed information must be available at the time of the audit; and 

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

(3) Each partner, if the provider is a partnership; and 

NOV :;. 'J 20" 
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( 4) Each provider, whether participating in the medicare or medicaid program or not, 
which is part of an organization which is owned, or through any other device 
controlled, by the organization of which the provider is a part; and 

(5) Any director, officer, manager, employee, individual, or organization having 
direct or indirect ownership or control of five per cent or more [see paragraph 
(H) of this rule], or who has been convicted of or pleaded guilty to a civil or 
criminal offense related to his involvement in programs established by Title 
XVIII (medicare), Title XIX (medicaid), or Title XX (social services) of the 
Social Security Act, as.amended (through 1/1107); and 

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

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

(1) For purposes of this rule, "contract for service" is defined as the component of a 
contract that details servi.ces provided exclusive of supplies and equipment. It 
includes any contract which details services, supplies and equipment to the 
extent the value of the service component is ten thousand dollars or more within 
a twelve-month period. 

(2) For purposes of this rule, "subcontractor" is defined as any entity, including an 
individual or individuals, who contract with a provider to supply a service, either 
to the provider or directly to the beneficiary, where medicaid reimburses the 
provider th.e cost of the service. This includes. organizations related to the 
subcontractor that have a contract with the subcontractor for which the cost or 
value is ten thousand dollars or more in a twelve~ month period. 

NOV ..::1 20\\ 
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(K) Financial, statistical and medical records (which shall be available to ODJFS and to 
the U.S. department of health and human services and other federal agencies) 
supporting the cost reports or claims for services rendered to residents shall be 
retained for the greater of seven years after the cost report is filed if ODJFS issues an 
audit report, or six years after all appeal rights relating to the audit report are 
exhausted. 

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

(a) One thousand dollars per audit; or 

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

(2} Failure to retain the required financial, statistical, or medical records to the extent 
that filed cost reports are unauditable shall result in the penalty as specified in 
paragraph (K)(l) of this rule. Providers whose records have been found to be 
unauditable will be allowed sixty days to provide the necessary documentation. 
If, at the end of the sixty days, the required records have been provided and are 
determined auditable, the proposed penalty will be withdrawn. If ODJFS, after 
review of the documentation submitted during the sixty-day period, determines 
that the records are still unauditable, ODJFS shall impose the penalty as 
specified in paragraph (K)(l) of this rule. 

(3) Refusing legal access to financial, statistical, or medical records shall result in a 
penalty as specified in paragraph (K)(l) of this rule for outstanding medical 
services until such time as the requested information is made available to 
ODJFS. 

(4) All requested financial, statistical, and medical records supporting the cost 
reports or claims for services rendered to residents shall be available at a 
location in the state of Ohio for facilities certified for participation in the 
medicaid program by this state within at least sixty days after request by the 
state or its subcontractors. The preferred Ohio location is the facility itself, but 
may be a corporate office, an accountant's office, or an attorney's office 
elsewhere in Ohio. This requirement, however, does not preclude the state or its 
subcontractors from the option of conducting the audit and/or a review at the site 
of such records if outside of Ohio. 

. 
NOV -7 2011 
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(L) When completing cost reports, the following guidelines shall be used to properly 
classify costs: 

(1) All depreciable equipment valued at five hundred dollars or more per item and a 
useful life of at least two years or more, is to be reported in the capital cost 
component set forth under the Administrative Code. The costs of equipment 
acquired by an operating lease, including vehicles, executed before December 1, 
1992, may be reported in the ancillary/support cost component for NFs and 
indirect care cost component for ICFs-MR if the costs were reported as 
administrative and general costs on the facility's cost report for the reporting 
period ending December 31, 1992, until the current lease term expires. The costs 
of any equipment leases executed before December l, 1992 and reported as 
capital costs, shall continue to be reported under the capital cost component. The 
costs of any new leases for equipment executed on or after December 1, 1992, 
shall be reported under the capital costs component Operating lease costs for 
equipment, which result from extended leases under the provision of a lease 
option negotiated on or. after December 1, 1992, shall be reported under the 
capital cost component. 

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

(3) The costs of resident transport vehicles are reported under the capital cost 
component. Maintenance and repairs of these vehicles is reported under the 
ancillary/support cost component for NFs and the indirect care cost component 
for ICFs-MR. 

NOV -'1 20n 
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(A) The Olrio department of medicaid (ODM)_requires that all facilities file cost reports annually to comply 

vvith section 5165.10 of the Revised Code_ 

( 1) -l11e eha1t of accounts in table I to table 8 of appendix A to this rule is to establish the minimum level 

of detail to allow for cost report preparation_ 

(2) If tlte chart of accounts in appendi>.. Ajs not used by the provider, it is the responsibility of the 

provider to relate its chart of accowns directly to the cost report_ 

(3) Where a chatt of accounts number has sub·accounts that relate direcl'ly to a cost repo1t line item, the 

provider shall capture the infom1ation requested so that the information will be broken out for cost 

reporting purposes. 

t4) For example, when revenue accounts appear by payer type, it is required that those clm.rges be 

reported by payer type when~ applicable; when salary accounts are diftcn:ntiated between 

"supervisory" and "other", it is required that this level of detail be reported on the cost report where 

applicable. 

(B) While the chart of accounts 11Icilitates the level of detail necessary for medicaid cost reporting purposes, 

providers may find it desirable or necessary to maintain their records in a mrumer that allows for greater 

detail than is contained in the char! of accotmts in appendix A. 

(I) The chart of accounts in appendix A allows for a range of account numbers for a specified account. 

(2) For example, account I 00 I is listed for petty cash, with the next account, cash, beginning at account 
I 010. Therefore_ a provider could delineate sub-acC()illltS I 010-L 1{)10-~, 10 I 0-3, I 010-4, to t 0 I 0-9 
as separate cash accounts_ Providers need only use the suiJ-accounts applicable t:ll' their facility. 

~C) Within the expense section (tables 5, 6. and 7). accotmts identified as "salary" accounts are only to be used 
to rep01t wages for facility employee-... 

tl) Wages are to includ~ wagt!s for sick pay. \·acation p<.iy and other paid tim~ off. as Wt!ll as any aliter 
compensation lobe paid to the entplo)ee. 

t2) Expense accotmts identitied as "contract" accmmts are only to be used tor repmting th.e costs incuJTed 
for sen ices performed b) contrach:d personnel emplo}t!d by the facility to do a service that would 
otherwise be perfom1ed by personnel on the facility's payroll. 

(3) Expense accounts identified as "purchased nursing sen~ct~s'' are only to be used for repotting the 
costs incurred for personnel acquired through a nursing pool agency. 

TN# 13-02:2 Approval DuteD~C __ 9_~ 2015 
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( 4) Expense accounts designated as "other" can be used for reporting m1y appropriate nonwage expenses, 
including contract services and supplies. 

{0) Completion of the cost report as required by section 5111.26 of the Revised Code will require that th;;; 

munber ofhoms paid be reported (depending on facility type of controL on ru1 accrual or cash basis) for 

all salru·y expense accow1ts. Providers' record keeping should include accumulating hours paid consistent 

vvith the salary accounts included within the cbmt of accounts in appendix A. 

TN# !3-022 Appro\t.d OutlD~C 0 2 ~015 
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BALANCE SHEET ACCOUNTS- ASSETS 

CURRENT ASSETS 

I 001 Petty Cash 

1010 Cash in Bank 

1010.1 
1010.2 
1010.3 
1010.4 
1010.5 
1010.6 
1010.7 

Geneml Account 
Payroll account 
Savings account 
lmprest cash funds 
Certificates of deposit 
Money market 
Resident funds 

These cash accounts represent the amount of cash d~posited in banks or 
timincial institutions. 

I 030 Accounts Receivable 

I 030.1 Private 
I 030.2 Medicare 
I 030.3 Medicaid 
1 030.4 Other Payers 

The balances in these accounts represent the amounts due the nursing 
facility for services deliwred and/or supplies sold. 

l o.:o Allowance for Uncollectible Accounts Receivable 

·n1is account represents the estimated amount of uncollectible receivables. 

TN # 13-021 Approvu! DatcOEC 0 2 2015 
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l11is account represents notes receivable due on demand, or that portion of 
notes due within twelve (12) months of the balance sheet date. 

1060 Allo\\'llnce for Uncollectible Notes Recdvablc 

This accow1t represents the estimated amount of uncollectible notes 
receivables. 

1 070 Other Receivables 

1 070.1 Employees 
1070.2 Sundry 

1 080 Cost Settlements 

1 080.1 Medicare 
1080.2 Medicaid 

These accounts repre~ent an10unts due provide1· from current or prior 
Lmsdtled cost reporting periods. 

1090 lnventOiies 

1090.1 
1090.2 
1090.3 
1090.4 
1090.5 
1090.6 

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

These accounts represent the cost of unused nursing facility supplies. 

TN# 13-02:! Approval Date DEC-0.2 2015 
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l l 00 Prepaid Expenses 

1100.1 
1100.::! 
1100.3 
1100.4 
1100.5 
1100.6 
1100.7 

Insurance 
Interest 
Rent 
Pension plan 
Sen ice contmct 
Taxes 
Other 
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These accounts represent payme11ts for costs that will be charged to future 
accounting periods. 

I II 0 Short- Term Investments 

Ill 0.1 U.S. Government securities 
Ill 0.2 Marketable securities 
Ill 0.3 Other 

1120 Special Expenses 

1120.1 T de phone systt!ms 
1120.:::! Prior authorizl:'d medical equipment 

Unamm1ized cost of telephone ~ystems illld prior authorized medical 
equipment. Am011ized cost oftelephone systems acquired before 1'2/J/92, 
if the costs were reported as.administrative and general on the facility's 
cost repo11 for the period ending 12/31/92, should be reported in account 
7620. 

TN# 13-022 Approval Out~ __ D.EC_02 2015 
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1 :wo Propt!rty, Plant and Equipment 

Nursing facilities that did not change operator on or after 7/01/93 ne(';d 
only use group (A). Nursing facilities that did change operator on or afv.:r 
7/01/93 use groups (A) and (B). 

(A) 1200.1 Land 
1200.2 
1200.3 
1200.4 
1200.5 
1200.6 
1200.7 

Land improvements 
Building and building improvements 
Equipment 
Transportation equipment 
Leasehold improvements 
Financing cost- cost of issuing bonds, underwrit:ng 
tees, closing costs. mortgage points, etc. 

(B) NFs that changed operator on or after 7/01/93 use this group to 
report assets acquired through a change of opemtor on or after 
710 l/93. 

1200.8 Land acquired on or after 7/01193 through a change of 
operator 

1200.9 Building and building improvements acquired on or 
after 7101/93 through a chm1ge of operator 

1200.10 Equipment acquired on or after 7t0 1/93 through a 
change of operator 

(C) (Assets under capital lease) 

1200.18 Assets under capital lease- prior to 5/27/92 
1200.19 Assets under capital lease - on or after 512 7192 

TN # 13-02:! '\ ppro\ a! Date .. QE_C_O -~ 2019 
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1:?50 Accmnulated Depreciation and Amortization- Prop .. Plant and Equip. 

Nursing facilities that did not change operator on or after 710 l /93 need 
only use group (A). Nursing facilities that did change operator on or after 
7/01/93 use groups (A) and (B). 

(A) 1250.1 Land improvements 
I ~50.:2 Building and building improvements 
1250.3 r:quipment 
1250.4 Transportation equipment 
1250.5 Leasehold improvements 
1250.6 Financing cost- cost of issuing bonds. underwriting fees. 

closing costs, mortgage points, etc. 

(B) NFs thnt clumged operator on or after 7/01/93 use this group to 
report assets acquired through a change of operator on or after 
7/01/93. 

1250.7 Building and building improvements acquired on or after 
7/0 1/93 through a change of operator 

1250.8 Equipment acquired on or after 7/01/93 thmugh a change of 
operator 

(C) (Assets tmder capital lease) 

1250.18 Assets under capital lease- prior to 5/'27/9?. 
I ::!50.19 Assets under capital lease- on or after 5/27. 9'2 

1300 Noncxtensive Renovations 
As detincd in rl1e Ohio Revised Code (ORC). 

(A) 1300.1 
1300.:2 
1300.3 
1300.4 

Building <md building improvements 
Equipment 
Leasehold improvements 
Financing Cost- cost of issuing bonds. unden\ ri ting fees, 
closing costs, mortgage points. etc. 

(B) {Assets under capital lease) 

1300.9 Assets w1der capital lease- prior to 5/27/9'2 
1300.10 Assets under capital lease- on or after 5/27/92 

TN# 13-022 Approval Oat~ DEC () 2 2015 
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1350 Accumulated Depreciation and Amortization- Noncxtensive Renovations 

(A) 1350.1 
1350.2 
1350.3 
1350.4 

Building rmd building improvements 
Equipment 
Leasehold improvements 
Financing CO$t- cost of issuing bonds. underwriting fees, 
closing costs, motigage points. etc. 

\B) (Assets under capital lease) 

1350.9 Assets under capital leas!.:!- prior to 5/27/92 
I 350.10 Assets w1der capital lease- on or after 5/27/92 

TN # 13-02~ Approval Date . ..D£CJL2 2015 
Supersedes 
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1400 Non-Current lnwst:ments 

1400.1 
1400.2 
1400.3 
1400.4 
1400.5 
1400.6 
1400.7 

J 41 0 Dt:posits 

1410.1 
1410.2 
1410.3 

Certificates of deposit 
·U.S. Gov;:mment securities 
Bank savings account 
Marketable securities 
Cash surrender value of insurance 
Replacement resen e 
Funded depreciation 

Workers' compensation 
Lea~cs 

Other 

1420 Due From Owners/Onicers 

1420.1 
1420.2 

Officers 
Owners 

1430 Dett:-n·ed Charges and Other Assets 

Escrow accounts 
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1430.1 
I-BO.~ Deferred loan costs and finance charges except property, 

plant and equipment 
1430.3 
1430.4 
J4J0.5 

Org<mizmion expenses 
Goodwill 
Start-up costs 

1440 Notes Receivable- Long Term 

l'his Jccount represents notes receivable or portion rb.:reaf due more 
than twelve (12) months from balance sheet date. 

TN # 13-022 Approval Oat.: nE.C-._0_2_ 2015 
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BALANCE SHEET ACCOUNTS- LIABILiTIES 

CURRENT LIABILIT1ES 

20 I 0 Accounts Payable 

20 I 0.1 Trade 
20 I 0.2 Resident deposits- private 
2010.3 Resident ftmds 

These accounts represent amounts due to vendors, creditors. and residents 
for services and supplies purchas~d, which are payable v;ithin one (I) year 
of the balance sheet date. 

2020 Cost Settlements 

20:20.1 Medicare 
2020.2 Medicaid 

These accounts repr~sent amounts due to Medicare or Medicaid from 
cwTent or prior unsettled cost rcp01iing periods. 

2030 Notes Payable 

2030.1 
2030.2 
2030.3 

Notes payable - vendors 
Notes payable- bank 
Notes payable - other 

These accounts represent amounts due vendors and banks. cvidenc~:d b)' 
promissory notes, payable on demand. or due within one year of the 
balance sheet date. 

OEC 0 2 2015 
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This account repr~sents the principal of notes. loans, mortgages, capital 
lease obligations or bonds due wid1in t\'\elve (12) months of the balance 
sheet dat~. 

2050 Accrued Compensation 

2050.1 
2050.2 
2050.3 
2050.4 
.~050.5 

:::!050.6 

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

2060 P:.t)Toll Rclated Withholding and Liabilities 

2060.1 
:::!060.1 
:::!060.3 
2060.4 
2060.5 
2060.6 
2060.7 
2060.8 
2060.9 
:::!060.10 

Federal income 
FICA 

· State 
Local income 
Employ~r's portion of FICA/Medicare taxes or OPERS 
Group insurance premium 
State w1employment taxe::> 
F~deral unemployment taxes 
Worker's compensation 
Union dues 

TN # 11.:022 Approval Date DE~_Q 2 2015 
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2080 Taxes Payable 

2080.1 
~080.2 

2080.3 
2080.4 
::!080.5 
2080.6 
2080.7 

Real estate 
Personal prope1ty 
Federal income tax 
State income tax/fi·anchisc tax 
Local income tax 
Sales taxes 
Other ta-,;~s 

2090 Othc:r Liabilities 

2090.1 
2090.::! 
2090.3 
2090.4 

Accru~d intc:rest 
Dividends payable 
Other 
franchise permit tee 

TN # 13-02::! ApprO\· a! DatPEC _0 ~. 2015 
Supersedes 
TN# I !-Qill_ Eff-:ctivc Date Ol/01/14 
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LONG TERM LIABILITIES 

2410 Long Term Debt 

2410.1 
2410.2 
2410.3 
2410.4 
2410.5 
2410.6 

Mortgages 
Bonds 
Notes payable 
Construction loans 
Capital lease obligations 
Lite insurance policy loan 

Attachment 4.19-D 
Suppl~ment l 
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Rev. 12/2013 

These accounts reflect liabilities that have maturity dates extending 
beyond one (I) year after the bahmce sheet date. 

2420 Related Party Loans 
Interest allowable under Medicare guidelines. 

2430 Related Pm1y Loans 
Interest non-allowable under l\·kdicare guidelines. 

2440 Non-Interest Bearing Lm.ms ti·om Ovvncrs 
See the Ct.!nters tor Medicare and Medicaid Services (CMS) Publication 
15-l. section 1210 

2450 Deferred Liabilities 

2450.1 
1450.2 
2450.3 
2450.4 

Revenue 
federal incom~ ta .. x~s 
State income taxes 
Local income taxes 

DEC 0 2 2015 
TN#13-02:2 ApprovalDate _____ _ 
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BALANCE SHEET ACCOUNT-CAI>JTAL 

This account represents the difference between total assets and total liabilities for 
the repo1ting entity. This account includes capital of for-protit entities and not-for­
profit entities tfw1d balance). It also represents the net effect of all the 
transactions within account bahmcc<;. including but not limited to contributions, 
distributions, transfers between funds and cunent year profit or loss. In addition, 
it represents capital stock and as5ociated accow1ts. 

3000 Capital 

TN# .L1-02~ Approval Date --~EC () 2 Z015 
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CHART OF ACCOUNTS 

REVENUE ACCOUNTS 

ROUTINE SERVICE REVENUES 

50 I 0 Room and Board - Private 
50 II Room and Board - Medicare 
5012 Room and Board -Medicaid 
5013 Room and Board- Vetenms 
50 14 Room and Board - Other 

ANClLLAR Y SERVICE REVENUES 

50~0 Physical Therapy 
5030 Occupational Therapy 
5040 Speech Therapy 
5050 Audiology Therapy 
5060 Respiratory Therapy 
5070 Medical Supplies- Medicare 

Attachment 4.19-D 
Supplement I 
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Items that are billable to Medicare regardless of payer t:ype. 

5070.1 Medicare B- Medicaid 
5070.2 
5070.3 
5070.4 
5070.5 
5070.6 
5070.7 

Medicare B - Other 
Private 
Mcdicart! A 
Veterans 
Other 
Medicaid 

5080 Medical Supplies - Routine 
Medicaid allowable supplies that are not billable to Medicare regardless of 
payer typt:. 

5085 Habilitmion Supplies 

T0J # 13-02~ Approval Date DEC JL2 2015 
Supersedes 
TN# 1:2-001 Hft:divc Daft! Ql/01/14 
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5090 Medical Minor Equipment- Medicm·e 

Attachment 4.19-D 
Supplement I 
Page 14 of 51 

Rev. 12CO 13 

Items that are billabk to Medicm·e regardless of payer type. 

5090.1 
5090.2 
5090.3 
5090.4 
5090.5 
5090.6 
5090.7 

Mcdic~m: B - Medicaid 
Medicare B-Other 
Private 
Medicare A 
Veterans 
Other 
Medicaid 

5100 Medical Minor Equipment- Routine 
Medicaid allowable equipment that are not billable to Medicare regardless 
of payer type. 

5110 Enteral Nutrition Therapy- Medicare 
ltcms that arc billable to ML"dicarc regardless of payer type. 

Sl !0.1 
5110.2 
5110.3 
5110.4 
5110.5 
5110.6 
51!0.7 

Medicare B -l\:1edicaid 
Medicare B-Other 
Private 
Medicare A 
Veterans 
Other 
Medicaid 

5120 Enteral Nutrition Therapy- Routine 
Medicaid allowable cnterals that arc not billable to Medicare regardless of 
payer typc. 

5140 Incontinence Supply 
5150 Personal Care 
5160 Laundry Service- Routine 

TN # 13-022 Approval Dak DEC 0 2 2015 
Supersedes 
T0l # 12-00 I Etf::ctiv.: Date! QJl\illl.:! 
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OTHER SERVICE REVENUES 
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These accounts represent other chargt.:s for services as well 15 for certain services 
not cov~red by the Medicaid program. 

5310 Dry Cle<ming Sen ice 
53:::0 Communications 
5330 Meals 
5340 Barber and Beauty 
5350 Personal Purchases- Residents 
5360 Radiology 
53 70 Laboratory 
5380 Oxygen 
5390 Legend Drugs 
5400 Other, Specify 

NON-OPERATING REVENUES 

551 0 Management Services 
5520 Cash Discounts 
5530 Rebates and Refund~ 
5540 Gift Shop 
5550 Vending Machine Revenues 
5555 Vending Machine Commissions 
5560 Rental-Space 
5570 Rental-Equipment 
5580 Rental-Other 
5590 Interest Income- Working Capital 
5600 Interest Income- Re!>trieted Fw1ds 
5610 Interest Income- Funded Depreciation 
5610 Interest Income- Related Part} Revenue 
5615 Interest lm.:ome - Contributions 
5630 Endowments 
5640 Gain/Loss on Disposal of A~sets 
5650 Gain/Loss on Sale oflnvcstments 
5660 Nurse Aide I raining Program Re\ enut~ 
5670 Unrestricted Contributions 

TN # 13-022 Approval Date __ DEC (L2 2015 
S11persedes 
TN # 1 2-ot1l Eff~ctivc Dak 0 I 0 Ill-! 
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DEDUCTIONS FROM REVENUES 

5710 Contractual Allowam:~- Medicare 
5710 Contractual Allowance- i\·kdicaid 

5730 Contractual Allowance- Other 

Attachment 4.19-D 
Supplement I 
Page 16 of 51 

Rev. 12/2013 

A single account tl1at is the sum of 5710. 5720 <md 5730 can be 
maintained by those nursing facilities that do not rc.:cord contractual 
allowances by payment source. Detail supporting this single accOtmt mu~t 
be availabk. 

5740 Charity Allowance 

TN # 1)-02_~ Appwvnl Dat~. DEC 0 2 2015 
Supersedes 
TN# l2-UOI Efl~ctive Datc Ol/Olll4 
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TAXES 

6060 Real Estute Taxes 

CHART OF ACCOUNTS 

TAX COST 

Real property tax expense incurred by the pro\ ider. 

6070 Personal Property Taxes 
Personal property ta'C expense incurred by the provider. 

6080 Fran!..:his<! Tax 

Attachment 4.19-D 
Supplement l 
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Allov.:able portion of franchise tax as defined in section 2122.4 of CMS 
Publication 15-l. 

6085 Commercial Activity Tax (CAT) 
Annual business privilege tax: begun July L 2005. 

TN # 13-022 Approval Date ~E~ .~ 2 2015 
Sttpersedcs 
I'N # I 2-ilQ1 l:Jfi:cti\ c Date QJ.Jli:l:l 
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TABLE 6 
DIRECT CARE COSTS 

These accounts include costs that are specitied and represent expenses reiatt:d to th~: 
ddivery of nursing and habilitation/rehabilitation services. The tenn "licensed" 
refers to stak of Ohio liccnsm-e. 

NURSING AND HABLLJTATION/REHABlUTATlON 

6100 Medical Director 
A physician licensed w1der state law to practice medicine who is responsible 
for the implementation of resident care policie<; and the coordination o!' 
medical care in the facilit:y. 

61 00.1 Medicdi director- salary 
6100.2 Medical director- contract 

6105 Director of Nursing 
A li.lll tim~ registered nurse who has, in writing. administrative authority. 
responsibility, <U1d accow1tabi!it)' for the functions. activities .:md training of 
the nursing services stafl: and st:rvc~ only one nursing facility in rl1is capacity. 
(NFs that receive a \Vaiver fl·om ihe state of Ohio are not required to have a 
full-time director of nursing.) 

610 5.1 Director of nursing- salary 
61 05.2 Director of nur!-.ing - contract 

611 0 RN Charge Nurse 
A registered nurse (RN) dcsignatt:d by the director of nursing who IS 

responsible for the supervision of the nursing activities in the facility. 

611 0.1 .RN eharge nurse - salary 
6110.2 RN charge nurse- contract 

TN# 13-022 Approval Date R~C 0 ~ 2015 
Supersedes 
TN# !2-00! Effective Date 01/01/14 
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A li~.:ensed practical (vocational) nurse designated by the director of nursing 
who is responsible for the supervision of the nursing activities in the facility. 

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

6120 R~:gistered Nurse 
Salary of registered nurses providing direct nursing care to residents. This 
account does not include registered nurses ti·om a nursing pool agency 
(purchased nursing). 

6120.1 Registered nurse- salary 
6120.:! Registered nurse- contract 

6125 Licensed Practical Nurse 
Salary of licensed practical nurses providing direct nursing cnre to residl.!nts. 
This account does not include licensed practical nurses ti·om :.1 nursing pool 
agency (purchased nursing). 

6125.1 Licensed practical nurse- salary 
6125.2 Licensed practical nurse- contract 

6130 Ntu·se Aides 
Salary of individuals, other tlum licensed health professionals, directly 
providing nursing or nursing-related services to residents in a f~tcility c.md 
non-te~.:hnical personnel providing support for direct nursing care to residents. 
Their responsibilities may include. but are •lOt limited to. bathing, dressing. 
and personal hygiene of the residents. as \\t!ll as activities of daily living. 
l'his account does not include nurse aides ti·um a nursing pool 1.1gency 
(purchased nursing). (lxcludes housekeeping and laundry duties.) 

TN t1 I J.-0~2 Approval Date _ll£CJL2 2015 
Super~edes 

TN# 12:001. Ef1~l:tivc Dat;: QJ10l!i4 
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Personnel trained in habilitation who provide habilitation services. 

6170.1 Habilitation staff- salary 
6170.:?. Habilitation staff- contract 

6185 Respiratory Therapist 
A prot't!ssional licensed tmder state law to render respiratory care. 

6185.1 Respiratory tlterapist- salary 
6185.2 Respiratory therapist- contract 

6205 Quality Assurance 
Individuals providing the quality assurance functions in the facility, as 
owrseen by the committee established under 42 CFR. Section 483.75 (0). 
(Supplil:s arc induded in program supplies.) This account includes costs 
previously reported as utilization review pcrsonnd. 

6205.1 Quality assurance- salary 
6205.2 Qualit) assurance- contract 

62rJ7 Beha\ iora! aud Mental Health Services 

6207.1 Behavioral and Mental Health Services- salruy 
6207.2 Behavioral and Mental Health Sen ices- contract 

62!0 Consulting and ~Vlanagcment rce'>· 
Direct ~.:.Ire consulting lees that are_paid to a non-related t!ntity pursuant to the 
OAC. arc necessary pursuant to CMS Publication 15·1. section 2135, and that 
do not duplicate services or functions pro\·idt!d by the facility's sratr or other 
provider contractual services. 

TN # 13-02:! Approv;ll Dak: DEC O.J 2015 
Supersedes 
T:'\ # l.:!:l).frl Eff-.:-c1ivc Date 01/01/14 
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6220 Other Direct Care Medical Services 
Direct ~arc medkal services not previously listed. 

6220 .I Other direct care -salary 
6220.2 Other direct can;- contract 

6130 Home Office Costs/Dire-ct Care 

Anaclnnent 4.19-D 
Supplement I 
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Direct care expenses of a separate division or entity that owns, leases or 
manages more than one facility (home office). These costs must be related to 
patient care and are limited to home oftice personnd functioning in place of 
the facility personnel i11 the nursing l.utd habilitation/rehabilitation costs as 
specified in the dirt!ct care cost center, and arc allocated to the facility in 
accordmtce with CMS Publication 15-1. sections 2150 through 2150.3, 
"Home Office Costs." 

6230.1 Home of1icddirect care- salary 
6230.:2 Home oftice/direct care- other 

TN# JJ..-022 Approv:ll Date ___!}gC 0 .2 2015 
Supersedes 
TN# 12-001 EfT~ctiv.: Dat~ Q.JJOI/14 
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Medical supplies - items that are disposable, or have a limited lit~ expectancy, 
including but not limited to: atomizers and nebulizers, catheters, adhesive backed 
foam pads, eye shields, hypodennic syringes and needles. Routine nursing supplies 
such as: isopropyl alcohoL analg~sic rubs, antiseptics, cotton balls and applicators, 
elastic support stockings, dressings (adhesive pads. abdominal pads, gauze pads and 
rolls. eye pads, stockinette), enema administration apparatus and enemas, hydrogen 
peroxide, glycerin swabs, lubricating jellies (Vaseline, KY Jelly, etc.). plastic or 
adhesive bandages (e.g. Band·Aids), medical tape. tongue depressors, tracheotomy 
care sets and suction catheters. tube teeding sets and component supplies, some over 
the counter drugs, etc. (excludes incontinence supplies, enternls, and all items that are 
directly billed by supplier to Medicare Lmd Medicaid.) 

For those facilities pm1icipating in Medicaid and not in Medicare. nil medical 
supplies are to be dassified in account 6311. For those facilities participating in both 
the Medicare and Medicaid progrwns. medical supplies must be cah!gmized and 
dassitied as follows: 

630 l Medical Supplies Billabk to Medicare 
Medical supplies for facilities participating in Medicart" that are billable to 
Medicare regardless of payer type. 

6311 Medical Supplies Non-Billable to Medicare 
Medical supplies for t~tcilities not participating in M~dicare. as wdl as 
medical supplies for tacilities that are not billable to Medicare regardless of 
payer type. 

6321' Ox)gen- Emergency stand-by on!) 

6322 Ox)gen(onlythrough l2/3l/13) 
Report ail oxygen other than emergency stand-by oxygen in this accmmt. 
This indudes contents of oxygen cylinders or tanks. including liquid oxygen. 
oxygen producing machines (concentrators) for specific use by an individual 
recipient. and costs of equipment associated with oxygen administration. such 
as cans, regu!ators/humiditiers, cannulas. masks, and dcmum1ge. pursuant to 
rule 5160:3-19 of the Administrative Code. 

TN # 13-022 Approv:il Dati! DEC __ ~j___2015 
Supersedes 
TN# 12-001 Effet:thc Oak Oi/01(!4 
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Supplies used to provide services measured b) the current version of the 
minimum data set ~MDS). which assist the resident to cope with daily living. 
the aging process, and pcrfornmnce of tasks nonnally perfonned at his/her 
~.:hronological stage of development. Does not include cost of meals for out· 
of-facility functions. 

6340 Universal Precaution Supplies 
Supplies required for th~ protection of residents and tacility statf while 
peti:Orming procedures which involve the hc.mdling ofbodily tluids. Supplies 
include masks, gloves, gowns, goggles, boots. and eye wash. (Excludes trash 
bags and paper towels.) 

PURCHASED NURSING SERVICES 

Expens~s ineum:d by the facility to a nursin~ pool agency for temporary direct care 
personnel. 

640 I Registered Nurse Purchased Nursing 
Registered nurses providing direct nursing care to residents. 

641 I Licensed Practical Nurse Purchased Nursing 
Licensed practical nurses providing direct nursing care to residents. 

6421 Nurse Aides Purchased Nursing 
Individuals, other than licensed health professionals. directly providing 
nursing or nursing-related services to resid~nts in a facility and non-technical 
personnel providing support for direct nursing cm·e to residents. ·1 heir 
responsibilities may include, but are not limitr::d to. bathing. dressing, and 
personal .hygiene of the residents, as well as activities of daily Jiving. 
(Excludes housekeeping and !aw1dry duties.) 

TN# 13-022 Approval Date __ Q_E_G_Q_~ Z015 
Supersedes 
TN# 1 ~-otH Etf~!div!! Datt: 01/01/14 
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6500 in-House Trainer Wages 
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This account im:ludes, and is limited to. train the trainer salary or \vagcs 
while attending a state approved progr<.m1, guest sp~aker fe~s, and salaries and 
wage expense for the primary instructor and progrmn coordinator providing 
facility-based nurse aide training programs in order to c.:omply with the ORC. 

6511 Classroom Wages: Nurse Aides 
"l11is account is limited to wages paid to nurse aides during tht: classroom 
portion of the state approved training and competency evaluation programs. 
wages paid for ~.:ontinuing education pursuant to the ORC. and wage!' paid 
during the state approved competency test including travel time. include only 
those wages paid for your ovm facility staff. 

6521 Clinical Wages: Nursl..' Aides 
This account is limited to \vages paid to nurse aides during the clinical 
portion of the state approved training and competency t!valuation programs 
and wages paid for continuing education pursuant to the ORC. Include only 
those wages paid for )'otU· own facility stafl~ 

6531 Books and Supplies 
This account is limited to books and supplies expense incurred by the facilit)" 
for nurse aide training. i.e .. textbooks and refercn~.:e material used for class 
preparation. This account does not include costs that may be used in more 
than one cost center. i.e .. office supplies, expense of operating a copier, 
linens. computers, etc. (Mannequins will only be considered in their entirety 
and m·c subject to the capitalization policy stated in the capital cost center. 
paragraph A.} 

TN # D-022 Appro\·~tl DateQ.EC 0 2 Z015 
Supersede::; 
TN# 12-001 tff-.:cthc Datr..: 01/01/14 
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6541 

6551 

6560 

6570 

6580 

6590 

TN# !3-02~ 
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Transpo11ation 
This account is limited to the mileage allowance paid to nurse aides ti·om 
your facility to attend eith!!r a classroom or clinical training session at a state 
approved mu·se aide training progrru11 andlormilcag~.: allowance paid to nurse 
aides to attend state approved compcten~y tests, e.g., using the individual's 
own vehicle. This accoum docs not include expense incurred forthe us!! of a 
facility's own vehicle. 

Tuition Payments 
This account is limited to tuition payments to other entities that provide state 
approwd nurse aide training for your nurse aides in order to comply with the 
ORC. excluding payments to other nursing facilities. 

Tuition Reimbursement 
This account is limited to the reimbursement of costs incurred by the facility 
to reimburse an individual who is not employed, or docs not have an offer to 
be employed. as a nurse aide but becoml!s employed by, or received an ot1er 
tor employment from. the facility not later th~m twelve months after 
completing a nurse aide training and competency evaluation program. 
Reimbursement to the nurse aide shall be made on a pro-rata basis during the 
period in which the individual is employed as a nurse aide. 

Contractual Payml!ntS 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 order to comply 
\;vi th the 0 R C. 

Registration Fees and Application fees 
This account is limited to all registration tees and application fees necessal) 
to comply \Vith the ORC. i.e.> train the trainer fees in order to comply··" ith the 
ORC and state approved competency exrun fees for nurse aides. 

Employee Fringe Benefits 
Nurse aide training (series# 6:500)- This account is limited to ti·inge bc:ne&its 
for employees providing and/or attending state approved nurse aide 
training/testing programs pursur:mt to the ORC. Includes sdfinsur.mce funds. 
(This account excludes va~ation ru1d sick pay salary.) 

Approval Oat~ DEC 0 2 __ Z015 

l:JT..:.:tivc Date 01/0l.(\4 
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DIRECT CARE THERAPIES 

6600 Physical Therapist 

Attachment4. i 9-D 
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A qualitied professional licensed under Ohio law a<; physical therapist. 

6600.1 Physical therapist salary 
6600.2 Physical therapist ·· contract 

6605 Physical Therapy Assistant 
An individual licensed under Ohio Ia\\ a~ a ph~ sica! therapy assistant. 

6605.1 Physical therapy assistant salary 
6605.2 Physical thr:rapy assistant···· contract 

6610 Occupational Therapist 
A qualified professional licensed under Ohio law as au occupational 
therapist. 

6610.1 Occupational therapist salary 
661 0.2 Occupational therapist - contract 

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

6615 .l Occupational therapy assistant - salary 
661:5.2 Occupational therapy ~Issistmlt- contract 

6620 Speech Therapist 
A qualified professional licensed under Ohio law as a speech therapist. 

6620.1 Speech tl11.:rapist- salary 
66:20.~ Speech therapist-- contract 

6630 Audiologist 
A qualitied professional licensed under Ohio law as an audiologist. 

6630.1 Audiologist- salary 
6630.2 Audiologist .. contract 

TN # 13-0:22 Approval Date! DEC 0 2 Z019 
Supersedes 
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DIRECT CARE THERAPIES PAYROLL TA.XES, FRINGE BENEFITS, STAFF 
DEVELOPMENT 

6640 Payroll Taxes- Therapy 

Direct care therapies payroll related expenses incLUTed which are: employer's 
portion of FlCA ta.xes or Ohio Public Employees Retirement System 
(OPERS); state unemploy1nent taxes or self insurance ftmds for 
tmemployment compeusation as stated in CMS Publication 15·1. section 
~ 122.6; and federal unemployment taxes (excludes purchased nursing). 

66:'0 Workers' Compensation -Therapy 

Direct care therapies premiums incurred by the facility fot state of Ohio 
Bureau of Workers' Compensation or self insurance program as stated in 
CMS Publication 15-1, section 2122.6 (exclude-s purchased nursing). 

6660 Employee Fringe Bcncti.ts- Therapy 

Direct c;.ue therapies tiingc benetits such as: medical and lite insurance 
premiums or self insurance funds; employee stock option program: pension 
and protit sharing; personal u.;;e of autos: employee inoculations. employee 
assistance program, and employee meals, as defined in CMS Publication 15· 
I. section 2144. If fringe benetits are discriminatory to owners and related 
pm1ies. they are considered part of compensation. This account does not 
include benefits for nursing facility personnel in account 6590. employee 
f;·inge benetits for nurse aide training. ( fhis account excludes purchased 
nursing as well as vacation and sich. pay salary.) 

6665 Employee Assistance Program Administrator···· Th~:rapy 

Supersedes 

-~.n individual \\ho performs the duties ofthe en~ployee assistance program 
administrator for direct care therapies personneL 

6665.1 EAP administ111tor therapy - salary 
6665.'2 EAP administrator therapy ··· ~.:ontract 

OEC 0 2 2015 

TN# _!2-00! Etf.:cti\c Oat..: 01/01114 
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An individual who pc;rfonns the administrative functions of the self insured 
programs. (R~::pm1 only the portion related to direct care therapks.) 

6670.1 Self-fi.mded administrator therapy- salary 
6670.2 Self-funded administrator therapy- contract 

6680 Sta11' Development- Therapy 
Continuing !.raining that enables the employee to perfonn his or her duties 
effectively, efficiently. wtd competently. Includes travd costs for individual's 
own vehicle, associated with direct care Llterapies personnel for attending 
training. This account does not include expenses im:urred for the use of a 
facility's O\:vn vehicle. or dues, subscriptions and licenses. "Salary" includes 
only the trainer wages. "Other" costs includ~: registration l~es, travel ;:md per 
diem expenses, training supplies and contract trainer fees. 

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

DIRECT PAYROLL TAXE.~, FRINGE BENEFITS, STAFF DEVELOPMENT 

This st!ries represents payroll taxes, \:vorkcrs' compensation, fringe bendits. EAP 
administrator, sdf iiundcd programs administrator and ~taft~ development. "Iltt!sc 
accounts should not be used to report payroll taxes, workers compensation, and 
fringt! benefits for Direct Care Therapies, which should be rep01tcd in <:Icc.:otmts 6640 
through 6645.2. 

6 700 Payroll Taxes 
Direct care payroll rl!lated expenses incuiTt!d such as: employer's portion of 
FICA taxes or Ohio Public Employees Retirement System (OPERS); state 
lUit!mployment t~L\es or sel finsur:.mce ftmds tor unemployment compens..1.tion 
as stated in CMS Publication 15- I, section 2122.6: and federal 
unemployment taxes ( excludt!s purchased mu·sing ). 

6710 Workers' Compensation 
Direct care premiums incunt!d by the facility lor state of Ohio Bureau of 
Workers' Compensation or self insurance program as stated in CIV1S 
Publication 15-1, section 2122.6 (excludt!s purchased nursing). 

TN # I 3-022 Approval Dat-=. DEC 0 2 2015 
Supersedes 
TN# 1::?.-001 Effl!ctivc: Dati! OI/01/14 
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Direct care fringe benetits such as: medical and life insurance premiums or 
self insurance funds; l!mployee ~tock option progrnm~ pension and profit 
sharing: personal use of nutos: employee inoculations. employee assistance 
program. and employee meals, as delincd in CMS Publication 15-1, section 
::! 144. If fringe benefits are disctiminatory to owners and related parties. they 
are considered pm1 of compensation. This account does not include benetits 
fbr nursing facility persmmel in account 6590, employee ti·ingt: benefits for 
nurse aide training. (This account excludes purchased nursing as well as 
vacation and sick pay salary.) 

6730 Employee Assistance Program Administrator- Direct Care 
An individual who pedonns th!! duties of the employee assistance program 
admini.o;trator for din:ct care personnel. 

6730.1 EAP administrator direct care-- salary 
6730.2 EAP administrator direct care-- contract 

6740 Self Funded Programs Administrator - Direct Care 
An individual who performs the administrati\e functions of the self insured 
programs. (Repm1 only the portion related to direct care.) 

6740.1 Self-funded administrator direct care salary 
67-W.2 Self-funded administrator direct care -·contract 

6750 Staff De\-dopment · Direct Care 
Continuing training that enables the cmployt:c iO perfonu his or her duties 
effectively, efficiently. and competently. lndudes travel costs for individual's 
O\\n vehicle. associated with direct care personnel for attending training. 
This account does not include ehpenses incw-red for the ust.:' of a facility's OV.-II 

vehicle. or dues. subscriptions and licenses. ''Salary" indndes only the traint:r 
wages. "Other" costs include registration fees. travel and per diem expenses, 
training supplies m1d contract trainer t~es. 

6750.1 Staff de\ elopment direct care- salary 
6750.2 Staff devdopment direct care- contract 

TN # 13-022 Approv;il Dak DE~_ ~ .2 2019 
Supersedes 
TN# 12-00! ctf~~th<.: Da11! OliOl/14 
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Ancillary/Support costs includes costs other than direct care costs, tax costs, c)r 
capital costs. 

7000 Dietitian 
Servicl! provided by a professional licenst.!d under Ohio law. as qualified in 
th\! ORC. 

7000.1 Dietitian -salary 
7000.2 Dietitian - contract 

7005 Food Service Supervisor 
An individual supervising the dietru)' procedures and/or personnd. 

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

7015 Dil!tary Pt:rsonnd 
Perso1md providing dietary services. (Excludes dietitian. tood service 
:-.upervisor, and personnel reported in account 7050, contract meals 
personnel.) 

70 !5.1 Dietary personnel salary 
70 15.2 Dietary personnel contract 

7025 l 1ietary Supplies and bxpenses 
Dktru)' items such as dishes, dish-\\ashing liquid. plastic wrap. cooking 
utensils. -;ilverwart:! and dkurry supplies. (Excludes equipment or repairs as 
well as housekeeping items such as paper towels, trash bags. etc.) 

7030 Dietary Minor Equipment 
Dietary equipment that does not meet the facilitis capitalization criteria 
specified in tht: Ohio Administrative Codl: (OAC). 

TN# 11:022 Approval Date DEC Q __ ~ Z015 
Supersedes 
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~·1nintenanct: supplies, purchased serviCl:S und mainten;.mce contracts tor the 
dietary department. 

7D-+O Food In-Facility 
Food required to prepare meals in the facility. 

7045 Employee Meals 
Employee meals that do not qualify under CMS Publication 15-l. section 
~ 144 nFringe Benetitsn. 

705C' Contract Meals and Contract Meals Personnel 
Expenses associated with contracting for the toad service function in the 
facility. (Includes tood service!i delivered to the facility from an outside 
vendor.) 

For those facilities participating in Medicaid and not in Medicare, all enteral 
nutritional therapy nnd additives (tood 1~lcilitalors). whether administert.!d orally or 
tube fed. are to b~~ classitied in account 7056. For those facilities participating in 
both the Medicare and Medicaid pro~:,rrams, entcrals must be categorized and 
classified as follows: 

7055 Enterals: !V1edicare Billable 
Enteral nutritional therapy <md additive (tood tacilitators), whether 
administered orally or tube fed. for facilities participating in Medicare which 
are billable to Medicare regardless of payer type, 

7056 Enterals: Medicare Non-Billable 
Enteral nutritional therap~ and additiv~s (food facilitators). \\hether 
administered orally or tube fed. t(Jr t~tcilities not participating in Medicare. as 
well as t:nterals tor facilities v.bich are not billable to Medicare regardless of 
payer type. 

TN # 13-02::, Appro\ a! Date DEC 0 2 2015 
Super:;edes 
TN# 12_-00l Ltfectiw Da1~ Oli0l(J4 
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DIETARY PAYROLL TAXES, FRINGE BENEFITS, STAFF DEVELOPMENT 

7060 Payroll Taxes- Dietary 
{series #7000) Payroll-related expenses incurred, which are employds 
p011ion of Fl C A taxes or Ohio public employees' retirement system (OPERS), 
state unemployment taxes or self insurance funds tor unemployment 
compensation as stated in CMS Publication 15-1, section 2122.6, and federal 
tmemploymcnt 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 15·1, section~ 122.6. 

7070 Employee Fringe Benetits- Dietary 
(series #7000) Fringe benefits such as medical and lite insurance premiums or 
self insurance funds, emplo)ec stock option program. pension and profit 
sharing. personal use of autos. employee inoculations, employee assist~mce 
program, and employee meals, as detined in CMS Publication 15-1, section 
214-f. Ifii·inge benefits are discriminatory to owners and related parties. they 
are considered pru1 of compensation. (This account excludes vacation ru1d 
sick pay salary.) 

7075 Employee Assistance Program Administrator Dietary 
(series #7000) An individual \\ho performs the duties of the employee 
a~sistance program administrator for dietary personnel. 

7075.1 EAP administrator dietary- salary 
7075.1 EAP administrator dietary , contract 

7080 Self-Funded Programs Administrator- Dietary 
(series #7000) An indi\ idual \'Vho performs the udministmtive functions of 
the self insured programs.lRc:pm1 only the portion related to dietary.) 

7080.1 
7080.2 

Self-tunded administrator dietary- salary 
Self-tunded administrator dietary- contract 

TN # 13-022 Approval Datt! DEC 0 2 2015 
Supersede~ 

TN# 12-001 l:ffectivc Date 0!,01/14 
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(series #7000) Continuing training that enables tht! employee to perfmm his 
or her duties effectively, etliciently, and competently. Includes travel costs 
for individual's mv11 vehicle, associated with dietary personnel for attending 
training. This account docs not include expenses incurred for the use of a 
t~tcility's own vehicle" or dues, subscriptions and licenses. nsala.ry0 includes 
only the trainer wages. nothern costs include registration fees, travel and per 
diem expenses, training supplies and contract trainer fees. 

7090.1 
7090.2 

Staff development dietary- salary 
Staff development dietary- other 

TN # 13-022 Approval Date OFC 0 2 Z015 
Supersedes 
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MEDICALIHABlLIT ATION, PHAR1V1ACEUTJCAL AND INCONTINENCE 
SUPPLIES 

7105 Medical/Habilitation R~cords 
Personnel responsible tor maintaining clinical records on each resident in 
accordance with accepted protessional standards a·nd practices. 

7105.1 Medical/habilitation records- salary 
7105.2 Medical/habilitation records- contract 

7110 Pharmaceutical Consultant 
·n1e services of a licensed pharmacist who provide!) consultation on all 
aspe~ts of the provision ofpharmacy services in the facility as stated in 42 
CrR, Section 483.60\b). 

71 IO.l 
7110.2 

Pharmaceutical consultant- salary 
Pharmaceutical 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 of 
diaper service of such items. 

7120 Personal Care 
Supplies required for maintenance of routine personal hygiene ofthe body, 
hair, and nails of the hands and feet. Includes body lotion, body powder, 
toothbrush and toothpaste. disposable razors and shaving supplies, haircuts. 
shampoo. and routine hair care supplies provided by facility. (Exclud~s 
contract beautician who pertonns non-routine services.) 

7125 Program Supplies 
Supplies l.tsed to provide activity, social services and religious programs 
available to all residents. Does not include cost of meals for out of facility 
functions. 

TN # 13-022 Approval OatcDEC ~-~-?015 
Supersede~ 

TN# 12-00l Eff~ctive Date Ol.'OI/14 
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A professional" as required by the Code ofFederal Regulations, who oversees 
and is responsible for the activity prognm1. 

7201.1 Activity director- salary 
7201.::! Activity director- contract 

7'211 Activity Staff 
Personnel providing services related to t11e activity program. 

7211.1 Activity pers<."'!mel - salary 
7211.:2 Activity personnel -contract 

7:!21 Recreational Therapist 
A professionaL as n:quired by the Code of Federal R~:gulations. who oversees 
l.md is responsible for the recreational program. 

7::!21.1 Recreational therapist - sllary 
7'2'21.2 Recreational therapist - contract 

T23! Psychologist 
A professional licensed under state law to practice psychology. 

7"231.1 Psychologist - salal) 
7231.2 Ps)chologist ···· contract 

7241 Psychology Assistant 
An individual trained in psychology to a!-.sist the p~)chologist. 

7241.1 Psycholof:.,ry assistant -· salruy 
7241.2 Ps)chology assistant-- contract 

7251 Social Work/Counseling 
A professional licensed under state Lm to practice social work or counseling. 

7:251.1 Social \\ ork'counseling -- salaf) 
7'251.2 Social \\Ork/counseling -- contract 

I':--!# 13-0'2~ Approval Dat~ DEC 02 2015 
Supersedes 
IN# !2-00l Etfecrhc Date 01/01/14 
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7261 Social Services/Pastoral Care 
Personnel providing social services and/or pastoral services. 

7'261.1 Social services/pastoral care- salary 
7'261.1 Social services/pastoral care- conu·nct 

7271 Habilitation Supervisor 
Supervisor responsible tor the dl!livery of services to residents with mental 
retardation or developmental disabilities in a nursing facility to allow them to 
attain or m<liutain their highest practic<.!ble level of functioning. 

7271.1 Habilitation supervisor- salary 
7271.2 Habilitation supervisor- contract 

7281 Program Director 

TN# t 3-01.2 
Supersedes 
TN# I~:.QQl 

An individual who carries out and monitors the various professional 
interventions in accordance with the stated goals and objectives of every 
individual program plan. Implements the active treatment or specialized 
service program defined by t:ach resident's individual program plan. Works 
directly with resident-S <md with paraprofessionaL nonprofessional. t.llld other 
professional program staff who work with residents. 

7281.1 Program director- salary 
7281.:2 Program director- contract 

Approval Oak DEC 0 .2.. Z015 ·-·· ......... , .. , ... _. 
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Medical minor equipment limited to enteral pumps, bed cradles, headgear, heat 
cradles, hernial appliances, splints, traction equipment, hypothem1ia or hype11hennia 
blankets, egg crate.: mattresses. and gel cnshions. Medical equipment that do~;;s not 
quality for the facility asset capitalization poli~.:y and is not included in this group 
should be reported in minor equipment, account 7730. 

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

730 I Medical Minor Equipment Billable to Medicare 

Medical minor equipment tor tacilities participating in Medicare that are 
billable to Medicare regardles~ of payer type. 

7302 Medical Minor Equipment Non-Billable to I\1edicare 

Med:cal minor equipment tor tacilities not participating in Medicare, as well 
a~ medical minor equipment ior facilities that are not billable to Medicare 
regardless of payer type. 

TN # .!J.:Q.:f~ Approval Oak QEC 0_2 2015 
Super~cdcs 

lN # J 2-ll(li 1::-.tfc('tivc Date 01/0!/14 
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Services provided to furnish heat, light and po\ver. (This account does not 
iriclude costs assm.:iated with on-site salaries or maintenance of heat, light, 
power.) 

7511 Water and Se\vagc 
Services provided to furnish \Vater and sewage treatment for facilities\\ ithout 
on-site water and sewage plants . .For facilities which haw on-site water and 
sewer plants, this account includes the costs associated \vitl1 tl1c maintenance 
and repair of such operations. including tl1e EPA test. The supplies are 
limited to expendable water and sewage o·eatment and water softener supplies 
that arc used on the water and sewer system. Payroll taxes and fringe benetits 
should be reported under accounts 7800 and 7820, respectively. 

7511.1 
7511.2 

Water and sewage- salary 
Water <md sewage- other 

7521 !'rash and Rcfus1; Removal 
Sen ices provided 10 furnish trash and refuse removal, including grease trap 
removal fees. ("l11is excludes housekeeping items such as trash bags.) 

7531 Hazardous Medical Waste Collection 
Contract services provided to ftm1ish hazardous waste collection bags. 
containers and n~moval service. 

TN # 13.:.922 Approval Dak,[JJ:C j .2 2015 
Supersedes 
!";.! # 12-00! t:n~~ctivc Dat..::Ol/O!il4 
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Expenses incurred by a t1u.:ility for an individualls) vvho functions as the 
administrator licensed by the state of Ohio and who is responsibk for the 
direction, supervision and coordination of facility functions. 

7600.1 
7600.2 

Ad:ministrato:-- salary 
AdministTator- contrac.t 

7605 Other Administrative Personnel 
Administrator in training, assistant administrator. business manager. 
pmchasing agent. hunum resources, receptionist, secretarial ~md clerical staff 

7605.1 Other administrative- salary 
7605.::! Other administrative- contract 

7610 Consulting and Managemeut Fees 
Ancillary/Support consulting tees that are paid to a non-related -:nt:ty 
pursuant to the OAC, arc necessary pursuant to CMS Publication 15-1. 
Section 213 5. <md that do not duplicate scrvict:s or functions provided by tht: 
facilit}'s staff or other provider contractnal services. 

7615 Office and Administrative Supplies 
Supplies su~h as copier supplies, pnntmg, postage, office supplies, 
nursing/habilitation and medical records tonns, and data service supplies. 

7620 Communications 
Service charges for telephon~ services. 

TN # I 3-022 Approval Dati:! D~~ . 0 ~ 2015 
Supersedes 
TN# L~-001 Eflccti\c Date OliOJ/!4 
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Salaries. purchased services. or supplies to protect property <.md residents. 

7625.1 Security services- salary 
76'25.1 Security services- other 

7630 Travel and Entettainment 
Expenses such as mileage allowance. gas, and oil for vehicles owned or 
leased by the facility. meals, lodging. ill1d commercial transportation expense 
incurred in the nonual course of business. includes all purchased commerdal 
transpmtation services for ambulatory/non-ambulatory residents. Excludes 
transportation cost that is directly reimbursed by Medicaid to the 
transportation provider as set forth in the OAC. 

7631 Resident Transpottation 
Report all resident trtUlsportatim1 in this account. Note that ambulance and 
ambulctte tmnsportation provided on or after Jrumary I, 2014 can be billed 
directly to Medicaid by the transpottation provider. 

7631.1 Resident transportation- salary 
7631.2 Resident transportation- other 

7635 Laundry/Housekeeping Supervisor 
An individual who supervises the laundry/housekeeping !'unctions <md!or 
persmmel. 

7635.1 Laundry/Housekeeping supervisor- salary 
7635.2 Laund1y/Housekeeping supervism- contract 

7640 Housekeeping 
Housekeeping services. including supplies. wages, and purchased services. 
This includes trash bags and paper towels. 

7640.1 Housekeeping- sa.hrry 
7640.2 Housekeeping- oth~r 

TN # .U~.91~ Appwval Oat~ DEC () 2 2015 
Supersedes 
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Laundry services, including supplies. wages. ;.md purchased services. as well 
as linens tor all areas. Excluding incontinence supplies specitled in account 
7115. 

7645.1 
7645.2 

Laundry/linen- salary 
Laundry /I inen - other 

7650 Lt!gal Services 
Legal services except as excluded in the OAC. 

7655 Accounting 
Accounting, Bookkeeping Fet:s and Salaries. 

7655.1 Accounting- salary 
7655.2 Accounting- contract 

7660 Dues. Subscriptions <.u1d Licenses 
Expense of dues. subscriptions and licenses incurred by facility. 

7665 Interest- Other 
expense of short term credit and 'vorking capital interest incurred. (This 
accotmt does not include late fees, tines or penalties.) 

7670 Insuranct! 
Expense of insurance such as general business, liability. malpractice. vehide, 
and property immrancc. 

7675 Data Services 
Data services personnel and purchased services. 

7675.1 Data services- salary 
7675.2 Data services- contract 

7680 Help Wantcd/lntom1ational Adwrtising 
Help wanted ads. yellow pages. and other advettising media that are 
infonnational as opposed to promotional in nature as stated in CMS 
Pub! ication 15-1. section 2136.1. 

TN # n.-022 Approval Date DEC 0 2 2015 
Supersedes 
TN# 12-0(li Effective Date 0]/01/14 
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Alno1tization of costs included in J.ccount 1430.5, not oth!mise allocated to 
other cost centers. in accordance with CMS Publication 15-1, section 2132_ 
\Vhich were incUITed by a facility. 

7686 Amortization ofOrganizational C~1sts 
A.lno1tization of cost included in account 1430.3, as described in CMS 
Publication 15-1. section 2134. 

7690 Other Ancillary/Supp01t Administrative Services - Speciry below 
Ancillary/Suppmt administrative services not pre\'iously listed. 

7690.1 
7690.2 

Other Ancillruy/Support- salary 
Other Ancillary/Support - cono·act 

HOME OFFICE COSTS 

7695 Home Offi-ce Costs/Ancillru-y/Support 
Am:illary/Support expenses of a ~eparate division nr entity that owns. leases 
or mrumgcs more thru1 one facility (home office). These costs must be related 
to administrative and management services allocated to the facility in 
accordru1ce \vith CMS Publication 15-1. section 2150 tlu·ough 2150.3, "Home 
Ortice Costs." 

7695.1 Home oftice/Ancillru·y/Support salary 
7695.2 Home otftce/Andllary/Suppmt- otl1cr 

TN # 13-022 Approval Oat~ _DEC 0 2 2015 
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An individual \'l'ho supervises the plant operations and mai:1te;1am:e 
procedures and/or maintenance personnel. 

7770.1 Operations/maintenance supervisor- salary 
7770.2 Operations/maintenance supervisor- cmmact 

771 0 Plant Operations aud Maintemmce 
Salaries for all maintenance personnel employed by the facility. 

77'20 Repair and Maintenance 
Supplies, purchased Sl!rvices and nmintcnancc contracts for all departments. 
(Excludes dietary maintenance account 7035 and on-site water and sewage 
account 7511.) 

7730 MinoT Equipment 
Equipment that docs not meet the tbcility's capitalization criteria specitied 
under the OAC. The general characteristics are: comparativdy· small in size 
and unit cost; subject to inventory control~ fairly large quantity is used: and 
generally. a useful life of approximately three years or less. (Exclude dl:count 
7030- dietary minor equipment and items listed in accounts 730 I and 730~ 
- m.:dical minor .:quipment.) 

7735 Custom Wheelchairs (only through 12/31/13) 
This account includes the cost of all custom '' heelclmirs anJ re Ia ted r~pairs. 

EQl•IPtv1ENT ACQl'lRED BY OPl,.RA-IING LEASE 

7740 Leased ~~quipml!nt 
I his account includes the cost of equipment, including vehicles, acquired by 
operating lease executed before December I. 199:2, if the costs arereporh:d as 
administrative and g.:neral costs on the liwility's cost report For the cost 
reporting. period ending December 31. 1992. (All leases effective ltter 
I~ 0 l ·92. should be reported in account 8065 for assets Jcquired prior to 
7/01/93 ). 

TN # 13-_()_~ Approval Oak DEC 0 2 l015 
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AJ"'\!CILLARY /SUPPORT PAYROLL TAXES. FRlNGE BENEFITS. fu.'\JD STAFF 
DEVELOPMENT 

7800 Payroll TtL--.:es 
Ancillar_!/Support payroll-related expenses incurred, such as: employer's 
portion of FICA taxes or Ohio public employees retirement system (OPERS); 
state unemplo)ment taxes or self insurance funds for unemployment 
compensation according to CMS Publication 15-1. section 11:::!2.6: and 
federal unemployment taxes. 

78 ~ G Wo1·kers' Compensation 
Ancillary/Support premiums incuncd by the facility ti.)l· stute of Ohio Bureau 
of Workers' Compensation or self insurance program as stated in CMS 
Publication 15-1, section 2122.6. 

7820 Employee fringe Benetits 
Ancillary/Support tl·inge bendits such as medical und life insurance 
premiums or self insurance funds, employee stock option program, pension 
and profit sharing, personal use of autos, employee inoculations. employee 
assistance program, and employee meals, as defined in CMS Publication 15-
1. section 2144. If fringe bendits are discriminatory to owners and related 
parties, th!) are considered part of c-ompensation. (This accow1t excludes 
vacation and siek pay salary.) 

7830 Employee Assistance Program Administrator- Ancillary/Support 
An individual who perfom1s the duties of the employee assisumce program 
administrator for Ancillary/Support personnel. 

7830.1 EAP administrator Ancillary/Support salary 
7830.2 EAP administrator Ancillary/Support- contract 

TN# 13-022 Apr,roval Datt: QEC.Jl~ 2015 
Supersedes 
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7840 Self Ftmded Programs Administrator- Ancillary/Support 
An individual who perl'i.)mls the administrative functions of the self insured 
programs.· (Report only the portion related to Ancillary/Support.) 

7840.1 Self funded admin. Ancillary/Support- salary 
7840.2 Self funded admin. Ancillary/Support- contract 

7850 Staff Development- Ancillaty/Support 
Continuing training that enables the employee to perfonn his or her duties 
effectively. drkiently, <llld competently. Includes travel costs for individual's 
0\\·11 vehicle_ associated with Ancillary/Support personnel tor attending 
training. This at:count does not include expenses incurred for the use of a 
facility's 0\\'11 vehicle. or dues, subscriptions and licenses. "Salary" includes 
only the trainci· wages. "Other" costs include registration fees, travd ru1d per 
diem expenses. training supplies and contract trainer fees. 

7850.1 Staff dl'vdopment Ancillary/Support- salru-y 
7850.2 Staff de\elopment Ancdlary/Support- other 

TN # J 3-02::?. Approval Datc~~~--~~ .. ,_?015 
Supersedes 
TN# 12-001 Effective Date Ol/01/14 
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These costs arc described in IUlcs regarding therapy under Chapter 5160-3 _of 
the OAC and are billable either to Medican:. directly to Medicaid by NFs, or 
to other third-party payers. 

9705 Legend Drugs 
9710 Radiology 
971 5 Laborator.Y 
97:!0 Non-Emergency Oxygen 

On or after January 1, 20 14, report costs tor non-emergency oxygen in this 
account 

97"25 Other Non-Reimbursable Spcd(y Bdow. On or after January l, 2014, 
report costs for wheelchairs in this account. 

97:..5.1 Other Non-Reimburs~:~ble salary 
9725.2 Other Non-Reimbursable other 

TN# !3-02:! Approval Datetl.E.C_j_Jj015 
Supersedes 
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Includes those fees. fines, or p..:naltics as stated in CMS Publication 15-1 and 
audit fines assessed pursuant to section 5165.10 I 0 of the Ohio Revised Code. 

9735 Federall11comc Tax 
9740 State Incom~ Tax 
9745 Local Income Tax 

9750 Insurance- Oftict:r's Lite 
This is non-reimbursable expense when the facility is the bendiciary. except 
as referenced in CMS Pub! ication 15-1, section 2130. 

9755 Promotional Advertising and Mm·keting 

9755.1 Promotional advertising/marketing- salary 
9755.2 Promotional advertising/marketing- other 

9760 Contributions and Donations 
Sec CMS Publication 15-1. section 608 

9765 Bad Debt 

9770 Parenteral Nutrition Therapy 

9776 Franchise Pem1it Fcc 
Franchise pem1it fee incurred by the provider. This is the franchise pem1it it:e 
assessed by the Ohio Department Medicaid to mu·sing facil itics. The 
provider shall report one hundred per cent of the franchise pennit l'ee in 
account9776. Franchise taxes are to be reported in account 6080, Franchise 
Tax. 

lN # 13-02:2 Approval Dak J)£~Jt3JOfi 
Supersede:. 
TN # 12-0t)] EH~ct h c Dat.: 01/0 1/ H 
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Capital costs means the actual!..!xpcnse inctm·ed tor all of the tbllowing: 

\A) Depreciation and interest on any capital asset with a cost of five hundred 
dollars or more pe1· item a11d a useful lite of at least two (2) years. Provid~r 

may, if it desires. establish a capitalization policy with lo\ver minimum criteria. 
but under no circumstances may the five hundred dollar criteria be exceeded. 

(I) Buildings; 
(2) Building improvements: 
( 3) Equipment: 
(4) Extensive renovations~ 
(5) Transpo11ation equipment: 

tB) Amortization and interest on land improvements and leasehold improvements; 
(C) Amortization of financing costs~ 
(D) Lease and rent of land. building, and equipment that docs not quality t(Jr 

account 7740 Leased Equipment. 

Nursing facilitic.;'s that did not change operator on or after 7/1/93 need only use group (A). 

Nursing facilities that did change operator on or after 7/1/93 usc groups (A) and (B). 

GROUP (A) ASSETS ACQUIRED 

80 I 0 Depreciation- Building and Building Improvements 
Depredatim1 of building and building impmvements. 

8020 

8030 

TN# J]_-02~ 
Supersedes 
TN# 12-001 

Amortization - LU1d Improvements 
Amortization expens~ for land improv~mc11ts. 

Amortization- Leasehold Improvements 
Leasehoid improvements ru·~ amortized over the remaining life oftl1e lease or 
the useful lite of the improvement, but no less than five y~ars. However, if 
the useful life ofthe improvement is less thru1 five years, it may be amortized 
over its useful life. Options on leases will not b~ considered in the 
computation for amortization of leasehold improvements. 

Approval Date DEC 9 2 2015 
Etf ... 'Ltiv-: Date QJ/Ol/14 
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8040 Depreciation- Equipment 
Depreciation expense for equipment. 

8050 Depreciation- Transportation equipment 
Depreciation expense for transportation equipment. 

8060 Lease and Rent -Building 

Atta<.:hment 4.19-D 
Supplement I 
Page 49 of 51 

Rev. 12/2013 

Expl.':nse 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- Equipment 
Expem;e incurred for lease and rental expenses relating to equipment. 
Capitalized assets as a result of lease obligations should hw depreciated :.md 
included in the proper depreciation account. This account includes all leases 
effet.:tive after 12/01/92 fi)r assets acquired prior to 7/01/93. (Cost of 
equipment, including vehicks. acquired by operating lease executed before 
i '2/0 1/92 and the r.:o~ts reported as administrative and general on the facility's 
cost report for period ending 12/31/92 are to be reportt.'!d in accatmt 7740.) 

8070 Interest Expense- Property, Plant and Equipment 
Interest expense incurred on mortgage notes, capitalized lease obligations, 
and other borro,ving for the acquisition ofland. buildings and equipment. 

8080 Amortization ofFinan<.:ing Cost 
Amortization expense of long tenn financing c.:ost such as cost of issuing 
bonds. undenvriting fees, closing costs, mortgage points. etc. 

TN# 13-022 Approval Date. DEC 0 2 2015 
Supersedes 
TN# 12-0Q_L Efl~ctiv-: Datt! Ol/OI1L'.! 
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NONEXTENSlVE RENOVATIONS 

Attachment 4.19-D 
Supplcm~nt 1 
Page 50 of 51 

Re\. 12/2013 

Expens~s for nonextensive r~novations including deprecintion, interest and 
:.m1ortization of financing cost completed prior to .I uly I. 200S. 

808.5 D~preciationl Amottization 
Depreciation and amortization expenses for nonextensi\ e reno\ ations. 

8086 [nt~rest - Renovations 
Interest expense incurred on mortgnge notes. capitali:.r.ed lense obligations, 
and other borrowing for nonextensive renovation purposes. 

8087 Amortization of Financing Cost- Renovations 
Amottization expense f(x cost of issuing bonds, underwriting fees. closing 
costs. mottgage points. etc. incurred for nonext~nsive r~novations. 
Amortization expense of long tem1 financing costs such as cost of issuing 
bonds, underwriting fet:s. closing costs, mottgage points, de .. acquired 
through a change of operator on or aft~r 7/1/93. 

8090 Home Office Costs/Capital Cost 
Capital expenses of a separate division or entity that ovms.leases or manages 
more than one facility (home office). These costs must be rclatt;d to capital 
cost as specified in the capital cost center, and are allocated to th~ facility in 
accordance with CMS Publication 15-1, sections 21 SO through 2150.3. 
"Home Office Costs." (All home otiice costs for group (A) are to be entered 
in thi.s account. "1 hey are not to be distributed to Jny other account in this 
group.) 

TN # Jl.-022 Appro\al Date DEC 0 2 2015 
Supersedes 
TN# J.]..:OOJ_ Eft~ctive Dat..: OJ/011!4 
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GROUP (B) ASSETS ACQUIRED THROUGH A CHANGE Of OPERA TOR 

Nursing t~1cil ilies. other than leased facilities, that changed operator on or after 7/1/9 3 
use this group to rep011 expenses incurred through a change of operator on or after 
7/l/93. Leased nursing facilities that changed operator on or after 5/27/9'2. use this 
group to report ex pen!:les incun·ed through a change of operator on or after 5127/92. 

8110 Depreciation- Building and Building Improvements 
Depreciation of building and building improvements acquired through a 
change of operator on or after 7 I 1 /93. 

8140 Depreciation- Equipment 
Depreciation expense for equipment acquired through a change of operat~1r 
on or afler 7/1/93. 

8170 Interest !::xpense · Propert), Plant and Equipment 
Interest expense incurred on mortgage notes. capitalized lease obligations, 
<.md other borrowing for the acquisition of land, buildings <md equipment 
acquired through a change of operator on or after 711/93. 

8180 AmortiL.ation of Financing Cost 
Am011ization e'l:pense of long tenn financing costs such as cost of issuing 
bonds. underwriting fees. closing costs. mortgage points. etc., acquired 
through a change of operator on or after 7 I 1/93. 

8195 Lease t:xpen'>e 
Least: expenses incurred through a change of operator on or after 5/'27/92. 

TN# 13-022 Approval Datt: DEC J) 2 2015 
Supersede~ 

l'N # l :::_. O.Ql l:ff..:ctive Dak 01 01/14 
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5160-3--12.1 Nursing facilities (Nl<'s): medicaid cost report. 

Anachmem 4.19-D 
':lupplemcnt I 

Page I of I 

The NF medicaid cost report must be filed in ac~ordan.:e with the requirements set forth in rules 5160-3-20 
and 5160-3-4::? ofthe Administrative Code (OAC) using software that is available on the Ohio depru1ment of 
medicaid (ODM) webshe at least sixty days before [he due date ofthe ..:ost report for each cOS[ reporting 
period. 

TN # ! 3-022 Approval Dat{)EC.J).J 2015 
Sup(!rsedes 
TN # QQ-02~ Effectivt: Date 0 1/01/14 
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Instructions for completing the Ohio Department of Medicaid annual Medicaid cost report for 
, nursing facilities (NFs) 

GENERAL INSTRUCTIONS 

OVERVIEW 

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

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

For cost reporting purposes, NFs, other than state-operated facilities, shall use the Chart of Accounts as 
set forth in rule 5160-3-42 of the OAC, or relate its chart of accounts directly to the cost report. 

ODM 02524NI (REV. 12/2015) Instructions 

TN 16-006 
Supersedes 
TN 13-022 

Approve~A /W 3 1 2016 
Effective 02/03/20 16 
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In accordance with the OAC, all providers are required to use the electronic cost report submission 
process. Providers should use the Department-sponsored computer software for electronic submission 
of the cost report. 

FILING REQUIREMENTS 

A complete and adequate Medicaid cost report must be filed with the Department or postmarked on or 
before ninety days after the end of each facility's reporting period. Pursuant to Ohio Revised Code 
(ORC) section 5165.10, a provider whose cost report is filed or postmarked after this date, is subject to a 
reduction of their per diem rate in the amount of two dollars ($2.00) per resident day, adjusted for 
inflation. The late file period will begin at the start of the thirty day termination period and continue 
until the complete and adequate cost report is received by the Department or the facility is terminated 
from the Medicaid program. 

A provider may request a fourteen-day extension of the cost report filing deadline. Such requests must 
be made in writing, including an explanation of the reason the extension is being requested, and must 
demonstrate good cause in order to be granted. Requests should be made to the Rate Setting and Cost 
Settling Unit, Department of Medicaid. 

In the absence of a timely filed complete and adequate cost report, or request for filing extension, a 
provider will be notified by the Department of its failure to file a complete and adequate cost report and 
will be given thirty days to file the appropriate cost report and attachments. During this thirty day 
period, the late filing rate reduction described previously will be assessed. If a provider fails to submit a 
complete and adequate cost report within this time period, its Medicaid provider agreement will be 
terminated according to section 5165.106 ofthe ORC. 

REASONABLE COST 

Please read all instructions carefully before completing the cost report. 

Reasonable cost takes into account di~ect, ancillary/support, capital and tax costs of providers of 
ser-vices, including normal standby costs. Departmental regulations regarding the reasonable and 
allowable costs are contained in Chapter 5160-3 of the OAC. In addition, the following additional 
provisions establish guidelines and procedures to be used in determining reasonable costs for services 
rendered by NFs: 

• Ohio Revised Code and uncodified state law, 
• Regulations (OAC) promulgated by the Department and codified in accordance with state law, 
• Principles of reimbursement for provider costs with related policies described in the Centers for 

Medicare and Medicaid Services (CMS) Publication 15-1, 
• Principles of reimbursement for provider costs with related policies described in the Code of Federal 

Regulations (CFR), Title 42, Part 413. 

ODM 02524NI (REV. 12/2015) Instructions 

TN 16-006 ApprovedMAY 3 1 2016 
Supersedes 
TN 13-022 Effective 02/03/2016 
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The OAC lists covered services for all providers who serve NF residents. The OAC delineates services 
reimbursed through the cost reporting mechanism 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 providers are 
required to submit cost data on an accrual basis of accounting. County-operated facilities that utilize the 
cash method of accounting may submit cost data on a cash basis. 

OHIO MEDICAID COST REPORT FORMS 

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

COST REPORT SCHEDULES 

The provider must complete the information requested on each cost report schedule. Except for the cost 
report schedules and attachments listed below, responses such as "Not Applicable," "N/A," "Same as 
Above," "Available upon request," or "Available at the time of Audit" will result in the cost report 
being deemed incomplete or inadequate. Pursuant to sections 5165.10 and 5165.106 of the ORC, an 
incomplete or an inadequate cost report is subject to a rate reduction of $2.00 per resident per day, 
adjusted for inflation, as well as proposed termination of the provider agreement. 

TABLE OF COST REPORT SCHEDULES 

Cost 
Report Schedules 

Schedule A, Page 1 
Schedule A, Page 2 
Schedule A-1 
Schedule A-2 
Schedule A-3 
Schedule B-1 
Schedule B-2 
Schedule C 
Schedule C-1 
Schedule C-2 

Identification and Statistical Data 
Chain Home Office/Certification by Officer of Provider 
Summary of Inpatient Days 
Determination of Medicare Part B Costs to Offset 
Summary of Costs 
Tax Costs 
Direct Care Costs 
Ancillary/Support Costs 
Administrators' Compensation 
Owners'/Relatives' Compensation 

ODM 02524NI (REV. 12/2015) Instructions 

TN 16-006 Approved MAY 3 1 2016 
Supersedes 
TN 13-022 Effective 02/03/2016 

Page 
Number 

Page 1 
Page 2 
Page 3 
Page4 
Page 5 
Page 6 
Pages 7-8 
Pages 9~11 
Page 12 
Pages 13-14 
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Schedule C-3 
ScheduleD 
Schedule D-1 
Schedule D-2 
Schedule E 
Schedule E-1 
Attachment 1 
Attachment 2 
Attachment 3 
Attachment 6 
Attachment 7 
Attachment 8 

Ohio Department of Medicaid 
Medicaid Nursing Facility Cost Report 

Cost of Services from Related Parties 
Capital Costs 
Analysis of Property, Plant and Equipment 
Capital Additions and/or Deletions 
Balance Sheet 
Equity Capital of Proprietary Providers 
Revenue Trial Balance 
Adjustment to Trial Balance 
Medicaid Cost Report Supplemental Information 
Wage and Hours Survey 
Addendum for Disputed Costs 
Employee Retention Rate 

ODM 02524Nl (REV. 12/2015) Instructions 

TN 16-006 ApprovectMAY 8 1 2016 
Supersedes 
TN 13-022 Effective 02/03/2016 
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Pages 15-17 
Page 18 
Page 19 
Page 20 
Page 21 
Page 22 
Pages 23-25 
Page 26 
Page 27 
Pages 28-29 
Page 30 
Page 31 
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The following cost report instructions are in the order of schedule completion sequence. 
• All expenses are to be rounded to the nearest dollar. 
• All dates should contain eight digits and be formatted as follows: Month-Day-Year 

(MM-DD-YYYY). 
• All date fields are denoted as From/Through or Beginning/Ending. 

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

Sequence and Procedures for Completing Cost Report 

1. Schedule A, Page 1 of 2, Identification 
2. Schedule A-1 
3. Schedule A, Page 1 of2, statistical data line 1 through line 8 
4. Attachment 1 
5. Schedule A-2 
6. Schedule B-1 (columns 1 through 3) 
7. Schedule B-2 (columns 1 through 3) 
8. Schedule C (columns 1 through 3) 
9. Schedule D-1 
10. Schedule D-2 
11. ScheduleD (column 3) 
12. Attachment 2 
13. Schedules B-1, B-2, C and 0 (columns 4-7) 
14. Schedule C-1 
15. Schedule C-2 
16. Schedule C-3 
17. Schedule E 
18. Schedule E-1 
19. Schedule A-3 
20. Attachment 6 
21. Attachment 7 
22. Attachment 8 
23. Attachment 3 
24. Schedule A, Page 2 of 2 

ODM 02524NI (REV. 12/2015) Instructions 

TN 16-006 Approved MAY 31 2016 
Supersedes 
TN 13-022 Effective 02/03/2016 

Cost Report 
Page Number 

1 
3 
1 

23-25 
4 
6 

7-8 
9-11 

19 
20 
18 
26 

6-11,18 
12 

13-14 
15-17 

21 
22 

5 
28-29 

30 
31 
27 

2 



5165.10.003 Appendix A 

Ohio Department of Medicaid 
Medicaid Nursing Facility Cost Report 

Attachment 4.19-D 
Supplement 1 

Page 6 of61 

1. Schedule A, Page 1 of 2 -Identification and Statistical Data 

INTRODUCTION: 

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

4.1- Year End 

4.2- New Facility 

4.5- Final 

4.6- Amended 

Facility Identification 

Cost reports by providers with continued Medicaid participation having 
ending dates of December 31, pursuant to Ohio Administrative Code. 

For facilities new to the Medicaid program, where the actual cost of 
operations are reported for the first three (3) full calendar months, which 
includes the date of certification, pursuant to OAC. 

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

For cost reports that are filed after the fiscal year rate setting and correct 
errors of the cost report used to establish the fiscal year rate, pursuant to OAC. 

Provider Name (DBA)- Enter the "doing business as" (DBA) name of the facility as it is registered 
with the Ohio Secretary of State. 

National Provider Identifier (NPI)- Enter the NPI. 

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

ODM 02524Nl (REV. 12/2015) Instructions 
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CMS Certification Number (CCN), formerly the Medicare Provider Number- Enter the six-digit 
CCN furnished by the Ohio Department of Health (ODH) or CMS. CCNs are 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 Identification Number as it is reported to the United States 
Internal Revenue Service. 

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

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

Period Covered by the Cost Report 

This is a twelve-month period ending December thirty-first unless another period has been designated 
by the Department. New facilities, closed facilities, or exiting or entering operators as a result of a 
change of provider must indicate the time period of Medicaid participation. 

Provider Legal Entity Identification 

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

Type of Control of Provider 

Check the category that describes the form of business, nonprofit entity, or government organization 
under which the facility is operated. For non-government organizations this corresponds with the way 
the operator legal entity is registered with the Ohio Secretary of State. If item 1.4, 2.6 or 3.6 "Other 
(specify)" is checked, the provider must identify that specific type of control. Descriptions for the 
control types are furnished below. 

ODM 02524NI (REV. 12/2015) Instructions 
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Sole Proprietor - Exclusively owned; Private; Owned by a private individual or corporation under a 
trademark or patent; Ownership - for profit. In a sole proprietorship, the individual proprietor is subject 
to full liability (personal assets and business assets) resulting from business acts. 

Partnership - An association of two or more persons or entities that conducts a business for profit as 
co-owners. A partnership cannot exist beyond the lives of the partners. The partners are taxed as 
individuals and are personally liable for torts and contractual obligations. Active partners are 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 of any one of the partners. A contract entered into by two or more 
persons in which each agrees to furnish a part of the capital and labor for a business enterprise and by 
which each shares in some fixed proportion in profits and losses. 

General Partnership - A partnership in which each partner is liable for all partnership debts and 
obligations in full, regardless of the amount of the individual partner's capital contribution. 

Limited Partnership - A partnership in which the business is managed by one or more general partners 
and is provided with capital by limited partners who do. not participate in management, but who share in 
profits and whose individual liability is limited to the amount of their respective capital contributions. A 
limited partnership is taxed like a partnership, but has many of the liability protection aspects of a 
corporation. To form a limited partnership, a certificate of limited partnership must be executed and 
filed with the Secretary of State (Secretary of State prescribes the form required). The name of a limited 
partnership must include the words "Limited Partnership," "L.P.," "Limited," or "Ltd." 

Limited Liability Partnership- A partnership formed under applicable state statute in which the 
partnership is liable as an entity for debts and obligations and the partners are not liable personally. This 
type of partnership must register with the Secretary of State as a limited liability partnership. 

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

Publicly Traded Company - A company issuing stocks that are traded on the open market, either on a 
stock exchange or on the over-the-counter market. Individual and institutional shareholders constitute 

ODM 02524NI (REV. 12/2015) Instructions 
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the owners of a publicly traded company in proportion to the amount of stock they own as a percentage 
of all outstanding stock. 

Limited Liability Company - An unincorporated company formed under applicable state statute whose 
members cannot be held liable for the acts, debts, or obligations of the company and that may elect to be 
taxed as a partnership. A limited liability company may be formed in Ohio by any person without 
regard to residence, domicile or state or organization. The entity is formed when one or more persons of 
their authorized representatives signs and files articles of organization with the Secretary of State. The 
name of the limited liability company must include the words "limited liability company," "LLC," 
"L.L.C.," "Ltd.," "Ltd," or "Limited." A "person" includes any natural person, corporation, partnership, 

limited partnership, trust, estate, association, limited liability company, custodian, nominee, trustee, 
executor, administrator, or other fiduciary. 

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

Location of Entity, Organization or Incorporation 

If the legal entity that serves as the facility's provider/operator was formed, organized, or incorporated in 
the state of Ohio, check the Domestic line. 

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

If the legal entity that serves as the facility's provider/operator was formed, organized, or incorporated 
outside the state of Ohio, check the Foreign line. 

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

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

ODM 02524NI (REV. 12/2015) Instructions 
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Nonprofit Corporation - A domestic or foreign corporation organized otherwise than for pecuniary 
gain or profit. A nonprofit corporation can be either a "mutual benefit corporation" or a "public benefit 
corporation." A "public benefit corporation" is a corporation that is recognized as exempt from federal 
income taxation under 26 U.S.C. 1, Sec. 501(c)(3), or is organized for a public or charitable purpose and 
that, upon dissolution, must distribute its assets to a public benefit corporation, the United States, a state 
or any political subdivision of a state, or a person recognized as exempt from federal income taxation 
under 26 U.S.C. 1, Sec. 50l(c)(3). 

Nonprofit Limited Liability Company - (See description of for profit Limited Liability 
Company) Nonprofit limited liability companies may be formed in Ohio, and foreign nonprofit limited 
liability companies may be registered in Ohio. Section 1705.02 of the Ohio Revised Code states that "A 
limited liability company may be formed for any purpose or purposes for which individuals lawfully 
may associate themselves, including for any profit or nonprofit purpose .... " Section 5701.14 states 
that, "In order to determine a limited liability company's nonprofit status, an entity is operating with a 
nonprofit purpose under section 1705.02 of the Revised Code if that entity is organized other than for 
the pecuniary gain or profit of, and its net earnings or any part of its net earnings are not distributable to, 
its members, its directors, its officers, or other private persons, except that the payment of reasonable 
compensation for services rendered, payments and distributions in furtherance of its nonprofit purpose, 
and the distribution of assets on dissolution permitted by section 1702.49 of the Revised Code are not 
pecuniary gain or profit or distribution of net earnings." 

If the legal entity that serves as the facility's provider/operator was formed, organized, or incorporated in 
the state of Ohio, check the Domestic line. 

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

If the legal entity that serves as the facility's provider/operator was formed, organized, or incorporated 
outside the state of Ohio, check the Foreign line. 

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

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

ODM 02524NI (REV. 12/2015) Instructions 
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County- Entity operated under the authority of the county as a County Home, County Nursing Home, 
or District Home in accordance with the ORC. 

City- Entity operated under the authority of the city. 

City/County- Entity operated under the authority of the city and county. 
Practice Type 

Indicate the practice type of the facility, in accordance with licensure standards filed with ODH when 
applicable. Please check all that apply. 

Definitions 

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

General/Acute Hospital Based- A hospital that functions primarily to furnish the array of diagnostic 
and therapeutic services needed to provide care for a variety of medical conditions, including diagnostic 
x-ray, clinical laboratory, and operating room services. 

Long Term Acute Care Hospital (L TACH) Based - A hospital that is classified as a long-term care 
hospital under 42 C.F .R. 412.23( e), that is engaged primarily in providing medically. necessary 
specialized acute hospital care for medically complex patients who are critically ill or have multi-system 
complications or failures, and that has an average length of stay of forty-five days or less. 

Continuing Care Retirement Center (CCRC) or Life Care Community - A living setting that 
encompasses a continuum of care ranging from an apartment or lodging, meals, and maintenance 
services to total nursing home care. All services are provided on the premises of the continuing care 
retirement community or life care community, and are provided based on the contract signed by the 
individual resident. The residents may or may not qualify for Medicaid for nursing home care, based on 
the services covered by each resident's individually signed contract. 

Other Assisted Living/Nursing Home combination- A facility that does not fit the description of a 
CCRC or life care community, but has a nursing home as well as some other combination of assisted 
living or residential care facility services on the same campus. 

ODM 02524NI (REV. 12/2015) Instructions 
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Religious Nonmedical Health Care Institution (RNHCI) - An institution in which health care is 
furnished under established religious tenets that prohibit conventional or unconventional medical care 
for the treatment of a beneficiary, and the sole reliance on these religious tenets for care and healing, as 
set forth in Code of Federal Regulations (CFR), Title 42, Part 403, Subpart G. 

Free Standing- A facility that stands independent of attachment or support. 

Combined with ICF-MR, other recognized Medicaid NF and/or Medicaid Outlier Unit- A distinct 
part of a facility that is in the same building and/or shares the same 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), or for the outlier unit, is housed 
with a NF providing non-outlier services. (Note: A provider of NF outlier services holds an Ohio 
Medicaid provider agreement addendum authorizing the provision of outlier services to a special 
population, e.g., pediatric subacute.) 

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

2. Schedule A-1, Summary of Inpatient Days 

Column 1: Record the number of ODH-certified beds. If the number of beds certified as nursing 
facility beds by ODH changed during the middle of any given month, then calculate a 
weighted average for that particular month rounded to the nearest whole number. 

Column 2: 

For example: 

March 1, 20CY 100 certified beds 

March 16, 20CY 120 certified beds 

Calculation: (15 days x 100 beds)+ (16 days x 120 beds) 
divided by 31 days in month of March = 110.3226 

Average medicaid certified beds for March 20CY = 110 

Record the number of authorized skilled, intermediate, and Medicaid inpatient days. 

The day of admission, but not the day of discharge, is an inpatient day. When a resident 
is admitted and discharged on the same day, this is counted as one inpatient day. 
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Inpatient days include those leave days that are reimbursable under the Ohio Medicaid 
program. Private leave days are not included as inpatient days. Carry the total on line 
13, column 9 forward to Schedule A, line 4, column 1. 

Record the number of Medicaid days for those residents covered by the MyCare Ohio 
program. Leave days should be included. 

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

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

For Example: 

January 20CY 1 00 certified beds 

January 20CY 3100 bed days available 
(1 00 certified beds x 31 days in January) 

Actual number of days residents are in facility = 3000 
Actual number of days residents out of facility on medical leave = 60 
Actual number of days residents are out of facility on therapeutic leave = 40 

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

Column4 
Column 5 

Hospital Leave Days 
Therapeutic Leave Days 

30 
20 

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

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

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

Record the number of Medicaid managed care days. 
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8, 9 and 11: 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 11. 

Column 10: Record the number of Medicare days for those residents covered by the MyCare Ohio 
program. 

Column 12: Record the number of inpatient days for all residents. This column is the sum of columns 
6 through 11. 

3. Schedule A, Page 1 of 2, Statistical Data 

Lines 1 and 2: Licensed Beds: 

Enter the total number of beds licensed by ODH in column 2. Enter the total number of beds licensed 
by ODH and certified by Medicaid in column 1. Temporary changes because of alterations, painting, 
etc. do not affect bed capacity. 

Line 3: Total Bed Days: 

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

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

Line 4: Total Inpatient Days: 

For column I, obtain the answer from Schedule A-1, column 10, line 13. For column 2, enter the total 
number of inpatient days for the facility for all ODH licensed beds. 

Line 5: Percentage of Occupancy: 

This amount is the proportion of total inpatient/resident days to total bed days during the reporting 
period. Obtain the answer by dividing line 4 by line 3. 
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Line 6: Ancillary/Support Allowable Days: 

For computing Ancillary/Support costs, the Department will not recognize an occupancy rate of less 
than 90%. If percentage of occupancy is 90% or more, enter the number of inpatient days stated on line 
4. If percentage of occupancy is less than 90%, enter 90% of the number of bed days stated on line 3 
(See the OAC). For providers on the Medicaid program less than 12 months, also consult the OAC. 

"** Number of beds involved in the change" refers only to those beds that were added, replaced, or 
removed. 

4. Attachment 1 -Revenue Trial Balance 

Column 2: Enter total revenue for each line item. 

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

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

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

Section A: Revenues 

Lines la, 
2a, and 3a 

Lines lb, 
2b, and 3b: 

Line 4: 

List gross charges for all residents by payer type. Gross charges must be reported from a 
uniform charge structure that is applicable to all residents. Revenue reported under Chart 
of Account numbers 5080 (Medical Supplies-Routine), 5100 (Medical Minor Equipment­
Routine), and 5110 (Enteral Nutritional Therapy) must be distributed among all non­
Medicare categories. 

For columns 2 through 7, these lines represent the percentages of the individual revenue 
reported by payer type divided by the total revenue reported in column 8. Report the 
percentages by payer type and round to four decimal places. The total of all percentages 
must equal 1 00%. 

Total all revenue reported on lines 1 a, 2a, and 3a. 
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Line 5: Enter the ratio of Medicare Part B charges where the primary payer is Medicaid from 
column 2 line 1 b, 2b, and 3b. These ratios must be entered in the corresponding column, 
e.g., medical supplies percentage from column 2 line 1 b must be entered on line 5, column 
2 medical supplies. 

Line 6: 

Line 7: 

Enter the corresponding costs from Schedules B-2 and C, column 3 in the appropriate 
column. 

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 result in all Medicare Part B revenue being offset 
against direct care expenses bn Schedule B-2, line 16. 

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

Amounts paid to vendors for purchase of services must not be shown in columns designated "salary." 
Such amounts should be shown in the "other" column for the appropriate line item(s). 

Column 1: This column does not pertain to any account in this schedule. 

Column 2: Report any appropriate non-wage expenses. 

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

7. Schedule B-2, Direct Care Costs (Columns 1-3) 

Amounts paid to vendors for purchase of services must not be shown in columns designated "salary." 
Such amounts should be shown in the "Other/Contract Wages" column (2) for the appropriate line 
item(s). If no specific line item exists, charge the cumulative expense to "Other Direct Care" line 13 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 1: Report wages for facility employees. Wages are to include wages for sick pay, vacation 
pay, other paid time off, as well as any other compensation paid to the employee. 
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Column 2: Report costs incurred for services performed by contracted personnel employed by the 
facility to do a service that would otherwise be performed by personnel on the facility's 
payroll. Also, report any appropriate non-wage expenses, including contract services and 
supplies. 

Column 3: Total of columns 1 and 2. 

8. Schedule C, Ancillary/Support Costs (Columns 1-3) 

Amounts paid to vendors for purchase of services must not be shown in columns designated "salary." 
Such amounts should be shown in the "Other/Contract Wages" column (2) for the appropriate line 
item(s). If no specific line item exists, charge the cumulative expense to the "Other 
Ancillary/Support" line 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 cross references to applicable account 
number(s). Note that ambulance and wheelchair van transportation provided on or after January 1, 
2014 can be billed directly to Medicaid by the transportation provider. 

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

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

Column 3: Total of columns 1 and 2. 

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

Complete per instructions on the form. This schedule should tie to Schedule E, (balance sheet) 
"Property, Plant and Equipment" section. 

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

Complete per instructions on the ferm. Completion 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 mandatory only in the event of an asset deletion. 

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

Complete per instructions on the form. NFs that did not change operator on or after July 1, 1993, 
should use group (A). NFs that did change operator on or after July 1, 1993, should use groups (A) 
and (B). 
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Enter the appropriate adjustments as necessary to comply with CMS Publication 15-1, federal 
regulations, state laws, and Ohio Medicaid program regulations. Items included on Attachment 2 must 
have attached supportive detail. Cost adjustments for related party transactions must offset the 
appropriate expense account in column 4 of Schedules B-1, B-2, C and D. 

Column 5, lines 1 through 20: 

In column 5, cross-reference adjustments to the appropriate expense account number. Carry the 
adjustment in column 4 to the appropriate expense account on Schedules B-1, B-2, C and D, column 4. 

Note: All adjustments to expense accounts should be made to the appropriate line of Schedules B-1, 
B-2, C and D and the appropriate expense account number entered on Attachment 2, column 5. 

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

After completing Attachment 2 and entering adjustments to expense Schedules B-1, B-2, C and D, 
column 4, the adjusted total expenses (Schedules B-1, B-2, C and D, column 5) can be computed. 

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

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

If no allocations are used, columns 6 and 7 need not be completed. If allocations are used, the 
allocation ratio should be calculated to four places to the right of the decimal. 

14. Schedule C-1, Administrators Compensation 

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

Section A: 

Line 2: Work Experience 
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For this administrator, report the number of years of work experience in the health care 
field. Ten years experience is the maximum allowance. Thus, for this category, if the 
administrator has ten or more years experience in the health care field, then record ten 
years in this box. 

Formal Education 

For this administrator, report the number of years of formal education beyond high school. 
Six years formal education is the maximum allowance for this category. Thus, if the 
administrator has six or more years of formal education, then record six years in this box. 

Line 3.1 : Baccalaureate Degree 

Line 4: 

For this administrator, record "Yes" if the administrator has obtained a baccalaureate 
degree. Ifthe administrator has not obtained a baccalaureate degree, then record "No." 

Other Duties: 

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

Include the following other duties in your count: accounting, maintenance and 
housekeeping. If the administrator performed any other duties, please complete the "Other, 
specify" lines. 

For example, if the administrator performed laundry duties, then record as follows: Other, 
specify laundry. 

Do not include any of the direct care duties listed below. If the administrator performed 
any of the eight duties listed below, complete page 1 of Schedule C-2. If the administrator 
is an owner or relative of the owner, complete page 2 also. 

(a) Medical director 
(b) Director of nursing 
(c) Registered nurse (RN) 
(d) Licensed practical nurse (LPN) 
(e) Respiratory therapist 
(f) Charge nurse; registered 
(g) Charge nurse; licensed practical 
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Beginning and ending dates of employment during the reporting period should be confined to periods 
of employment in 20CY only. For example, if the administrator was employed by the provider from 
March 1, 20CY through March 31, 20CY, then for the 20CY reporting period the record of 
employment dates is as follows: 03/0 1120CY -03/31/20CY. 

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

Use account number 7600 or account number 7695, as appropriate. All administrators compensated 
through the home office use account 7695. All other administrators use account 7600. 

Amount of compensation: Except for county facilities that operate on a cash basis, list all 
compensation actually accrued to employees who perform duties as the administrator. County 
facilities that operate on a cash basis should list all compensation actually paid to employees who 
perform duties as the administrator. 

If the administrator is an owner or relative of an owner, then complete Schedule C-2, page 2 of 2. Do 
not complete Schedule C-2, page 2 of 2 for a non-owner/administrator. Report the cost of all 
ancillary/support-related duties performed by administrator on Schedule C, line 44, account number 
7600 or Schedule C, line 65, account number 7695, whichever is applicable. 

The applicable Direct Care duties are: 

(a) Medical Director; 
(b) Director ofNursing; 
(c) Registered Nurse (RN); 
(d) Licensed Practical Nurse (LPN); 
(e) Respiratory Therapist; 

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

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

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

Compensation may be reported as follows: 

Schedule C-1 = $50,000- Administrator plus laundry compensation 
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Please note the reporting procedures are the same regardless of whether the administrator is an 
owner/administrator, or a relative of the owner. 

Non-owner administrators will report their wages on Schedule C-1 (administrative and general wages) 
and, if it applies, Schedule B-2 (direct care wages, as stipulated in the direct care duties list above). 
Wages for non-owner/administrators are never reported on Schedule C-2. 

15. Schedule C-2 

Page 1 of2: 

List all owners and/or relatives who received compensation from this provider. Also, complete the 
schedule if any administrator wages are reported on Schedule B-2 for the direct care duties listed on 
page 20 of the instructions. This applies regardless of whether the administrator is a non­
owner/administrator, an owner/administrator, or a relative of the owner. 

Specify the name of person(s) claiming compensation, position number (see below), relationship to 
owner(s), years of experience in this field, dates of employment in this reporting period, number of 
hours worked in facility during the week, as well as the corresponding percentage of time worked at 
this facility, account number, and amount claimed for each person listed on the cost report. Social 
Security numb~rs are not required for non-profit or governmental facilities. 

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

(1) Husband and wife; 
(2) Natural parent, child, and sibling; 
(3) Adopted child and adoptive parent; 
(4) Stepparent; stepchild, stepbrother, stepsister; 
(5) Father-in-law, mother-in-law, son-in-law, daughter-in-law, sister-in-law, and brother-in-law; 
(6) Grandparent and grandchild; and, 
(7) Foster parent, foster child, foster brother, or foster sister. 

Page 2 of2: 

Except for non-owner administrators, for each individual identified above, list all the compensation 
received from other facilities participating in the Medicaid program (in Ohio and other states). Also, 
list any individual owning a 5% or more interest in this provider. Compensation claimed must be for 

ODM 02524NI (REV. 12/2015) Instructions 

TN 16-006 Approved MAY 31 2016 
Supersedes 
TN 13-022 Effective 02/03/2016 



5165.10.003 Appendix A 

Ohio Department of Medicaid 
Medicaid Nursing Facility Cost Report 

Attachment 4.19-D 
Supplement 1 

Page 226f61 

necessary services and related to resident care. Services rendered and compensation claimed must be 
reasonable based upon the time spent in performing the duty, and reasonable for the duty being 
performed. 

If Schedule C-2, page 1 is completed for a non-owner administrator, then do not complete this page 
for the non-owner administrator. All other owners, relatives of owners, or owner/administrators 
identified on page 1 must also be reported on page 2 of Schedule C-2. Social Security numbers are not 
required for non-profit or governmental facilities. 

Position Numbers for Corporate Officers 

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

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

1. Corporate President Series (CP) 

CPOl -Corporate President 1 (1 - 99 beds) 
CP02 - Corporate President 2 (1 00- 199) 
CP03 - Corporate President 3 (200 - 299) 
CP04 - Corporate President 4 (300 - 599) 
CPOS- Corporate President 5 (600- 1199) 
CP06 - Corporate President 6 ( 1200 +) 

2. Corporate Vice - President Series (CV) 

CVOl -Corporate Vice-President 1 (I - 99 beds) 
CV02 - Corporate Vice-President 2 ( 100 - 199) 
CV03- Corporate Vice-President 3 (200- 299) 
CV04- Corporate Vice-President 4 (300 - 599) 
CVOS- Corporate Vice-President 5 (600- 1199) 
CV06- Corporate Vice-President 6 (1200 +) 

3. Corporate Treasurer Series (CT) 

CTOl -Corporate Treasurer 1 (1 - 99 beds) 
CT02 -Corporate Treasurer 2 (1 00 - 199) 
CT03 - Corporate Treasurer 3 (200 - 299) 
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CT04 - Corporate Treasurer 4 (300 - 599) 
CT05- Corporate Treasurer 5 (600- 1199) 
CT06 - Corporate Treasurer 6 (1200 +) 

4. Board Secretary Series (BS) 

BSOl -Corporate Board Secretary 1 (1 - 99 beds) 
BS02 - Corporate Board Secretary 2 (1 00 - 199) 
~S03 - Corporate Board Secretary 3 (200 - 299) 

BS04- Corporate Board Secretary 4 (300- 599) 
BS05- Corporate Board Secretary 5 (600- 1199) 
BS06 - Corporate Board Secretary 6 (1200 +) 
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Select the five-digit position number, which appropriately identifies the job duty of the owner and/or 
relative of the owner. Please note that WH references the Wage and Hour Survey- Attachment 6 of 
the cost report. 

Example: Where the owner served as medical director of the facility, the five-digit position number 
is: WH002 (W, H, zero, zero, two). 

WHCode Title Account Schedule I Line 

WH002 Medical Director 6100 Schedule B-2, Line I 
WH003 Director of Nursing 6105 Schedule B-2, Line 2 
WH004 RN Charge Nurse 6110 Schedule B-2, Line 3 
WH005 LPN Charge Nurse 6115 Schedule B-2, Line 4 
WH006 Registered Nurse 6120 Schedule B-2, Line 5 
WH007 Licensed Practical Nurse 6125 Schedule B-2, Line 6 
WH008 Nurse Aides 6130 Schedule B-2, Line 7 
WH016 Habilitation Staff 6170 Schedule B-2, line 8 
WH019 Respiratory Therapist 6185 Schedule B-2, line 9 
WH023 Quality Assurance 6205 Schedule B-2, line 10 
WH066 Behavioral and Mental Health Services 6207 Schedule B-2, line 11 
WH024 Other Direct Care Salaries - Specify 6220 Schedule B-2, line 13 
WH025 Home Office Costs/Direct Care - Salary 6230 Schedule B-2, line 14 
WH026 DO NOT USE THIS POSITION CODE 
WH027 In-House Trainer Wages 6500 Schedule B-2, line 27 
WH028 Classroom Wages: Nurse Aides 6511 Schedule B-2, line 28 
WH029 Clinical Wages: Nurse Aides 6521 Schedule B-2, line 29 
WH030 Physical Therapist 6600 Schedule B-2, line 38 
WH031 Physical Therapy Assistant 6605 Schedule B-2, line 39 
WH032 Occupational Therapist 6610 Schedule B-2, line 40 
WH033 Occupational Therapy Assistant 6615 Schedule B-2, line 41 
WH034 Speech Therapist 6620 Schedule B-2, line 42 
WH035 Audiologist 6630 Schedule B-2, line 43 
WH063 EAP Administrator - Therapy 6643 Schedule B-2, line 47 
WH064 Self Funded Program Admin.-Therapy 6644 Schedule B-2, line 48 
WH065 Staff Development - Therapy 6645 Schedule B-2, line 49 
WH036 EAP Administrator - Direct Care 6730 Schedule B-2, line 54 
WH037 Self Funded Programs Admin. - Direct Care 6740 Schedule B-2, line 55 
WH038 Staff Development - Direct Care 6750 Schedule B-2, line 56 
WH039 Dietitian 7000 Schedule C, line ·1 
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WH040 Food Service Supervisor 7005 Schedule C, line 2 
WH041 Dietary Personnel 7015 Schedule C, line 3 
WH042 EAP Administrator - Dietary 7075 Schedule C, line 15 
WH043 Self-Funded Programs Administrator: Dietary 7080 Schedule C, line 16 

WHCode Title Account Schedule I Line 

WH044 Staff Development - Dietary 7090 Schedule C, line 17 
WH045 Medical/Habilitation Records 7105 Schedule C, line 19 
WH046 Pharmaceutical Consultant 7110 Schedule C, line 20 
WH009 Activity Director 7201 Schedule C, line 25 
WHOIO Activity Staff 7211 Schedule C, line 26 
WHOII Recreational Therapist 7221 Schedule C, line 27 
WH017 Psychologist 7231 Schedule C, line 28 
WH018 Psychology Assistant 7241 Schedule C, line 29 
WH020 Social Work/Counseling 7251 Schedule C, line 30 
WH021 Social Services/Pastoral Care 7261 Schedule C, line 31 
WH014 Habilitation Supervisor 7271 Schedule C, line 32 
WH013 Program Director 7281 Schedule C, line 33 
WHOOI Water and Sewage 7511 Schedule C, line 39 
WH047 DO NOT USE THIS POSITION CODE 
WH048 Other Administrative Personnel 7605 Schedule C, line 44 
WH049 Security Services (Salary Only) 7625 Schedule C, line 48 
WHOSO Laundry/Housekeeping Supervisor 7635 Schedule C, line 51 
WH051 Housekeeping 7640 Schedule C, line 52 
WH0 52 Laundry and Linen 7645 Schedule C, line 53 
WH0 53 Accounting 7655 Schedule C, line 55 
WH0 54 Data Services (Salary Only) 7675 Schedule C, line 59 
WH0 55 Other Ancillary/Support- Specify: (Salary) 7690 Schedule C, line 63 
WH0 56 Home Office Costs/Ancillary/Support (Salary) 7695 Schedule C, line 64 
WH0 57 DO NOT USE THIS POSITION CODE 
WH0 58 Plant Operations/Maintenance Supervisor 7700 Schedule C, line 66 
WH0 59 Plant Operations and Maintenance 7710 Schedule C, line 67 
WH060 EAP Administrator - Ancillary/Support 7830 Schedule C, line 76 
WH061 Self-Funded Programs Admin. - Ancillary/Support 7840 Schedule C, line 77 
WH062 Staff Development- Ancillary/Support 7850 Schedule C, line 78 
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Complete per instructions on the form. Social Security numbers are not required for non-profit or 
governmental facilities. 

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

(I) 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 owner of a facility by one of 
the following relationships: 

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

Brother-in-law, or sister-in-law; 
(6) ·Grandparent or grandchild; 
(7) Foster caregiver, foster child, foster brother, or foster sister. 

(2) Common ownership 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 provider 
and a supplier. Significant ownership or equity is presumed to exist when an individual or 
individuals possess ten per cent ownership or equity in both the provider and another 
organization from which the provider purchases or leases real property. 

(3) Control exists when an individual or organization has the power, directly or indirectly, to 
significantly influence or direct the actions or policies of an organization. 

Partnership - An association of two or more persons or entities that conduct a business for profit as 
co-owners. A partnership cannot exist beyond the lives of the partners. The partners are taxed as 
individuals and are personally liable for torts and contractual obligations. Active partners are 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 of any one of the partners. A contract entered into by two or more 
persons in which each agrees to furnish a part of the capital and labor for a business enterprise and by 
which each shares in some fixed proportion in profits and losses. 

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

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

17. Schedule E, Balance Sheet 

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

18. Schedule E-1, (Optional) Equity Capital of Proprietary Providers 

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

Lines 1 through 21 -Calculate equity. 

NOTE: Lines 8 through 21 -Must specifically identify any amounts entered. An example of amounts 
that may be included on these lines is inter-company accounts. 

19. Attachment 6, Wage and Hour Survey 

Complete Attachment 6 per instructions to provide necessary information on the wage and hour 
supplement. There must be corresponding hours listed ·if wages are indicated. 

NOTE: Wages are to include wages for sick pay, vacation pay, and other paid time off as well as any 
other compensation paid to the employee. Please do not include contract wages or negative 
wages on this form. Except as noted below, the amounts reported in column (C) must agree 
to the corresponding account numbers on Schedules B-2 and C, column 1. 
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In circumstances involving related party transactions or adjustments due to home office 
wages, the amounts reported in column (C) may not agree to the corresponding account 
numbers on Schedules B-2 and C, column 1. If the amounts reported do not agree, please 
explain the reason for the difference on Attachment 3, Exhibit 5 (or greater [i.e., Exhibit 6, 
Exhibit 7, etc.]) 

20. Attachment 7, Addendum for Disputed Cost 

This attachment is for the reporting of costs as specified in the ORC that the provider believes should 
be classified differently than as reported on the cost report. Enter in the "Reclassification From" 
column the specific account title and chart number as entered on the cost report, as well as costs 
applicable to columns 1 through 3. Enter in the "Reclassification To" column the schedule, line 
number, and reason you believe these costs should be reclassified. 

21. Attachment 8, Employee Retention Rate 

• Line 1 -Number of employees refers to the number of people on the payroll at the beginning of 
the cost reporting period. For example, an employee who works 20 hours per week is counted as 
one employee, just as one who works 40 hours per week. 

• Line 2 - Of the employees counted in Line l, the number still employed at the end of the cost 
reporting period. 

• Line 3 - Round to 4 decimal places. 

• Lines 4-6- These lines are to be used for CY 2015 only. The answers are used to determine if a 
facility meets the employee retention quality indicator. 

• Line 4- Number of employees on the payroll that includes the date July 1, 2015. 

• Line 5 - Of the employees counted in Line 4, the number still employed at the end of the cost 
reporting period. 

• Line 6 - Round to 4 decimal places. 

Preferences for Everyday Living Inventory (PELI) - In the Preferences for Everyday Living 
Inventory (PELI) section, indicate whether the nursing facility uses the PELI for all of its residents. 
The facility may use either the full or mid-level nursing home version of the PEL I. 
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Chain organizations are generally defined as multiple providers owned, leased, or through any other 
devise, controlled by a single organization. For Medicare and/or Medicaid purposes, a chain 
organization consists of a group of two or more health care facilities or at least one health care facility 
and any other business or entity owned, leased, or, through any other device, controlled by one 
organization. Chain organizations include, but are not limited to, chains operated by for­
profit/proprietary organizations and chains operated by various religious, charitable, and governmental 
organizations. A chain organization may also include business organizations engaged in other 
activities not directly related to health care. 

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

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

• Maintains and centrally controls individual provider cost reports and fiscal records. 

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

All providers that are currently part of a chain organization or that are joining a chain organization 
must complete this section with information about the chain home office. 

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

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

Complete the appropriate fields in this section: 

• Furnish the legal business name and tax identification number of the chain home office as 
reported to the IRS. 
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• Furnish the street address of the home office corporate headquarters. Do not give a P.O. 
Box or Drop Box address. 

C. Provider's Affiliation to the Chain Home Office- If this section is being completed to report a 
change to the information previously reported about the provider's affiliation to the chain home 
office since the last cost reporting period, check "Change," and provide the effective date of the 
change. 

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

All cost reports submitted by the provider must contain a completed certification signed by an 
administrator, owner, or responsible officer. The original signature must be notarized. 

If the cost report preparer is a company, complete the "Report Prepared by (Company)" line 
only. If the cost report is completed by an individual, complete the "Report Prepared by 
(Individual)" line only. 
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Ohio Department of Medicaid 
MEDICAID NURSING FACILITY COST REPORT 

Type of Cost Report Filing. (Please check one of the following) 
4.1 Year-End 4.5 Final 

__ 4.2 New Facility 4.6 Amended 

INSTRUCTIONS: This cost report must be postmarked pursuant to Ohio Administrative Code. Failure to file timely will result in reduction of the 
current prospective rate by two dollars ($2.00) per patient per day. This rate reduction shall be adjusted for inflation in accordance with Ohio 
Revised Code. Read instructions before completing the form. PLEASE ROUND TO THE NEAREST DOLLAR FOR ALL ENTRIES MADE ON 
THIS COST REPORT. When completed, submit a diskette or compact disc to Ohio Department of Medicaid, Deputy 
Director's Office, Cost Reporting Unit, P.O. Box 182709, Columbus, Ohio 43218-2709 

Page 1 
Schedule A 

1 of2 

Provider Name (DBA) I National Provider Identifier Medicaid Provider Number CMS Certification Number 
##-#### 

Complete Facility Address: Federal Tax ID Number Period Covered by Cost Report 
Address (1) 
Address (2) ODH ID Number From: 
City State of Ohio 
Zip Code County Through: 

I " ~ " 
!:1 i, . ,;}it . , :.:;:•;::,,····:~ w . ' " " ,, -·~ , .. ,' . 

For Profit Name of Legal Entity 

-- Sole Proprietorship (1.1) Address (1) 

-- Partnership (1.2) Address (2) 

-- 1. General City 

-- 2. Limited Zip Code State 
__ 3. Limited Liability Partnership 

Corporation (1.3) • -- ",~r. ',, ,, if. .., 

-- Publicly Traded Company (1.1 0) Name 

-- Limited Liability Company (1.5) Address (1) 

-- Business Trust (1 .6) Address (2) 

-- Other (Specify): {1.{ City 
Zip Code State 

Location of Entity, Organization, or Incorporation: 
If facility has a For Profit type of control, check one below: . m 

__ Domestic (1.8) 
Check all that apply: 

Foreign (1 .9) Location: 
Non-Profit __ a. Physical Rehab Hospital Based 

-- Domestic Non-Profit Corporation (2.4) __ b. General/Acute Hospital Based 

-- Domestic Non-Profit LLC (2. 7) __ c. Long Term Acute Care Hospital (L TACH) Based 

-- Foreign Non-Profit Corporation: Location: (2.5) -- d. Continuing Care Retirement Center (CCRC) or 

-- Foreign Non-Profit LLC: Location: (2.8) Life Care Community 

-- Other (not yet defined "non-profit" entity) Specify: (2.6) -- e. Other Assisted Living/Nursing Home Combination 
f. Religious Non-Medical Health Care Institution (RNHCI) 

Non-Federal Government __ g. Free Standing 
__ State (3. 1) -- h. Combined with ICF-MR and/or Outlier Unit 
__ County (3.2) -- i. Other (Specify): 

-- City (3.3) 

-- City- County (3.4) 

-- other (Specify): (3.6) 

ALL PATIENTS Medicaid Certified Beds Only Total Facility Licensed Beds 
(1) (2) 

1 . Licensed beds at beginning of period 
•• 2. Licensed beds at end of period 

3. Total bed days available 
4. Total inpatient_days 
5. Percentage of occupancy (line 4 divided by line 3 X 100) 
6. Ancillary/Support allowable days (greater of line 4 or .9 X line 3) 

OHIO MEDICAL ASSISTANCE PROGRAM PATIENTS 
7. Total patient days (from Schedule A-1, line 13, column-6) 
8. Utilization Rate (line 7 divided by line 4, col. 1 X 100) 

**IF LINE 2 IS DIFFERENT FROM COL. 1, LINE 1, NOTE DATE OF CHANGE ___ AND NUMBER OF BEDS INVOLVED IN CHANGE 
**IF LINE 21S DIFFERENT FROM COL 1, LINE 1, NOTE DATE OF CHANGE AND NUMBER OF BEDS INVOLVED IN CHANGE 
**IF LINE 21S DIFFERENT FROM COL 1, LINE 1, NOTE DATE OF CHANGE AND NUMBER OF BEDS INVOLVED IN CHANGE 

**IF LINE 21S DIFFERENT FROM COL 2, LINE 1, NOTE DATE OF CHANGE ____ AND NUMBER OF BEDS INVOLVED IN CHANGE 
**IF LINE 21S DIFFERENT FROM COL 2, LINE 1, NOTE DATE OF CHANGE AND NUMBER OF BEDS INVOLVED IN CHANGE 
**IF LINE 2 IS DIFFERENT FROM COL 2, LINE 1, NOTE DATE OF CHANGE AND NUMBER OF BEDS INVOLVED IN CHANGE 
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box: 

CHAIN HOME OFFICE/CERTIFICATION BY OFFICER OF PROVIDER 

Medicaid Provider Number 

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

1. __ Joint Venture I Partnership 3. __ Managed I Related 5. Leased 
2. __ Operated I Related 4. __ Wholly Owned 6. __ Other (Specify): 

In accordance with the Medicaid Agency Fraud Detection and Investigation Program rule 42 CFR 455.18 
all cost reports submitted to the Ohio Department of Medicaid will be certified as follows: 

MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT, OR CONCEALMENT OF 

Page2 
Schedule A 

2 of 2 

A MATERIAL FACT, MAY BE PROSECUTED UNDER FEDERAL AND STATE LAWS AND 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 and supporting schedules and 
attachments prepared for (name of provider) , Medicaid Provider Number ---:c-:-----
for the cost report period beginning and ending and that to the best of my knowledge and belief, 
it is a true, accurate, and complete statement prepared from the books and records of the provider(s) in accordance with applicable instructions, 
except as noted. 

Signature of Owner, Officer, or Authorized Representative of Provider Date of Signature 

Print or Type Name of Owner, Officer, or Authorized Representative of Provider 
(Last) (First) (M.I.) 

Title l:elephone Number I Email Address 
Area code ( ) 

Report Prepared by (Company) 

Report Prepared by (Individual) \Title 
(Last) (First) (M.I.) 

Address 

City, State, Zip Code 

Telephone Number of Person Preparing Cost Report Email Address 
Area Code ( l 

Location of Records or Probable Audit Site Telephone Number for Audit Contact Person 
Area Code ( ) 

Address County 

City JState Zip Code 

NOTARIZED 
Subscribed and duly sworn before me according to law, by the above named officer or administrator this ___ day of _____ _ 
20 at , county of , and state of 

Signature of Notary 
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Provider Name 

SUMMARY OF INPATIENT DAYS 

Medicaid Provider Number Reporting Period 
From: 

INSTRUCTIONS: All data must be stated on a service date (accrual) basis. For example, January data would include only the applicable 
days and billings for services rendered during January. Nursing facilities must report each medically necessary leave day and limited 
absence as either 50% or 18% of an inpatient day. Please refer to the Ohio Administrative Code for details. 

Throuah: 
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Page3 

Schedule A-1 

Number Medicaid Patients Non-Medicaid Patients Total 
of Fee-For- MyCare Hospital Therapeutic Total Medicaid Managed Private Medicare MyCare Veterans and Inpatient 

Medicaid Service Medicaid Leave Leave Days Care Days Days Medicare Other Days _Days 
Certified Days Days Days Days (sum cols. 2-5) Days Days (sum cols. 6-

Beds (@50%) (@50%) 11) 
(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) 

1. Jan 

2. Feb 

3. Mar 

4. Apr 

5. May 

6. Jun 

7. Jul 

8. Aug 

9. Sep 

10. Oct 

11. Nov 

I 

12. Dec 
I 

13. TOTAL 
sum of 
lines 1 
through 

12 
Schedule A, Schedule A, 

page 1, line 7, page 1, line 4, 
column2 column 1 

Note' Round all leave days to two decimal places. 
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DETERMINATION OF MEDICARE PART B COSTS TO OFFSET 

Medicaid Provider Number Reporting Period 
From: 
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Page4 

Schedule A-2 

Throu h: 

INSTRUCTIONS: Enter gross charges for resident days reported in Schedule A-1 and Attachment 4. These gross charges must be reported from a 
uniform charge structure applicable to all residents. 

Description Private Medicare Veteran Medicaid Total Revenue 
Part A 

Source 100% 

100% 
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SUMMARY OF COSTS 

Provider Name Medicaid Provider Number 

REIMBURSABLE COSTS 

TAX COST CENTER 

1. Tax Cost 

DIRECT CARE COST CENTER 

2. Direct Care Cost 

ANCILLARY/SUPPORT COST CENTER 

3. Ancillary/Support Cost 

7. 

RECONCILIATION OF COSTS 

Schedule I Total 

Schedule 
Reference 

Adjustments: 

Line# Increases (Decreases) 
(1) (2) 

8. B1/5 col3 col4 

9. B2/58 col3 col4 
10. C/96 col3 col4 
11. D/12 col3 col4 
12. D/18 col3 col4 

13. Totals $ (A $ 
14. Less Non-reimbursable from Schedule C, page 3, line 95 ..................................... ....... 
15. Total Reimbursable ......................................................................................................... 

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

NOTE: Round all cost data to the nearest whole dollar. 

ODM 02524N (REV. 12/2015) 

..... 

Reporting Period 
From: 

Sub 
Total 

col 5 
col 5 

col 5 
col 5 
col 5 

(Bl $ 
col5 ( 

........ $ 

Adjusted Total 

(3) 
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Schedule A-3 

Throu h: 

) 

Total 
Cost 

(Opt.) Allocated 
Adjusted Total 

(4) 

col7 
col7 
col7 
col7 
col7 

$ 
col7 ( 

$ 

) 

{C 
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TAX COSTS 

Medicaid Provider Number 

TAX COSTS 

••• If allocation is used, limit the precision to four places to the right of the decimal. 

Note: Round all cost data to the nearest whole dollar. 
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Alloc. 
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DIRECT CARE COSTS 

Medicaid Provider Number 

DIRECT CARE COSTS 

Line 13 Other Direct Care- Soecifv below 
Salary Other 

Account Title Column 1 Column 2 

TOTAL (must tie to line 13, Columns 1 and 2) 

Enter home office costs on line 14 only. They are not to be distributed to any other line on this schedule. 

If allocation is used, calculate the allocation ratio to four places to the right of the decimal. 

Note: Round all cost data to the nearest whole dollar. 
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DIRECT CARE COSTS 

Medicaid Provider Number 

DIRECT CARE COSTS 

If allocation is used, the allocation ratio should be calculated to four places to the right of the decimal. 

Note: All cost data should be rounded to the nearest whole dollar. 
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Reporting Period 
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ANCILLARY/SUPPORT COSTS 

ANCILLARY/SUPPORT 

Medicaid Provider Number 

Other/ 
Contract 

Total 

If allocation is used, the allocation ratio should be calculated to four places to the right of the decimal. 
Note: All cost data should be rounded to the nearest whole dollar. 
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ANCILLARY/SUPPORT COSTS 

Medicaid Provider Number 

ANCILLARY/SUPPORT 

Home office costs are to be entered on line 65 only. They are not to be distributed to any other line on this schedule. 

s Line-63 Other Ancillarv/ upport 
Salary Other 

Account Title Column 1 Column 2 

TOTAL (must tie to line 63, Columns 1 and 2) 

••• If allocation is used, the allocation ratio should be calculated to four places to the right of the decimal. 
Note: All cost data should be rounded to the nearest whole dollar. 
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ANCILLARY/SUPPORT COSTS 

Medicaid Provider Number 

ANCILLARY/SUPPORT 

Line 85 Other Non Reimbursable -
Salary Other 

Account Titie Column 1 Column 2 

TOTAL (must tie to line 85, Columns 1 and 2) 

*** If allocation is used, the allocation ratio should be calculated to four places to the right of the decimal. 

Note: All cost data should be rounded to the nearest whole dollar. 
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Provider Name 

SECTION A: 

ADMINISTRATORS' COMPENSATION 

Medicaid Provider Number Reporting Period 
From: Throu h: 

First Name of Administrator I last Name of Administrator !Administrator License Number* I Social Security Number 

Relationship to Provider 

Is the administrator an owner or a relative? Yes No 

1. Base percentage allowance 

2. Years of work experience in related work area, if administrative, must be in 
health care field (not to exceed 10 years). Times4 = 

3. Years of formal education beyond high school (not to exceed six years if 
baccalaureate degree is obtained or four years if baccalaureate in not obtained ) Times 5 = 

3.1 Was baccalaureate degree obtained? Yes No 

4. Duties other than those normally performed by this position where a salary is not declared (not to exceed 
four extra duties) 

a. Accounting 

I I 

b. Maintenance 
c. Housekeeping 
d. Other - specify 
e. Other- specify 

Total Duties Times4 = 

5. County Adjustment 

6. Ownership Points 

7. Subtotal of lines 1 through 6 

8. Allowance Percentage (enter line 7, not to exceed 150%). 

SECTION B: 

I 

I 

I 

I 

I 

I 

I 

I 

This Administrator's Dates of Employment Paid Weekly Compensation 
During This Reporting Period Hrs. % Account Column 

** Number Number 
Beginning Date Ending Date *** 

(MMDDYY) (MMDDYY) 
(1) (2) (3) (4) (5) (6) 

TOTAL COMPENSATION 

* Administrators of hospital based nursing facilities report Social Security number. 

Report the number of hours consistent with the amount of compensation reported. If the amount in column (7) is allocated, hours paid 
must be allocated using the same ratio. 

*** This schedule must be completed for all administrators regardless of whether the administrator's salary is reported in account number 
7600 or account number 7695. (Use only account number 7600 or 7695, whichever is appropriate.) 

Page 12 

Schedule C-1 

100% 

% 

% 

% 

% 

% 

% 

% 

Amount 

(7) 
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Provider Name 

OWNERS'/ RELATIVES' COMPENSATION 

OTHER THAN COMPENSATION FOR FACILITY ADMINISTRATOR DUTIES 

Medicaid Provider Number Reporting Period 

From: 

INSTRUCTIONS: If no compensation is reported do not complete this form, otherwise all items within this schedule must be completed. 

However, Social Security numbers are not required for non-profit or governmental facilities. Detail owners' andior relatives' 

compensation included on Schedules B-2 and C net of applicable Column 4 adjustments. 

Individual's Social Security Position Relationship Years Dates of Employment 

Throuah: 

Paid Weekly 

Attachment 4.19-D 
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Schedule C-2 

1 of2 

Com ~ensation 

Name Number Number to of During this Reporting Hours % Account Col. Amount 

* * Owner Exper. Period * Number No. 

Beginning Ending 

(1) (2) (3) (4) (5J .f6J (6) (8} (])_ (10) (11) (12) 

*Report the number of hours consistent with the amount of compensation reported. If the amount in column 12 is allocated, hours paid must be allocated the same way. 

* * See cost report instructions: pages 23, 24, and 25 for position numbers. 
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OWNERS'/RELATIVES' COMPENSATION 

Provider Name Medicaid Provider Number Reporting Period 
From: Throuah: 

Attachment 4.19-D 
Supplement 1 

Page 44 of 61 

Page 14 

Schedule C-2 

2 of2 

INSTRUCTIONS: All items within this schedule must be completed. However, Social Security numbers are not required for non-profit or governmental facilities. List all compensation 

received from other long-term care facilities in the Medicaid program (in Ohio or other states) by persons listed on Schedule C-2, page 1 of 2, and/or owning a 5% or more interest in this facility. 

Individual's Name Social Security Facility Name Number Medicaid Paid Weekly Amount of 

Number of Beds Provider Number Hours % Compensation . 
(1) (2) (3) (4) (5) (6) (7) (8) 

------ --·--

Report the number of hours consistent with the amount of compensation reported. If the amount in column 8 is allocated, hours paid must be allocated the same way. 

ODM 02524N (REV. 12/2015) 
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5165.10.003 Appendix A 

COST OF SERVICES FROM RELATED PARTIES 

Provider Name Medicaid Provider Number Reporting Period 

From: 

Attachment 4.19-D 
Supplement 1 

Page 45 of61 

Throuoh: 

Page 15 

Schedule C-3 

1 of3 

1. In the amount of costs to be reimbursed by the Ohio Medicaid program, are any costs included which are a result of transactions with a related party? * 

Yes --- No If yes, complete item 2. 

2. Does this cost report include payments to related parties in excess of the costs to the related party? 

Yes --- No If yes, complete the table below. ---

Name of Owner Social Name of Federal Percent Account Item Actual Cost Cost to 

Security Related I D. Ownership Number Claimed on this Related Party 

No. Party No. Cost Report 
(1) (2) (3) (4) (5) (6) ill (8) (9) 

* For further explanation see Ohio Administrative Code. 

Note: Social Security numbers are not required for non-profit or governmental facilities. 

ODM 02524N (REV. 12/2015) TN 16-006 Approved MAY 31 2016 
Supersedes 

TN 13-022 Effective 02/03/2016 
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COST OF SERVICES FROM RELATED PARTIES 

Provider Name Medicaid Provider Number Reporting Period 
From: Throuah: 

Attachment 4.19-D 
Supplement 1 

Page 46 of61 

Page 16 

Schedule C-3 
2 of3 

3. List each individual, partner, related corporation, or related LLC that owns, in whole or in part, any mortgage or deed of trust of the facility or of any property or asset of the provider. 
(All individuals owning greater than 10% of the land or building, and/or greater than 5% of non real estate business, etc., must be identified by name and Social Security number.) * 
Note: Social Security numbers are not required for non-profit and governmental facilities. 

Name SSN or Fed ID # Address 

4. List all persons performing the duties of officer, director or equivalence (President, VP, Secretary, or other related positions). 
Note: Social Security numbers are not required for non-profit and governmental facilities. 

Name Social Security Number Job Title (if applicabl~ 

5. List all other facilities that have related ownership as set forth in Section 5111.20 of the ORC. 

I Provide_r: Name I prgvider Number Lf'.lumber of B~ ... ____ Provider Name I Provider Number I Number of Beds 

* For further explanation see Ohio Administrative Code. 

ODM 02524N (REV. 12/2015) TN 16-006 

TN 13-022 

Approved MAY 3 1 2016 
Supersedes 
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Provider Name 

COST OF GOODS OR SERVICES FROM RELATED PARTIES 

Medicaid Provider Number Reporting Period 
From: Throuah: 

Attachment 4.19-D 
Supplement 1 

Page 47 of61 

Page 17 

Schedule C-3 

3 of3 

6. Has any director, officer, manager, employee, individual or organization having a direct or indirect ownership interest of 5% or more, been convicted of a criminal or civil offense related to their 
involvement in programs established by Title XVIII (Medicare), Title XIX (Medicaid), or Title XX of the Social Security Act as amended? 

Yes No If yes, list names below: Note: Social Security numbers are not required for non-profit and governmental facilities. 

Name Name Social Securit Number 

7. Has any individual currently under contract with the provider or related party organization been employed in a managerial, accounting, auditing, legal, or similar capacity by the Ohio Department of 
Medicaid, the Ohio Department of Job and Family Services, the Ohio Department of Health, Office of the Attorney General, the Ohio Department of Aging, the Ohio Department of Commerce, 

or the Ohio Industrial Commission within the previous twelve months? 

Yes No If yes, list names below: Note: Social Security numbers are not required for non-profit and governmental facilities. 

Name Name Social Securi Number 

8. List all contracts in effect during the cost report period for which the imputed value or cost of goods or services from any individual or organization is ten thousand dollars or more in a twelve 

month period. 

Contractor Name Contract Amount 

ODM 02524N (REV. 12/2015) 

Goods or Services Provided 

TN 16-006 

TN 13-022 

Approved MAY 3 1 Z016 
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CAPITAL COSTS 

Provider Name 

Attachment 4.19-D 
Supplement 1 

Page 48 of61 

Page 18 

ScheduleD 

Medicaid Provider Number Reporting Period 
From: Throu h: 

INSTRUCTIONS: Facilities that did not change operator on or after 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 

CAPITAL COSTS 
Chart of 
Account 

Total 
Increase 

(Decrease) 
Total 

[Col 3 + Col 4] 

** Home Office Costs are to be entered on line 11 only. They are not to be distributed to any other line in Group A. 

Allocated 
Adjusted Total 
[Col 5 X Col 6] 

GROUPS ASSETS ACQUIRED THROUGH A CHANGE OF OPERATOR 

INSTRUCTIONS: Facilities, other than leased facilities, that changed operator on or after 7/01/93 use this group to report expenses incurred through 
a change of operator on or after 7/01/93. 
Leased facilities that changed operator on or after 5/27/92 use this group to report expenses incurred through a change of operator on or after 5/27/92. 
[Use column (4) to adjust reported costs to the allowable costs as defined in Ohio Administrative Code.] 

CAPITAL COSTS 
of 

Account 
Total Adjustment 

Increase 
(Decrease) 

••• If allocation is used, the allocation ratio should be calculated to four places to the right of the decimal. 

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

ODM 02524N (REV. 12/2015) 

Adjusted 
Total 

[Col 3 + Col 4] 

TN 16-006 

TN 13-022 

Alloc. Allocated 
Adjusted Total 
[Col 5 x Col 6] 

A d 
MAY 3 1 20\6 pprove 

Supersedes 
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5165.10.003 Appendix A 

Provider Name 

ANALYSIS OF PROPERTY, PLANT AND EQUIPMENT 

Medicaid Provider Number Reporting Period 
From: 

INSTRUCTIONS: Facilities that did not change operator on or after 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 

Date Cost at Additions Cost at End Accumulated 
ACCOUNT Acquired Beginning 0~ of Period Depreciation 

of Period Reductions (Col 2 + Col 3) End of Period 
(1) {2) (3) (4) (5) 

1. Land 
2. Buildings 
3. Land Improvements 
4. Leasehold Improvements 
5. Eguipment 
6. Trans;portation 
7. Financing Costs 
8. TOTAL 

NONEXTENSIVE RENOVATIONS 

INSTRUCTIONS: Complete for nonextensive renovations in use during cost report period and completed prior to 7/1/05. 

Cost at Additions Project Cost Accumulated Net Book Value 
ACCOUNT Beginning or End of Period Depreciation End of Period 

of Period Reductions (Col 1 + Col 2) End .of Period (Col 3 - Col 4) 
(1) (2) (3) (4) _(5) 

9. Depreciation/Amoritzation and Interest 
10. TOTAL 

GROUP B ASSETS ACQUIRED THROUGH A CHANGE OF OPERATOR 

Attachment 4.19-D 
Supplement 1 

Page 49 of 61 

Page 19 

Schedule D-1 

Throu h: 

Net Book Value Depreciation 
End of Period this 
(Col 4 - Col 5) Period 

(6) (7) 

Depreciation/ Interest Total 
Amortization this Columns 

this Period Period ( 6 + 7) 
(6) (7) (8)** 

INSTRUCTIONS: Facilities, other than leased facilities, that changed operator on or after 7/01/93 use this group to report expenses incurred through 
a change of operator on or after 7/01/93. 

ACCOUNT 
Date 

Acquired 
Cost at 

Beginning 
of Period 

Has there been any change in the original historical cost of capital assets? 

ODM 02524N (REV. 12/2015) 

Additions 
or 

Reductions 

Cost at End 
of Period 

(Col 2 + Col 3) 

Accumulated 
Depreciation 
End of Period 

Net Book 
End of Period 
(Col 2 - Col 5) 

____ YES ____ NO 

If yes, submit complete detail. 

this 
Period 

TN 16-006 ApproveJJ1AY 3 1 2016 
Supersedes 

TN 13-022 Effective 02/03/2016 
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CAPITAL ADDITIONS/DELETIONS 

Provider Name Medicaid Provider Number Reporting Period 
From: 

Attachment 4.19-D 
Supplement 1 

Page 50 of61 

Page 20 

Schedule D-2 

Throuoh: 

INSTRUCTIONS: The completion of this schedule is optional if the detailed depreciation schedule submitted contains all the information required in D-2 with the exception of columns 8 and 11. 
Entries into columns 12 and 13 are mandatory only in the event of asset deletions. 

Asset Asset Date Date Method Acquisition 
Description Account Acquired Disposed of Cost 

Title (MM/DDIYY) (MM/DDIYY) Depree. 
J1) (2) (3) (4) (5) (6) 

TOTAL 

NOTE: Columns 6, 9, 10, and 11 should tie to Schedule D-1 Capital Cost for each column. 

ODM 02524N (REV. 12/2015) 

Useful Annual Depreciation 
Life Depreciation for 

C/R Period 
(7) (8) (9) 

C/R Period Net 
Ending Accum Book 
Depreciation Value 

(10) (11) 

TN 16-006 

TN 13-022 

Sales Gain or (Loss) 
Price on Disposal 

(12) (13) 

Approved MAY 3 1 2016 
Supersedes 

Effective 02/03/2016 



5165.10.003 Appendix A 

BALANCE SHEET 

Medicaid Provider Number 

Line 33 Other Liabilities 

Account Title 

TOTALS (must tie to line 33) 

ODM 02524N (REV. 12/2015) 
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Page 21 

Schedule E 

I----

Beginning of Period End of Period 

TN 16-006 

TN 13-022 

ApprovedMAY 3 1 2016 
Supersedes 

Effective 02/03/2016 
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Supplement I 
Page 52 of61 

Page22 

EQUIW CAPITAL OF PROPRIETARY PROVIDERS Schedule E-1 · 

Provider Name: 

SECTION A: TOTAL EQUITY 

TOTAL EQUITY 

1. Capital (from Sch. E line 42) 
2. Due from Owners/Officers (from Sch. E line 21) 
3. Related Party Loans - Interest Non-Allowable (from Sch. E, line 37) 
4. Non-Interest Bearing Loans from Owners (from Sch. E line 38) 
5. Eauitv in Assets Leased from Related Partv {attach detail) 
6. Home Office Equity (attach detail\ 
7. Cash Surrender Value of Life Insurance Policy 
8. Other, Specify: 
9. Other Speci 'y: 
10. Other Speci v: 
11. Other Soeci v: 
12. Other Speci 'y: 
13. Other Speci 
14. Other Speci 
15. Other Speci 
16. Other, Soeci 
17. Other, Soeci 
18. Other Soeci 
19. Other, Speci 
20. Other Speci 'y: 
21. Other, Specify: 
22. TOTAL Equity 

ODM 02524N (REV. 12/2015) 

Reporting Period 
From: Throu h: 

BALANCE PER BOOKS 
Beginning of Period End of Period 

(1) 

( 

( 

TN 16-006 

TN 13-022 

(2) 

ll( l 

l I< ) 

Approved MAY 3 1 2016 
Supersedes 
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Attachment 4.19-D 
Supplement 1 

Page 53 of61 

Page 23 

REVENUE TRIAL BALANCE Attachment 1 
1 of3 

Provider Name Medicaid Provider Number Reporting Period 
From: Throu h: 

Chart of Total Adjustments Adjusted 
REVENUE ACCOUNT NAME Account Increase Total 

(Decrease) (Col. 2 + Col. 3) 
. (1) (2) (3) (4) 

ROUTINE : - ROOM AND BOARD 
1. Private 5010 
2. 5011 
3. Medicaid 5012 
4. lo+o.,nc. 5013 
5. Other 

~ 6. TOTAL. Routine Service- Room and Board (lines 1 through 5) 
DEDUCTIONS FROM REVENUES 

17. II 
18. 61 5720 
19. II 5730 
110. Charity "'"uw"'""" 

* 
111. TOTAL n ......... tinn,. from ~ .. v""""" (lines 7 throuoh 10) 

.-.._""r 
112. Physical Therapy 
113 '"'"'"n<>Hnn<>l Therapy 5030 
114. Speech Therapy 5040 
115. Ao uiinlntn. Therapy 5050 
[16. """"~'""''v'.Y Therapy ~ 
[17. TOTAL (lines 12 through 16) 

MFniC4 !':IlPPI IF!': 
18. , B- ToSch. A-2, Line 1a, Col. 2 5070-1 
19. • B-Other ToSch. A-2, Line 1a,Col.3 5070-2 
20. Private To Sch. A-2, Line 1 a, Col. 4 5070-3 
21 •A To§ch. A-2, Line 1 a, Col. 5 5070-4 
22. lo+or<Onc. ToSch. A-2, Line 1a, Col. 6 5070-5 
23. Other ToSch. A-2. Line 1a. Col. 6 5070-6 
24. Medicaid ToSch. A-2, Line 1a. Col. 7 5070-7 
25. Medical Supplies- Routine 5080 
26. Supplies ~ 
27. TOTAL Medical !':nnnn .... (lines 18 through 26) 

MFniC41 MINOR FOIIIPMFIIIT 
:28 8- ToSch. A-2. Line 2a, Col. 2 5090-1 
129. B-Other ToSch. A-2. Line 2a, Col. 3 5090-2 
130. Private ToSch. A-2, Line 2a, Col. 4 5090-3 
131. A To Sch. A-2, Line 2a,Gol. 5 5090-4 
132. Veterans ToSch. A-2, Line 2a, Col. 6 5090-5 
133. Other To Sch. A-2, Line 2a, Col. 6 5090-6 
134. ToSch. A-2, Line 2a, Col. 7 5090-7 
135. Medical Minor "'"u'~'"'c"'- Routine 5100 
[36. TOTAL Medical Minor Fnuinrn .. nt (lines 28 through 35) 

ODM 02524N (REV. 12/2015) 

TN 16-006 Approved MAY 31 2016 
Supersedes 

TN 13-022 Effective 02/03/2016 
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Attachment 4.19-D 

Supplement 1 
Page 54 of61 

REVENUE TRIAL BALANCE 

Page 24 

Attachment 1 
2 of3 

Provider Name Medicaid Provider Number Reporting Period 
From: Throu h: 

Chart of Total 1\~justments Adjusted 
REVENUE ACCOUNT NAME Account Increase Total 

(Decrease) (Col. 2 + Col. 3) 
(1) (2) (3) (4) 

ENTERAL NU"II'(IIIVrt n<::l'<l\r 

37. · B - Medicaid ToSch. A-2, Line 3a. Col. 2 5110-1 
38. B-Other ToSch. A-2, Line 3a, Col. 3 5110-2 
39. Private ToSch. A-2, Line 3a. Col. 4 5110-3 
.40 A ToSch. A-2, Line 3a, Col. 5 5110-4 
i41 Veterans ToSch. A-2. Line 3a. Col. 6 5110-5 
142 Other ToSch. A-2, Line 3a, Col. 6 5110-6 
113 Medicaid ToSch A-2, Line 3a, Col. 7 5110-7 
144. Enteral Nutrition Therapy- Routine 

~ 145. TOTAL Enteral .... •'" 1Therapy (lines 37 through 44) 
OTHER ANC:II IARY 

146. Suoolv 140 
147. Personal Care I 5150 I 
148. Laundry Service- Routine 

(Iii/ 149. TOTAL Other An .. m ..... Service (lines 46 through 48) 
OTHER 

ISO. Drv Cleaning Service 
51 Communications 5320 
52. Meals 5330 
53. Barber and Beauty 5340 
54. Personal ;- 5350 
55. 5360 
56. L 5370 
157. Oxygen 5380 
158 Legend Drugs 5390 
159. Other - Specify below 5400 
ISO. TOTAL Other ... (lines 50 through 59) 

Line 59 Other 
Account Title Amount 

TOTAL (must tie to line 59, Column 2) 

ODM 02524N (REV. 12/2015) 

TN 16-006 Approved MAY 3 1 2016 
Supersedes 

TN 13-022 Effective 02/03/2016 
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REVENUE ACCOUNT NAME 

ODM 02524N (REV. 12/2015) 

Attachment 4.19-D 
Supplement 1 

Page 55 of 61 

Page 25 

REVENUE TRIAL BALANCE Attachment 1 

Medicaid Provider Number Reporting Period 
From: 

3 of3 

Chart of 
Account Increase 

(Decrease) 
Total 

(Col. 2 + Col. 3) 

TN 16-006 

TN 13-022 

MAY 31 2016 
Approved __ _ 

Supersedes 
Effective 02/03/2016 



5165.10.003 Appendix A 

ADJUSTMENT TO TRIAL BALANCE 

Provider Name Medicaid Provider Number 

Revenue Salary Other 
Chart of Increase Increase 

DESCRIPTION Account (Decrease) (Decrease) 
Number 

(1) (2) (3) 

1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
11. 
12. 
13. 
14. 
15. 
16. 
17. 
18. 
19. 
20. 
21. TOTAL 

ODM 02524N (REV. 1212015) 

Reporting Period 
From: 

Total 
Increase 

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

(4) 

Attachment 4.19-D 
Supplement 1 

Page 56 of 61 

Page 26 

Attachment 2 

Throu h: 

Expense Revenue 
Chart of Reference 
Account Attachment 1 
Number Line 

(5) 16) 

TN 16-006 Approved MAY 31 2016 
Supersedes 

TN 13-022 Effective 02/03/2016 
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Provider Name 

Exhibit 1. 

Exhibit 2. 

Exhibit 3. 

Exhibit4. 

Exhibit 5. 

ODM 02524N (REV. 12/2015) 

Attachment 4.19-D 
Supplement 1 

Page 57 of61 

MEDICAID COST REPORT SUPPLEMENTAL INFORMATION 

Medicaid Provider Number Reporting Period 
From: Throu h: 

As per the cost report instructions, any documentation (required by the Department or needed to 
clarify individual line items or groupings) must be submitted as hard copy and labeled as an 
exhibit. To facilitate the reporting and review process of the submitted cost report (including 
exhibits), the Department requires that exhibits 1 through 4 shall be standardized according to the 
following criteria. Exhibits 1 and 2 .are required and shall be labeled accordingly. Exhibits 3 and 4, 
if needed, shall also be labeled accordingly. In certain situations, if exhibits 3 and 4 are not 
applicable, the corresponding exhibit number shall not be used. Any other additional exhibit 
attached will be labeled by number (beginning with 5). Exhibits 1 through 4 are reserved for the 
specific items as listed below. 

Please attach one copy of the following: 

Facility trial balance that details the general ledger account names as of December 31, 20CY. 

IF THE CHART OF ACCOUNTS IN APPENDIX A OF OHIO ADMINISTRATIVE CODE 
RULE 5160-3-42 IS NOT USED, IT IS THE RESPONSIBILITY OF THE PROVIDER TO RELATE ITS CHART 
OF ACCOUNTS DIRECTLY TO THE COST REPORT. 
(One copy with each cost report is required.) 

Complete and detailed depreciation schedules in a format as defined on schedule D-2 
of this cost report. (One copy with each cost report is required.) 

Home office trial balances and the allocation work sheets that show how the home office 
trial balance is allocated to each individual facility's cost report. 
Include the account groupings for each home office account. The allocation procedures 
are pursuant to CMS Publication 15-1, (If applicable - one copy with each cost report is required.) 

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

Any other documentation which is necessary to explain costs. 
Identify exhibits with cross references to applicable schedule and line number or item, 
example: Exhibit 5 references Schedule C, line 8, col. 4. 

Failure to cross-reference exhibits, to the applicable cost report schedule, line, and column 
qualify this report as being incomplete. Incomplete filings can result in penalties applied pursuant 
to Ohio Administrative Code. 

Page 27 

Attachment 3 
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Supersedes 

TN 13-022 Effective 02/03/2016 



5165.10.003 Appendix A 

WAGE AND HOURS SURVEY 

Provider Name Medicaid Provider Number 

INSTRUCTIONS: Report the number of hours consistent with the amount of compensation reported. 

Reporting Period 
From: 

Column (C): Enter wages (net of adjustments) paid to facility personnel (This must agree with the sum of column 1 on 
Schedules B-2, C and Attachment 2, column 2). 

Column (D): Enter total wages paid to an owner of the facility as reported on C-2 (This must agree with Schedule C-2). 

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

Column (F): Enter total hours that correspond with the total wages reported in column (C). 

Column (G): Enter total hours that correspond with the total wages reported in column (D). 

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

WAGE COST CENTERS 

Attachment 4.19-D 
Supplement I 

Page 58 of61 

Throu h 

Page 28 

Attachment 6 
1 of 2 
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WAGE AND HOURS SURVEY 

Medicaid Provider Number 

WAGE COST CENTERS 

ODM 02524N (REV. 12/2015) 
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Attachment 6 
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5165.10.003 Appendix A 

Provider Name 

ADDENDUM FOR DISPUTED COSTS 

Medicaid Provider Number Reporting Period 
From: Throu h: 

Attachment 4.19-D 
Supplement 1 

Page 60 of 61 

Page 30 

Attachment 7 

INSTRUCTIONS: This attachment is for the reporting of costs as specified in the Ohio Revised Code that the provider believes should be 
classified differently than required on the cost report. 

1. Enter in the "Reclassification From" columns the specific account title and chart number as entered on the cost report, as well as costs applicable 
to columns 1 through 3. 

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

Line Reason 
CURRENT COST CENTERS 

ODM 02524N (REV. 12/2015) 
TN 16-006 Approved MAY 3 1 2016 

Supersedes 
TN 13-022 Effective 02/03/2016 
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Employee Retention Rate 

Provider Name Medicaid Provider Number 

1. Number of employees_on first full payroll ending date of the cost reporting period 

Reporting Period 
From: 

2. Of those in Line 1, number of employees on last payroll ending date of the cost reporting period 

remaining from Line 1 

3. Employee Retention Rate ((Line 2 divided by Line 1)*100%) 

For CY 2015 Only: 

4. Number of employees on the payroll that includes the date 7-1-2015. 

5. Of those in Line 4, number of employees on last payroll ending date of the cost reporting period 

6. Employee Retention Rate ((Line 5 divided by Line 4)*100%) 

Preferences for Everyday Living Inventory !PELII 

Does the nursing facility utilize the full or mid-level nursing home version of the 

Preferences for Everyday Living Inventory (PELI) for all of its residents? 

ODM 02524N (REV. 12/2015) 

____ Yes 

Attachment 4.19-D 
Supplement 1 

Page 61 of61 

Page 31 

Attachment 8 

Throu h: 

____ No 
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Sec. 5111.27. (A) The department of job and family services shall conduct a desk review of each cost 
report it receives under section 5111.26 of the Revised Code_ Based on the desk review, the department 
shall make a preliminary determination of whether the reported costs are allowable costs_ The 
department shall notify each provider of whefber any of fbe reported costs are preliminarily determined 
not to be allowable. the rate calculation under sections 511 L20 to 5111.33 of the Revised Code that 
results from that determination, and the reasons for the determination and resulting rate. The department 
shall allow the provider to verify the calculation and submit additional information_ 

(B) The department may conduct an audit, as defined by rule adopted under section 5111.02 offbe 
Revised Code, of any cost report and shall notify the provider of its findings. 

Audits shall be conducted by auditors under contract with or employed by the department The decision 
whether to conduct an audit and the scope of the audit, which may be a desk or field audit, shall be 
determined based on prior performance of the provider and may be based on a risk analysis or other 
evidence that gives the department reason to believe fbat the provider has reported costs improperly_ A 
desk or field audit may be performed annually, but is required whenever a provider does not pass the 
risk analysis tolerance factors_ The department shall issue fbe audit report no later than three years after 
the cost report is filed, or upon the completion of a desk or field audit on the report or a report for a 
subsequent cost reporting period, whichever is earlier. During fbe time within which fbe department may 
issue an audit report, fbe provider may amend the cost report upon discovery of a material error or 
material additional information_ The department shall review the amended cost report for accuracy and 
notify the provider of its determination_ 

The department may establish a contract for the auditrng of facilities by outside firms_ Each contract 
entered into by bidding shall be effective for one to two years. The department shall establish an audit 
manual and program which shall require that all field audits, conducted either pursuant to a contract or 
by department employees: 

(I) Comply with the applicable rules prescribed pursuant to Titles XVIII and XIX; 

(2) Consider generally accepted auditing standards prescribed by the American institute of certified 
public accountants; 

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

(4) Are conducted by accounting firms or auditors who, during the period of the auditors' professional 
engagement or employment and during the period covered by the cost reports, do not have nor are 
committed to acquire any direct or indirect financial interest in the ownership, tinancing, or operation of 
a nursing facility or intermediate care facility for the mentally retarded in this state; 

(5) Are conducted by accounting firms or auditors who, as a condition of the contract or employment. 
shall not audit any facility that has been a client of the firm or auditor: 

(6) Are conducted by auditors who arc otherwise independent as determined by the standards of 
independence established by the American institute of certified public accountants; 

(7) Are completed within the time period specified by the dep~ 
Supersedes 
TN . r .-"HI /v8w 
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(8) Provide to the provider complete written interpretations that explain in detail the application of all 
relevant contract provisions, regulations, auditing standards, rate formulae, and departmental policies, 
with explanations and examples, that are sufficient to permit the provider to calculate with reasonable 
certainty those costs that are allowable and the rate to which the provider's facility is entitled. 

For the purposes of division (B)(4) of this section, employment of a member of an auditor's family by a 
nursing facility or intermediate care facility for the mentally retarded that the auditor does not review 
does not constitute a direct or indirect financial interest in the ownership, financing, or operation of the 
facility. 

(C) The department, pursuant to rules adopted under section 5111.02 of the Revised Code, may conduct 
an exception review of assessment data submitted under section 5111.232 of the Revised Code. The 
department may conduct an exception review based on the findings of a certification survey conducted 
by the department of health, a risk analysis, or prior perfonnance of the provider. 

Exception reviews shall be conducted at the facility by appropriate health professionals under contract 
with or employed by the department of job and family services. The professionals may review resident 
assessment forms and supporting documentation, conduct interviews, and observe residents to identify 
any patterns or trends of inaccurate assessments and resulting inaccurate case-mix scores. 

The rules shall establish an exception review program that requires that exception reviews do all of the 
following: 

(1) Comply with Titles XVIII and XIX; 

(2) Provide a written summary that states whether the resident assessment forms have been completed 
accurately; 

(3) Are conducted by health professionals who, during the period of their profession~! engagement or 
employment with the department, neither have nor are committed to acquire any direct or indirect 
financial interest in the ownership, financing, or operation of a nursing facility or intermediate care 
facility for the mentally retarded in this state; 

(4) Are conducted by health professionals who, as a condition of their engagement or employment with 
the department, shall not review any provider that has been a client of the professionaL 

For the purposes of division (C)(3) of this section, employment of a member of a health professional's 
family by a nursing facility or intermediate care facility for the mentally retarded that the professional 
does not review does not constitute a direct or indirect financial interest in the ownership, financing, or 
operation of the facility. 

If an exception review is conducted before the effective date of the rate that is based on the case-mix 
data subject to the review and the review results in findings that exceed tolerance levels specified in the 
rules adopted under this division, the department, in accordance with those rules, may use the findings to 
recalculate individual resident case-mix scores, quarterly average facility case-mix scores, and annual 
average facility case-mix scores. The department may use the recalculated quarterly and annual facility 
average case-mix scores to calculate the facility's rate for direct care costs for the appropriate calendar 
quarter or quarters. 

(D) The department shall prepare a written summary of any auill'!dQSt!l.Ukmce 6\.~~~;~117/07 
Supersedes 
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finding that is made after the effective date of the rate that is based on the cost or case-mix data. Where 
the provider is pursuing judicial or administrative remedies in good faith regarding the disallowance or 
finding, the department shall not withhold from the provider's current payments any amounts the 
department claims to be due from the provider pursuant to section 5111.28 of the Revised Code. 

(E) The department shall not reduce rates calculated under sections 5111.20 to 5 I I 1.33 of the Revised 
Code on the basis that the provider charges a lower rate to any resident who is not eligible for the 
medicaid program. 

(F) The department shall adjust the rates calculated under sections 51 I 1.20 to 51 I 1.33 of the Revised 
Code to account for reasonable additional costs that must be incurred by nm sing facilities and 
intermediate care facilities for the mentally retarded to comply with requirements of federal or state 
statutes, rules, or policies enacted or amended after January 1, I 992, or with orders issued by state or 
local fire authorities. 
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Sec. 5111.28 Operators Required to Refund Certain Payments; Interest; Penalties, Rate Adjustments 

(A) If a provider properly amends its cost report under section 5111.27 of the Revised 
Code and the amended report shows that the provider received a lower rate under the 
original cost report than it was entitled to receive, the department of job and family 
services shall adjust the provider's rate prospectively to reflect the corrected information. 
The department shall pay the adjusted rate beginning two months after the first day of the 
month after the provider files the amended cost report. If the department finds, from an 
exception review of resident assessment information conducted after the effective date of 
the rate for direct care costs that is based on the assessment information, that inaccurate 
assessment information resulted in the provider receiving a lower rate than it was entitled 
to receive, the department prospectively shall adjus t the provider's rate accordingly and 
shall make payments using the adjusted rate for the remainder of the calendar quarter for 
which the assessment information is used to determine the rate, beginning one month after 
the first day of the month after the exception review is completed. 

(B) If the provider properly amends its cost report under section 5111.27 of the Revised 
Code, the department makes a finding based on an audit under that section, or the 
department makes a finding based on an exception review of resident assessment 
information conducted under that section after the effective date of the rate for direct care 
costs that is based on the assessment information, any of which results in a determination 
that the provider has received a higher rate than it was entitled to receive, the department 
shall recalculate the provider's rate using the revised information. The department shall 
apply the recalculated rate to the periods when the provider received the incorrect rate to 
determine the amount of the overpayment. The provider shall refund the amount of the 
overpayment. 

In addition to requiring a refund under this division, the department may charge the 
provider interest at the applicable rate specified in this division from the time the 
overpayment was made. 

(1) If the overpayment resulted from costs reported for calendar year 1993, the interest 
shall be no greater than one and one-half times the average bank prime rate. 

(2) If the overpayment resulted from costs reported for subsequent calendar years: 

(a) The interest shall be no greater than two times the average bank prime rate if the 
overpayment was equal to or less than one per cent of the total medicaid payments to the 
provider for the fiscal year for which the incorrect information was used to establish a rate. 

(b) The interest shall be no greater than two and one-half times the current average bank 
prime rate if the overpayment was greater than one per cent of the total medicaid payments 
to the provider for the fiscal year for which the incorrect information was used to establish 
a rate. 

(C) The department also may impose the following penalties: 
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(1) If a provider does not furnish invoices or other documentation that the department 
requests during an audit within sixty days after the request, no more than the greater of one 
thousand dollars per audit or twenty-five per cent of the cumulative amount by which the 
costs for which documentation was not furnished increased the total medicaid payments to 
the provider during the fiscal year for which the costs were used to establish a rate; 

(2) If an exiting operator or owner fails to provide notice of a facility closure, voluntary 
termination, or voluntary withdrawal of participation in the medicaid program as required 
by section 5111.66 of the Revised Code, or an exiting operator or owner and entering 
operator fail to provide notice of a change of operator as required by section 5111.67 of the 
Revised Code, no more than the current average bank prime rate plus four per cent of the 
last two monthly payments. 

(D) If the provider continues to participate in the medicaid program, the department shall 
deduct any amount that the provider is required to refund under this section, and the 
amount of any interest charged or penalty imposed under this section, from the next 
available payment from the department to the provider. The department and the provider 
may enter into an agreement under which the amount, together with interest, is deducted in 
installments from payments from the department to the provider.  

(E) The department shall transmit refunds and penalties to the treasurer of state for deposit 
in the general revenue fund. 

(F) For the purpose of this section, the department shall determine the average bank prime 
rate using statistical release H.15, "selected interest rates," a weekly publication of the 
federal reserve board, or any successor publication. If statistical release H.15, or its 
successor, ceases to contain the bank prime rate information or ceases to be published, the 
department shall request a writ ten statement of the average bank prime rate from the 
federal reserve bank of Cleveland or the federal reserve board. 

(2005  H 66,  eff. 7-1-05) 
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