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DEPARTMENT OF HEALTH & HUMAN SERVICES

Centers for Medicare & Medicaid Services

7500 SecuriÇ Boulevard, Mail Stop 32-26-"12

Baltinrore, Maryland 21244-7850
lvrS

cfNTfRs fl)R MfDlcánf & Mtt lc^lD sÌnvlcrs
CENTER fOR MEDICAID & CHIP SERVICES

Financial Management Group

MAY 
,2 b 2017

Michael Randol, Director
Kansas Department of Health and Environment
Division of Health Care Finance
Landon State Office Building
900 SW Jackson, Room 900-N
Topeka, KS 66612-1220

RE: Kansas State Plan Amendment TN: 16-013

Dear Mr. Randol:

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State plan

submitted under transmittal number (TN) I 6-01 3 . This amendment provides for a 4 ,00%o reduction in

psychiatric residential treatment facility (PRTF) payment rates. This SPA also updates the PRTF cost

repoft that is included as an attachment in the State plan.

As part of our review of the pending SPA, we requested the State to demonstrate that the payment

rate decrease would not restrict access to services for the fee-for-service population in the Kansas

Medicaid program. The State provided data confirming that 97o/o of Medicaid beneficiaries in

Kansas receive care through a managed care arrangement and that the3o/o remaining in the fee-f-or-

service system includes individuals that receive limited specialty services or services in periods of
presumptive or retro-active eligibility. Based on this inf-ormation, the state concluded that access will
not be affected by the rate reductions under SPA l6-013. The State must continue to monitor access

to care for the fèe-for-service population and promptly notify us if access to care appears to be

lessening.

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

1902(a)(2),1902(a)(13), 1902(a)(30), and 1903(a) of the Social Security Act and the implementing

Fecleral regulations at 42 CFR 447 Subpart C. This is to inform you that Medicaid State plan

amendment 16-013 is approved effective July 1,2016. We are enclosing the CMS-179 and the

amended plan pages.

If you have any questions, please call Tim Weidler at (816) 426-6429.

Sincerely,

Kristin Fan
Director

Enclosures
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KANSAS MEDICAID STATE PLAN
Attachment 4.l9-A

Page 38
Methods and Standards for Establishing Payment Rates

Psychiatric Residential Treatment Facilities

Narrative Explanation of Reimbursement Formula

Under the Medicaid prograrn, the State ofKansas pays psychiatric residential treatment
facilities (PRTFÐ for care and treatment provided to residents who are eligible for. Medicaid
benefits. The Kansas DepaÍtment of Aging and Disability Services (the Department) administel's
the PRTF proglam pulsuant to an interagency agreement with the Kansas Department of Health
and Environment, Division of Health Care Finance, the single state Medicaid agency.

There are two classes ofPRTFs:
I. Class I is a PRTF that meets all:

A. Requiements for Medicaicl participation as specified in 42 CFR 441.151, and
B. State standards and licensing requirements for a Class I PRTF including:

I) Accteditation by the Joint Commission,
2) Being licensed, but not Medicaid celtified, as a psychiatric hospital, and
3) Not refusing to admit any otherwise qualified Medicaid beneficiary who has a

documented need for residential inpatient psychiatric ffeatment.
II. Class II is a PRTF that meets al1:

A. Requirements for Medicaid participation as specified in 42 CFR 441-151, and
B. State standards and licensing requirements ofa Class II PRTF.

The narrative explanation ofthe reimbursement fotmula fol each class ofPRTF is divided into
three major sections: Histolical Costs, Rate Calculatrons, and Payment Limits.

Narrative Explanation of Reimbursement Formula for Class I PRTF

1) Historical Cost

Cost Repofts

Providers are lequiled to submit information on all costs incured during the fiscal period
frorn July 1't through Junc 30r)'on a uniform oost repoft, the PRTF Financial and Statistical
Reporl. It organizes the commonly incurred business expenses ofPRTFs into five reimbursable
cost centets (Administration; Facility Operating; Property; Room, Board, and Supporl and
Treatment) and one non-reinbursable/non-resident related cost center. Reporling ofnon-
reimbursable/non-resident related costs allows total operating expenses to be leconciled to the
PRTFs' accounting records. Cost repoÍs are to be submitted by September 30tl'

The cost repor1 aûd cost reporl instructions are provided in Attachment l.

TN-MS#16-013 Approval DatMÀY t:q 2017 Effective Date: 07lol|16 Supersedes TN# l!-0é



KANSAS MEDICAID STATE PLAN
Attachmont 4. l9-A

Page 40
Methods and Standards for Establishing Payment Rates

Psychiatric Residential Treatment Facilities
Narrâtive Explanation of Reimbursement Formula

Dcpaltment will make apptopriate adjustmcnts and allowances to account for staffing
ratios and unique physical plant requirements needed to serve childlen and adolescents who have
a higher acuity of mental illness compared with those scrcd by other PRTFs. The approvccl
initial rates will be paid until new lates can be established from a complete full year- cost leport
period using the ratc calculation methods describecl below. Oncc a new ratc is establishcd frorn a

full yeal cost report peliod, a l'etlospective cost settlement will be made fiom the first day of
operation of tho new Class I PRTF to thc clatc that the new plospcctivc ratc is sct.

2) Rate Calculations

Reimbursement rates will be calculated for the payment rate period ofJanuary I'tthrough
December 31"t, with a mid period adjustrnent to the Treatment cost center effective fot the
payment rate petiod from July l't through December 3 I'1.

Inflation

Inflation will be applied to all allowable repofied costs except:
l) Owner/ReÌatedPartyCompensation
2) Interest Expense
3) Real and Personal Property Taxes

Inflation will be applied from the midpoint ofeach cost report period to the midpoint of
the rate payment period- The inflation will be based on the IHS Global Insight, National Skilled
Nulsing Facility Market Basket without Capital Index (IHS Index).

The IHS Indices listed in the latest available cluarterly publication will be used to develop
the inflation tables used for all payment schedules processed during thc payment rate period.
This may require the use offorecasted data. The inflation tables will not be revised until the next
payment fate period.

Per Diem Costs

Per diem costs are determined by dividing each PRTF's inflated allowable costs, for each
cost center, by the total number of reported resident bed days. Total PRTF reimbu|sement will
include the actual allowed inflated per diem costs for each ofthe Administration; Facility
Opelating, Properly; Room, Board, and Support; and Treatment cost centers-

TN-MS#1é{13 Approval Datþf!f,-! il !{}lJ-Effective Date: 07l}1116 Supersedes TN#l!-0é



KANSAS MEDICAID STATE PLAN
Attachment 4.19-A

Page 43

Methods and Standards for Establishing Payment Rates
Psychiatric Residential Treatment Fâcilities

Narrative Explanation of Reimbursement Formulâ

report or mid-period report in oonfolmance with the schedule described above. The new operator
or owner is responsible for obtaining historical cost information from the prior operatot fol the
months needed to submit accutate and complete reporls that includes costs incutred when the
new operatol was not involved in running the PRTF. The cost report information fi'om the old
and new operators shall be combined to prepare a l2-month cost repoft or a 6-month mid-period
repoft in conformance to the schedule described above.

When an arms length change in provider takes place, the new owner assumes the
reimbursement late ofthe old owner until the new owner can submit a full year or mid-period
cost tcpoft in conformance with thc schedule desct'ibed above.

Ncw Provider

The per diem rate for a ncw PRTF will be the total of the state-wicle meclian of each cost
centers calculated at the last full year cost report until the new PRTF can lepoll a full year cost
report in conformancc with the schedule <lescribcd abovc.

2) Rate Calculations

Reimbursement rates will be calculatecl for the payment rate period ofJanuary I'r through
December'31'r, with a mid period adjustment to the TÌeatment cost center effective for the
payment rate petiod from July I 'r through Decembet' 3 I't.

Tnflation

Inflation will be applied to all allowable repofted costs except
1) Owner/RelatedPartyCompensation
2) lnterest Expense
3) Real and Personal Property Taxes

Inflation will be applied from the midpoint ofeach cost report peliod to the rnidpoint of
the rate payment period. The inflation will be based on the IHS Global Insþht, National Skilled
Nursing Facility Matket Basket without Capital Index (IHS lndex).

TN-MS#16-013 Approval DateMAY-2.ll20lZEffective Date: 07l0ll16 Supersedes TN#-l!-0é



KANSAS MEDICAID srATE PLAN 
Attachment 4.19-A

Page 44
Methods and Standards for Establishing Payment Rates

Psychiatric Residential Treatment Facilities

Narrative Explanation of Reimbursement Formul¡r

The IHS Indices listed in the latest available qualterly publication will be used to develop the
inflation tables uscd for all paymcnt schedules processed during the payment ratc periocl. This
may tequire the use of forecasted data. The inflation tables will not be revised until the next
payment ratc period.

Per Diern Costs

Per cliem costs are determined by divicling each PRTF's inflated allowable costs, for each
cost center', by the total number ofreported resident bed days- Total PRTF reimbursernent will
include the actual allowed inflated per diem costs for each of the cost centers fol Administration;
Facrlity Opelating; Property; and Room, Board, and Suppoft or the upper payment limit for each
of these cost centers, whichever is less, plus the actual allowable inflated per diem for the
Treatment cost center.

Mid-Period Rate Adjustrnent

The Treatment cost center will be adjusted for the difference between the inflated
allowable per diem costs calculated for the full year rate payment period and the inflated
allowable per diem costs calculated for the mid-period adjustment. This difference will be added
to the tate culrently in effect on July I and will be paid through the end ofthe rate payment
period, December 31.

TN-MS#16-013 Approval Oate:lilAY 2 3 Z0l7Ef'fective Date: oTlolt16 Supcrscdes TN#-l!:qó



KANSAS MEDICAID STATE PLAN
Attachment I to Attâchment 4- l9-A

Page I
Attachment I to Instructions Regarding

Methods and Slandards for Establishing Payment Rates
Psychiatric Residential Treatment Facilities

State of Kansas
Department for Aging and Disability Services (KDADS)

INSTRUCTIONS FOR COMPLETING
THE PSYCHIATRIC RESIDENTIAL TREATMENT FACILITY

FINANCIAL AND STATISTICAL REPORT
(Cost Report - FORM KDADS-PRTF-O1)

PURPOSE
The purpose of this report ¡s to obta¡n the res¡dent-related costs incurred by psychiatric resident¡al treatment
facilities (PRTF) in prov¡ding services according to applicable state and federal laws, and quality and safety
standards.

SUBMITTAL INSTRUCTIONS
Blank KDADS-PRTF-o1(Financial and Statistical Report) and KDADS-PRTF-o9 (Census) forms can be
requested from the Facilities Reimbursement lVânager ât costreports@ks.gov.

Send the completed form KDADS-PRTF-o1 and form KDADS-PRTF-09 (appl¡cable to the reporting period)for
each month ofthe report¡ng period, along w¡lh a signed copy ofthe declaration page ofthe KDADS-PRTF-o1 to
costreþorts@ks.oov. lf sent on CD-Rom or flashdrive, send to the follow¡ng address:

Kansas Department for Aging and Disabil¡ty Services
Attn: Facilit¡es Reimbursement Manager

503 Kansas Avenue
Topeka, KS 66603

All inquires on completion of these forms should be directed to the KDADS Facilities Reimbursement Manger
at (785) 296-4986.

GENERAL
The cost report ¡s organized by the follow¡ng sect¡ons. Notall expense lines are within each secl¡on. Aseparate
cost report must be completed for each PRTF.

General lnformation
Schedule A, Facility Administrative Cost Center
Schodule A, Trêâtmont Facil¡ty Operating Cost Cênter
Schedule A, Facility Property Cost Center
Schedule A, Room, Board, and Support Cost Center
Schedule A, Treatment Cost Center
Schedule A, Non-Reimbursable/Non-Resident Related Expense ltems
Schedule B, Expense Reconciliation
Schedule C, Statement of Owners and Related Parties
Schedule D, Statement Related to lnterest on All Bonds, Loans, Notes and Mortgages Payable
Schedule E, Revenue Statement
Schedule F, Fixed Asset, Depreciation & Amortization Quest¡onnaire
Declaration of Preparer and Declaration of Owner, Partner, or Offce of Corporation

Complete the forms accurately and legibly. Any report that is incomplete or is not leg¡ble shall be
promptly returned to the prov¡der. Failure to subm¡t a complete cost rêport shall result in penalties as
described in #8.

TN-MS #16-013 Approvat oate:MAY' 2 ll 2017 Bffective Date: 07101/16 Supersecles TN-MS#06-09
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KANSAS MEDICAID STATE PLAN
Atlachment I to Attachment 4.19-A

Page 2
Attachment I to Instructions Regarding

Methods and Standards for- Establishing Paymenl Rates
Psychiatric Residential Treatment Facilities

All amounts must be rounded to the nearest dollar, prior to cost report entry.

DO NOT add lines to the forms. Use "OTHER" lines for resident-related expenses not designated on
the Expense Statement, Schedule A. Attach a schedule if necessary.

DO NOT cross out or re-title lines on the forms. DO NOT include more than one amount per line. lf
more than one amount or journal entry is combined, submit an altachment w¡th explanation. The
attachment should be sorted bv cost reÞort expense lines and should include subtotals.

5. Use the accrual method of accounting in repofing f¡nancial data, Revenues are reported in the period
when earned, and not when received, and expenses are reported when ¡ncurred.

6. Estimates of revenues and expenses are not acceptable.

7. A twelve month Cost Report for all costs incurred dur¡ng the state's fiscal year, July 1st through June
30lh must be submitted by September 30rh. A m¡d-period cost repo¡t for costs incurred July 'l"l
through December 31"1 must be submitted by March 31sl.

8. The provider may request a one-month extension of the due date by submitt¡ng the request, in writing to
the address in the submittal inslructions, w¡th¡n the time per¡od allowed for fil¡ng the original cost report.

A one-month extension of the due date for the fìling of a cost report may be granted by the agency
when the cause for delay is beyond the conlrol of the prov¡der. Delays beyond the control of the
provider that may be considered by the agency in granting an extension shall include:

a. disasters that s¡gn¡f¡cantly ¡mpair the routine operatìons of the facility or business
b. destruct¡on of records as a result of a fìre, flood, tornado, or another acc¡dent that is not

reasonable foreseeable
c. computer viruses that impa¡r the accurate completion of cost report informat¡on

The provider shall make the request ¡n wr¡ting and it shall be received by the agency on or before the
due date of the cost report, Requests received after the due date shall not be accepted.

The extension will be granted if the agency determines that the prov¡der has shown good cause.

NOTE: IF A COST REPORT IS RECEIVED AFTER THE DUE DATE WITHOUT AN APPROVED
TIME EXTENSION, THE PROVIDER IS SUBJECT TO THE PENALTIES,

Each provider f¡ling a cosl report after the due date shall(may) be subject to the following penalties:

a. AII further payments to the provider shall be suspended until the complete cost report has
been received, A complete cost report shall include allthe required documents listed in the
cost report.

b. Failure to submit the cost report with¡n one year after the end of the cost report period shall be
cause for termination from the Kansas medical assistance program

Each PRTF must maintain adequate account¡ng and/or statistical records. lnadequate record keep¡ng
is cause for suspension of payments. lf PRTF progrâm expenses have been co-mingled with the

4.

9.

TN-MS #16-013 Approval ¡.¡..|vlAY' 9 3 2017 en""ttu" o ate: 01 /0t/t6 Supersedes TN-MS#06-09



KANSAS MEDICAID STATE PLAN
Al.tachment I to Attachment 4.19-A

Page 3

Attachment I to InsfÏctions Regarding
MeLhods and Standards for Es[ablishing Payment RaÍ.es

Psychiatric Residential Treatment Facilities

non-PRTF expenses, see the instruct¡ons for prov¡der adjustments on Schedule A, Expense Schedule.

10. Copies of the State Medicaid Plan, the Cost Report form and related instructions governing PRTF
reimbursement may be obtained from the web site. NOTE: SINCE THE COST REPORT
INSTRUCTIONS MAY BE CHANGED, THE PREPARER OF THE COST REPORT SHOULD
CAREFULLY REVIEW THE MOST RECENT VERSION PRIOR TO COMPLETING THE FORM
KDADS-PRÏF-O1 FOR SUBMISSION.

Defin itions

1. Accredítinq aqencv - Joint Commission on Accred¡tat¡on of Healthcare Organizations, the Council on
Accreditafion of Service for Famifies and Ch¡ldren, or the Commiss¡on on Accreditation of Rehabilitation
Facilities.

2. Adequate fnancial cost data - Cost data shall be in accordance with state and federal Medica¡d
requiremenls and general accounting rulesand based on the accrual basis of accounting. Estimates of
costs are nol be allowable.

3. Central Omce - A central office is an expense center lhat provides administrative supportto more than one
program or serv¡ce unit including the PRTF.

4. Cost and other accountinq informalion - adequate f¡nancial data about the PRTF operation, including
source documentat¡on, that is accurate, current, and suffciently detailed to accompl¡sh the purposes for
wh¡ch it is intended. Source documentation, including petty cash payout memoranda and original invo¡ces,
shall bevalid onlyif the documentation originated atthetime and nearthe place oflhe transaction. ln order
to provide the requ¡red cost data, the provider shall ma¡ntain financial and stat¡stical records in a manner
lhat is cons¡stent from one period to another. This requirement shall not preclude a benef¡cial change in
accounting procedures when there is a compelling reason to effect a change of procedures.

5. Costs not related to resident care - means costs that are not appropr¡ate, necessary, or proper in
developing and maintaining the PRTF operat¡on and activ¡ties. These costs shall not be allowed in
computing reimbursable costs.

6. Costs related to resident care - necessary and proper costs, ar¡sing from arm'slength transact¡ons in
accordance w¡th general accounting rules, that are appropr¡ate and helpful in developing and mâintain¡ng
the operalion of resident care fâc¡l¡t¡es and activities.

7. Fiscal Year - The state fiscal year of July 1 through June 30 shall be the fiscal year for the cost report.

L Mid-Period - July 1 through December 31.

9. Non-workinq owners - any ind¡vidual or organization having five percent or more interest in the provider
who does not perform a res¡dent-related function for the PRTF.

10. Non-workino related oartv ofdireclor- any relaled as def¡ned in these defin¡tions, who does not perform a
residentrelated function for the PRTF.

1 1 . Owner - the person or legal entity that has the rights and interest of the real and personal property used to

TN-MS #16-013 Approvat ¡ate, lj|AY 2 3 2017 nffective Date: 07101/16 Supersedes TN-MS#06-09



KANSAS MEDICAID STATE PLAN
Altachment I to Attachment 4.19-A

Page 4
Attachment 1 to lnstructions Regarding

Methods and Standards for Establishing Payment Ral.es

Psychiatric Residential Treatment Facilities

provide the PRTF serv¡ces.

'12. Related þart¡es - two or more parties with a relationship in which one party has the ab¡lity to ¡nfluence
another party to the lransaction in the follow¡ng manner:

a. when one or more of the transacting parties might fâ¡l to pursue the party's or parties' own
separate inleresl fully;

b. when the lransaction is designed to inflate the Kansas medical assistance progfam cosls; or
c. when any party considered a related party to a previous owner oroperator becomes the employee,

or otherw¡se functions ¡n any capac¡ly on behalf of a subsequent owner or operator. Related
parties shall include parties relâted by family, business, or financial associat¡on or by common
ownership or control. Transactions between related parties shall not be considered to have arisen
through arm's-length negotiations.

13. Reimbursable Dav - A res¡dent must be present at 1 1 ì59 pm to receive payment for that dây. lf the
resident is not there at 1 l:59 pm the resident cannot be counted as present and the PRTF cannot bill for
that day unless the resident is on approved absent days. Approved absent days is defìned as follows:

Visitation days when ¡ndicated ¡n the resident's treatment plan (within the total number of days approved for
the resident's stay). The PRTF can b¡ll for a maximum of 7 days per v¡sit, The frequency, duration, and
locat¡on ofthe v¡s¡ts must be a pârt of the resident's individual case plan developed bythe facility prior to the
v¡s¡tat¡on. An approved visitation plan must be documented in the resident's offcial record at the fac¡l¡ty.

lf a res¡dent is absent from the facility for a short time due to circumstances needing the res¡dent's
immediate attention (deaths, weddings, personal business), or the resident leaves the facility without
permission, the facility can bill up lo f¡ve dâys unless the resident's placement ¡s terminated sooner.

14. Routine services and suoplies - services and supplies that are commonly stocked for use by or
prov¡ded to any resident. The services and supplies may include, but not be limited to the following:

Facialt¡ssues & toilet paper
First-a¡d ointments and similar oinlments
Gloves, rubber or plastic
lce bags and hot water bottles
Laundry, including personal laundry
Laxatives
Lot¡ons, creams, ând powders, includ¡ng baby lotion, oil and powders
Moulhwash, shalllpoo,
Over-the-counter vitamins
Over-the-counter analgesics and antac¡ds taken for the occasional relief of pain or discomforl
Skin antiseptics, ¡nclud¡ng alcohol
Thermometers
All over{he-counter drugs, supplies and personal comfort items that are available without a
prescr¡pt¡on at a commercial pharmacy or medical supply outlet and are prov¡ded þy the PRTF as
a reasonable accommodation for indiv¡dual needs and preferences,

15. Sale-leaseþack - A transaction in which an owner sells a facil¡ty to a relâted or non-related purchaser and
then leases the facilily from the new owner to operate as the provider.

a.
b.
c.
d.
e.
f.
s,
h.

i.
j.
k.
t.

m.

TN-MS #16-013 Approuut ¡ut., tlAY g 3 2017 ¡ffective Date: 07/0li 16 Supersedes TN-MS#06-09



KANSAS MEDICAID STATE PLAN
Attachment I to Attachment 4.19-A

Page 5
Attachment I to Instructions Regarding

Methods and Standards lor Establishing Payment Rates
Psychiatric Residential Trea tment Facilities

'16. Workinq tr¡al balance - A l¡st of the account balances ¡n the general ledger order thal was used ln
completing the cost report. The working trial balance shall contain account numbers, descr¡ptions of the
accounls, the amount of each account and the cost reporl expense line on which the accounl was
reported. Revenues and expenses shall be grouped separately and totaled on the working tr¡al balance.
Expenses shall reconcile to column 2 of cosl report schedule A and revenues shall reconcjle to column 1

of cost report Schedule E. A schedule that lists all general ledger accounts grouped by cost center and
line descr¡ption shall be attached.

TN-MS #16-013 App.ouot oorr, MAY' 2 $ 2017 ,ffecrive Date:0710i/16 Supersecles TN-MS#06-09



KANSAS MEDICAID STATE PLAN
Attachment I to Attachment 4.l9-A

Page 6
Attachment I to Inshuctions Regarding

Mef.hods and Standards for Establishing Payment Rates
Psychiatric Residential Treatment Facilities

COST REPORT INSTRUCTIONS

COVER PAGE

Complete all provider information on the cover page.

Repof the current private pay rate.

check the type of business organizat¡on which most accurately describes your prov¡der slatus or explain on the
line labeled Other. Lim¡ted Liabil¡ty Companies should check the box that matches their declaration for tax
purposes. Please check only one.

PRTF Beds:
Lines A - E: The number of beds available multipl¡ed by the calendar days ¡n the reporting period =

ïotal Bed Days Availaþle during report¡ng period.

L¡ne F:

Enter beginning and end¡ng dates, the number of beds available and the number of
calendar days covered by the beginning and ending dates, The beds availaþle multiplied
bythe number of calendar days = bed days atth¡s bed count. If a change in the number of
beds has occurred during the reporting per¡od, show the increase or decrease on a
separate l¡ne, the date of the change, the new bed count, and the bed days at that count.

Total daysduringthe reporting period =columntotal of # of Calendar Days. Thisshould
equal 365.

Line G: Total Beds avallable dur¡ng report¡ng per¡od = column total of Bed Dâys @ this Bed Count

Example of Bed Days calculation:
Assume a home of 20 beds was increased on March 16 to 25 beds, the number of bed
days for the period would be determ¡ned as follows:

July 1 to March 15 - 258 days x 20 beds = 5,160 bed days
March 16 to June 30 - 107 days x 25 beds = 2.675 bed days

7.835 bed days for fiscal year

Lines tl, I and J should match totals on census form KDADS-PRTF-09.

Enter the number of Medicaid Reimbursable Days, excluding Absent Days (See
def¡nitions)

Enter the number of Medicaid Reimbursable Absent Days = (See definitions)

Enter lhe number of "Other Funded" Days Reimbursed = (Re¡mbursed = days during
reporting period that beds were f¡lled and payment source is not Medicaid)

Total Days Beds were Reimbursed = total of line H, I & J

Total Vacancy = l00olo less (Total Days Beds Reimþu¡sed/Total Beds Available)

NOTE:

Line H:

L¡ne l:

Line J:

L¡ne K:

Line L:
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SCHEDULE A - EXPENSE STATEMENT

A copy of the work¡ng tr¡al balance used to prepare the cost report must accompany the filed cost
report.

All costs shall be reported on the des¡gnated expense lines. lf all expense classif¡cat¡ons are not addressed,
report the amount on the line and in the cost center that most nearly describes the expense. For example,
telephone expense is included in the Facility Administralive cost center. Therefore, the expense fortelephone
lines to the treatment units' station shall not be reported in the Treatment cost center. See specifìc line
instrucl¡ons for more detail. DO NOT CROSS OUT OR USE A LINE DESIGNATED FOR A PARTTCULAR
TYPE OF EXPENSE FOR SOME OTHER TYPE OF EXPENSE.

Total Annual Hours Pa¡d - Column 1 - Enter the total hours paid to the employees on each ofthe salary lines
for the reporting per¡od, For any employee whose time is d¡v¡ded across multiple work functions within a
facility and performs for less than a full-t¡me-equivalent work week, def¡ned as 40 hours per week, the work
time and compensat¡on shall be prorated on each funcl¡on w¡th¡n a facility orwithin allfacil¡ties, butshall not
exceed 100 percent of that person's total work time.

Per Working Trial Balance (Books) or Federal Tax Return (if un-audited) - Column 2 - Reportlhe expenses
reflecled in the accounting records underthe appropriate costcenter (i.e., Facility Administratt've, Treatment
Facility Operating, Facil¡ty Property, Room, Board and Support, Treatment, and Non-reimbursable and Non-
resident Related ). The total of all the expense l¡nes (Column 2) shall reconcile to the account¡ng recolds or
income tax return. (For exceptions, see instfuct¡ons for Schedule B.)

Provider Adjustments - Column 3 - Enter the necessary adjustments to the expenses reported in Column 2
that are not res¡dentrelated, or offset expense recoveries reported ¡n the Revenue Statement, Schedule E
Reclassif¡calion, or allocation of Column 2 expenses between cost centers or expense line items shall also
be entered into column 3. lncreases shall be entered as positive amounts and decreases as negative
amounls. Schedules supporting the adjustments and reclassifications must accompany the cost report.

PRTF Related Expênse - Column 4 - The cost report automat¡cally calculâtes the differences belween
Column 2 and Column 3.

State Ad¡ustments/Adjusted Resident Related Expenses - Columns 5 & 6 - Leave blank - EqB
AGENCY USE ONLY

Expense Lines

The specifc instruct¡ons do not cover each line ¡tenl of the expense statement. They are designed to cover
items that may require addilional explanation or examples.

Accounting and Data Processing - Report accounting expense on this l¡ne, except fees paid to owner/related
party f¡rms or individuals which must be reported on the owners compensation. Datâ processing expense
related to financial management (i.e., account¡ng, payroll, budgeting, etc.) shall be reported on this line.

Advertising & Recru¡tment- Report allowable advert¡sing and recruitment expense on th¡s line. This line shall
be used for fees paid to employment agencies, employment advertisements and ads in telephone
director¡es. Fund raising, public relations, advert¡sing for resident utilization and sponsorships âre not
allowable and shall be reported in the Non-reimbursable & Non-resident Related expense section of
Schêdule A.
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lnstruct¡ons:
The Kansas Youth Psych¡atr¡c Res¡dential Behav¡or Severity lndex is an instrument use to record the extênt to whlch a youth's
behav¡or which results from a serious emotional disturbance w¡ll increasê lhe utillzat¡on of resources required to managê that behavior.
Thê tool is not intended to refect causes or lhe dynamics underlylng the youth's ser¡ous êmotiona¡ d¡sturbance but rather ¡s lntended
to prov¡de the degree to which the youth's behavior at present or in the recent past is disrupt¡vê to functioning.

Ihis assessment should be compfeted ¡mmediately prior to adm¡ssion to a Psychiatr¡c Resident¡al Treatment Facility (PRTF) by a
person who is knowlêdgeable about the severily ofthe youth's present and rêcent behav¡or. The assessment wi¡l be the utilized
throughout the youth's stay in the PRTF to determine the fâcility's acuity index. Completed assessmenls will be submined to Kansas
Department for Aging and D¡sab¡lity Services or its designee for entry ¡nto the PRTF data base. The information in the assessment
data base will beusedtodeterminethequart€rlyacu¡lyadjuslmentforeachPRTFasspecifedinthestateplan. ln addit¡on, the PRFT
will prov¡dê ãssessment informat¡on upon each youth's discharge.

Assessmenti
Unless othêrw¡se instrqcted, for each question rate the behav¡or of the youth based on the degree of sever¡ty of thê behavior and the
frequency the behavior occurs. When scor¡ng for the sevetity ol a behavior use the following guidelines unless otherwise defined:

Behav¡or is not a problem: lf the behav¡or is not considered a problem for the youlh or those around him/her or if the
behavio¡ does not occur, mark zero in both seriousness and frequency.
Behavior oresenls minimal slight problem: Causes some minor challenges to lhe youth s life, but is manageable using typical
mild interuenlions or redirection.
Behavior presenls moderate problem: Causes signifcant problems in the youth's life ãnd prevents him/her from liv¡ng
independently and effectively interacting with others, but is manageable us¡ng targeted, planned intervent¡ons.
Behavior Þresents a serious problern: Causes bodily harm to the youth or others or serious but repairable property damage.
The behavior must be managed using intensivê planned intêrvent¡ons and treatment.
Behâvjor presents an extremelv ser¡ous Þroblem: Behavior, if lefl to occur wilhout intervention, could cause death or
irreparable property damage and ¡s only managed with intensive staff supervision using planned ¡ntervent¡ons and treatmenl.

General Guidel¡nes:
There are four subscâles whìch are compr¡sed of l7 questions w¡lhin the assessmentt Sever¡ty of Psychiatric
Symptoms, Risk Factors, Complìcâting Factors, and Co-[/orbidity. All subscales and all questions w¡lhin those
subscâles are to be completed. lf a subscale or quest¡oh is not applicable, place a 0 as the score.
Use a literal approach to judging behavior. Use only the definitions provided for the behav¡or and assess only on
factual informat¡on that is available to determine if the behavior manifested. Do not inferthat a behavior has occurred
based on another behavior or on the youth's diagnosis. As much as poss¡ble base the ratings on what you have
observed or whât has been reported by othel informants.

Scoring:
Sco ng begins on page 13 When scoring, use lhe scores from the right hand box oflhe assessmeht. The four subscales have been

numbered with Roman numeral's. The scor¡ng page has been broken out by subscales. You w¡llf¡ll in the scores according to the d¡rections
to receive a raw score which is placed ¡n the right hand box for each subscale. The Rlsk Factors Subscalê has been weighted which will result
rn a higher score for lhese questions. You w¡ll add the weighted scores in th¡s subsoale in the same mannêr as above to receive a raw soore.

When all râw scores have been tabulatêd the fnal box w¡ll be completed. The f¡rst step ¡s to add the multiplying faclors to the raw soore from
Subscale lll: Risk Factors. You will take the risk factor raw score found ¡n the rlght had box under subscale lll and multlple it by the oognitive

function¡ng score (question 17) found ln the Subscale Box V: Co-l\4orbldity. Th¡s will give you an adjusted raw score for Subscale lll. Add thls

total score to the raw scores found in the right hand box for subscales ll, lV, and V. The resull is lhe total score for the youth which is

recorded in the right hand box at the bottom of page 14.

1.

2.
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Youu¡ P$tchtat c Rcsidentiîl
Dehrvior Se]'eritv Index

2016

SECTION I. IDENTIFICATION INFORMATION:

Youth's Name:_ Social Security sex: DOB:
N4o. Day Yr

Name of

Guard¡an's Phone #: ( ) Relat¡onsh¡p (check one): Parent_ Self _ SRS _ JJA _
Race or Ethn¡c Group: #1 to #6 _

3=
Asian/Asian American/Pacif¡c lslander
F¡rst Nations/Nalive American/Amer¡can lndian or Alaskan Nat¡ve

2 = Black/African Amer¡can
4 = Hispanic/Latino/lMexican American

6 = l\4ulliple Race/Ethnicitv or Bi-Racial5 = While/Caucas¡an/European American

Oíagnos¡s: Ax¡s I

Ax¡s ll
Ax¡s lll
Ax¡s lV
Axis V GAF:

Prognosis:

Other Medically lntense Needs that would compl¡cate

Name of Assessing lndividual (include

CMHC / Fac¡l¡ty: Phone #: ( )

ln¡tial Assessment Date {Mo/Day/Yr): // D¡scharge Assessment Date (Mo/oay/Yr): //
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SEGTION II. oi
1. Neuropsychiatr¡c D¡sturbance. This dimênslon ls used to rale symploms of psychiatric dlsorders w¡th a known
neurological base. DSI\¡-lV disordêrs included on this dimension are Sch¡zophrenja, Psychotic disorders (unipolar,
b¡polar, NoS), Aul¡sm, and some encephalopathiês. The common symptoms of these disorders ¡nclude hallucinâflons,
delusions, unusual thought processes, strange spêech, and bizarrê/idiosyncrat¡c behav¡or.

0 This youth has no evidênce of thought disturbances. Both thought processes and contenl are w¡th¡n normal
range.

1 This youlh has evldence of m¡ld disruption rn thoughl processes or content. The youth may be somewhat
tangênlial in speech or êv¡dênce somewhat illogicalthinking (age ¡nappropr¡ate). This leve¡ also hcludes
youth wrth a history of halluclnations but nonê cullently. Th¡s category would be used for youth who arê sub-
threshold for one of the DSI\¡ diagnoses listed above.

2 This youlh has evidence of notable d¡sturbâncê in thought process or content. The youth may be somewhal
delusional or have brief or intemittent hallucinations. The youth's speech may be, ât t¡mes, quite tangential
or illogical. This level would be used for youth who meet the diagnostic cr¡ter¡a for one of the d¡sorders l¡sted
âbovê

3 This youth has a severe thought d¡sorder. The youth frequently exper¡ences symptoms of psychosis and
frequently has no reãlity assessment. There is evidence of ongoing delusions or hallucinations or both. The
youth may bê exper¡encing command hallucinations. Th¡s level is used for exkeme cases ofthe d¡agnoses
listed above.

2 Emotiohal D¡sturbance. This dimension is used 1o raie symptoms of the follow psychiatric d¡sorders as specifed in
DSI\¡-IV: DePression (unipolar, dysthymia, NOS), Bipolar, lnterm¡ttent Explosive Disorder, Generalized Anxieay, Eating
D¡sorders, and Phobias. Symptoms ¡ncluded in this dimension are depressed mood, socia¡ withdrawal, anxious mood,
sleep disturbances, weighueating disluù¿nces, and loss of mol¡vat¡on.

0 This youth has no emotional problems. No evidence ofdepression or anriely.

1 This youlh has m¡ld to moderate emolional problems. Briefdu¡at¡on of depression, irritab¡lity, or ¡mpairment
of peer, fam¡ly, or acadernic functioning that does not lead to gross avoidance behavior. This level is used to
rate e¡ther a mild phob¡a or anxiety problem or a sub-threshold level of symptoms for the other l¡sted
disorders.

2 This youth has a moderate to severe level of emotional disturbance. Th¡s could ínclude major conversion
symptoms, frequent anxiely attacks, obsessive r¡tuals, fashbacks, hypervigilance, depression, or school
avoidance. The youth has a diâgnosis of anxiety or depression regardless of severity. This youth meets the
cr¡te a for an affective disorder l¡sted above.

3 This youth has a very severe level of emotional disturbahce. The youlh stays at home or ¡n bed all dêy due
to anxiety or depression or one whose emotional symptoms prevent any participation in school, frie¡dship
groups, or family l¡fe. More severe forms of anxiety or depressive d¡agnoses would be coded here (e.g.,
meêting cr¡teria ¡n excess of the diagnosis). Th¡s yo u th has an extremê case of one of the d¡sorders listed
above,

Score l:

Score 2:
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1 . Employee benefts offered to select non-owner/related party employees shall þe reported as a
benefit in the cost center in which the salary ¡s reported.

Food - Report all food costs. The provider shall be required to keep records on the total number of meals
served to residents, employees, guests, and outs¡de programs. lf the food expense for the employees,
guests, and outs¡de programs is included in the KDADS-PRTF-o1 expenses, the expense should be ofßet
against the dietary cost center as follows:

1 . Dietary Salaries
a. Dietary Portion Employee Benefits
b. Dietary Owner/Relâted Party Compensation
c. D¡etâry Consultant
d. Food
e. Dietary Suppl¡es
f. Other
g. Total D¡etary Cost + ïotal NumþerofMeals Served =CostPerMeal

2. Cost per meal x number of meals served to employees, guests, and outside programs = amount
of offset

The cost of free employee meals shall þe allocated and reported on employee benefit lines. lf
employees pay less than the cost for a meal, the difference between the meal revenue and cost
may be reported as an employee benefìt.

lnsurance - Liability - Report l¡ab¡l¡ty insurance expense on th¡s l¡ne.

lnsurance - Other - Report insurance expense on lhis line. Workers' compensation and employee health
and l¡fe insurance expense shall be reported on employee benefit lines. Facility insurance should be
reported ¡n the Treatment Facility Operat¡ng cost center. lnsurance premiums on l¡ves of owners and
related parties are not an allowaþle expense, and shall be in the Non-reimbursaþle & Non-resident Related
expense section of Schedule A.

lnterest - Report the interest expense relâted to operating loans. lnterest on loans for real and personal
property and equipment shall be reported in Property cost center. The interest expense shall be incurred
on indebtedness estâblished w¡th either of the following:

'1. Lenders or lending organizât¡ons not related to the borrower; or

2. Partners, stockholders, home office organizations, or related parties, ifthe following conditions are
met:

a. The terms and conditions of paymeni of the loans shall resemble terms and conditions of an
arm's-length transaction þy a prudent Þoffower with a recognized, local lending inst¡tution with
the capabil¡ty ofentering into a transaction ofthe required magn¡tude. Asigned prom¡ssory
note and loan amort¡zation schedule shall be submitted with the cost report. Allowaþle
¡nterest expense shall þe l¡mited to the annual expense suþmitted on the loan amortization
schedule, unless the loan principal is ret¡red þefore the end of the amortization per¡od.

b. The prov¡der shall demonstrate, to the satisfaction ofKDADS, a primarybusiness purpose for
the loan other than increasing the per diem rate.

c. The transact¡on shall be recognized and reported by all parties for federal income tax
purposes.

3. When the generalfund ofa PRTF "borrows" from a donor-restr¡cted fund, this interest expense shall
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be an allowable cost. ln addition, if a PRTF operated þy members of a religious order borrows from
the order, interest paid to the order shall be an allowable cost,

4. The interest expense shall þe reduced bythe investment ¡ncome from restricted or unrestr¡cted idle
funds or funded reseÍve accounts, except when that income is from gifts and grants, whether
restricted or unrestr¡cted, that âre held in â separate âccount and not commingled with other funds.
Income ffom the provider's qualified pension fund shall not be used to reduce ¡nterest expense.

5. lnterest earned on restricted or unreslricted reserve accounts of industrial revenue þonds or sinking
fund accounts shall þe offset against interest expense and limited to the ¡nterest expense on the
related debt.

6. Loans made to finance that portion of the cost of acquisition of a facil¡ty that exceeds histor¡calcost or
the cost basis recogn¡zed for program purposes shail not þe considered to be reasonably related to
resident care.

lnterest on Equipment - Report all inte¡est expense incurred for the acquisition of equipment and
furnishings.

lnterest on Real Estate - Report all interest expense incurred fcr the acquisition or construction of [eal estate.
Describe fully on Schedule D. lnclude amortization expense folloan costs. The interest for equipment and

furnishings purchased along with the building shall be reported on a separate l¡ne.

Legal - Report allowable routine legal costs and other costs associated with l¡t¡gation, ¡f the litigâtion is
decided In the prov¡der's favor, on this line. Costs related to resolving contested issues of title ordisputes
arising from the performance of contracts or agreements related to the purchase or sale of property or
bus¡ness ¡s notallowable. Allowable fees pa¡d to owner/related party f¡rms or individuals must þe reported
as owner/related party compensation. Retainer Íees and cost assoclated with claims againstthe state are
not allowed.

Licenses, accreditation and dues - Report allowaþle licenses, accreditation fees and dues on this expense
line. Costs of soc¡al, fraternal, c¡vic and other organizat¡ons that concern themselves with activities
unrelated to their members' professional or business activ¡ties are not âllowable. Personal automobile cluþ
memberships are not allowable unless reported as compensation. Anydues paid for the cost oflobbying
are not allowable. Cost of licenses for professional direct serv¡ces staff ¡s to be ¡ncluded in treatment cost
center or the cost of licenses for facility maintenance. staff is to be included in the treatment facility cost
center.

Linen and Bedd¡ng Material - Report linen and bedding material expenses on this l¡ne.

Maintenance & Repairs - Report all maintenance and Íepair expenses for equipment and vehicle as related
to administrative operating expenses in the Fâcil¡ty Administrative cost center, expenses applicable to the
þuilding and grounds ¡n the Treatment Facility Operating cost center, and expenses appl¡cable to
equipment related to Room, Board and Support in the respective cost center. Vehicle maintenance and
repairs expenses related to Residenl Transportation should be included ¡n the Resident ïransportat¡on line
of the Treatment cost center.

Management Consultant Fees (Also, see Consultants) - Report fees paid to non-related partv
manaoement consultants. lf the management services company is owned or contÍolled by the company or
person(s) thât own or controlthe fâcil¡ty, actualcost ofthe management services company must be reported
as central off¡ce costs and/or owner's compensation. See ¡nstruct¡ons for reporting centraloffce costs.
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Consulting fees paid to owners and relâled parties are considered owner's compensation sub¡ect to the
owner-adm¡nistrator compensation limit. These fees should be reported on the Owners and Related Party
Compensat¡on line. No allowance shall be made for costs related to ¡nvestigation of ¡nvestment
opportuníties, travel, entertainment, goodwill, or administrat¡ve or managerial activities performed by
owners or other related parties thât are not directly related to resident care.

Other - "Other" or blank l¡nes have been provided in the each cost center. Types of expense entered on
these lines shall be ident¡fied and be applicable to the cost center unless further restr¡cted. Attach a
schedule to the cost report. Failure to do so will cause the cost report to be deemed incomplete and
subject to penalties (General Section, #8).

For example, other may include miscellaneous expenses incidental to the operation and/or ma¡ntenance of
the facility and grounds, ¡.e. trash haul¡ng, snow removal, etc. in the Treatment Facility Operat¡ng Cost
Center.

Owners/Related Party Compensation - Record the amount earned and reported to IRS for owner/related
part¡es. ln order to be âllowed, the compensation must be paid within sixty (60) days after close ofthe cost
report period. The amount reported must þe in agreement with entries made in Schedule C.
Compensation may be included ¡n allowaþle cost only to the extent that it represents reasonable
remunerat¡on, as limited to a salarychart þased on the Kansâs C¡vil Serv¡ce classifications and wages for
comparable positions, for managerial and administrative functions, professionally qualifed services and
other services related to the operation ofthe PRïF, and was rendered in connection with resident care. All
compensation paid to an owner/related party shall appear on the appropriate l¡nes regardless of the label
placed on the services rendered (See Kansas Medicaid State Plan).

Owners or related parties, as specified in the Deinitions section, who actuallyperform a necessaryfunction
directly contr¡but¡ng to resident tare, a reasonable amount shall be allowed for at the lesser of: 1) the cost
that would have been incurred to pay a non-owner employee to perform the resident-related services,
limited by a schedule of salaries and wages þased on the state civil serv¡ce salary schedule in effect when
the cost report is processed; or, 2) the amount of cash and other assets actuallywithdrawn þy the owner or
related part¡es.

Allocation of owner or related party total work time for resident-related functions. When any owner or
related party performs a resident-related function for less than a full-t¡me-equ¡valentwork week, defned as
40 hours per week, the compensation lim¡t shall be prorated. The time spent on each function within a
facility or within all facilit¡es in which the owner or Íelated party has an ownership or management interest
shall be prorated separatêly by functlon, butshall not exceed 100 percent óf that person's totalwork t¡me.
Time spent on other non'related business interests or work activities shall not be ¡ncluded in calculations of
total work time. Owner or related parties peforming residentrelated functions must þe l¡censed or certified
by the state to perform serv¡ces requ¡r¡ng such credentials.

Salaries paid to non-working owners or other related part¡es, as defined in the Deflnit¡ons of the Cost
Report lnstructions, shall not be considered an allowable cost regardless of the name assigned to the
transfer or accrual or the type of provider entity mak¡ng the payment. Each payment shall be separately
ident¡f¡ed and reported as owner compensation in the non-reimbursâble and non-residenl-related expense
section of Schedule A in the cost report.
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Rent or Lease Expense - Equipment - Report all recurring rent or lease expense for equipment such as
computer leases, cop¡er leases/ telephone equipment leases, etc.

Rent or Lease Expense - Facility - Report all recurring fac¡lity rent or lease expense

Resident Tfansportation - Report resident transportation expense ¡ncurred for non-emergency medical,
shopping, act¡v¡ties, etc., in which the residents âre the pr¡mary passengers. Mileage reimþursements for
staff use of personal vehicles may be included if the prlmary passenger is a resident.

Th¡s ¡ncludes fuel, veh¡cle lease, interest, deprec¡ation (also include on Schedule D), insurance,
vehicle repairs and ma¡ntenance or other veh¡cle-related expense. lf transportation costs are
allocated, trip logs must be kept to document the expense.

For allocation purposes, acceptable methods of allocating cost to Resident Transportat¡on are as follows:

1 . Allocated at a set rate per mile. The rate would be determ¡ned by dividing total vehicle expense, not
restr¡cted to another expense line, by the total miles. The IRS allowed rate per mile is acceptable
þecause it includes factors for depreciation, insurance and repairs.

2. lf pr¡vate vehicles are used to transport residents, the entire amount of the reimbursement paid to the
employee for use of the vehicle is allowaþle as Resident Transportation. The rate of reimbursement
must, however, be reasonable.
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Salar¡es - Sâlâr¡es are compensation paid for personal serv¡ces that were reported to the Internal Revenue
Seruice (lRS). Salary allocations should adhere to Medicaid cost pr¡nciples. These lines, plus the
owner/related party compensation lines, shall reconcile to your working trial balance.

Report hours paid and the related salaries on the appropriate line for all salar¡es classif¡cations.

Non-owner/related party administrator compensation shall be reported in the Administration Cost Center.
Salaries and benefits of the âdministrator and co-administrator pa¡d as central office costs shall be included
as part of the central otf¡ce âllocâted costs.

When any non-owner or non-related party performs a res¡dent-related function for less than a full{ime-
equivalent work week, def¡ned as 40 hours per week, the work time and compensat¡on shall be prorated
on each funct¡on within a facility or within all facil¡ties, þut shall not exceed 100 percentofthat person's total
work time. Time spent on other non-related business interests or work activities shall not be ¡ncluded in
calculations of total work time.

Report the salaries of the Treatment Facility Operat¡ons Cost Center personnel, the salaries of Room,
Board, and Support Cost Center personnel, and the salaries of Treatment Cost Center personnel on the
appropriate lines in the respective cost center (see salaries classifcat¡ons list below). DO NOT REPORT
CONSULTANTS ON THESE LINES,

1. Salar¡es - Program D¡rector
2. Salâries - Other Adm¡nistrat¡ve Salaries
3. Salar¡es - Ma¡ntenance Staff
4. Salaries - Housekeeping
5. Salaries - D¡etary
6. Salaries -- Laundry
7. Salaries - Licensed Mental Health Professional (LMHP) - an individual who ¡s l¡censed in the

State of Kansas to diagnose and treat mental illness or suþstance aþuse act¡ng within the scope
of allapplicaþle state laws and their pfofess¡onal license. A LMHP ¡ncludes indiv¡duals licensed
tó practice independently such as:

a. Licensedclinicalpsychologists,
þ. Licensed clinical marriage and family therapists,
c. Licensed clinical professionalcounselors,
d. Licensed specialist clinical socialworkers, or
e. Licensed clinical psychotherapists.

A LMHP also includes ind¡v¡duals licensed to pract¡ce under the supervis¡on or direction of:
a. Licensed masters marriage and family therapists,
b. Licensed masters profess¡onâlcounselors,
c. Licensed masters socialworkers, or
d. Licensed master level psychologists.

Superv¡sion or direction must be prov¡ded by a person who is el¡gible to prov¡de Medica¡d seryices
and who is licensed at the clinical level or is a physic¡an.

8, Salaries - Mental Health Worker - An individualwho is at least twenty-one (21) years of age and
meets at least one of the following requirements:

a. A bachelor's degreet ât least l2 credit hours ofeducat¡on in psychology, sociology, social
work, counseling, nursing, educat¡on, rehab¡l¡tation counseling, or theology; and one year
of experience in mental health services.

b. A licensed registered nurse (RN) and one year of exper¡ence in mental health

TN-MS #16-013 Approval Date¡/lAY--z 3 ?!17 Effective Date: 07/01/t6 Supersedes TN-MS#06-09
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services.
c. A high school diploma or equivalent and fouf years of experience in mental

health serv¡ces.
d. A l¡censed practical nurse (LPN) with one year of experience in mental health services.
e. A licensed mental health tech (LMHT) with one year of experience in mental health

services.

TN-MS 416-013 Approval Datctr^V t. f, ,(117 Effcctive Date: 0710 1/16 Supcrsedes TN-MS#06-09
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9. Salar¡es - Direct Care Staff - AII direct care staff who are ât least twenty-one (21 ) years of age
and at least three (3) years older than the oldest res¡dent; must have a high school diploma or ¡ts
equ¡valent.

10. Salaries - Therapy - Other therapy salaries not covered in other classificat¡ons.

For owner/related party administrator compensation see the definition "Owner and Related Party
Compensation".

Small Equípment - Equipment purchases of $1,000 to $5,000 thatwere notcapitalized mustbe expensed on
this line. Equipment purchases of $1 to $999 may þe reported in the cost center of benef¡t as a supply
expense.

Staff Training - Report the costs of fees, tuition, books, etc. for education or training seminars. Training
must be pertinent to the joþ duties and not involve acquiring a degree. Travel, lodging and meals
associated with the education/seminars may be reported on this line.

Supplies - D¡etary - Report supplies expense directly related to the preparation and service of food to the
residents unless further restricted þy another expense line. Examples include þutare notlimitedto paper
goods, k¡tchen utensils, etc.

Suppl¡es - Housekeeping - Report all suppl¡es expense related to keeping the building clean and sanitary.
Floor care supplies shall be expensed on this l¡ne.

Supplies - Laundry and Linen - Report all suppl¡es expense directly related to laundryand linen serv¡ces for
the res¡dents, unless restricted by ânother line.

Supplies - Nursing - Report expenses of all routine supplies directly related to the provision of nursing
ând/or health related serv¡ces for fesidents, unless further restricted by another expense line.

Suppl¡es - Office and Printing - Report all office supplies, postage, duplicating and printing expenses on this
l¡ne. The prlnting and duplicating of forms are considered to þe an administrative expense and shall not þe
reported in any other cost center.

Suppl¡es - Operating - Report supplies expense inc¡dentalto the operat¡on of the applicable cost center. and
maintenance of the building, grounds, and equipment in the Treatment Facil¡ty Operating Cost Center.

Suppl¡es - Res¡dent Activity - Report the supplies expense ¡nvolved in prov¡ding resident activities.

Taxes - Report all real and personal property taxes in the Treatment Fac¡lity Operating Cost Center. Federal
income, excess proft taxes, state or local income and excess profits taxes, taxes on property that is not
used prov¡ding covered serv¡ces, and interest or penalties paid on anyofthese taxes are non-reimbursaþle
costs and should be reported in the Non-re¡mbursable & Non-resident Related Cost Center.

Telephone and Other Communication - Report rout¡ne telephone and communications expense in the
Administration Cost Center regardless of the department or cost center benefit.

Travel - Report administrative, stalf and consultant travel expenses that âre related to resident care.
Estimates shall not þe acceptaþle. Exceptions:

TN-MS #16-013 Approval Datei/.,l\Y:-.j¿-||_i¿fll7-Effective Dale: 07101/16 Supersedes TN-MS#06-09
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1 . Long term or recurring vehicle lease expense for þusiness purposes shall be reported on Rent or
Lease Expense-Equipment Line or as applicable to treatment on the Resident Transportation
Line.

2. Expenses associated with the personal use of a vehicle are not allowable unless reported within
otherwise allowable l¡mits of compensation.

3. Resident transportation expense shall þe reported in the Treatment cost center outlined in the
expense line explanation.

Utilities Except Te¡ephone - Report expenses for gas, water, electr¡city, heat¡ng oil, trash hauling, etc.
Cablev¡sion may be considered a ut¡lity or res¡dent activ¡ty expense.

Non-Re¡mbursaþle & Non-Res¡dent Related ltems
Provider adjustments must þe made in column 3 that offset column 2 expenses ¡n total. Column 4 will show

zero expenses.

Costs notrelatedto res ident care shall be considered Non-re¡mbursable costs and reported in th¡s section. In
add¡tion, the following expenses or costs shall not be allowed unless noted otherwise below:

Educat¡on and Educational Related Expenses -- lfa PRTF incurs costs related to schoolserv¡ces foryouth
residing at the fac¡lity, these expenses should be included as non-reimbursable & non-res¡dent related
expense. These expenses include facility, property equipment and supplies, transportât¡on related to
school âttendance and staff costs. lf certain components of the facility are used as part of a resident¡al
treatment plan, e.g, gymnasium, then those costs can þe reclassifed to the Treatment cost center.
Allocat¡on of cost shall be made based on a ratio of resident time usage to the total time the particular
facility component is availaþle for usage. lf documented as part of a treatment plan, costs assoc¡ated with
time spent by PRTF staff at the school, e.g. provid¡ng ¡n-school support for a res¡dent, shall be reclassif¡ed
to the Treatment cost center. A time study supporting the expense allocation shall be made in accordance
with the time study requirements as outlined in the Definitions portion of the cost report instructions.

Fund Ra¡s¡ng/Publ¡c Relat¡ons/Advert¡sing for Res¡dent Ut¡lízation - lnclude non-allowable advertising
expenses. See Advertising and Recruitment explanation under Expense Lines Section.

lnsurance - L¡fe - Premiums paid on the lives of owners or related parties.

Memþership Fees or Dues - Costs ofsocial, fratemal, c¡vicand other organizations thâtconcem themselves
wìth activities unrelated to their members' professional or business act¡vities.

Non-work¡ng Directors or Officers Fees - Fees paid to non-working d¡rectors and the salaries of non-
working officers.

Other - Expenses such as:
'1 , the inputted value of services rendered by non-paid workers and volunteersi
2, expenses reimbursed from other state or federal funds;
3. costs of social, fraternal, civic, ancl other organizations that concern themselves with activ¡ties
unrelated to their memþers' professional or business act¡v¡t¡es;
4. vending machines and related supplies;
5. board of director costs;
6. penalties, fines, and late charges;
7. automobiles and related accessories in excess of $25,000.00 each, Buses and vans for resident

transportation shall be reviewed for reasonableness and may exceed $25,000.00 in costs;
L provider-owned or related party-owned, -leâsed, or -chartered airplanes and related expenses;
9, bank overdraft charges or other penalties;
10. personal expenses not directly related to the provision of long{erm resident care in a PRTF;
1 1. management fees paid to a related organization that are not clearly derived from the actual cost of

TN-MS #16-013 Approurt Oote:MAY 2 3 20,17 ¡ffective Datc: 07101/16 Supersedes TN-MS#06-09
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materials, supplies, or services prov¡ded d¡recfly to an indiv¡dual pRTF;
'l2..business expenses not directly related to the câre of residents ¡n a long{erm care facility includ¡ng
business inveslment activities, stockholder and public relations activities, and larm and rancfr operáiions;
13. legal and other costs associated with lit¡gation , unless the lit¡gation is decided ¡n the prov¡défs favor;
14. lobbying expenses and pol¡t¡cal contr¡þutions; or
l5 purchase discounts, allowances, and refunds shall be deducted from the cost of the items purchased.
Refunds of prior years' expenses shall þe deducted from the related expenses.

TN-MS #16-013 Approval Dare:MAY ? 3 2017 E fîective Date: 07 /0r/16 supersedes TN-MS#06-09
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Prov¡sion for lncome Taxes - FedeÍal income and excess profit taxes, stâte or local income and excess
profit taxes, taxes from wh¡ch exemptions are available to the provider, taxes on property that is not used in
providing covered services; self-employment taxes appl¡cable to ind¡vidual propr¡etors, partners, or members
ofâjoint venture, and any interestor penalties paid on these taxes. ln addit¡on, interest and penalties paidon
federal and state payroll taxes should be included here.

Resident Purchases - Reportthe expense for items purchased for res¡dents but not listed as rout¡ne serv¡ces
or supplies.

SCHEDULE B - EXPENSE RECONCILIATION

General: This schedule shall be used to reconcile the expenses reported on the PRTF Financial and
Statist¡cal Report (Form KDADS-PRTF-o1) to the prov¡der's fnancial books and federal tax return.

The cost report automat¡cally calculates the following:

Total Expenses Per Books or Federal Tax Return - Record each cost center total from Schedule A,
Column 2.

Total Prov¡der Adjustments - Record each cost center total from Schedule A, Column 3.

Total Resident Related Expenses - Record each cost center total from Schedule A, Column 4.

Total Expenses per Cost Report - Total each Column, lines A through F.

Expenses on Books or Federal Tax Return Not on Cost Report - ltemize each expense reflected in the
þooks or federal tâx return and !q! included in the cost report. These expenses should be recorded ¡n the
column I under books and/or federal tax return. Use an additionâl schedule if necessary to list expenses.

Total -Total linesG, H, and L This totalshould equalworking trial balance (þooks) or federal tax return.

SCHEDULE C . STATEMENT OF OWNERS AND RELATED PARTIES

General: Listallownersof the provider entitywith 5% or more ownership interest and all related parties. Fill
out Schedule C completely and accurately. Aftach an additional schedule if more explanation or space is

needed. Providers shall base all allocations on reasonable factual informat¡on and make the information
available on request. Such information shall include deta¡ls of dates, hours worked, nature of work
performed, how it relates to resident care and the Kansas Civil Serv¡ce wage rates for such activ¡ties.

ENTER - Name, Social Secur¡ty Number and Address
Column (1) - o/o of ownership (if applicable) or state the relat¡onship to owner

column (2) - % of time devoted to this facility per customary workweek

Column (3) - Total salaries, drawings, consulting fees, and other pâyments to owners and related parties.

Column (4) - List the litles, functions or descriptions of the jobs peformed or transactions made w¡th all
owners and related parties. The job classes should correspond with those included in the Kansas Civ¡l
Seruice classif¡cations for comparable positions.

Column (5) - Enter the distribution by cost report line item of the total compensation incurred for all joþ
functions. Owner/related party compensâtion shall be reported on the owner compensation expense lines

TN-MS Hl6-013 Approval Date:ì,lAY Ðf rn17 Effective Drte: 07101/16 Supersedcs TN-MSH06-09



EXCEL VERSION
KOADS.PRTF.O,I

KANSAS À4EDICA{D STAIE PLAN

Dopartmont for Ag¡ng and Disability S6rvices

PSYCHIATRIC RESIDENTIAL TREATMENT FACILITY COST REPORT

COVER PAGE

INS.TRUCTIONS ARE AN INTEGRAL PART OF THIS REPORT. YOU i/IUST READ THEM BEFoRE coMPLETING.

EDS PROVIDER NUMBER (NEED {() DìGìTS) EMPLOYERS' FEDERAL ID NUMBER

PROVI0ER NAME (Ìhepeßon orbusiness organization resporìsible for meeling r€quirem€nls,

prcvidjng serviæs and rece;ving paynenls,)

FACILITY NAI\,IE

FACILIÌYAODRESS (STREEÌ, C|TY, STATE, Ztp)

CONTACT PERSON'S NAME PHONE NUMBER CONTACT EMAIL ADDRESS
REPORT PERIOD

TO

OF ACCREDITATION; Chock One

FISCAL YEAR ENO

CARF

_JACHO
Trme Peiod Covered _ro_

FAX NUMBER

TYPE OF MOST RECENT AUOIT A-133 _ GAS _

Other (Specúy)

PRIVATE PAY RÂTE:

CHECK ONLY ONE Sole Propri€lorshrp

Corp. - Non Prolil

Other - Govénìment Owned

City Own6d

Olher (Specify):

Cor.p - Prolìt

County Own€d

PRTF BEDS

TIMÉ PERIOD

BEGINIIING DATE/DATE OF CHANGE ENDING IìATF IÔF BFDS # OF CALENDAR DAYS BED DÂYS ATTHIS BED COUNT

c.l (

3.1 (

ri
rl
.t
= I tot¡r n¡vs nrnrNc nFpoRrNê pFRrôn

0

COLUMNJ,LINESA

[4EDICAID REI[,lBURSABLE EXCLUDING APPROVED ABSENT DAYS

TOTAL [4EOICAIO APPROVED ABSENT DAYS

TOIAL RESìDENT "OTHER BED

TOTAL 0

tDtv/0r

rr.vs +te.ots,rpprovatffit-fl-$-ffirective Date: Jury 1, 2016 supersedes oô4e



EXCEL VERSION ATIACHI/IENT 1 KDADS-PRfF-01
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I HAVE COMPILED THE ACCOI\,,IPANYING COST REPORT, ]NCLUDING ACCOIVPANYING SCHEDULES AND STATEMENTS PREPARED FOR

TO THE BEST OF MY KNOWLEÞGE AND BELIEF, IT IS TRUE, CORRECT
TRIAL BALANCE (ATTACHED) AS EXPLAINED IN THE RFCONCILIATION (SCHEDULE
OF EXPENSES REPORTED; THAT I HAVE REOUESTED ALL NECESSARY AND

N¡ATERIAL: AND, fHAr ALL IVIATERIAL TRANSACTIONS WITH OWNERS OR OTHER RELATED pARTtES HAVE BEEN
ON APPROPRIATE SCHEDULES. I UNDERSTAND THAT THIS INFORI\¡ATION ]S SUBIV1ITTED FOR THE PURPOSE OF
PAYMENT RATÉS UNDER THE KANSAS I\¡EDICAIO PROGRAM. I UNDÉRSTAND THAT ANY FALSE CLAIMS, STATEIVENTS

OF MATERIAL FACT STATE LAW.

INAND WITH WORKINGAGREEIVIENT
HAVE SUPPORTINGALL DOCUI\,4ENTATION

DECLARATION OF PREPARER:

FOR THE COST REPORT PERIOD ENDING

8);

TKIHAKEK!j :;ILJNA IURE IITLE/POSITION

NA|VìE (Hf{N I UR tYPÈ)

FAX NUiVBER

PKtsI-AKhII'ö EMAIL AUURESS

DECLARATION OF OWNER; PARTNER; OR OFFICER OF THE CORPORATTON, CtTY, OR COUNry WHTCH
IS THE PROVIDER:

I HEREBY CERTIFY THAT ] HAVE READ THÊ ACCOIVPANYING COST REPORT, INCLUDING ACCOI\IPANYING SCHEDULÊS AND
STATEIVENTS AND TO THE BEST OF MY KNOWLEDGE AND BELIEF, IT IS TRUE, CORRECT, COI,,IPLETE, AND IN AGREEI\4ENT WJTH
WORKING TRIAL EALANCE (ATTACHED) AS EXPLAINED lN THE RECONCILIATION (SCHËDULE B); THAT ALL MATERIAL
TRANSACTIONS WITH OWNERS OR OTHER RELATED PARTIES HAVE BEEN SUMMARIZED ON APPROPRIATE SCHEÞULES, J CERTIFY
THAT NO IVATERIAL OR INFORI\IATION I HAVE ACCESS TO WOULD PRODUCE FINDINGS CONTMRY TO THOSE IN fHE
ACCOIVPANYING COST REPORT INCLUDING ACCOMPANYING SCHEDULES AND SÎATEIVENTS. I UNDERSTAND THAT THIS INFORI\4AÍION
IS SUBMITTED FOR THE PURPOSE OF DEVELOPING PAYMENT RATES UNDER THE KANSAS MEDICAID PROGRAIV. I UNDERSTAND
THAT ANY FALSE CLAIMS, STATEI\¡ENTS OR DOCUIVENTS, OR CONCEALMENT OF MATERIAL FACT IVAY BE PROSECUTED UNDER
APPLICABLE FEDERAL AND/OR STATE LAW.

SIGNATURE AND TITLE OF OWNER, PARTNER, OR OFFICËR OF THE CORPORATION, CIIY OR COUNIY WHICH IS THE PROVIDER. IF
PERSON SIGNING IS NOTAN OWNER OR PARTNER, PLEASE ATTACH DOCUMENTATION OR A RESOLUTION SHOWNG THEIR AUTHORIry
rO SIGN. IUNLESS ONE HAD BEEN PREVIOUSLY SENT AND ON FILEì

IIìLE/POSIì ION

NAME (PRIN' OR IYPE)

Page 12 of 12
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EXCEL VERSION ATTACHMENT 1 KDADS-PRTF-o1

SCHEDULE A EXPENSE STATEMENT

FACILITY ADMIN¡STRATIVE COST
CENTER

lcôsfs fôr thiç fâ.¡litv's ôhÞrâliôh ôñlvì

TOTAL
ANNUAL

HOURS PAID
11ì

PER BOOKS OR
FEDERAL TAX

RETURN
(2\

PROVIDER
ADJUSTMENTS

(3)

RESìOENT
RELATED

EXPENSES
{4)

(AGENCY USE)

STATE
ADJUSTI\4ENTS

t5)

(AGENCY USE)
ADJ RESIDENT

RELATED
EXPENSES

t6)

SALARY - PROGRAI\4 DIRECTOR

SALARIES - OTHER ADMINISTRATIVE

EIMPLOYEE BENEFITS

OWNER/RELATED PARTY ADI\¡IN
COMPFNSATIÔN - SCHFDI JI FC
OWNER/RELATED PARTY
FMPI OVFF RFNFFITS

STAFF TRAINING

CONTRACTED LABOR

I\,IANAGEI\,4ÉNT CONSULTANT FE ES

SUPPLIES - OFFICE & PRINTING

I ELEPIIUNÈ 
'I 

U I FIE¡(
NÕMMI INI.:ATI'IN

ÏRAVEL

ADVERTISING AND RECRUIT¡/IENT

LICENSES, ACCREDITATION & DUES

ACCOUNTING & DATA PROCESSìNG

INSURANCE - LIABILITY

INSURANCE - OTHER

NTEREST

!EGAL

CRIIVINAL BACKGROUND CHECK

TAXES (NOT REAL/PROPERTY)

MAINTENANCE & REPAIRS

SUPPLIES - OPERATING

SI\4ALL EQUIPI\¡ENT (SEE
NSTRUCTTONSì

3THER (SPECIFY)

CTHER (SPECIFY)

CTHER (SPECIFY)

ALLOCATIONS - ATTACH SCHEDULE

ALLOCATIONS - CENTRAL OFFICE

IOTAL FACILITY ADMIN COST
f:FNTFP 0 $ $ $ $ $

Page 2 of 12
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EXCEL VERSION ATTACHI\,1ENT 1 KDADS-PRTF.Ol

DO NOT CROSS OUT OR RETITLE LINES

DO NOT JNCLUDE MORE THAN ONE AMOUNT PER LINE.

PKUVIUE}< NAME

:DS PROVIDER NUIVIBER

SCHEDULE A EXPENSE STATEMENT

FACILITY PROPERry COSI
CENTER

lcosts for lhrs fâcililv's ooeration onlvì

TOTAL
ANNUAL

HOURS PAID
/1ì

PER BOOKS OR
FEDERAL TAX

RETURN
PROVIDER

ADJUSTMENTS
(3)

RESIDENT
RELATED

EXPENSES
(4\

(AGENCY USE)

STATE
ADJUSTIVENTS

15ì

(A$ENçY Uütr)
ADJ RESIDENT

RELATED
EXPENSES

INTEREST - EOU¡PMENT

INTEREST . REAL ESTATE

IIEN I/LEASE IXPENSE
EOIJIPIVlENT

RENTiLEASE EXPENSE - FACILITY

¿\MQK II¿EU LEASEHOLIJ
MPROVEIVENT
UtsI-KEUIA I ION EXPENSE
EOUIPMENT

DEPRECIATION EXPENSE . FACILITY

TOTAL FACILITY PROPERTY
COST (:FNTFR $ $ $ $ $
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EXCEL VERSION ATIACHI\¡ENT,1 KDADS-PRTF.O,1

DO NOT CROSS OUT OR RETITLE LINES

DO NOT INCLUDE MORE THAN ONE AMOUNT PER LINE.

?ROVIDER NAME

!DS PROVIDFR NI'MBFR

SCHEDULÊ A EXPENSE STATEMENT

NON-REIMBURSABLE & NON-
RESIDENT RELATED EXPENSÊ

ITEMS
lcosts for lhis fâcil¡tv's oDêration ohfvj

TOTAL
ANNUAL

HOURS PAID
t1t

PER BOOKS OR
FEDERAL TAX

RETURN
t2\

PROVIDER
ADJUSTI\4ENTS

13ì

RESIDENT
RELATED

EXPENSES

(AUENLJY USE)

STATE
ADJUSTIVENTS

(5)

I{AGENCY USE)
IADJ RESIDENTI nernreoI experuses
| ¿el

BAD DEBTS

PROVISION FOR iNCOI\,,IE TAXËS

NONWORKING OWNERS/OFFICERS
SCHEDIILE C

I\¡ E I\,4 B ERSH IP S FEES AND DUES

FUND RAISING/PROIVIO & NON-
REII\,4BURSABI E ADVERTISING
LIIE INSURANCE -
CWNERS/OFFICERS

CTHER HEALTH CARE

VENDING I\¡ACHìNES

3OARD OF DIRECTORS EXPENSE

RESIDENT PURCHASES

EUUUAIION & bJJUGA ]ION RELA IEIJ
EXPENSES

f,THER (PLEASE SPECIFY)

]THER (PLEASE SPECIFY)

OTHER (PLEASE SPECIFY)

TOTÂI NôN-RFIMRf IRSÀRI F $ s $ $ $

TOTAL #REFI #REFI #REFI #REFI #REFI

ATTACH A DËIAILÉD DEPRECIATION SCHEDULE AND THE DETAILED WORKING
TRIAL BALANCE USËD TO PREPARE THIS COST REPORT

rN.Ms #16-013Appro"" 
"tFtY 
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PER LINE.

SCHEDULE A EXPENSE STATEMENT

ROOM, BOARD, AND SUPPORT
COST CENTER

lcôsts fôr this fâcil¡lv's ôôêrâtiô¡ ônlvì

ANNUAL
HOURS PAID

11)

FEDERAL lAX
RETURN

PROVIDER
ADJUSTI\¡ENTS

(3)

RELATED
EXPENSES

t4\

(AGtsNUY USE)
STATE

ADJUSTMENTS
t5)

I tA\rE'\vr uùrl
I RELATED
I expe¡lsEsI rer

SALARIES - HOUSEKEEPING

SALARIES - DIETARY

SALARIES - LAUNDRY

EMPLOYEE BENEFITS

OWNER/RELATED PARTY
COMPFNSATION - S(]HFT]I¡I Flì
OWNER/RELATED PARTY
FMPI ÔYFF RFNFFITS

STAFF TRAìNING

CONTRACTED LABOR

SONSULTANT (SPEC¡FY)

FOOD

SUPPLIES - DIETARY

LINEN & BEDDING I\¡ATERìAL

SUPPLIES - LAUNDRY & LINEN

SUPPLIES - HOUSEKËEPING

SIVALL EOUIPMENT

IVAINTENANCE & REPAIRS

SUPPLIES - NURSING

SUPPL¡ES - RESIDENT ACTIVITY

RESIDENT TRANSPORTATION

SUPPLIES - TREATI\IENT

OTHER (PLEASE SPECIFY)

OTHER (PLEASE SPECIFY)

OTHER (PLEASE SPECIFY)

OTHER (PLEASE SPECIFY)

OTHER {PLEASE SPECIFY)

OTHER (PLEASE SPECIFY)

TOTAL ROOM & BOARD COST
CFNTFR 0 $ $ s s s

EXCEL VERS¡ON ATTACHMENT 1

Page 5 of 12

KDADS-PRTF-o1
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EXCEL VERSION ATTACHIVENT'1

Pêge 6 of 12

KDADS-PRTF-O'f

DO NOT GROSS OUT OR RETITLE LINES

DO NOT INCLUDE MORE IHÂN ONE AMOUNT PER LINE :DS PROVIDER NUI\4BER

SCHEDULE A EXPENSE STATEMENT

IREATMENT COST CENTER

/Côstc fôr this fâ.il¡lv's ôôÞrâl¡ôh ônlv\

TOTAL
ANNUAL

HOURS PAID
(1)

PER BOOKS OR
FEDERAL TAX

RETURN
(2)

PROVIDER
ADJUSTMENTS

t3)

RESIDENT
RELATED

EXPENSES
Á\

IAGENCY USË

STATE
AOJUSTIMENTS

ADJ RESIDENT
RELATED

EXPENSES

SALARIES - LICENSED MENTAL
HEALTH PROFFSSICJNAI 1I MHPì
SALARIES - MENTAL HEALTH
WORKER

SALARIES - DIRFCT CARF STAFF

SALARIES - THERAPY
PHYSICJANS, ARNP, PHYSICIAN
qSSISTANT

:MPLOYEE BFNFFlTS
OWNER/RELATED PARTY
CÔN/PËNSATIÔN - SCHEDULE C
OWNEF(/T(ELA IED PARTY
EIVPLOYEE BÊNEFITS
UUN I F(AU I PHYSICIAN, ARNP
PHYSICIAN ASSISTANT

OTHER CONSULIANTS ¿SPECIFYì

CONTRACTED LABOR
LIUENSES, AUUHEIJIIA IION AND
DUES

STAFF TRAINING

OTHER (PLEASE SPECIFY)

OTHER (PLEASE SPECIFY)

OTHER (PLEASE SPECIFY)

OTHER (PLEASE SPECIFY)

oTt-tER (PLEASE SPECIFY)

OTHER (PLEASE SPECIFY)

TOTAL SUPPORT &
TRFÂTMFNf CTìST CFNTFR s $ $ $ s

TOTAL o êRFFI #REF! #REFI #REF!
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NUMBER

EXPENSE STATEMENTSCHEDULE A

TREAIMÊNT FACILITY OPERATING
COST CENTER

(Costs for this facilitv's oÞerat¡on onlv)

TOTAL
ANNUAL

HOURS PAID
11)

PER BOOKS OR
FEDERAL TAX

RETURN
(2\

PROVIDER
ADJUSTMENTS

t3ì

RESIDENT
RELATED

EXPENSES

(AGENCY USE)

STATE
ADJUSTIVIENTS

(A(,ENUY UèÈ)
ADJ RESIDENT

RELATED
EXPENSES

SALARIES - I\4AINTENANCE STAFF

:I\4PLOYEE BENEFìTS

OWNEK/RELA I EU PAK I Y

COMPENSATION - SCHEDULE C
UWNEK/KELA I EU PAI.( IY
EI\4PLOYEE BENEFITS

CONTRACTED LABOR

STAFF TRA¡NING

INSURANCE - FACILITY

ÌRAVEL

CONSULTANTS (SPECIFY)

UTILITIES

CONTRACTORS FEES

N¡AINTENANCÉ & REPAIRS

SUPPLìES - OPERATING

IAAEÞ - KEAL ANU I'ET(sUNAL

LICENSES, ACCREDITATION & DUES

CTHER (PLEASE SPECIFY)

CTHER (PLEASE SPECIFY)

ClHER {PLEASE SPECIFY)

I(J IAL I KtsAI II¡ItsN I I.AUILI I Y

ôÞS (.ìllST lìFNTFP 0 $ $ $ $ s

EXCEL VERSION ATTACHMENI 1
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EXCEL VERSION ATÎACHMENT 1 KDADS-PRTF-01

PRUVIIJER NAME
EDS PROVIDER NI] IBFR

PER BOOKS OR
FEDERAL IAX

RETURN
(1)

PROVIDER
ADJUSTI\4ENTS

(2)

RESIDENT
RELATED

EXPENSES
(3)

TOTAL EXPENSES . FACILITY ADMINISTRATIVE COST CENTER

B TOTAL EXPENSES . TREATN¡ENT FACILITY COST CENTER

a IOTAL EXPENSES - FACILITY PROPERTY COST CENTER

TOTAL EXPENSES - ROOM. BOARD. AND SI.JPPÕRT COST CFNTFR

IOTAL EXPENSES. TREATI\¡ENT COSI CENTER

rOÏAL EXPENSES - NON.REIMBURSEABLE

TOTAL EXPENSES PER COST REPORT $ $ $

:XPENSES ON BOOKS OR FEDERAL TAX REIURN NOT ON COST REPORT

H SPECIFY

SPECIFY

J TOTA,L (sHoULD EoUAL SUPPoRTING BooKs oR FEoERAL TAx RETURN) $

SCHEDULE C STATEMENT OF OWNERS AND

THE AMOUNT AND NATURE OF IRANSACTIONS WITH ALL OWNERS & RELAIED PARTIES.

NA¡,l8, SSN, ADDRESS (CITY & STATE)

(1)

% OWNERSHìP

t2t

% T \,îE
DEVOTED

(3)

IOTAL AI\47
INCURRED

(4)
TITLE, FUNCTION

OR DESCRIPTION.
TRANSACT¡ON

(5)

DISTRIBUTION
AI\4OUNT

COST CENTER
WHERE

INCLUDED

TOTALS (SHOULD BE EQUAL) $ $

Page 8 of l2
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EXCELVERSION

SEP 16

D STATEMENT RELATEO TO INTEREST ON ALL BONDS, LOANS, NOTËS, AND IIIORTGAGÊS

LENOER'S NA¡,4E LENDER'SADDRESS ITEMS FINANCÊD N DAIE AIMOUNT EXPENSE

AND AMORIIZAIION SCHEDULES FOR ALL LOANS OF $5,OOOOR f\¡ORE IF NOTALREADY SIJBMIIÍÈD.

rN.¡vsû16.013app,tllïTê.*+liìiä:1f"" 
""'", 

Jùry 1, 2016 supo.edes o6-os



EXCEL VERSION ATTACHMENT 1 KDADS-PRTF-01
sEP- 16

SCHEDULE E REVENUE STATEMENT

REV PER BOOKS
OR FED TAX

RETURN
t1)

ADJUSTMENT
TO EXPENSE
ACCOUNTS

(2\

COST CENTEF
OF RELATED

EXPENSE
t3ì

ROUTINË DA¡LY SERVICE:

PRIVATE PAY

IVlEDICAID RESIDENTS & PATIENT LIABILITY

CONTRIBUTIONS AND DONATIONS

OTHER RESIDENTS (SPECIFY)

REVENUE FROI\4 MEALS SOLD TO GUESTS & E¡iIPLOYEES

REVENUE FROM SALES OF SUPPLIES TO RESIDENTS

PURCHASE DISCOUNTS, RETURNS, REFUNDS & ALLOWANCES

OTHER SUPPLIES SOLD

PROGRA¡/ REIIVlBURSE|\ilENTS & TAX CREDITS

INVESTMENTiINTEREST INCOME

VENDING I\¡ACHINE REVENUE

I\4ENTAL HEALTH AND SUBSTANCE ABUSE SERVICES REVENUE

OTHER (SPECIFY)

OTHER (SPECIFY)

OTHER (SPECIFY)

TOTALS $0 $0

Be Cena¡n to Off-Set Expenses w¡th Related Revenue Where Appropriate

rN-¡ils#1G-o'13Appr-ouut DâI&AY-øÛ fm1lrï"ll"out", lrry1,2o'16 supersedes 06-0e



EXCEL VERSION ATTACHIVIENT 1 KDADS-PRTF-01
sEP-16

NAIVE

DEPRECIATION & AMORTIZATIONEDULE F FIXED ASSET uÈtr I toNNA|RE
1 DOES IIiE PROVIDER LEASE OR RENT ANY PART OF THE PHYSICAL

FACILITY FROM ANY OTHER ENTITY?.........,,, l--l ves l--l ¡ro
2 IF YES, DO ANY OWNERS OF THE PHYSICAL FACILITY HAVE AN INTEREST,

Df RECTLY OR tNDtRECTLY, tN THE pROV|DER?..........._..........................,,. l--l ves l--l tto

, rF NO, cO TO QUESTTON 9.13,

NAME OF OWNERS OF PHYSICAL FACILITY % OF OWNERSHIP
DESCRIBE NATURE OF RELATIONSHIP WITH

PROVIDER. IF NONE, WRITE 'NONE'

3

4

5

6

7
IF THE OWNERS ARE OTHER THAN INDIVIÞUALS, READ AND FOLLOW THE INSTRUCTIONS FOR LINES 1-7 FOR
COMPLEX CAPITAL STRUCTURES.

DoEs rHE LEASE coNTArN AN oproN To eURcHASE THE LEASED pRoprRryz l--l yrs f_l ruo

ô IS ÏHE PHYSICAL FACILITY OWNED BY THE PROVIDER? l--l ves l--l No

'10 IF OWNED, WAS THE PURCHASE AN ARI\4S LENGTH TRANSACTION?..,,,...........
(ATTACH A STATEI\4ENT OUTLINING DETAILS OF THE PURCHASE)

l-_-l ves l--l ¡¡o

11 WAS THE STRAIGHT LINE DEPRECIATION IMETHOD USED?..............,.,.,.............
IF NO, HAVE YOU RECALCULATED THE DEPRECIATION USING THE STRAÍGHT
LINE METHOD AND MADE THE APPROPRIATE ADJUSTMENTS TO THE
DEPRECIATION EXPENSE REPORTED ON THE EXPENSE STATEIV]ENT? ...........,

NO

NO

l--lves E

T-lYES E

ïN-N¡s #16-013 Approual oald{' LL2flT: ]Joï"ll" 0",", Juty 1,2016 supersedes o6-oe




